As a Senior Paramedic within the Welsh Ambulance Service, leadership is the key component of my daily role. The NHS Academy (2013) holds the view that we should be encouraged to understand what leadership truly is, with Jones (2014) highlighting the importance of examining the processes of leadership, with the principles and concepts needing to be fully understood. 
Research has shown, undertaking a leadership programme enhances ‘self-awareness, better relationships, greater ability to reflect on practice, different conversations in the work place that were more compassionate and respectful, and an ethos of continuing learning and improvement’ (Dewar and Cook 2014).
A report in 2009 from the NHS Ambulance Chief Executive Group, recognised with the progression of the profession, there has been a challenge in developing clinical leadership, of which the workforce deserves. In 2011, the Association of Ambulance Chief Executives gave a key recommendation that ambulance services needed more visible clinical leadership. As we stand now, the introduction of the Senior Paramedic within WAST in the last two years, has delivered a clear leadership role within the organisation.   
Johnson, Bainbridge, and Hazard (2013) describes the leadership space have becoming complex due to leadership in general becoming increasingly contested. They recognise that with the increasing evidence base to support models, it is difficult for leaders to understand what approach to adopt. They recommend there is however a need for a theory to be developed based in conjunction with their own leadership education and individual approach. 
Therefore, to develop my knowledge, understanding and practice of leadership, I will be focusing on critically analysing leadership theories to determine if any of the theories would be beneficial to utilise within my role and organisation.  
Firstly, I will critically evaluate the ‘Great Man’ theory, which is sometimes referred to as ‘Trait Theory’, as it looks at leadership based on certain characteristics, behaviours, and qualities, of which they were ‘born with’ rather than developed (Avolio 2007 and Johnson, Bainbridge, and Hazard 2013). The theory in its known form was first formalised by Caryle in 1841 but Spencer accentuates that it emerged well before it was conceptualised and has since endured, stating ‘not perhaps distinctly formulated, but everywhere implied’ (1873).  
Tolstoy (1996), infamous writer of ‘War and Peace’, has famously dismissed the ‘Great Man’ Theory and rejects its inadequacies as he suggests the ‘Great Man’ is in an illusion of their own persuasive influence, and that the authority of power held, without the threat of opposition, determines the course of events. 
Layland (2018a) anecdotally describes we have considered leaders to ‘those whom we ‘look up to’ or those ‘heroes’ that have been placed upon a pedestal. He argues the fragmentation in the ambulance service may have arisen due to this traditional trait leader as there was no previous emphasis on the learnt skills of leadership through education and coaching.
Charisma is cited as a typical Great Man trait and is a familiar leadership trait seen within the Ambulance Service. Historically charismatic leaders such as Adolf Hitler have seen great success in leading people to follow commands, which highlights that charisma does not go hand in hand with kindness (Jones 2014). Barr and Dowding (2012) explain that within human nature, instinctively we are drawn to charismatic people, however state that this is not an essential leadership characteristic. 
We tend to see this leadership theory within a hierarchical structure, known as a ‘top down’ approach. This leads to barriers in communication, with discouragement in discussion and staff expression. It can also create demoralisation, which has been a continuous but even more current threat to the NHS, and can potentially lead to poor patient experience (Blaber 2014).
The Great Man Theory has long been dismissed so the question arises as why to continue to critically analyse. As Mouton (2017) states ‘An idea that has been around so long, and that provides such easy answers to such difficult questions, is unlikely to simply disappear, despite cogent critiques’. Therefore, it would be inadmissible to consider this theory will not have some influence over leadership in the modern Ambulance Service. 
Context is sometime crucially important in the determination of who is a leader and how likely they will be to succeed. Positive traits that may be attributed to this theory, as discussed, are; charisma, self-confidence, intelligence, boldness, strategic sense, sociability and humour (Keohane 2012), with Machiavelli suggesting that leaders with these natural abilities will have a better outcome. However, Machiavelli also advocated using leadership as a source of power to influence followers (Cosans and Reina 2017). 
As suggested, great traits lead to great leaders but utilising this concept strictly would not work within my leadership environment, especially within the NHS as there is a promotion to encourage different ways of thinking, which will be discussed. However, I agree there is a place for leaders that may hold certain traits, with a strong sense of self awareness and reflection. As well as the flexibility to use positive characteristics of the great man and by not solely relying on the power of the leadership role. 

In a time where the NHS’s failings are publicised by the Media, reported by the ‘Care Quality Commission’, and examples like the Ockenden 2022 report, having a d implication on reputation shows the need for strong leadership attributes and inspiring, motivating role models to promote change and progress the organisation. 
In contrast to judging leadership based on characteristics, we now will discuss Adair’s Action Centred Leadership (ACL) model. Adair is revered as the expert in the development of leadership within organisations and is most known for his ACL three-circle model. Adair’s belief is that leadership is a skill that can be taught and does not rely solely on a person’s traits. ACL has continued to remain relevant, despite the age of his work, due to the ease of application, practicable approach, immaterial of the environment it is used (Ackah, 2019). 
The model focuses on three fundamental factors; Achieve the Task, Build and Maintain the Team and Develop the Individual, as seen in the three circle Venn diagram in Figure 1. 
Theoretically, Adair believed these three factors are overlapping projects that need to be managed as one (Braun, Avital, and Martz, 2012). With Mullins (2016), explaining that any action taken by the leader in one area will lead to an impact in the remaining two circles. Adair believed the effectiveness of a leader was set on the person’s capability to enable the team and individuals to meet the three fundamental factors (Braun, Avital, and Martz 2012), and that by clearly defining the key actions required, it gives direction for success in any given leadership role (Channell 2022). 
The effectiveness of ACL is attributed to its very specific requirements and action approach (Channell 2002). No evidence was found during the literature review of ACL structure used within an NHS environment, however a study conducted in an IT related project found that ACL had a positive influence on it’s team members and environment, citing this increased buy in from the team, provided an up take of knowledge, collaboration and individual learning, and as a result led to a perceived better project outcome (Braun, Avital, and Martz 2012). 
However, MTCT (2011) describes that one of the limitations of the model is the difficulty managers have in balancing the application of the three factors within the business structure, which can result with focus on only one of the areas. 
Adair’s model challenged the ideas of his time and the historical concept of ‘born leaders’, or certain traits within people were deemed as leadership qualities. ACL in its approach has a functional and integrated perspective towards leadership and requires a hierarchical approach (Channell 2022).
Ambulance Services have historically been formally structured with a chain of command. The underpinning hierarchy remains within the organisation and has survived the ‘change’ process which has affected other parts of the NHS (Blaber 2014). 
Goodwin (2003) suggests that a hierarchal position may be adequate to effect change. However, to produce sustainability and longevity, a personable leadership style is more appropriate, and feels that a person will have a greater impact then a position of authority or title may have.   
The Department of Health (DoH) identified that for the continuing development of the NHS, effective leadership should be regardless of ‘position, grade, qualification or place of work, and any person may be a leader or agent of change and improvement (DoH 2001).
The NHS as a whole has moved more towards empowerment through enabling the team and seeing every individual as a leader. Adair’s ACL approach may be seen as authoritarian by some critics, as modernised leadership styles as the DoH attribute, move towards empowerment and the enablement of team innovation (Channell 2022). 
Therefore, ACL would be a suitable model to use within the current Ambulance Service, but does not support or align with the services, and broader NHS’s future vision. By adopting this theory in practice as a leader, may result in a stagnancy in the services potential and negativity amongst staff. 
In comparison to a structured, practicable approach to leadership, we now look at the idea of transformational leadership, with Northouse (2021) describing it as the approach of leaders wanting to understand the needs and motives of their followers, to inspire them to accomplish greater achievements above original expectations together. With the idea that the leader is perceived as being a role model by their followers (Jaiswal and Dhar 2016).
Bryman (1992) identified that this was a part of a ‘New Leadership’ framework which began its concept by Burns in 1978. A political sociologist, he explored the link between leadership and followship and surmised that transformational leaders transcend their self-interest for that of the greater good and raise the consciousness of followers to the important aspects which included the moral and ethical implications (Antonakis 2011). In his work, Burns (1978) cited Ghandi as an example of this leadership, as he was able to inspire and raise hope to millions of people and was also changed by the process. 
Since it’s formalisation, it has continued to build and sustained its popularity outside of traditional management structures, with Antonakis (2011) noting the growth in other disciplines such as Nursing. Its popularity may have arisen within the healthcare environment, due to research suggesting it is an effective model within a variety of situations, and the advantages of the contribution to the personal growth of the leader (Yukl 1999). 
Notgrass (2014) stated employees prefer the behaviours established with this leadership style, as it builds trust, allows accomplishments to be recognised, creativity to be encouraged and ultimately inspires a collective vision. Alimo-Metcalf and Alban-Metcalf concluded from a study conducted in the UK that the effectiveness of this leadership model led to increased levels of employee satisfaction, motivation and productivity which resulted in lower sickness, absence, and employee turnover.    
Application of this model relies on a ‘broad spectrum of generalisations’ when implying transformational qualities as seen in Figure 2. Like other models such as ACL, there is no set process, rules or how to be successful within a particular situation. It encourages the leader to stay respondent to the organisations dynamics and focus on how their own behaviour impacts their followers, and have a thought process based on ideals such as inspiration, innovation and putting individuals needs and concerns before their own (Northouse 2021).
Due to the lack of a defined structure, the concept is very difficult to measure, relying mostly on qualitative data, which has resulted in research unable to determine whether in fact these leaders have transformed individuals and organisations. This leads to criticism, with some suggesting it’s not a consciously applied concept but the research merely explains about the presence of transformational leadership (Antonakis 2011).  
Bryman (1992) also expressed his view that the model treats leadership as a predisposition of behavioural attributes, defined by personality traits rather than a skill that can be taught or learnt. If we compare back to the ‘Great Man Theory’ as discussed earlier, despite Bryman suggesting this as ‘New Leadership’, we can see clear resemblances between the two. 
Tourish (2013) shares his critique of the tendency to portray transformational leaders as charismatic people, who can have profound effects on followers due their personal attributes. The correlation and the criticism of Carlye’s 1841 theory of leaders are born and not made, could be shared with transformational leadership. 
Johnson, Bainbridge, and Hazard (2013) feel this approach within ambulance services may result in staff feeling empowered to engage in activities, instead of feeling enforced by protocols that are perceived as counterproductive. 
However, Walia (2014) warns, that despite this leadership clearly being preferred within healthcare, the sole utilisation of this approach may be insufficient in promoting the change and development required sufficient in creating greater success, suggesting that autocratic models such as transactional approaches may still need to be present. 
Nelson and Newton (2014) describe the recognition of the NHS’s shift in delivering leadership, whilst the importance of transformational leaders apply, there needs to be a degree of flexibility due to the nature of the healthcare environment, which has been profoundly observed within paramedic practice.   
Stogdill (1948) whilst conducting studies on leadership traits, observed the correlation of the leader’s characteristics within the context of the situation and identified that  behaviours were influenced. He concluded that an individual with leadership traits may be a leader in one situation and not another. From this research, contingency or situational models of leadership were concepted. 
One approach was developed by Hersey and Blanchard in 1982, with the belief that a leader must be flexible enough to adapt their style to fit the conditions but emphasises prioritising the person being led, by understanding their individual development level (Blanchard 2007).     
Within practice, Johnson, Bainbridge, and Hazard (2013) highlights that ambulance staff are already familiar with this concept, sub consciously utilising this approach within practice due to the demands of the situation and the needs of the patient. They also suggest anecdotally that managers may adopt different leadership styles with trusted colleagues compared to unknown or untested members of their team.   
A review of an article exploring the developments of a synthesised model of situational leadership in residential care (Lynch 2015), has shown the use of a ‘partnering performance model’ seen in Figure 3, which Blanchard (2007) endorses, stating that it is a main skill of an effective leader as it’s foundation is based on a non-confrontational and inclusive way of working.
The premise of this model is for the leader and follower to actively identify the follower’s needs, with the leader utilising methods such as coaching and mentoring which is adjusted to the ‘competence, commitment and development level of the follower to ensure the vision is achieved’ (Hersey and Blanchard, 1982; Blanchard, 2007). The adaptation of the leader is continuous as the improvements of the follower provide the catalyst through the developmental spectrum (Lynch 2015).  
This is similar to a conceptual model, ‘Partner, Learn, Progress’, derived from the needs of healthcare students in the work-based learning environment to promote learning in the clinical context, and provides a framework for clinical supervisors to progress the profession (Henderson, Winch, and Heel 2006).    
Within the context of my role and the work-based learning environment of Paramedic practice, the partnership model analysed gives clear direction to the leader and follower and how improvements can be made. Skills such as coaching and mentoring are ones that can be learnt and developed and don’t rely purely on trait or instincts. 
This formalised structure allows for situational dependencies, with the core encompassing the followers having their own learning and development path which should see increased motivation and job satisfaction. It gives instruction to the leader on levels of support and interaction required which will see continuous progression, and growth towards the overall vision (Humphrey 2014).
A differing opinion on situational leadership comes from Fielder in 1967, who developed a model based on how environmental influencers leadership and effectiveness. He surmised that leaders are either; ‘Task focused’, who’s priorities are creating structure and completing the task, or ‘Relationship Focused’, where the leader creates positive relationships and shows consideration. He felt that leaders are defined within these categories and are unable to adapt their style, so should be assigned a leadership role within an environment that is appropriate for them.. 
Fielder’s concept is very rigid in its approach and very difficult to apply within the multifaceted and wide spectrum of my leadership role, where task and relationship focused leadership may be delivered independently or conjoined in one shift. From leading high acuity emotive life threatening situations in an uncontrolled, time pressured environment, to mentoring, coaching, developing staff and also playing part as clinical investigator, asking difficult questions where things may have gone wrong, it would be very difficult to apply his thinking as we need to provide both types of leadership. However, I think there is value in recognising as an individual in which approach may be suited to each situation and where one’s strength and weaknesses lay, as we must adapt.      
Lastly, I will analyse the theory of Distributed Leadership (DL), which may go towards bridging the gap of uncertainty in my role. The term DL was first used by Gibb in 1954, where he analysed and sought understanding of the interaction and influence between formal and informal groups (Günzel-Jensen, Jain, and Kjeldsen 2016). This theory contrasts with previous leader centred models discussed, as DL encompasses the idea of leadership as shared within the organisation (Currie and Lockett 2011).
DL or ‘Shared Leadership’ as the NHS’s preferred term, at its core, is there to engage and empower (Brookes and Grint 2010) and embodies the work of Gronn’s 2000 theory, developed from Gibb, of concerted action and conjoint agency. 
Concerted action acknowledges the interplay between institutional levels of collaboration and the sharing of leadership roles in work groups. Conjoint agency refers to the nature and quality of interaction between leaders (Martin et al 2015). 
The NHS’s Institute for Innovation and Improvement have embedded these theories, as it strives for ‘‘a dynamic, interactive influencing process among individuals in groups for which the objective is to lead one another to achievement of group or organisational goals or both’ (Jackson 2009). This framework intends other clinicians to be expected to participate outside the traditional leadership role (Martin et al 2015), as Jackson (2009) contributes that DL is a shared process of democracy, with honest and ethical intentions, and an active approach to resolving conflict to achieve the common goal to improve services.    
Bolden, Petrov, and Gosling (2008) surmises that DL represents an inclusive, collaborative, interpersonal model which situates itself within context. Bennett, Wise, and Woods (2003) implies that there are three basic features with DL; leadership is a fundamental feature of a group, to have a broad minded approach to who can perform leadership with a focus on inclusion and that leadership tasks are shared, not exclusive to the formally appointed leader.  
As a supervisory and support role, the aim of the Senior Paramedic within WAST is to develop the workforce to strive for future success and excellence within practice. The ultimate success of the implementation of this role, will be measured from the progress of the employees and their contributions. 
Jung, Chow and Wu (2003) recognise that the inherent empowerment of the DL theory will give the authority to the employee to make self-directed decisions and carry out and take ownership of their actions without the need for supervision or intervention. Furthermore, Grint (2008) proposes that the DL theory can be of great advantage in a multifarious environment and/or unknown situation and there are positive correlations made between sharing knowledge and increased team effectiveness (Srivastava, Bartol, Locke 2006).  
Pearce, Manz, and Sims (2009) believes that no individual clinician will have the expert knowledge, experience or ability in each situation, and therefore determines that one individual cannot lead the team, however Bolden (2011) warns not to deny the important role of people in formal leadership positions, and that DL allows the recognition of every person at every level to influence and action, to achieve the common goal. Therefore, we would need to see a higher tolerance of risk and failure, as it is an integral part of the learning process (Taylor 2011).
Taylor (2011) states that due the nature of the role of clinicians within the Ambulance Service, they can be described as ‘professional problem solvers’, utilising skills that many would argue are fundamental to a leadership role. From experience, I feel that evidence of this framework emerging within pockets of the organisation, and have personally seen success in utilising similar methodology. 
Taylor also recognises the challenges in enabling this framework to exist wholly, as there is a potential threat that leadership contributions may go unnoticed, and there will be a requirement to an invest in a formal approach to the development of staff’s own leadership knowledge for it to be fully understood and realised in practice. He also highlights a need for a cultural shift from the hierarchal structure that is still existent within the organisation, with Jackson (2009) concluding the success of this paradigm will be dependant on the acceptance from the non-clinical side of organisation.
To summarise the analysis of leadership theories within the context of my role, I conclude that aspects from every theory hold a place. The key themes that have resonated are charismatic, empowerment, collaboration, development, person centred, and the common goal. 
From researching the subject leadership, I recognise that it cannot be defined, and the theories discussed have struggled to endure the test of time or have faced intense scrutiny, questioning if there is any credibility in the theories of leadership at all. As a leader, I am now aware I am an evolving product of education, experience, context, situation, people, personal traits, internal/external motivators and the organisation’s structure and objectives. 
However, working within the ever-evolving construct of the NHS, it is important to seek a theoretical basis to lead, which aligns with the current needs and threats faced by the organisation, so as a result, it ensures that the people who deliver the common goal of excellent patient care are able. As Cook (2011) agrees, Paramedics have a two-fold responsibility in improving the quality and care of patients through individual practice and through the contribution of professional and organisation development.
Having reflected on my own leadership experience, I have in part relied on my personal traits to inspire and motivate others but understand that it is not a sole component of leadership. As I have previously utilised different styles and approaches, I have adapted from positive and negative experiences, and from the research I am now aware of the variables that I may have not fully consciously considered at the time. Such as, the situational context, the developmental level of the individual, the constraints of the hierarchal structure of the organisation and the power I hold to empower staff. 
The sphere of influence I feel I have, starts with the empowerment of the follower to achieve greatness, which in turn results in the generation of future leaders inspiring and motivating others to adopt future frameworks. As a result, we will see these small pockets of changing culture within the Ambulance Service grow into positive consequences, as small steps lead to big change.
Blanchard (2007) reiterates that flexibility is a core capability required of a leader in order to match the style to the situation but does not confess the methods of how this can be achieved, leading to the assumption that leadership skills are sought through experience. 
In 2013, Fairman shared his perspective that in ten years, he will have seen a marked change of direction within the NHS from a previous management focus, with the future requiring a broad range of collaborative approaches, moving in the direction of continuous improvements rather than hitting targets.
Therefore, sharing a similar construct as Fairman, I conclude that a blended approach to leadership should be used within current practice. Thus, I recommend a combination of DL, transformational, and the utilisation of the partnering for performance tool within situation leadership theory as a framework. Whilst influencing with positive traits and leading with ‘courage and passion’ (Layland 2018b). 
Having competed a critical analysis on theories, models and frameworks of leadership, I will now focus on my own individual experiences as a leader. I will be utilising Rolfe, Freshwater, and Jasper 2001 model: ‘What? So What?, Now What? framework to conduct a critical reflection and evaluation of my own performance and the impact it has had on others in the workplace. 

Within the health profession, reflective practice is well established. Conducting reflection allows the lived experience of the author to think critically about the choices and actions undertaken within the broader context of why they were made (Fook and Gardner 2007). Thus, the empowerment to self asses one’s own beliefs, equips the practitioner with self-management, free of influence and cultural held beliefs (Joyce-McCoach and Smith 2016).  


Reflection 1: Staff debrief following a Serious Incident

What? 

An unscheduled care member of staff (Patient transport, non-emergency trained) made me aware of an incident that he and his crew mate attended a week prior. They were allocated a transfer from a reablement hospital to A&E due to patients’ acute illness. Once the patient arrived at hospital, unfortunately within a short period of time whilst still in the ambulance with the crew, the patient unfortunately went into cardiac arrest. At the time the crew were not aware they needed to report this through official means and felt that there was no welfare follow up by managers. It was clear, that the crew had recognised that what had happened was out of the ordinary and how they were dealt with was not ok and were seeking some sort of reassurance and answers. Thankfully they sought this out, and I felt privileged that they chose to share this with me.   

I initially raised my concerns with the Health Board Clinical Lead and advised that I was going to complete an investigation and complete a cold debrief with the crew to consider technical and non-technical elements. Due to the time sensitivity and the concerns over crew welfare, the meeting was conducted ad hoc due to availability of all 3 parties and meant there was no time to prepare, and I had not formulated a structured plan. However, I was conscious that I needed to adjust my approach as these staff have very limited training, do not deal with emergencies routinely are not within the emergency services arm of the ambulance services so therefore have never experienced an investigation or written statements.     

I chose a quiet and private room, ensured they had refreshments and removed them from operational duties to ensure a calm and safe space so they were able to talk freely and share their thoughts and feelings. 

The crew were initially trying to tell me pertinent bits that had affected them or they didn’t understand, and I could clearly read from their tone and body language they were eager to share to get understanding and answers. I made pertinent notes into a timeline so they would have a clear reference when completing their clinical statements later. 

As key bits of information came to light, I was able to explore further in depth, their rationale for their decisions and also how they felt. Of note, it was apparent that one of the crew members had found it particularly hard as he had met the patient’s wife, had a good conversation with the patient about football and other personal subjects and had made a personal connection with the patient. At this point, he became very emotional and had to leave the room. I gave him the distance he clearly needed at the time and utilised the opportunity to speak to the other crew member to see how it had affected him. 

After the incident at hospital, the crew recollected that fellow senior colleagues had made a point of asking how they were and saying it’s an awful thing to go through which clearly validated their own feelings. However, they were given the impression by the manager on duty that it’s part of the role, its just what we do and to move on and had given no further welfare check.  

At this point, I felt it was vital that I shared an incident that occurred to me, resulting in a young mum’s death where I had to deal with her children, one who had conducted CPR and the youngest being seven years old, asking if mummy had gone to heaven.   

My intention was to show them that even has a Senior Paramedic with 12 years experience that we don’t ‘just move on’. That we all deal with things differently and see and deal with things that most people don’t. As I was speaking, I, myself became un-intentionally emotional. I explained my feelings were validated when I supported by my colleagues, who said they wouldn’t have wanted to do what I had to do.  

I concluded the debrief with the offer of further welfare support and also followed up with their own line manager, so he could also provide ongoing assistance if the crew required it later on.  

So What?

When I joined the Ambulance Service approximately 12 years ago, it was clear there was a division between newer and more experienced Paramedics. Anecdotally being told that University Paramedics such as myself were not able to deal with the reality of the role due to not having any life experience. 

The defining career progression of Paramedics and a change in generation I feel has led to this discourse in leadership I have reflected on. I feel my generation is more aware of mental health, well-being, and resilience, in comparison to the ‘old school’ way of thinking, where they were told to get on with things, that it’s part of the job and showing emotion is a sign of weakness. 

I felt that due to the hierarchical position of the manager involved, this had made a profound negative impact and distracted them from the good support the crew had received. Yet despite the crew being of a different generation, they have only joined the service in the last few years where we have seen positive cultural progression within the organisation. 

We now have a service which now has a well embedded culture of wellbeing and support, with a policy on organisational culture and a set of behaviours to be measured against, it is clear there is still legacy ways of thinking of which I am passionate to dispel. 

I recognise I thrive in intimate, non-time pressured situations, where the situations afford me to be my authentic self. Being an authentic leader, is regarded as being ‘rooted in positive psychology’, where Raso (2019) states that the foundation values of honest, trust and integrity of authentic leadership allows people to thrive and have a profound impact on staff well-being.     

Authentic leadership is cited as being a relatively new concept within the last 15 years within management and nursing literature, with the shift in arrogant leadership to leaders aligning their own personal values to create genuine interactions (Avolio 2014). As reflected with the crew’s negative interaction, this could account for what occurred in this situation.   

The impact on workplace relationships utilising authentic leadership for a healthy work environment based on Shirey’s (2017) systematic review on leadership practices, showed that this style provides better environments which contributes to increased health and wellbeing and staff satisfaction. However, it’s important to recognise the balance of influence with this leadership style against the organisations structure, politics and structure (Avolio 2014).    

A key characteristic of authentic leadership models is self-awareness. Where the leader will self-reflect and also seek feedback on their own strength and weakness’s. Raso (2019) recommends the regular process of self-analysis and self-development is essential to authenticity.   

As Raso (2019) suggests, it is important to reflect on one’s own ability. By completing the ‘Insights’ questionnaire (Appendix A), my leadership style and abilities show my energy colours are predominantly red (less conscious) and yellow (conscious). Figure 1 describes the characteristics of both.
I can see I very much used my yellow energy, which is understandable as I was making a conscious effort to engage, be informal and acted spontaneously in how I delivered the cold debrief. It also helped that the crew were engaging and by removing operational distractions, I removed my triggers from the situation to ensure the best outcome. 

‘Insights’ suggested that I have the natural ability to communicate well, with adaptive and versatile people skills I also felt that in this situation I delivered my authentic self, utilising my emotional intelligence to recognise that it was safe and appropriate to use my own experience to connect with the crew.

Another key recommendation from Raso (2019) is to receive feedback to gain full insight and awareness to be able to continually reflect and develop. Analysing Staff Member A’s feedback in Appendix B, they reference the impact on the story that I told which had a profound effect and has made regular reference to authentic leadership characteristics.

From the feedback I feel this experience has had a powerful impact on the relationship with the crew, as I was able to recognise and adapt to their feelings which subsequently has built trust. Bass identifies trust, ‘as a crucial element in the effectiveness of leaders’ (1990).

What Now?

Ultimately, I feel that my actions based in this scenario displayed good leadership qualities and characteristics which are aligned with a new concept to myself of authentic leadership. To continue to create a healthy work environment to impact on positive staff outcomes, I will now briefly study the concept of what an authentic leader is so I can identify my personal development objectives to support me within my leadership role. 

Erikson (1994) states that we should not view authenticity merely as a construct but to be unapologetically authentic to oneself. Kark and Shamir (2002) suggest that leaders are able to improve their own performance through engaging, motivating and commitment, which in turn, creates a personal identity with the follower and social identity within the organisation. Erikson (1994) continues that by identifying and ruling themselves with their own core values, emotions, preferences and identity, it will result in them becoming more authentic. 

As Rosa (2019) states, authentic leadership has to be relied upon within the context of organisations culture and these broader issues within my own leadership environment need to be considered. Studies have revealed that an organisation with a supportive of positive leadership styles, not only impacts the ability the manager has to perform their role but how the staff experience this. With the cascading effect of effective organisational culture and supportive and empowered leadership creating the desired the healthy work environment (Shirley 2017).  

As suggested, the culture of the Ambulance Service has taken a more holistic approach and has outlined within its policy and behaviours but further ready around the future around the direction of the organisation’s culture is needed so I can align my own values and demonstrate positive culture within the organisation.   



Reflection 2 – Two Cardiac Arrests 

Cardiac Arrest First on Scene: 

I attended an incident whilst working on a rapid response vehicle and was first on scene to a thirty-five-year-old male, in traumatic cardiac arrest following a serious motorcycle accident. As I arrived, an off-duty Paramedic was on scene and a GP. Initially I was approached by the GP who was telling me what equipment he needed and what I needed to do. As I brought my equipment to scene, the GP and off duty Paramedic who wasn’t familiar with the bags I had proceeded to empty and search for items which unfortunately made it extremely difficult as it caused unnecessary disorganisation and made the scene chaotic. I proceeded to try and complete what I felt was necessary whilst the other Paramedic was continuing to ask me where kit was, and the GP also asking me for gloves and further equipment. The GP started to direct bystanders and myself in what to do and at this point, I had to take control as it was becoming increasingly chaotic and ad hoc. Within an emergency like this, there is clear protocols and procedures to follow to ensure the best outcome available. I clearly spoke aloud that I was in charge and for people to follow my direction. 

At this point, 2 ambulance crews arrived who spontaneously took over the roles of the bystanders. I then stepped back into my leadership role, to provide a ‘helicopter view’, to manage the overall scene. As the GP was still involved at this point, I delegated him the role of managing the airway as assuming as he was the most clinically senior, he was competent to complete it. However, he was unable to undertake a skill, which took me away from my then designated leadership role and I was then brought back into the situation. Once the skill was completed, I delegated responsibility again for the airway, specifically asking to keep an eye on the oxygen levels.

As I stepped back again, I proceeded to make communication with the Air Ambulance to update them on the situation as they had been assigned. They had informed me they were travelling quite a distance and would be up to 40mins. 

My colleague reminded me we would need to decompress the chest, and due to the chaos of the scene, it was very difficult due to what had happened earlier to locate the equipment. Once it was found, I completed it myself, unbeknown to me at the time, the colleague A who mentioned it, was planning on doing it, as he had not done it before, but I had given him another task.    

I could see that the patient’s levels were deteriorating and troubleshooted why. This is when I realised the oxygen had ran out, which as I said earlier had given the GP and another colleague to be responsible for. 

As we knew the helicopter was landing, there was no police to remove the bystanders at the scene, so I was having to ask people to leave. People were asking me if he would be ok, what was happening and would not move back despite numerous attempts. 

Once the helicopter paramedics arrived, it was clear that this patient unfortunately had to many injuries and would not have survived with any further treatment. As we began to clear the scene, I asked the crews if they would stay for a Hot debrief due to a very difficult scene. Colleague A refused and said he was tired and wanted to go back to station and he didn’t want to finish late. At that point I had sensed his frustration with me. Due to going on holiday I was able to catch him during the next few days as I was hoping to resolve any issues I had caused. He subsequently emailed me to ask for a cold debrief and raise his concerns over the management of the cardiac arrest. 

During the debrief, I consciously recognised that I would need to give him the time to speak and my role as the leader was to listen and take on board the feedback. He shared that he was extremely frustrated with how I ran the cardiac arrest, and gave examples of how I ‘snatched’ the bag from him. He felt by me decompressing the chest, it was because I didn’t trust that he could do the skill himself. After explaining the difficulties, I had, and that I may have let my frustrations get the better of me, that it wasn’t my intention for him to feel dismissed or disempowered. 

We concluded with a mutual understanding of each other’s perception of the incident, and both agreed to vocalise our thoughts and feelings better. We have since worked closely on being more transparent with each other to ensure that we are unlikely to face the same situation again and regularly take time to debrief each other on our thought process and actions. 


Cardiac Arrest second on scene: 

Whilst during a non-operational shift, I was asked by a manager if I would come with him to support a crew on a cardiac arrest in the RRV.

As I arrived on scene, I could see my two colleagues looking extremely tired and struggling, as the patient had been in cardiac arrest for 22 mins with no drugs given. I instantly stated, ‘what can I do to help’, with my other colleague stating, ‘Thank god you’re here’. I took over CPR as I recognised that they both physically tired and was impacting on their thought process, and from there took a handover from the crew.

They had struggled to get any intravenous access and I was aware both of them were nervous about completing intraosseous access, as I had previously conducted supervised shifts with both of them, where they were asked to self-identify skills that they weren’t confident in. Colleague B stated he had never done it before, and I suggested that this would be a perfect opportunity and reassured him it would be fine as I would talk him through it.  

I delegated roles to everyone to ensure that the protocols were being followed whilst I was supporting the member of staff with a new intervention. I consciously told myself to slow down with my instructions and give a warm reassuring tone. Whilst still conducting CPR, I was able to instruct the member of staff to successfully conduct the intervention which then ensured we could start giving medications. 

As there was a Duty Operations Manager there, he automatically took control of the logistics of the scene so I could focus on leading the clinical scene. Both my colleagues, who were both senior in experience to me, allowed me to delegate roles and instruct them on what I wanted doing. Within 6 mins of my arrival, we had successfully resuscitated the patient.  

After the incident finished, I made a point of congratulating my colleagues on a difficult resuscitation and for my colleague B on completing a new skill which ultimately helped to resuscitate the patient. 

So What?

In comparison these two separate cardiac arrests, it is clear that the impact on workplace relationships were significant. So, what was the difference? The second cardiac arrest was done after I completed ‘Insights’ and quite some time into this leadership course material. I have focused the following reflection on three key areas that I have self-identified that create a barrier in my abilities to lead; Emotional Intelligence, Control and Communication. 

As identified my less conscious state that I revert to is red. Under stress, red energy stress triggers are; lack of focus, indecisiveness, being out of control which can result in becoming aggressive, impatient, irritable and demanding. The remedies include allowing for fast action, taking decisions or taking a time out and being put in control (The Colour Works Ltd 2022). I can see within the first cardiac arrest situation that I demonstrated the red energy which is compounded by the feedback I have gained from Staff B in Appendix C. 

On reflection, if I’d had better used emotional intelligence to recognise my triggers at the time, I feel I would have had a less negative impact on the relationships within the team, which would have led to a better overall control and understanding of the situation. 
 
Emotional intelligence (EI) as defined by Drs. Peter Salovey and John D. Mayer in 1990, is ‘the ability to monitor one’s own and others’ feelings and emotions, to discriminate among them and use this information to guide one’s thinking and actions’.  

Within the research field of leadership theory, development and training, the concept of emotional intelligence (EI) has gained momentum, with theorists arguing that it may be more successful in determining leadership success then intellectual intelligence (IQ) (Sadri 2012). 

One model that is academically supported and breaks down the aspects of EI is ‘Mayer-Salovey-Caruso’s ability model’ (2000). The first level is about the ability to perceive emotion which could be through facial expression and interpreting what that could mean. The second level is the ability to create thought based on emotion, for example weighing up conflicting emotions to determine the best reaction. The third level is the ability to label emotions and understanding how they intertwine. The fourth level is about the ability to regulate emotions of oneself and others. 

Through reflection, I have self-identified that the fourth level of self-regulation is where my weakness lies. Another model set out by Goleman (2006), also raises self-awareness as a key factor of EI. Defining key values and the ability to manage impulses, to ensure that the leader is able to stay true to their individual values. This aligns with the authentic leadership model discussed that I have identified as an important factor within my own leadership style.  

From Goleman’s 2006 personal competence framework I have identified the following areas where I need to undertake development:

Self-Awareness - 
Emotional awareness: Recognising one's and their effects.
Accurate self-assessment: Knowing one's strengths and limits.

Self-Regulation - 
Self-Control: Keeping disruptive emotions and impulses in check
Conscientiousness: Taking responsibility for personal performance 
Adaptability: Flexibility handling change 

In contrast David (2017) dispels the idea of needing to ‘control’ our emotions but to view them as a ‘signalling system’. By having this view, it will lead to a better understanding of ourselves, by allowing to question, why are you feeling this emotion? What is it signalling?   

Reflecting on the first cardiac arrest, I have identified external pressures from the situation makes me most vulnerable as a leader and can determine my conscious or less conscious state. It is apparent that my red colour is overbearing in situations where I find I have little to no control and as a result can demonstrate characteristics of aggression which has detrimental effects on others.

Rees and Porter (2015) explain that aggressiveness in management is not often an intended strategy but one as a result of an emotional trigger, which may be as a result of my poor ability to self-regulate my emotions. They continue that the result of aggressive behaviour may provoke aggressive responses.

I recognised as a leader; I was unable to complete all the tasks and attempted to delegate but frustration arose when they were not being completed timely and correctly which may have been the source of my aggressive behaviour. 

Delegating is a recognised task a leader undertakes, which enables the leader the opportunity to prioritise and complete important tasks, leaving the less skilled work to the sub-ordinates which in turn motivates and develops them (Rees and Porter 2015). However, various attempts to delegate were attempted so utilising David’s (2017) concept, further exploration is required into why I felt those emotions which led me to struggle to regain my leadership role. 

One issue that arises, especially within the public sector is accountability. Any errors that occur leaves the leader as ultimately responsible, and I know as an individual I take away guilt and feel defeated for any failings that occur within the team that affect outcomes. I also heavily feel an ethical and moral obligation to my patients and their wider family to provide the best care. Taking into consideration what triggers my emotions, when I examine both cardiac arrests, it ultimately pivoted on my ability to rescind control with evidence of the utilisation of the distributed leadership model.   

Richards 2018 Article ‘You can control, and you can lead, but you can’t do both’ stimulates the idea that the whole premise of leadership isn’t about taking control but to influence. He advises that by letting go of control, you allow people to discover their potential which will foster a culture of going ‘above and beyond’ rather then just purely meeting what is demanded of them. Furthermore Chilson (2021) also recommends that having tolerance of disorder as a leader and embracing the lack of control can lead to good outcomes to complex problems.

Richards however does make recommendations on what can be controlled which correlates with Goleman’s EI’s model and David’s concept discussed earlier and provides a practical judgment tool for future leadership situations.  

1. Your Reactions – Learn to respond instead of reacting.
2. Your Attitude – Recognise your emotions.
3. Your Biases – Recognise them and treat everyone fairly. 
(Richards 2018)

When analysing the two cardiac arrests, another apparent change in my approach other than relinquishing control was the conscious focus on adapting my communication style. 

Hackman and Johnson (2013) describe communication as a process of negotiation made up of shared interpretations and understanding. Within the leadership context, they define it as ‘human communication’ that influences attitudes and behaviours to establish mutual purpose to achieve a common goal. Furthermore, they state that the view of our self and others is shaped, defined and maintained through communication. Therefore, I recognise the importance factor that communication plays within the leadership role and how it impacts on people’s perception of me in a leadership context. 

Completing a literature search on effective communication in clinical leadership led me to a health-care environment case study, where the impact of a clinical leadership programme was observed. Leaders were encouraged to use direct communication and open discussion to engage staff in raising positive and negative issues. The nursing staff participants reported that communication had improved, and the authors concluded that by focusing on communication within the leadership programme, it directly contributed to patient care (Dierckx de Casterle, B. et al. 2008) 

A questionnaire study was completed with Nurses and Paramedics on what qualities are attributed to good clinical leaders. Similar findings were reported across professional groups with 89.49% of participants reporting effective communication as being an important attribution, however with no evidence produced to clarify what that was to them. 

Conducting research in communication methods, shows there is a plethora of styles, models, and theories. Due to the evidence provided from the first study, I will examine the direct communication method. 

Direct communication is deemed to be utilised for people who are low in expressiveness and high in assertiveness. Summarising, they tell rather than ask as they wish to be expedient to focus on results rather than emotion. This can result in appearing cold and overbearing, indicating that this can lead to being seen as aggressive rather than assertive (MTD Training 2010). 

Interestingly ‘Insights’ suggested that my blind spots may be that I can seem cold and uncaring and that I may appear aggressive and too strong willed at times. Identifying that my communication style may be the direct method in certain environments, which can lead to a negative impact on workplace relations, I need to conduct further research and development on my communication style.  

However, when studying examples of other communication styles such as Spirited, Systematic and Considerate, I conclude that within as a leader in a time pressured and limited control environment that this is in fact the best communication method to use. I also believe that ‘followers’ would also expect this form of communication within a scenario such as a cardiac arrest. However as ‘Insights suggest, I need to be aware of my own feelings as well as more considerate of the thoughts and feelings of others, which leads me to consider how to bridge the gap.  

One article from Carpenter (2022) gives practical advice on how to minimise the potential affects discussed. They recommend:

· Validating the other person
· Stating your feelings
· Presenting a possible compromise

As the evidence suggests, effective communication is rated highly within a healthcare organisation for staff and has direct links to improved patient outcome. As this topic was only briefly discussed, further study and research is required on what effective communication looks like, and how to overcome the potential barriers of leadership within the pre-hospital field.


What Now?

Having gained insight into leadership through research, self-analysis/reflection and feedback, the argument that leadership can be taught is proven within this essay. The product of my personal development and the positive impact it has had on staff is evidenced within the second cardiac arrest scenario and Staff Member C’s testimony in Appendix D. 

From analysing my own experience of leadership within practice, I can see that when I’m consciously leading that I am a thoughtful, steady and reliable leader. Moving forward I will need to be aware of what triggers my red energy, to recognise and question my emotions, to ensure I don’t become a dictator. 

After reviewing the ‘Insights’ analysis I have actively adapted my leadership style and have evidenced the following statement: ‘She encourages freedom and independence and is good at getting things done through other people when she slows down and takes time to delegate and has the ability to perform several roles at once. Thus, creating a friendly and adaptive atmosphere which is safe and conductive to work’.  

I have already successfully started to see a positive impact in my working relationships as I have tried to remain conscious of the leadership style whilst utilising my emotional intelligence to understand myself and others in the situation better. 

Further exploration of my level of emotional intelligence is required so I can accurately work on areas requiring development. However, my initial response is by slowing down, I will be able to consider the ramifications of my actions on others. It will make me more effective and remembering that I cannot control this situation but can control my thoughts and actions, which allow my good leadership qualities to flourish. 

Conger (2004) suggests that there are four approaches to leadership development: personal development, conceptual understanding, feedback, and skill building. By engaging within this course, I have made progress with personal development, and through research I have gained a conceptual understanding of the leadership theories, though vast, have given me insight to areas where I feel sit within my own leadership beliefs and values. I have actively gained feedback which has given me the ability to utilise others perspective and has highlighted my strengths and weaknesses and subsequent ideas on where to focus my future development. 

Having identified all the above, skill building is the practical approach to continue to learn essential skills and techniques. To do this I have completed a SWOT analysis (Appendix E) which directly has fed into my Personal Development Plan (Appendix F) so I can effectively continue to strengthen my leadership abilities using specific and measurable goals.     

