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[bookmark: _Toc239084640]Essay Part 1 – Leadership theories and styles
Leadership remains one of the most extensively researched yet contested phenomena in organisational studies. Despite decades of scholarship, no universally accepted definition has emerged, reflecting debate over whether leadership is an individual attribute, a behavioural process, a relational phenomenon, or a socially constructed practice (Grint, 2012; Bolden, 2011). Contemporary perspectives increasingly challenge leader-centric assumptions by emphasising distributed and relational leadership across teams, professional groups, and organisational systems (Bolden, 2011; Uhl-Bien, Marion and McKelvey, 2007). This is particularly relevant to healthcare, where patient outcomes arise from interactions among clinicians, patients, organisational processes, and wider systems rather than from a single leader acting independently (Braithwaite et al., 2017; Plsek and Wilson, 2001).
Healthcare leadership has become increasingly important amid rising demand, workforce pressures, financial constraints and patient complexity. In NHS Wales, A Healthier Wales, the Well-being of Future Generations (Wales) Act 2015 and the Health and Social Care (Quality and Engagement) (Wales) Act 2020 promote integrated, person-centred and collaborative care (Welsh Government, 2015). However, translating these ambitions into practice requires leaders to navigate uncertainty, competing priorities and organisational interdependence (Plsek and Wilson, 2001; Uhl-Bien, Marion and McKelvey, 2007). This is evident in the senior paramedic role, where advanced clinical practice is combined with operational decision-making, education, mentorship, governance, quality improvement and workforce development. Leadership therefore occurs during time-critical emergencies, organisational change, staff distress and routine professional development.
This essay critically evaluates adaptive, compassionate, transformational, servant and ethical leadership. Rather than treating these as competing universal directions, it argues that each provides a different contribution to senior paramedic leadership while possessing important limitations. Critical synthesis is therefore embedded throughout the discussion, examining where approaches overlap, where they diverge and how their applicability changes according to the clinical, relational, ethical and organisational context.
Adaptive leadership, developed by Heifetz and Linsky (2002) and elaborated by Heifetz, Grashow and Linsky (2009), departs from approaches that locate leadership primarily in positional authority. It conceptualises leadership as mobilising people to address challenges that cannot be resolved by existing technical expertise alone (Heifetz, Grashow and Linsky, 2009). This distinction is valuable within ambulance services, where senior paramedics encounter both technical and complex problems. Technical problems may include established clinical presentations for which protocols and expertise provide recognised solutions, whereas workforce retention, organisational change and staff wellbeing may require shifts in behaviours, relationships and assumptions.
For the senior paramedic, the strength of this distinction is that it prompts a more nuanced diagnosis of the problem before selecting a response. A clinical situation may appear technical yet contain adaptive elements. For example, introducing a new model of practice may be technically straightforward while simultaneously challenging professional identity or established routines. Adaptive leadership therefore offers something distinct from transformational leadership: transformational leadership may mobilise staff around an attractive vision, whereas adaptive leadership first asks whether the underlying problem is understood and whether existing ways of working remain appropriate (Heifetz, Grashow and Linsky, 2009; Bass, 1985). Conversely, adaptive leadership is less explicit than transformational leadership about sustaining motivation and articulating a compelling future state.
Heifetz and Linsky's (2002) concept of “getting on the balcony” further develops this perspective by encouraging leaders to step back from immediate pressures and identify patterns, relationships and competing demands. This is highly relevant to senior paramedic practice, where operational decisions may be shaped by workforce availability, patient demand, hospital capacity and wider system pressures. The senior paramedic must therefore move between immediate clinical leadership and systems-level observation. This systems orientation is also consistent with Welsh policy ambitions for integration (Welsh Government, 2015). However, the complexity of leadership theory goes further by viewing leadership as emergent through interactions between people and systems rather than primarily as an activity facilitated by one recognised leader (Uhl-Bien, Marion and McKelvey, 2007). Adaptive leadership can therefore risk retaining more leader-centric assumptions than its emphasis on distributed problem-solving initially suggests.
Adaptive leadership also treats resistance to change as potentially meaningful rather than automatically problematic. Heifetz and Linsky (2002) argue that adaptive change can generate anxiety, conflict and resistance because established identities and values are challenged. Within ambulance services, this can help a senior paramedic distinguish between resistance that reflects legitimate professional concern and resistance that simply maintains ineffective practice. Yet the ability to explore such concerns depends on relationships and culture. Psychological safety enables staff to challenge assumptions and raise concerns without excessive interpersonal risk (Edmondson, 2019). Thus, adaptive leadership cannot operate independently of compassionate leadership, which creates the relational conditions necessary for openness. The comparison shows that adaptive leadership provides the change framework, while compassionate leadership may provide the relational environment within which adaptation becomes possible.
A further limitation is the theory's broad conceptual nature and less extensive empirical foundation compared with transformational leadership (Northouse, 2021; Bass, 1985). For senior paramedics, therefore, adaptive leadership should not be treated as a universal solution. Its greatest value lies in recognising uncertainty, distinguishing technical from adaptive elements and facilitating collective learning, particularly when established clinical expertise is insufficient.
Compassionate leadership shifts the emphasis to human relationships and the alleviation of suffering at the centre of leadership. West and Chowla (2017) conceptualise compassion as attending, understanding, empathising and helping. This approach is particularly relevant to emergency healthcare, where paramedics routinely encounter death, trauma, safeguarding concerns and emotionally demanding situations. Mildenhall (2019) highlights the psychological pressures associated with paramedic practice, reinforcing the need for senior clinicians to recognise colleagues' emotional experiences as part of leadership, rather than treating wellbeing as separate from operational performance.
For the senior paramedic, compassionate leadership can be demonstrated by active listening after difficult incidents, recognising distress, facilitating support, and ensuring colleagues feel heard. Such behaviours can also foster psychological safety, enabling staff to speak openly about concerns and mistakes (Edmondson, 2019). Yet compassionate leadership differs from servant leadership in emphasis. Compassion focuses on recognising and alleviating suffering, whereas servant leadership places follower development and empowerment more centrally (Greenleaf, 1977; West and Chowla, 2017). A distressed clinician may therefore need compassionate support, whereas an experienced clinician seeking greater autonomy may benefit more from servant leadership through delegation and development.
Compassion also differs from ethical leadership. Ethical leadership prioritises integrity, fairness, accountability and normatively appropriate conduct, whereas compassionate leadership emphasises understanding another person's experience (Brown, Treviño and Harrison, 2005; West and Chowla, 2017). This distinction is important because compassion cannot absolve the senior paramedic of responsibility to maintain professional standards or protect patients. A senior paramedic may need to understand why a colleague has struggled while still addressing poor performance. Effective compassion may therefore involve difficult conversations rather than avoidance. In this respect, ethical leadership sets the boundaries within which compassionate leadership can operate.
The Francis Report (Francis, 2013) illustrates why humane leadership matters in healthcare, but it would be reductionist to conclude that compassion alone prevents organisational failure. Organisational culture is shaped by structural conditions, governance, and workforce capacity, as well as leadership (Braithwaite et al., 2017). Compassionate leadership should therefore be regarded as a contributor to a healthy culture rather than a direct determinant of patient outcomes. Compared with transformational leadership, it is also less concerned with articulating an organisational vision or driving change at scale. Its strength lies in the quality of interpersonal relationships through which leadership is experienced.
Compassionate leadership has further limitations. Sustained exposure to colleagues' distress may create emotional labour for leaders, while excessive emphasis on protecting feelings may inhibit constructive challenge. Senior paramedics must balance empathy with accountability, and support with operational requirements. Accordingly, compassionate leadership is most effective when integrated with adaptive, ethical and transformational behaviours: compassion supports relationships, adaptive leadership addresses complex change, ethical leadership maintains standards and transformational leadership provides direction.
Transformational leadership remains one of the most extensively researched approaches. Burns (1978) conceptualised transformational leadership as leadership that elevates motivation and purpose, while Bass (1985) developed four dimensions: idealised influence, inspirational motivation, intellectual stimulation and individualised consideration. These behaviours map closely onto the senior paramedic's developmental responsibilities. Professional role modelling reflects idealised influence; communicating purpose reflects inspirational motivation; challenging established practice reflects intellectual stimulation; and mentoring colleagues reflects individualised consideration.
Its major advantage over less advanced approaches is the breadth of research supporting associations with workforce and patient-related outcomes. Boamah, Laschinger, Wong and Clarke (2018), for example, identified relationships between transformational leadership, job satisfaction and patient safety outcomes within nursing. For a senior paramedic leading service improvement, these findings provide a credible rationale for using transformational behaviours to create commitment and develop staff. However, correlation does not establish causation, and leadership operates alongside culture, resources and governance (Braithwaite et al., 2017). This limits any claim that transformational leadership itself produces improved patient outcomes.
Compared with adaptive leadership, transformational leadership is stronger in motivation and vision but weaker in diagnosing uncertainty. A senior paramedic may successfully inspire colleagues to embrace improvement while failing to recognise that the proposed solution addresses only the technical dimension of a deeper adaptive problem. Conversely, compared with servant leadership, transformational leadership is more explicitly directed towards shared organisational goals, whereas servant leadership places greater emphasis on the development of followers (Bass, 1985; Greenleaf, 1977). These differences matter because senior paramedics may need to choose between mobilisation, empowerment and adaptation depending upon context rather than simply selecting a preferred style.
Transformational leadership is also conceptually contested. Van Knippenberg and Sitkin (2013) argue that it incorporates a broad group of desirable leadership behaviours, potentially weakening conceptual distinctiveness. If transformational leadership simply becomes synonymous with “good leadership”, its explanatory value is reduced. Furthermore, its strong focus on the leader may underestimate the influence of organisational structures and distributed expertise. A senior paramedic may articulate an effective vision for quality improvement, but implementation remains dependent upon colleagues, governance arrangements, resources and wider system conditions.
Consequently, transformational leadership is particularly useful when senior paramedics need to motivate teams, develop practice and communicate a shared purpose, but it should not be used as a substitute for systems thinking. Its strongest application occurs when transformational behaviours are combined with adaptive diagnosis, compassionate relationships, servant-oriented development and ethical accountability.
Servant leadership, originating with Greenleaf (1970), places service to others at the centre of leadership. Greenleaf (1977) and Spears (2010) emphasise listening, empathy, stewardship, empowerment and follower development. Within healthcare, this is intuitively attractive because professional practice is oriented towards service users and because effective clinical leadership requires development of colleagues rather than dependence upon one expert.
For senior paramedics, servant leadership is especially relevant to mentorship, coaching and delegation. Supporting newly qualified clinicians, creating opportunities for colleagues to develop competence and allowing others to lead appropriately can increase leadership capacity across the team. Eva et al. (2019) identifies empowerment, humility, authenticity and concern for followers as important characteristics. This aligns with the senior paramedic's responsibility to develop people rather than retain responsibility unnecessarily.
However, servant leadership significantly differs from compassionate leadership. A servant leader's emphasis is the growth and empowerment of followers, whereas a compassionate leader focuses more directly on understanding and alleviating suffering (Eva et al., 2019; West and Chowla, 2017). They may overlap in practice, but the intended outcomes differ. Similarly, servant leadership overlaps with transformational leadership through development, but transformational leadership is more strongly oriented towards collective vision and change. These distinctions mean that a senior paramedic should not interpret empowerment as an obligation to delegate every decision; the appropriate degree of autonomy depends upon competence, risk and circumstances.
This becomes especially important during emergencies. Ambulance services operate within clear clinical governance and professional accountability structures, and time-critical situations may require rapid directive leadership. Servant leadership therefore becomes problematic if interpreted as constant consultation or follower primacy. Senior paramedics may need to make decisive decisions when patient safety requires it, subsequently using servant behaviours during reflection and development. In this respect, ethical leadership provides an essential boundary, because empowerment cannot supersede accountability.
Servant leadership also aligns with distributed leadership because it develops capacity beyond formal positions (Bolden, 2011). Nevertheless, its empirical base remains less established than transformational leadership. Eva et al. (2019) identified a growing evidence base but highlight the need for further research concerning mechanisms linking servant leadership with organisational outcomes. Its greatest value for senior paramedics therefore lies in building people, confidence and leadership capability rather than providing a complete framework for emergency decision-making.
Ethical leadership provides a different, but foundational, dimension. Brown, Treviño and Harrison (2005) define ethical leadership through normatively appropriate conduct, interpersonal relationships and decision-making. In healthcare, this emphasis is crucial because senior paramedics routinely confront decisions involving autonomy, capacity, consent, confidentiality, safeguarding, risk and resource allocation. Beauchamp and Childress (2019) identify autonomy, beneficence, non-maleficence and justice as core ethical principles, but these can conflict in practice. Ethical leadership therefore requires contextual judgement rather than mechanical application of rules.
This is particularly important for senior paramedics because clinical authority gives decisions immediate consequences for patients and colleagues. The HCPC (2024) emphasises integrity, accountability and acting in service users' best interests as key attributes for paramedics. Ethical leadership extends these obligations into the social environment of the team because senior clinicians model what professional standards look like in practice.
Bandura's (1977) social learning theory helps explain this influence, proposing that individuals learn through observation and modelling. A senior paramedic who consistently demonstrates respectful communication, honesty, accountability and appropriate challenge may reinforce ethical norms among colleagues. Conversely, inconsistency between formal expectations and observed behaviour may undermine trust. Ethical leadership therefore influences culture not only through explicit standards but through everyday conduct.
Ethical leadership also intersects with psychological safety. Staff need to be able to challenge decisions and raise concerns without inappropriate retaliation (Edmondson, 2019). Yet psychological safety does not mean the absence of accountability. Ethical leadership must combine openness with action when conduct is unsafe or inappropriate. This creates an important contrast with compassionate leadership: compassion may help a leader understand why behaviour occurred, but ethical leadership determines how responsibility should subsequently be addressed.
The limitations of ethical leadership are equally important. Ethical principles may conflict, and leaders may face situations in which more than one morally defensible position exists (Ciulla, 2014). Furthermore, Brown, Treviño and Harrison (2005) rely partly upon follower perceptions, so associations with outcomes should not automatically be interpreted causally. Ethical leadership should therefore be regarded as a moral foundation rather than a complete operational model. For senior paramedics, it establishes the boundaries within which adaptive, compassionate, transformational and servant behaviours should be exercised.
Taken together, the five approaches demonstrate why effective senior paramedic leadership is contingent rather than universal. Adaptive leadership contributes to diagnosis of uncertainty and facilitates change; compassionate leadership supports wellbeing and psychological safety; transformational leadership provides motivation and shared purpose; servant leadership develops people and distributes leadership capacity; and ethical leadership establishes integrity and accountability. These functions overlap, but they are not interchangeable.
The implications are particularly clear during different stages of senior paramedic practice. During a time-critical clinical emergency, decisive action may take precedence over extensive participation, making ethical accountability and situational judgement more immediately important than servant behaviours. Following a traumatic incident, compassionate leadership may become more appropriate as staff require support. During service improvement, transformational behaviours can provide direction, while adaptive leadership becomes essential if stakeholders disagree about the nature of the problem. During mentorship, servant leadership can promote autonomy and growth. The same senior paramedic may therefore enact several approaches within one shift.
This perspective is supported by situational leadership, which emphasises responsiveness to follower capability and contextual demands (Hersey and Blanchard, 1988), and by Yukl's (2013) recognition that leadership effectiveness reflects multiple interacting factors. The complexity leadership theory further reinforces that leadership emerges through relationships and systems rather than residing solely within formal roles (Uhl-Bien, Marion and McKelvey, 2007). The senior paramedic therefore needs not only knowledge of leadership theories but the reflective judgement to determine which behaviours are appropriate and when.
This has implications for my own leadership development. Schön (1983) identifies reflection as central to professional practice, while Gibbs' reflective cycle provides a structured mechanism for examining experiences and identifying future action (The University of Edinburgh, 2024). Reflection should therefore focus not merely on whether a decision achieved its operational aim, but on how leadership behaviour affected colleagues, patients and stakeholders. For example, I need to consider whether I responded compassionately enough to staff distress, whether I delegated appropriately, whether I motivated colleagues around improvement, whether I adapted effectively when situations became uncertain and whether my decisions remained ethically defensible.
Developing this flexibility is important because senior paramedic leadership extends beyond clinical competence. Leadership affects psychological safety, professional learning, team functioning and organisational culture. A senior paramedic therefore has a responsibility to create conditions in which colleagues can perform safely while also maintaining accountability for standards and patient care. This requires balancing support with challenge, autonomy with oversight, and immediate operational demands with longer-term development.
Ultimately, the five approaches are most valuable when used critically rather than prescriptively. No theory provides a complete explanation of leadership within a complex ambulance service, and each contains assumptions that can become problematic when applied without regard to context. Effective senior paramedic leadership is therefore better understood as a process of selecting, combining and adapting behaviours according to the needs of patients, colleagues, teams and the wider system.
The critical synthesis throughout this analysis demonstrates that leadership effectiveness depends not upon identifying one superior theory but upon understanding the contribution and limitations of each. Adaptive leadership assists navigation of complexity; compassionate leadership sustains humane relationships; transformational leadership mobilises purpose and change; servant leadership develops others; and ethical leadership provides moral direction. For the senior paramedic, these capabilities are mutually reinforcing when applied judiciously. Integrating them enables leadership that is clinically credible, relationally responsive, developmentally focused, ethically grounded and capable of adapting to uncertainty. Such an approach is consistent with the distributed and context-sensitive understanding of contemporary healthcare leadership and provides a more defensible basis for continued professional development than commitment to any single leadership style (Bolden, 2011; Uhl-Bien, Marion and McKelvey, 2007). It also recognises that leadership quality is ultimately demonstrated through consequences: safer care, stronger teams, ethical practice and sustained professional learning over time.
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Throughout my career as a senior paramedic within WAST, I have increasingly recognised that effective leadership extends beyond clinical expertise, operational competence and positional authority. Senior paramedic practice requires leadership across clinical, operational and interpersonal boundaries, frequently within environments characterised by uncertainty, competing priorities and potentially significant consequences for patients, colleagues and the organisation. Leadership therefore involves not only making appropriate decisions, but also influencing others, managing relationships, navigating disagreement, developing colleagues and creating the conditions in which safe and effective practice can occur.
This critical reflection explores my leadership styles, behaviours and interpersonal skills through two contrasting leadership experiences. The first involved conflict and communication with an operational manager during a clinical investigation. The second involved supporting a paramedic undertaking a high-level clinical action plan. These experiences were deliberately selected because they exposed different aspects of my leadership practice and, importantly, challenged assumptions I previously held about my own effectiveness as a leader.
The reflection is structured using Gibbs' (1988) reflective cycle, incorporating description, feelings, evaluation, analysis, conclusion and action planning. However, Gibbs' model is not applied mechanically. Schön's (1983) distinction between reflection-in-action and reflection-on-action provides an additional perspective because leadership decisions are frequently made while events are unfolding and subsequently reconsidered through retrospective reflection. This is particularly relevant to my practice because my initial responses in both experiences were influenced by emotions, assumptions and established behavioural preferences that were not fully apparent to me at the time.
The reflection is further informed by the principles of critical reflection described by Cottrell (2023), particularly the requirement to examine personal responsibility, challenge assumptions, engage with difficult issues and use theory to generate changed understanding rather than merely describing an experience. This approach has enabled me to move beyond identifying what happened towards examining why I behaved as I did, how my behaviour affected others and what this reveals about my development as a leader.
A significant influence on my self-awareness has been the Insights Discovery psychometric assessment, which identified a dominant preference for earth green energy. The profile reflects characteristics including empathy, patience, collaboration, consistency and an orientation towards supporting others. I recognise these characteristics within my practice, and colleagues have described me as approachable and calm under pressure. Less experienced paramedics have also indicated that they feel comfortable seeking advice because they expect constructive rather than judgemental responses. However, critical reflection has challenged my previous tendency to regard these characteristics as unconditionally positive. I have increasingly recognised that the same behavioural preferences that facilitate effective relationships can become limitations when applied inflexibly.
My central leadership development issue is therefore not the replacement of my relational leadership orientation, but the development of greater behavioural flexibility. The experiences demonstrate that empathy can become avoidance, patience can become delay, collaboration can become indecision, and support can become over-involvement. The challenge is to retain these strengths while developing greater assertiveness, constructive challenge, conflict tolerance and decisiveness.
The first leadership experience occurred while I was responsible for initial fact-finding following a clinical complaint involving members of my team. My role required me to establish an accurate chronology, obtain relevant information and determine whether further investigation was required. I requested written statements from the clinicians involved and informed the operational manager by email of my intention to do so. Approximately one week later, I was informed that the operational manager had instructed the staff not to respond to my request. The immediate operational consequence was delay and uncertainty regarding the investigation. However, the more significant issue was my emotional response. I interpreted the manager's intervention as undermining my professional credibility and authority. My internal narrative became that my clinical leadership role had been challenged.
My initial response was to continue communicating through written correspondence. At the time, I considered this professional, controlled and appropriately factual. I believed that clearly documenting the purpose of the investigation would help resolve the issue. In retrospect, however, the continued reliance on email maintained distance between myself and the manager and allowed both of us to interpret the situation from our own perspectives. Eventually, I was able to arrange a telephone conversation. During the discussion, I explained the rationale for the investigation, clarified the information that had already been shared and outlined my concerns regarding the consequences of delaying statements. I also explained that I had defended the clinical decisions made by the team and intended the investigation to remain fair and evidence-based rather than punitive. The manager subsequently explained that his intervention had been motivated by concern for staff welfare. He believed that the clinicians were already experiencing stress following the complaint and had interpreted my request for statements as potentially increasing that pressure. He had also been unaware of discussions that had already taken place between senior managers and me. This information significantly changed my interpretation of the situation.
My initial emotional response was frustration. I experienced the manager's intervention as a challenge to my professional authority and therefore to my ability to fulfil the responsibilities associated with my role. At the time, I considered my response reasonable because I believed that procedural integrity and clinical governance were being compromised.
Critical reflection has subsequently demonstrated that my emotional response was more complex. I was not simply frustrated by an operational delay; I felt that my professional credibility had been questioned. This distinction is important because Goleman's (2000) model of emotional intelligence identifies self-awareness and self-regulation as important components of effective interpersonal functioning. I had previously considered myself confident and decisive because I am comfortable making rapid decisions within clinically defined situations. However, this experience revealed that my confidence is context-dependent. I was comfortable when the problem was clinical, and the parameters were relatively clear. I was less comfortable when the problem involved interpersonal ambiguity, competing organisational perspectives and uncertainty about another person's motives. This challenged my perception of myself as a consistently confident leader.
My emotional response also revealed an assumption that I had not previously recognised: I had implicitly associated disagreement with a threat to effective leadership. This was problematic because it encouraged me to interpret the manager's behaviour through the lens of authority rather than curiosity. I initially asked myself why my authority was being challenged rather than what concern the manager might have been responding to. Cottrell's (2023) emphasis on critical reflection is particularly relevant here. Reflection requires more than identifying feelings; it requires examination of the assumptions underlying them. My frustration was real, but the explanation I initially attached to it was not necessarily accurate. Feeling that another person's behaviour undermined me did not establish that they intended to undermine me.
There were positive aspects to my leadership during the experience. I remained committed to maintaining an evidence-based and fair investigation. I did not respond through an aggressive confrontation or allow my frustration to compromise the investigation itself. I also recognised that direct communication was required and arranged a conversation with the manager. However, the experience also exposed weaknesses in my interpersonal approach. My preference for maintaining constructive professional relationships contributed to my initial avoidance of direct conflict. Email appeared to offer a controlled and professional means of communication, but it lacked the relational information necessary to understand intent, emotion and context. This was an important learning point. I had previously viewed avoidance of unnecessary conflict as evidence of professionalism. I now recognise that avoiding conflict and managing conflict are fundamentally different behaviours. Avoidance can protect short-term interpersonal comfort while allowing misunderstanding to persist. Effective leadership sometimes requires tolerating interpersonal discomfort to address an issue before it escalates.
The manager's perspective also provided important feedback about the impact of my behaviour. His concerns were not primarily about the legitimacy of the investigation. Instead, he had interpreted my actions through the potential impact on staff welfare. This demonstrated that different leaders can observe the same situation but identify different risks. My focus had been procedural integrity and clinical governance; his had been staff welfare. Neither concern was inherently illegitimate.
The experience therefore had an impact beyond the immediate disagreement. It demonstrated how easily communication can become fragmented when professional roles and responsibilities overlap. It also highlighted the importance of understanding how my actions may be perceived by others rather than evaluating them solely according to my own intention.
Heifetz, Grashow and Linsky's (2009) distinction between technical and adaptive challenges provides a useful framework for understanding this experience. The fact-finding process itself was predominantly technical. It had a defined purpose and required information to be gathered systematically. However, the disagreement surrounding the investigation was adaptive because it involved relationships, values, perceptions of responsibility, staff welfare and professional authority. My initial response attempted to resolve an adaptive problem through technical reasoning. I focused on the procedural rationale for obtaining statements and the implications of delaying them. Although these arguments were legitimate, they did not address the underlying relational issue. The eventual resolution occurred when I moved towards dialogue, perspective-taking and clarification. This represents an important shift in my understanding of leadership. I previously tended to equate leadership competence with identifying the appropriate process and ensuring that it was followed. I now recognise that leadership can require creating shared understanding before attempting to implement the process. My Insights Discovery profile provides a further explanation. Earth green preferences are consistent with my tendency towards empathy, patience, collaboration and relationship preservation. These behaviours are valuable in healthcare because trust, psychological safety and cooperation are fundamental to effective teamwork. However, the experience demonstrated the potential shadow side of this preference. My desire to preserve a constructive relationship contributed to delayed direct communication. The psychometric assessment has therefore become more useful to me as a developmental tool than as a description of my personality. If interpreted simply as confirmation that I am empathetic and supportive, it provides limited developmental value. Its greater value lies in helping me recognise when my preferred behaviours may become counterproductive. Cottrell (2023) argues that effective reflection should move beyond initial insights to deeper examination. In this context, the relevant question is not whether empathy is a strength but when empathy is useful, when it requires balancing with challenge and when it may inadvertently support avoidance. Goleman's (2000) emotional intelligence framework further develops this interpretation. Emotional intelligence should not be reduced to being calm, empathetic or agreeable. In this experience, the more significant emotional-intelligence requirement was the capacity to pause between emotional response and behavioural reaction. I needed to recognise that I felt challenged without automatically interpreting the manager's actions as an intentional challenge to my authority. This distinction has subsequently become an important interpersonal strategy. I now attempt to separate three elements when conflict arises: what I know, what I feel and what I am assuming. This creates space between emotional experience and behavioural response.
West and Chowla's (2017) concept of compassionate leadership also provides an alternative interpretation. Compassionate leadership involves noticing, understanding, empathising with and acting to alleviate the difficulties experienced by others. Initially, I interpreted the manager's behaviour as obstructive. Once his reasoning became apparent, I recognised that his actions were partly motivated by concern for staff. This does not mean that his approach was necessarily the most effective way of managing the investigation. Rather, it demonstrated that compassion can produce different leadership decisions depending upon which difficulties are most visible to the leader. This has changed my understanding of compassionate leadership. Compassion cannot mean agreement or avoidance of challenge. A compassionate leader may still need to establish boundaries, challenge decisions and protect professional standards. The defining characteristic is the manner in which this challenge is undertaken and the recognition of the dignity and circumstances of those affected.
Ethical leadership adds another dimension. Brown, Treviño and Harrison (2005) associate ethical leadership with integrity, fairness and accountability. I had an ethical responsibility to ensure that the investigation remained objective and fair. Equally, the manager had legitimate concerns about staff welfare. The leadership challenge was therefore not choosing which priority was correct but balancing legitimate competing interests without compromising procedural integrity.
The experience consequently changed my understanding of conflict. I previously associated effective professional relationships with harmony. I now recognise that constructive disagreement can strengthen relationships when it is addressed transparently and respectfully. The ability to tolerate disagreement is therefore an important part of my future leadership development.
The second experience involved supporting a paramedic who had been placed on a high-level clinical action plan following concerns regarding aspects of clinical practice and decision-making. This presented a different leadership challenge because I was required to support an individual whose professional confidence had been affected while simultaneously maintaining patient safety, clinical standards and organisational accountability.
The clinician initially appeared anxious and withdrawn and was concerned that the action plan would be interpreted as punitive. Recognising that the initial interaction could influence the subsequent relationship, I deliberately framed the process as an opportunity for development rather than a judgement of personal worth. I encouraged the clinician to explain their clinical reasoning before providing feedback. This enabled us to explore not only what decision had been made but why it had been made. Simulation, supervised operational shifts, structured ride-outs and reflective discussions were subsequently used to support development. As competence and confidence improved, I progressively reduced my level of supervision. This was deliberate because I did not want the clinician to become dependent upon my judgement. The objective was increased autonomy rather than continued reliance upon me. The clinician ultimately met the required standard and was removed from the action plan. They subsequently indicated that they had initially expected the process to be punitive but had instead felt supported, respected and empowered. My initial response was strongly influenced by empathy. I could recognise the anxiety associated with professional scrutiny and therefore wanted to ensure that the clinician did not interpret the action plan as a judgement of their professional identity. This aligned closely with my natural relational leadership preference. However, I also recognised that the situation carried significant responsibility. Patient safety meant that simply reassuring the clinician would have been inadequate. I needed to balance emotional support with honest challenge.
This created a different form of interpersonal discomfort from the first experience. During the investigation, I was uncomfortable confronting another experienced paramedic. During the action plan, I was required to challenge an individual whom I was simultaneously trying to support. My concern was that overly direct feedback could undermine confidence, whereas insufficient challenge could compromise patient safety. This led me to reconsider my previous assumption that support and accountability were competing concepts. I began to recognise that appropriately delivered challenge could itself be supportive if it enabled the individual to understand and overcome a professional difficulty.
There were several positive elements to my leadership. I created an environment in which the clinician could discuss their reasoning without immediately becoming defensive. I focused on development rather than judgement and used questioning to encourage reflection. This appeared to increase confidence and engagement. Edmondson's (2019) concept of psychological safety provides a useful interpretation. Psychological safety enables individuals to acknowledge uncertainty, discuss mistakes and participate in learning. In this context, creating psychological safety did not mean lowering standards. Instead, it provided an environment in which the clinician could openly identify areas requiring development. The progressive reduction of supervision was also important. Rather than maintaining control, I deliberately transferred responsibility back to the clinician. This supported the development of autonomy and reduced the risk of dependency.
The feedback from the clinician was particularly significant because it provided an external perspective on the impact of my leadership. They had expected the process to be punitive but experienced it as supportive and empowering. This reinforced the value of my interpersonal approach.
Nevertheless, critical reflection requires caution. It would be inappropriate to conclude that the positive outcome proves that my leadership approach was solely responsible or that coaching is universally superior to directive leadership. The outcome was influenced by multiple factors, including the clinician's motivation, organisational support, supervision and individual capacity to learn. The feedback provides evidence about the impact of my behaviour in this context, rather than proof of a universal leadership principle.
Edmondson's (2019) concept of psychological safety is particularly relevant because healthcare professionals must be able to acknowledge uncertainty and seek assistance without fearing that doing so will damage their professional identity. However, psychological safety must not be confused with psychological comfort. A psychologically safe environment should enable difficult conversations rather than prevent them. This distinction was important in my leadership. I needed to create sufficient trust for the clinician to acknowledge gaps in practice while retaining clear expectations regarding patient safety. My approach therefore combined empathy with accountability.
Bass's (1985) transformational leadership framework provides another useful interpretation. Individualised consideration and intellectual stimulation were evident in my attempt to understand the clinician's individual developmental needs and encourage them to examine their own reasoning. Rather than simply telling the clinician what the correct answer was, I encouraged them to identify why their reasoning required development. However, I recognise that the experience cannot simply be categorised as transformational leadership. Elements of servant leadership were also present. Greenleaf's (1977) model emphasises enabling others to develop and fulfil their potential. My objective was not merely to ensure completion of the organisational action plan; it was to help the clinician become safer, more confident and more autonomous. Yet servant leadership in isolation would have been insufficient. There were occasions when I needed to challenge clinical reasoning directly and establish clear expectations. This demonstrates the contextual nature of leadership. Supporting another person does not mean protecting them from difficult feedback.
Ethical leadership provided the necessary counterbalance. Brown, Treviño and Harrison (2005) emphasise fairness, integrity and accountability. My responsibility existed simultaneously towards the clinician, patients, colleagues and the organisation. Compassion without accountability could have become permissiveness; accountability without compassion could have produced defensiveness and disengagement. Effective leadership required both.
The experience therefore developed my understanding of compassionate leadership. West and Chowla's (2017) model is particularly relevant because compassion involves not simply noticing difficulty but acting to alleviate it. In this case, action involved providing support, but also providing honest feedback and opportunities for development.
My leadership behaviour also demonstrated a movement towards distributed leadership. Bolden (2011) highlights the importance of developing leadership capacity beyond formal hierarchical positions. My role was not simply to make decisions on behalf of the clinician but to develop their capacity to make safer decisions independently. This is particularly relevant to senior paramedic practice because leadership influence extends beyond immediate operational authority. The most significant developmental aspect was therefore the progressive transfer of responsibility. If the clinician had completed the action plan but remained dependent upon me, my leadership would have been incomplete. Effective leadership should increase capability in others rather than create dependence upon the leader.
When the two experiences are considered together, a consistent pattern emerges. My strongest leadership characteristics are empathy, listening, approachability, calmness, relationship building and a willingness to support others. These characteristics have clear value within clinical leadership. However, both experiences demonstrate that these same characteristics can become vulnerabilities when applied inflexibly. In the clinical investigation, my desire to maintain a constructive relationship contributed to delayed direct communication. In the action-plan experience, my commitment to support the clinician required careful management to prevent support from becoming over-involvement. This has caused me to reconsider the concept of a personal "leadership style". I previously understood leadership largely through the identification of my preferred style. I now understand leadership more usefully as a repertoire of behaviours that should be adapted according to context. This represents a significant development in my self-awareness. Before these experiences, I would have described myself as confident, supportive and collaborative. I still consider these characteristics accurate, but I now recognise that they are context-dependent. I am highly confident when making rapid clinical decisions because the parameters of the problem are usually more clearly defined. I am less naturally confident when dealing with ambiguity, interpersonal conflict or competing organisational priorities. Recognising this has been uncomfortable because it challenges a previously positive self-concept. However, this discomfort has been productive. It has enabled me to recognise that confidence is not a fixed global characteristic. I can be clinically decisive while simultaneously needing development in interpersonal assertiveness. Goleman's (2000) emotional intelligence framework has therefore become particularly significant. Self-awareness allows me to recognise emotional responses and behavioural preferences. Self-regulation allows me to avoid acting automatically on them. Empathy enables me to understand another person's experience, while relationship management enables that understanding to inform constructive interaction.
The two experiences have demonstrated that emotional intelligence is not synonymous with being calm, supportive or agreeable. In the first experience, emotional intelligence required me to tolerate interpersonal discomfort and initiate direct communication. In the second, it required me to combine empathy with challenge. This has fundamentally changed my understanding of emotional intelligence. Heifetz, Grashow and Linsky (2009) provide a useful overarching explanation. My strongest confidence has historically been associated with technical leadership: applying clinical knowledge to clearly defined problems. The experiences demonstrated that leadership frequently involves adaptive challenges in which established expertise cannot simply resolve competing values, relationships or behavioural issues. My development therefore requires greater confidence in adaptive leadership.
Similarly, the experiences demonstrate why no single leadership theory adequately explains my practice. Transformational leadership captures aspects of individualised consideration and development. Servant leadership captures my focus on enabling others. Compassionate leadership explains my concern for colleagues' experiences. Ethical leadership explains the need to balance compassion with accountability. Adaptive leadership explains the need to respond differently when problems involve uncertainty, relationships and competing priorities. These approaches are therefore better understood as complementary behavioural lenses rather than competing identities. This represents an important change from my previous understanding. I no longer believe that effective leadership requires selecting the "best" leadership style. Instead, effective leadership requires identifying what the situation demands and having sufficient behavioural flexibility to respond appropriately.
This reflection has demonstrated that my principal leadership strengths are empathy, approachability, calmness, listening, relationship building and the ability to support the development of others. Feedback from colleagues and the clinician involved in the action plan provides evidence that these behaviours can create trust and psychological safety. However, critical reflection has also demonstrated that strengths are not universally beneficial. My preference for collaboration and maintaining positive relationships can contribute to avoidance of conflict. Patience can become delay. Empathy can become an excessive focus on another person's feelings at the expense of necessary challenge. Support can become over-involvement. The clinical investigation exposed my tendency to interpret ambiguity through the lens of professional authority. It demonstrated the importance of direct communication, emotional self-regulation and perspective-taking. The action-plan experience demonstrated the value of empathy, coaching and psychological safety while reinforcing that compassion must coexist with accountability and patient safety. The most important learning is therefore not that I need to become less relational. Instead, I need to become more behaviourally flexible.
I now recognise that effective leadership involves knowing when my preferred behaviour is appropriate and when it needs to be supplemented by a different behaviour. My relational strengths need to be complemented by greater assertiveness, constructive challenge, decisiveness and confidence in managing conflict. This represents a significant increase in self-awareness. Rather than seeing leadership weaknesses as characteristics that must simply be eliminated, I now understand them as contextual vulnerabilities that require conscious management. The reflection has identified assertive and emotionally intelligent communication as my principal development priority. I need to become more comfortable initiating difficult conversations early rather than relying upon written communication or hoping that ambiguity will resolve itself.
In future situations involving disagreement, I will consciously separate what I know, what I feel and what I am assuming. I will seek direct dialogue earlier where interpersonal ambiguity exists and use questioning to understand competing perspectives before forming conclusions. I also need to maintain an appropriate balance between individual support and wider organisational responsibilities. My natural inclination towards coaching and compassionate leadership is valuable, but leadership resources are finite. Appropriate delegation, boundaries and progressive transfer of responsibility must therefore remain central to my practice. I will continue developing my capacity for constructive challenge. Rather than equating difficult conversations with relationship damage, I will regard appropriate challenge as an essential component of ethical and compassionate leadership. This requires tolerating interpersonal discomfort while maintaining respect, fairness and clarity. Finally, I will continue using structured reflection following significant leadership encounters. However, future reflection should move beyond asking whether an outcome was successful. I need to ask:
· What assumptions influenced my behaviour?
· What emotional responses were present?
· Was my preferred leadership behaviour appropriate to the context?
· How might my behaviour have been experienced by others?
· What alternative behaviours were available?
· What evidence would indicate that I should behave differently in a similar situation?
This approach should enable reflection to become an ongoing mechanism for behavioural development rather than simply a retrospective exercise.
This critical reflection has changed my understanding of what it means to be an effective clinical leader. Clinical expertise remains fundamental to senior paramedic practice, but it is insufficient in isolation. Leadership also requires self-awareness, emotional intelligence, interpersonal capability, ethical judgement, adaptability and the confidence to challenge when necessary.
The Insights Discovery assessment provided an initial framework for understanding my relational preferences, but critical reflection has enabled me to examine these preferences more deeply. My earth green characteristics of empathy, patience, collaboration and support are genuine strengths, but their value is dependent upon context. The two leadership experiences demonstrated that the same behaviours can produce different outcomes depending upon how and when they are applied.
The most significant development has therefore been a shift from viewing leadership as the possession of particular characteristics towards understanding leadership as a process of conscious behavioural adaptation. I do not need to become a fundamentally different leader. Instead, I need to expand my behavioural repertoire so that empathy is complemented by assertiveness, collaboration by decisiveness, patience by timely intervention and support by appropriate challenge.
The reflection has also altered my understanding of emotional intelligence. I previously associated emotional intelligence primarily with remaining calm and supportive. I now recognise that it involves the more demanding capacity to understand my emotional responses, question my assumptions and choose an appropriate behavioural response. Sometimes this will mean listening and supporting; at other times it will mean challenging, confronting disagreement or making an uncomfortable decision.
Most importantly, effective leadership should be evaluated not simply by what I personally achieve but by the conditions I create for others. The action-plan experience demonstrated that successful leadership can involve developing another practitioner's confidence and autonomy rather than maintaining control. The clinical investigation demonstrated that effective leadership may require creating shared understanding between people whose priorities initially appear incompatible. I therefore now understand leadership less as directing others and more as creating the conditions in which people can perform safely, develop professionally and contribute meaningfully to collective goals. My continuing development will depend upon retaining the relational strengths that underpin my practice while becoming increasingly confident in ambiguity, constructive conflict, assertive communication and adaptive leadership. This represents the most significant outcome of the reflection: I have moved from asking "What type of leader am I?" towards asking "What does this situation require from me as a leader, and am I sufficiently self-aware and behaviourally flexible to provide it?" This shift provides a more sustainable foundation for my continuing development as a senior clinical leader.
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	Development Area
	SMART Targets and development activity
	Resources/ Support required
	Measure of Success
	Timescale and review

	Emotional intelligence: self-awareness and self-regulation
	Over the next 6 months, I will complete one structured leadership reflection each month following a significant leadership interaction, specifically examining my emotional response, assumptions, behaviour, consequences and alternative responses. I will use these reflections to identify recurring emotional triggers, particularly where I perceive challenge to my professional authority or experience interpersonal disagreement.
	Gibbs' (1988) and Schön's (1983) reflective approaches; Goleman's (1998) emotional intelligence framework; protected reflection time; discussion with my line manager or mentor.
	Six completed reflections demonstrating increasing ability to distinguish between emotional response and assumption. I will identify at least three recurring triggers or patterns and document how my subsequent behaviour changed in response to them.
	Reflections completed monthly. Progress reviewed at 3 months, with a formal evaluation at 6 months.

	Assertive communication and constructive conflict
	Within the next year, I will initiate at least three difficult or potentially challenging professional conversations that I might previously have delayed or managed predominantly through written communication. I will use a structured approach involving clear communication of the issue, active listening, exploration of the other perspective, identification of shared objectives and agreement of actions.
	Support from an experienced senior colleague/line manager; supervision; leadership literature concerning emotional intelligence and difficult conversations.
	Completion of three documented examples. Following each conversation, I will evaluate whether I communicated clearly, listened effectively and achieved an appropriate outcome. I will seek feedback on at least two conversations to assess whether my communication was perceived as clear and appropriately assertive.
	Target achieved by 12 months. Review after each conversation and formally at 3, 6 and 9 months.

	Adaptive and situational leadership
	Over the next 6 months, I will consciously adapt my leadership behaviour in at least four different situations by identifying whether the situation primarily requires technical, adaptive, coaching, compassionate, ethical or more directive leadership. Before significant leadership decisions, I will identify what the situation requires rather than automatically relying on my preferred collaborative approach.
	Heifetz, Grashow and Linsky (2009); leadership supervision; opportunities to observe experienced clinical and operational leaders; reflective practice.
	Four reflective case examples demonstrating deliberate adaptation of leadership behaviour. Each example will identify the context, chosen leadership behaviour, rationale, alternative approach and outcome.
	One example approximately every 6 weeks. Review at 3 months and final evaluation at 6 months.

	Compassionate leadership with accountability
	During the next 6 months, I will apply a structured approach to at least two colleague performance situations from rideouts, explicitly combining empathy and psychological safety with clear expectations and accountability. I will ensure that each conversation establishes the required standard, available support, agreed actions and a review point rather than allowing supportive behaviour to replace constructive challenge.
	 West and Chowla (2017); Edmondson (2019); organisational clinical governance and performance processes; support from clinical/operational leadership.
	Two documented examples demonstrating that I have provided compassionate but appropriately challenging leadership. Evidence will include agreed objectives/actions and subsequent review. Where appropriate, I will obtain feedback from the colleague on whether they experienced the process as supportive, fair and clear.
	Apply within 6 months, with review following each situation and formal evaluation at 6 months.

	Coaching, delegation and developing autonomy in others
	Over the next 12 months, I will support at least two colleagues through structured coaching or developmental supervision, using questioning to promote clinical reasoning and progressively reducing my direct input as competence develops. I will deliberately avoid providing solutions too quickly and will transfer appropriate responsibility to the individual.
	Coaching/mentoring resources; experienced clinical colleagues; opportunities for supervised development; feedback from colleagues; Greenleaf (1977) and Bass (1985).
	Two completed developmental relationships/examples, with evidence that the colleague has demonstrated increased confidence, reasoning or autonomy. I will obtain feedback from each colleague regarding whether my approach supported their development without creating dependency.
	Development activity commenced within 6 months and completed within 12 months. Review after each developmental episode and formally at 12 months.
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These statements provide a broad understanding of Hollie's work style. Use this section to gain a better understanding of her approaches to her activities, relationships and decisions.

Personal Style
Hollie is seen by others as open, mild, modest and rather self-effacing. Her strong sense of personal values may make her reserved around strangers whose values she feels may conflict with her own. She is very effective in specialised work and highly consistent in performance. She finds her source of energy within but primarily perceives the world through her senses. Hollie is independent and objective, with a strong sense of personal values. Hollie combines affability and amiability with a high sense of duty. She is easy-going and low key and may be prone to doubting her own ability. She is often more interested in “real things” than intangibles, such as abstract ideas and theories. In everyday activities, Hollie is tolerant, open-minded, flexible and adaptable, enjoying the present moment. A good day to day planner, she is relaxed about getting things done because she is fully engaged in the here and now. If her efforts are not recognised, or approval is withheld, she may feel deflated as her feeling of worth can depend on how others regard her. Hollie displays fierce loyalty to and for people who report to her. Hollie is conscientious and responsible and accepts being needed by others. She is a down-to-earth realist and prefers the company of others like herself who mirror her rather quiet and unassuming demeanour. Her common-sense denotes a practical ability with people and things. Finding it hard to understand why some others try to impose limits, order and structure upon others, she avoids attempting to change or control people. Hollie values people who take the time to understand her personal goals and values. Her modest manner can restrain her from
pushing herself forward and this occasionally results in her being under-valued. Hollie is dependable and responsible, with a high sense of duty. Her sense of duty may make her appear rather serious at times. If she makes a serious mistake at work she may feel guilty for a long time. She greatly prefers to trust what she can hear, smell, taste, touch and see, rather than accept abstract or intangible ideas. Interested more in the realities brought to her by her senses, she is blessed with a special appreciation of natural things. Even if a mistake has been made by someone else she may spend a lot of time sympathising with the “guilty“ party and attempting to spread the responsibility. Cautious, conventional, diplomatic and sincere, Hollie is a precise and disciplined person with high standards and expectations of herself.

Interacting with Others
Cautious, reserved, quiet and inwardly oriented, Hollie is content to work by herself without much control or supervision. Her dependability and willingness to lend a sympathetic yet objective ear makes her a supportive team player. Her primary desire is to be of service to other people. She is a pillar of strength in the home, at work, and in her community. Her feelings may be expressed more by her actions than by speaking alone, and she is always aware of the needs of the moment. Hollie's habitual view of people is non-confrontational, understanding and forgiving. Amenable, patient and friendly, Hollie tends to build close, low-key relationships with a small number of associates in the work environment. She is not always keen to express how she feels. She finds it difficult to take a fixed position on issues that are not important to her. As a result, she may be seen by others as rather lacking in conviction. She is immensely loyal to respected persons or causes, occasionally to the point of idealising those people and organisations she respects. She relates well to people in need, and can build long term friendships with people she views as disadvantaged in some way. Situations that find her in charge as autocratic leader do not usually suit her as she prefers to be more supportive than directive. Displaying modesty and reserve, she is a very warm person who tends not to show that warmth except with people she knows and trusts. Friendly in dealing with people, she does not take readily to “up-front“ leadership. She may have a tendency to repress anger. While appearing to agree with others, she may internally disagree, using passive strategies to release her tensions.

Decision Making
Hollie is extremely realistic and relies on and trusts what her senses tell her about her world. She will tend to be concerned with the effect that the decision making process, and its result, will have on others. She tends to make choices around her own personal feelings which may be as important to her as more objective data. Non-judgemental and accepting of others' behaviour in a rather factual way, she notices things around her and will generally find the deeper meanings within most situations. She is observant of the small jobs that need to be done and will often offer to do them or just do them automatically. Above all, she is concerned with what is “right“ and because of this may appear slow in the decision making process. Hollie is good at easing tense situations, enabling competing or conflicting groups to unite. She is uncomfortable moving beyond her own experience until she fully understands the problem. She seeks to review and assimilate the facts without being pressured to make a rapid decision. Where she holds strong values, Hollie is firm and uncompromising in expressing and enacting her beliefs on these subjects. Her decisions are influenced by ethical and moral issues. Hollie seeks to unite all parties in a controversy and can readily see the validity of alternative points of view. She may worry too much, and on significant long term issues may exhibit indecision. Her quiet demeanour often allows her to get agreement to her alternative solutions. Trying to focus more on the facts, not just on the people, can be helpful in her decision making. Hollie makes better decisions when other people she knows share her values.
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