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This essay will aim to critically evaluate multiple leadership styles, and how they relate to my role as a Senior Paramedic. I have been in this leadership position for the Welsh Ambulance Service for 8 months, prior to this I have been a paramedic for ten years. The main responsibilities for this role are to be a role model for staff, clinical leadership, constructive corrective mentorship, developing junior staff and being approachable for staff to present issues or barriers.

The term leadership, it seems, is open to interpretation, as there are many aspects which affect how leadership is sought, perceived, adopted, actioned or reflected upon, based on who the individual is, what their beliefs are, who they are leading, and in what environment, to which end goal (Northouse, 2016).

Furthermore, Leaders have been defined in many ways over the years, but I can relate to the definition by Bennis (2007, p.3) a pioneer of leadership studies; ‘a function of knowing yourself, having a vision that is well communicated, building trust among colleagues, and taking effective action to realize your own leadership potential’. Spector (2016) highlights the importance of leadership among many workplace environments, supported by evidence that a good leader will empower a strong workforce, improving productivity, innovation and achieving team goals to name a few (Northouse, 2016). Having efficient leaders in healthcare has been anticipated for decades, yet not always fully understood how to obtain and maintain these individuals in their roles (Western, 2007).

Multiple theories, models and concepts around leadership will be critically evaluated this essay with relevance to my role in the ambulance service as a senior paramedic. 

I will aim to explore my personal leadership styles, interpersonal skills and behaviours, with a view on their impact upon relationships in my workplace. Western (2007) highlights the significance of critical theorising when evaluating leadership concepts, allowing us to continually re-examine, exploring strengths, weaknesses, blind spots and demonstrating the ability to integrate perceptions to strengthen models in the future. This in turn will allow a better understanding of leadership within our sector of healthcare; The Welsh Ambulance Service Trust (WAST).

James MacGregor Burns introduced the Transformational leadership theory in 1978, which was subsequently expanded by Bass (1985), and it is one of the most influential leadership theories, as it suggests that transformational leaders inspire and motivate followers to exceed expectations, foster considerable change, and accomplish a shared vision. The American Nursing Association (2023, p.1) further defines it as “a supportive, empowering health care environment…motivates teams to work together to deliver exceptional patient care and outcomes. As health care evolves, transformational leaders in nursing are indispensable for their resilience, sense of inclusivity, and ability to tackle new challenges”. Bass (1985) echoes this definition, emphasising that leaders must act as role models if they want a sufficient following.

Within my role as a Senior Paramedic, I feel the 4 core components of transformational leadership are entwined within the fibres of the role. For example; 

1.) Inspirational motivation is the stimulating of vision, goals, and high standards that the leader sets for the followers and the organization. This is something that is expected of all senior paramedics and is even in the contractual job description.
2.) Idealized influence associates to charisma, and highlights the way a leader performs, that makes a follower want to identify with them ultimately, being an approachable role model (Bass, 1985), an example of this would be providing gold standard care, influencing other staff to echo this.
3.) Intellectual stimulation describes the leader’s ability to invite followers to question and challenge assumptions. Being an effective and trusted leader, means allowing others to challenge healthcare-based actions or decisions made to ensure that there is a levelled hierarchy, where error avoidance trumps ego (Fernandopulle, 2021; Kanaris, 2023).
4.) Individual consideration characterises the leader’s skill in appealing to the individuality of each follower by treating them as special and important. Individual consideration is especially important when aiming to develop individuals, tailoring their needs and adjusting leadership style to foster this approach. This is where this theory would overlap with situational leadership (Anderson and Sun, 2017), for example.
The transformational leadership theory has some valid strengths; it’s proven effective in dynamic environments or during organizational change (Broome, 2024), there is emphasis on followers' development, it builds trust and commitment through vision-driven and value-based leadership, which is critical for long-term success (Robbins and Davidhizar, 2020). Transformational leadership recognises the importance of ethics, feelings of belonging and staff individuality (Jung and Francis, 2001) proven to maintain commitment (Stokes, 2003), and lastly, it can be applied to multiple types of workforces such as healthcare, military, education, and business (American Nursing Association, 2025; Van Knippenberg & Sitkin, 2013; Jung & Francis, 2001).
However, criticisms and limitations of this theory cannot be ignored; within the component of idealized influence, suggestions from other academics highlight leaders with high levels of charisma could misuse their powers to neglect their supporters (Fragouli, 2018). At times the theory is broad and lacks clear boundaries, causing overlap with other leadership theories (charismatic or servant leadership) which reduces theoretical individuality (Van Knippenberg & Sitkin, 2013).
Further, the Multifactor Leadership Questionnaire, which is the primary assessment tool for transformational leadership, has been critiqued for validity concerns and for determining outcomes possibly influenced by other variables (Batista-Foguet et al, 2021). Although this theory is outdated, several more contemporary studies support the positive correlation between transformational leadership and outcomes such as employee satisfaction, performance and commitment (Judge and Piccolo, 2004; Robbins and Davidhizar, 2020) especially within healthcare settings (American nursing association, 2001; Broome, 2024).

Transformational leadership theory has a place within the ambulance service, due to its adaptability to be used in multiple sectors. However, it appears this theory in isolation is not enough to cover all bases for the senior paramedic role, I feel that combining it with other theories would maximise efficiency and all-round benefit. The areas most practical for this theory are its emphasis on shared visions, development and motivation, as these align with The WAST (2023) behaviours of being inclusive, continual service improvement, and broadening our understanding.
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As noted above it has been argued that Situational Leadership Theory (SLT) has some overlap from transformational leadership, as Hersey and Blanchard (1969), propose that there is no one effective leadership style. Instead, effective leadership depends on the situation or development of followers. Leaders must adapt their style based on followers’ readiness, defined by competence and commitment. Situational Leadership is defined as a “flexible, adaptive style of leadership that determines whether a leader is more directive or supportive based on their follows individualised needs” (Baker, 2022, p.2).  The principle of Situational Leadership is that the style of leadership applied depends on the situation and the needs of the team at the time (Northouse, 2016). This style is demonstrated daily within the Ambulance Service, as understandably no two situations, or employees, are the same.

Blanchard (1985) further adapted the original SLT and developed the Situational Leadership II (SLII) model (fig.1).  This model was designed to help leaders adapt their leadership styles according to the needs of the individual or team.  It has two aspects, Leadership styles and the Development level of the individuals (Northouse, 2016).

The leadership style relates to the patterns of behaviour from the leader and includes both directive and supportive behaviours. An example of directive behaviours would be dictating a post-cardiac arrest checklist for the team to follow step by step, whereas supportive behaviours could be demonstrated by good communication skills such as closed loop communication; ‘Tom, can you get a full set of observations and tell me when you’ve completed it?’. This ensures that staff feel both lead and trusted to conduct tasks independently. Therefore, this style can be applied into the frontline ambulance service as WAST is also built on the foundations of mutual understanding, openness, and trust.
Figure 1. Situational Leadership II (SLII) model
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The categories of whom could benefit the most from my input as a senior paramedic would mainly be D1 and D2, as inexperience and demotivation can cause clinical and behavioural issues. D3 staff would require occasional intervention when they have barriers to their performance. Hopefully, by increasing my awareness of self and others, I will be able to use situational leadership to support these staff groups. 

This theory is widely considered the easiest to adopt and apply to practice in the frontline emergency medical field and one of the main strengths of SLT is that it can be adapted to variable environments, staff roles, ages, attitudes and abilities (Northouse, 2016). It’s ease of use means that leaders can shift their leadership style in everyday settings adapting to people’s needs and team development over time (Baker, 2022).

Moreover, the theory emphasises the role of the follower, recognising leadership as positively relational, rather than an authoritarian process, which historically has proven to have a negative effect on staff responsiveness, commitment, burnout and relationships (Al Rahbi et al., 2017; Zheng, 2025). Further, Baker (2022) articulates, situational Leaders get everyone working toward a collective vision, which highlights a few behaviours of the Welsh Ambulance Service (2023) such as; Take ownership, be inclusive to the whole team, continually improve our service, practice ethically, and broaden our understanding. 
Historically, research evidence for the model’s projected accuracy was found to be poor (Graeff, 1997). A recent scoping review by Wang et al., (2024) echoes concern by other researchers over the last three decades; that despite its popularity the SLT has limited validation and should therefore be used cautiously. An example of this is the use of vague terms such as “readiness” or “development level” are inadequately defined and objectively hard to measure, making consistent application difficult.

When applying the SLT into practice within the Ambulance Service, I feel users will have their own perceptions of staff readiness or development level. Although some levels of development can be measured such as passing clinical simulation exams, or demonstrating well-rounded knowledge of a treatment plan, others are difficult to measure such as, emotional readiness to break bad news, receiving criticism, or facing confrontation.

Whilst the SLT advises leaders to adapt, it lacks clear plans for shifting approaches in practice, especially under stress or time pressure, a challenge often faced by the emergency services (Bardhan and Byrd, 2023). It appears that the SLT is influential but is best used in combination with other approaches (Baker, 2022; Burns 2003; Spector, 2016).
Compassionate Leadership has been defined as “a focus on relationships through careful listening to, understanding, empathising with and supporting other people, enabling those we lead to feel valued, respected and cared for, so they can reach their potential and do their best work…which in turn results in high-quality care” by Health Education and Improvement Wales (2025, p.3). West (2021) highlights the importance of attending, understanding, empathising and helping those being led. 

Though it is a well-recognised concept, a recent systematic review of the research around compassionate leadership yielded some interesting perspectives, as clarity is lacking around the concept of compassionate leadership, and the current understanding appears limited across the literature (Ramachandran et al., 2024). The review goes on to have identified six ‘critical dimensions’ of compassionate leadership; empathy; openness and communication; physical, mental health and well-being; inclusiveness; integrity; respect and dignity. This has given leaders a deeper and enhanced understanding on how to be effective compassionate leaders.
The concept of compassionate leadership is one which has been lacking in some NHS settings (Östergård et al., 2024), this issue has been thrust into the spotlight since the COVID-19 pandemic, and since has expertly applied in other environments (de Zulueta, 2021). The concept coincidentally highlights the values, beliefs and behaviours which are advertised by the WAST (2023) such as; being inclusive, showing belief in each other, and respecting others. Brohi et al., (2021) states that compassionate leaders make followers feel psychologically safe and trusted, fostering a stronger organizational culture of inclusivity, respect and shared goals. Due to higher levels of emotional safety, staff have been reported to have higher productivity, through allayed fears of criticism (Kelly et al., 2021). Foster (2021) states empathy, understanding, and self-compassion are crucial in generating a positive work environment and achieving better outcomes and well-being of individuals, teams, and organizations across healthcare. Further, Choi et al., (2016) also found that staff were more likely to be unwell with stress or anxiety if they felt their employer was not exhibiting signs of compassion. Importantly when considering the workplace environment of the Ambulance Service, employees are more willing to share their ideas and take calculated risks when they feel they are in a supportive workplace (Östergård et al., 2024).
However, staff in senior leadership roles have highlighted perceptions that compassion can be misinterpreted as a lack of authority or softness (Hougaard and Carter, 2022). Frustratingly, those demonstrating compassionate leadership need high levels of emotional intelligence, self-awareness and resilience, which are intrinsic skills that are not always possessed or easily developed (Sadri, 2012). It is well known that emergency healthcare workers can experience compassion fatigue (Cocker and Joss, 2016) which could cause the foundations of this leadership style to become weakened or even entirely unworkable. As compassionate leadership can be exhausting, leaders should know their own limitations to avoid or manage compassion fatigue (Östergård et al., 2024). Atkins and Parker (2012) state that compassionate leadership can be measured on the four components; attending, understanding, empathising and helping, however due to the nature of being a quantitative ‘soft’ skill to measure, there is a lack in rigorous, longitudinal studies around compassionate leadership (Östergård et al., 2024), which makes it unreliable to know whether it is an effective way to lead and be led for the span of a person’s career.
Patients are likely to benefit from the implementation of compassionate leadership by senior paramedics within their teams, as it encourages team members to actively listen to individuals’ concerns, understand their situations, empathise with their feelings then help and support them through projected practice. Further, patients treated by staff who were led with compassion are more likely to have higher levels of satisfaction and overall care (West and Dawson, 2012). 
A theory often identified as the opposite of compassionate leadership is transactional leadership, which is recognised simply as an exchange occurring between leaders and their followers (Northouse, 2016). Generally, leaders will provide rewards or punishments based on team members performance or goal achievements (Tavanti, 2008). Moreover, MacKenzie et al., (2001) argue that this theory is closer to the role of management than leadership on the spectrum. Humphrey (2014) found there to be two main types of transactional leadership; management by ‘exception-active’ whereby leaders actively sought out and correct issues before they become a larger concern, and management by ‘exception-passive’ which can be colloquial with laissez-faire leadership, whereby leaders don’t demonstrate any real leadership, and wait until the problem requires a large action to correct, which may leave the team feeling deserted and undirected.

Richards (2020) suggests that transactional leadership in healthcare is most useful for meeting short term goals or completing tasks, but overall best combined with other leadership approaches to maximise effectiveness in this setting for example, O'Shea (2009) researched 726 leaders, finding a combination of transactional and transformational leadership to have a positive result.  This highlights that a combination of flexible leadership styles is often the most effective approach, furthermore a combination of transformational leadership and conditional rewards had positive effects of their followers (Wang, 2011).

I can agree with this viewpoint, an example of this in practice could be staff completing their monthly airway logs, which in turn means they are permitted to continue intubating patients. Another example could be a newly qualified paramedic completing their 300 hours of clinical practice with a senior/paramedic, once this task is complete, they are then allowed to work solo and discharge patients autonomously. The Senior Paramedic role is underpinned by relationships of mutual trust. Supportive measures are opted for over punishments; when an error occurs, it is policy within the trust to support staff and facilitate learning to adopt an open and honest workforce. Therefore, transactional leadership styles alone are unlikely to work well in the NHS, as salaries are not performance related, and performance is often derived from personal commitment and enthusiasm. Moreover, I feel management personnel within WAST would adopt this approach more than those in leadership roles, as it appears that the theory has a very ‘contractual’ feel to it, implying that staff are expected to work to the rule in exchange for employment or payment without any repercussions. Juneja (2023) identified themes focussing on planning, organising and controlling, which could create a closed-feeling environment of control and power.

Although widely recognised and used throughout healthcare, the authentic leadership theory doesn’t have one agreed definition. One which resonates is; “recognised by their integrity and so inspire trust. They know and live their values; they challenge and empower others to be the best they can be” (Institute of Leadership & Management, 2017, p.2). This is likely because this definition aligns with a lot of WAST’s previously discussed behaviours, as it is thought that authentic leaders are genuine, self-aware and have strong values. 

High integrity and honesty were reported the second most important characteristic for impacting leader’s success according to a questionnaire sent to over 300,000 workforces (Zenger and Folkman 2014). Trust, openness and honesty are characteristics I feel I exhibit as a leader, but I didn’t realise how important they were until researching further. Quigley (2007) found that leaders who are seen to bend rules aren’t considered trustworthy, which diminishes their value and staff lose confidence in their integrity. This point emphasises why it is so important to maintain authenticity and to be a positive role model to the workforce. An issue that we can often face as senior paramedics is that staff blame their incorrect actions on other staff wrongdoing or a lack of training. Therefore, the more we can exhibit correct practises the better patient care will be, especially because structured training opportunities are sparse and vary for individual needs.
Rosh and Offermann (2023) state it is important to know how you are perceived by others, and only then can you know what to personally reveal about yourself and when; oversharing personal experiences too early into a colleague relationship can be perceived as disingenuous and therefore breakdown trust. The Institute of Leadership & Management (2017) state that authentic leaders do not engage in workplace gossip, politics or personal agendas, they put professional interests before personal views. It is therefore important to have a good sense of personal, emotional, and environmental awareness as a senior paramedic. For example, choosing an appropriate time and location to share anecdotal experiences with a colleague to gain trust and build positive relationships, such as driving back to station for a meal break after a challenging incident, it is likely that if I share a barrier that I have previously overcome, that my colleague would emulate asking for and accepting help.
To conclude, though I have only been a senior paramedic for 8 months, I have been a ‘leader’ to my peers for much longer, however it is only now that I take the time to reflect upon my experience of this and how relevant the above theories have been to the ambulance service. Upon reviewing 5 different theories on leadership, it appears there is a similar theme throughout most theories on leadership, that they would not be most effective in isolation, and to be an efficient leader, a combination of more than one style would be best.

I was born into a family with three other siblings, myself being the youngest. Therefore, I had assumed the ‘follower’ position from a very young age. That being said, I was the ‘ringleader’ when it came to friendship circles in school, craving the need to be listened to and liked. I was always acting the class clown, wanting to make my friends laugh, and fiercely loyal to close friends. 

My earliest memory of being in an official leadership role was at age 12; I was the school netball captain. Realistically this role didn’t hold much responsibility, I felt the pressure immensely. Throughout the years, I opted to be a follower in sporting situations as the pressure of leadership, managing people’s expectations, and balancing desire to win, was removing my enjoyment from the game. I opted for an individualistic approach, reviewing only myself, the score was irrelevant if I felt that I played the best I could, then often a loss simultaneously felt like a win. Upon reflection, this is a perspective I had in my paramedic practice for a while (and was probably a coping mechanism); deployed to an active cardiac arrest with colleagues, and providing I conducted my task/s well, then the outcome would not negatively affect me. Whereas, if I felt I did badly in my clinical task management, I would take the loss personally. As a new paramedic, it was quite difficult to speak up, highlighting errors of senior staff. This attitude changed with experience realising that clinical excellence is greater than an individual’s efforts, and fundamental of effective teamwork. As I developed more mentoring bandwidth, I realised I could have a real-time positive effect on other people’s practice, in succession could improve patient’s outcomes.

Another career move I feel elevated my ability to lead a team was the decision to move from Bristol to North Wales. A new service, area, language and team. This gave me a new identity as the staff only knew me as an experienced, confident paramedic who was happy to work solo and share her knowledge. Moreover, I have studied a MSc in Critical care and volunteered twice a month with the local air ambulance team, as the first paramedic to do this in the locality, it naturally conjured a lot of curiosity, and many colleagues then looked to me as a clinical role model. I was then promoted to Senior Paramedic which felt like a natural progression for me, as I enjoy helping other develop practice, improving patient care and the opportunity to improve my own skill set.

Being a Paramedic feels so natural to me, it is one of the most social jobs you could have. At first, I was solely focussing on what I could bring to the table with my enhanced clinical knowledge and skills, however throughout this leadership module I have realised that the soft skills that being an effective leader can be, can make a much larger impact on stakeholders than my clinical skillset alone.

According to the Blake and Mouton leadership self-assessment questionnaire (Blake, 1964) I am a clear team leader, exhibiting high task and high relationship traits. Blake describes team leaders as leading by example, facilitating team-members to meet personal and professional goals, strengthening relations and leading the most productive teams.
I scored slightly higher on relationships over tasks, which I would agree with, as I relish having good staff working relationships above efficient task completion, probably because one affects the other.
The Blake and Mouton leadership self-assessment questionnaire results graph (Blake, 1964).
[image: image3.png]People

Country Club ‘Tean Leader
Impoverished Authoritarian
2 3 5 7 8





This is backed by this exert from my insights report: 

“She is an effective, if unobtrusive leader, encouraging others to freely participate in her projects. Epitomising common sense and friendliness, she can be gently persuasive and a major asset…Compassion, caring, warmth and contented relationships are important to her.”

Leadership style questionnaire results (Northouse, 2016).
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The results from my leadership style questionnaire constructed by Northouse (2013) showed I am least likely an authoritarian leader (with a score of 22), which I wholly agree with; I feel this leadership style best-suits management and a transactional leadership type. My highest score of 35 was a participative style leadership, which is what I would expect, as senior paramedics we are immersed within our teams, aiming to achieve a shared goal. Lastly, I scored 30 for a delegative style leadership, this is unsurprising as this principally what is expected of me within my role, and naturally I am working alongside many autonomous practitioners. Northouse (2013) states that similar scores can indicate a transition period for new leaders (of which I am) and that often the participative style is preferential, whilst switching styles if required. This ties in nicely to situational leadership, which as discussed previously was unknowingly used by myself regularly due to the nature of the ambulance service environment; I would shift between directive and supportive behaviours dependent upon the team members developmental needs (Adair, 2013; Blanchard, Zigarmi, and Zirgami, 1985).
However, moving forwards this style will not be used in isolation, as I also feel that I want to adopt a transformational leadership style. Burns (1978; 1985) depict that transformational leaders inspire and motivate followers to exceed expectations, foster considerable change, and accomplish a shared vision. This is a viewpoint which is very important to me; I am now I’m a recognised clinical leadership position, where I aim to be an effective role model and inspire change and improvement. I am hoping that this will not be an unrealistic challenge considering my insights report highlighted; “She uses her adaptability to solve problems and is good at getting others to adapt as well”, showing I have a natural ability to pioneer positive clinical change.

Reflection is essential for growth and learning, an important aspect of clinical development (Freshwater, 1998). The health and care professions council (2025) standards request that registrants understand the value of reflective practice, and the need to record the outcome to sustain continuous improvement. Due to time constraints and other factors, ambulance staff cannot always have an immediate debrief, therefore reflection is an incredibly useful (sometimes underused) tool, to learn from incidents and benefit future stakeholders (Blaber, 2008).

When considering theoretic leadership approaches, and implementing them, Schon (1983) said that reflection breaches the gap between applied practice and theoretical knowledge, this point of view is relevant when discussing how people may gravitate to differing leadership styles at different times.

Clinical reflection has always been a part of my practice, whilst studying Paramedic Science I was required to complete over 20 reflections about my clinical skill, communication and experiences. Interestingly, the lead-lecturer developed the IFEAR model (Smart, 2011) and is one that I am therefore most familiar with, this model is an adaption of the Gibbs model of reflection (1988), and I feel is most relevant to the ambulance service and use academically and internally relatively often. 

Before this essay progresses further, it is important to state throughout all stakeholder confidentiality will be upheld.
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Transformational, situational and compassionate leaders all rely on adequate communication to and with their team. It is important to reflect on communication styles, reminding ourselves that each communication is going to vary.

Incident: I was working alongside a crew I did not know particularly well. I therefore assumed of their skillset. We had successfully obtained a return of spontaneous circulation (ROSC) in a cardiac arrest patient, and I had asked the technician to complete the post-ROSC checklist for me, as I was aware that I had no bandwidth left.

Once the air ambulance had arrived to take the patient, they waited for a clinical handover from myself as the lead on the cardiac arrest. I talked them through the incident, but once I had got to the checklist I had nothing to say, and the staff member who I had delegated this to had only completed half of the list, because he was distracted by consoling the family members. Therefore, I quickly repeated the checklist to ensure that this patient was stable enough to be transported by air.

Feelings: Initially I felt flustered and exasperated as I felt this was an important task which needed to be done relatively quickly to avoid delays once the aircraft arrived. Moreover, I also felt embarrassed because it made me look unprepared and disorganised, and I didn’t want to shun the blame onto a member of my team, as a recipient of this type of behaviour in the past, as it didn’t feel helpful or constructive.

Evaluation: Overall, the delay was only a few minutes as the checklist is designed to be quick. Moreover, Once the staff member saw me completing the list, they suddenly realised they had left it unfinished and apologised to the family to come back to help. I feel this action from my team shows an element of psychological safety around me, that they could own their error and correct it without fear of a negative reaction, persecution or public embarrassment from me.
Analysis: I was proud of my behaviours in this incident, because it would have been easy to shun responsibility of the task, or berate this team member, but ultimately this doesn’t align with my personal values and behaviours. I constantly try to ask myself ‘is this helpful’, when feeling myself getting frustrated at a small issue, which usually snaps me back into action, performing as a ‘helper’ type. Further, this incident also made me realise that I could have communicated this task more clearly, outlining its importance, when it needed to be done by, and to report back to me once the task was completed. This is known as closed loop communication which has been proven highly significant within healthcare (Gjøvikli and Valeberg, 2023).

Reaction and response: Communication styles and how they are used, especially when delegating tasks in the workplace are imperative to good leadership (Northouse, 2016). The staff member approached me afterwards to apologise and to thank me for not ‘throwing them under the bus’. I realised that although my communication could have been clearer overall, no harm came to our patient, and everyone had a positive learning outcome. I was proud of how I dealt with my initial feelings, choosing not to act out of frustration, and that my actions were perceived by my teammates as leading by example, being approachable and supportive leadership.

This incident made me reflect that paramedics leading out of hospital cardiac arrests do not always adopt closed loop communication skills fully (Marzuki et al., 2020) found this too. Aviators have been using closed loop communication for some time to reduce human error from complacency. This has been adopted into the medical field, and I have mainly experienced it when working alongside my air ambulance colleagues. Gjøvikli and Valeberg (2023) found that effective use of closed loop communication reduces the chance for error substantially, as teamwork and communication are the foundations of safe emergency medical practise. Highlighting to me yet again, the importance of efficient and effective communication, especially when under duress. 
If I can continue to develop my effective communication skills, it will enable staff to feel part of the team, heard, and immersed within the shared goal, building on my aspirational transformational leadership style. 

The Welsh Ambulance Service operates a ‘no decision in isolation’ viewpoint to reduce likeliness of error, but also to remind clinicians that they are part of a wider team, even when working alone. This is backed up by the trust values to be inclusive of the whole team, show belief in each other, and respect others
Incident: Whilst working as a Paramedic in an informal leadership role, with a newly qualified technician, I was sent to a stroke patient who needed to be taken to hospital immediately. As I had been working with this new member of staff for a couple of days, I was got into the habit of making all clinical decisions, as they were effectively a trainee with little knowledge of our policies. I requested a second crew to help us extricate this patient from their property as she lived in a basement flat. Once the crew arrived, they had puzzled looks on their faces when I had given instructions – to lift the patient up the stairs on the scoop stretcher. Once we were a few steps up, it became clear that this plan of extrication was not going to work due to the layout of the staircase having a right-angle bend (meaning the scoop stretcher was too long). We took the patient back downstairs, placing her on the floor to re-evaluate the situation. My crewmate suggested we place this patient on our carry-chair for the extrication instead, which was an effective plan of action.
Feelings: Initially I felt quite embarrassed that a ‘new’ staff member had made a better decision than I had. Further I felt disappointed in myself for not including him in the initial decision-making process, not giving him the benefit of the doubt. As my Insights report states, ‘She finds herself driven to make fast decisions’ and ‘She may make decisions without considering all the consequences’, highlighting that sometimes I can behave directly or spontaneously when a task is time sensitive. This is a potential blind spot for me and concerns me as I cannot always rely on the expectation of other staff to correct me, I need to improve my own self-awareness. 

Lastly, I felt confused that it seemed apparent to the second crew that my plan wasn’t going to work, but nobody spoke up in contrast, which made me feel like I was acting unchallengeable or obtrusive. Interestingly my report also stated that I am ‘an effective, if unobtrusive leader, encouraging others to freely participate in her projects’, which allays my fears of being a controlling leader with autocratic or transactional traits.

Evaluation: Upon reflection, deciding without consulting as a team cost us a few minutes delay for this patient’s care. Ultimately, she was still treated and conveyed quickly, meaning she made a good recovery. However, I felt this interaction had a negative effect on my relationship with this new colleague and left me in a state of desperation to repair it by overcompensating and giving too much input in following incidents.
Analysis: I was not aware at the time quite how important involving the team in the decision-making process could be, not only for the team but also for patient care outcomes. I now reflect that allowing team members to be part of the decision-making process (even when you think you have the answer) can be beneficial to all involved stakeholders. As it gives team members a sense of importance and inclusion, meaning they will be more invested in the patients care, and will have a positive learning experience for the future. This approach gravitates towards a transformational leadership style, formulating change through inspiration, emotional connection and collective goals (Foster, 2021). 
Reaction and response: Moving forward this reflection has highlighted to me the importance of decision-making in leadership. I had fallen into a pattern of working solo, which had impacted my behaviour, as I did not involve my team in the decision-making process. This had an adverse effect on all stakeholders, which has left me feeling uncomfortable and dwelling on the incident, as I do not want to be labelled by my peers as bossy or deemed as ‘pulling rank’.
Interestingly, a comprehensive literature review by Singh et al., (2024) found key strategies for effective decision making in healthcare leadership, the most relatable learning points for my role would be to involve your team, foster diverse perspectives and utilize an approach that includes discussing, debating, and committing to decisions to enhance decision-making effectiveness. Further, the national institute of care and health excellence (NICE) (2022) have a shared decision-making guideline which outlines the importance of implementing this throughout all organisational levels, from decisions about teams, policies, involving patients in care choices and treatment plans. Alongside the use of closed loop communication, the guideline recommends the three-talk model; a practical model of how to do shared decision making that is based on 3 steps: introducing choice, describing options, and helping people explore their preferences to make decisions. Upon reflection, this would have been a more positive approach for the group, for example we could have discussed our choices for extrication, weighing up options and then had a brief discussion about why a carry chair would work better than a scoop stretcher. I will adapt my decision-making to include this tool, as I feel it will improve my interpersonal skills, and impact on others.

Emotional intelligence has been around for many years, however its physical implementation into the emergency services has lagged. Goleman (1998) composed a framework of emotional competencies (below) simplifying emotional intelligence and acquiring competence in its sub-groups. Below is a reflection around my lack of self-awareness in an incident and how it will impact for future self.
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Incident: Whilst working solo one evening, I was dispatched to a patient who was reported to be quite unwell and possibly in cardiac arrest. The incident was a 15-minute drive and I was told that there were no other resources available to help me. Naturally, I was feeling stressed and overwhelmed at the prospect of single handedly running a resuscitation in public, late at night. Upon my arrival, the patient was indeed very unwell, but did not require CPR. I asked for more urgent help and was sent two police officers and duty operations manager. Eventually (around 25 minutes later) an ambulance crew arrived, eager to help they came running over. I snapped at them and told them to turn around and get the stretcher. Once the patient was in the ambulance there was a lot of fumbling around with equipment swaps.

Feelings: I was feeling incredibly frustrated with this situation because this patient was peri-arrest and required rapid transportation to the emergency department for assessment and further treatment. Although it was nice to have other colleagues arrive, there was nothing the police could do, as all I really needed was a conveying ambulance. My frustration continued once the conveying crew arrived as it felt like nobody was aware of the patient’s needs and forward plan. I was having to delegate tasks which I felt should have been automatic to the crew.

Evaluation: The patient was then conveyed to the emergency department. I gave a comprehensive handover and was invited to watch further treatments for a few minutes. I was informed a few days later that this lady was still in intensive care but doing well. Once I left the hospital, I felt much calmer as all responsibility was passed on and my shift was over. This made me realise that my behaviours and actions were because of being overwhelmed by factors which were out of my control, however I would benefit from recognising these in the future so that I do not develop a negative behavioural pattern. This would benefit the crews that I work with, as it cannot be easy to be led by a leader who does not appear to be in control of their own emotions.

Analysis: Upon reflection it was unfair to expect the crew to be thinking along the same lines as myself, when I had over 30 minutes with this patient to meticulously plan the next steps once I had the help. I had hoped to have a hot debrief with the crew after the handover, but they had already left. A positive behavioural attribute that I am proud of is that once the moment has passed or calmed, I can reflect on my behaviours and actions quickly and own my mistakes, apologising to people if required. I have never been too proud to apologise, and I believe this is an important attribute to have when in any position of power or leadership (Warner, 2016).

I was not in control or fully aware of my emotions at the time, likely due to fatigue (I had finished my official shift by this time), hunger, and angst. These factors have been found to predispose increased risks and irritability; A psychiatrist named Dr David Streem created the HALT method, an abbreviation for “hunger, anger, lonely, and tired,” initially designed for patients in addiction recovery to ‘check in’ with their feelings and explore why they are occurring, it is now often used for achieving personal accountability within many workplace settings and healthcare, and is something that I will adopt into my leadership style moving forward. Moreover, I think raising awareness of this for my team members would be positive as they can also learn to recognise when someone else may be overwhelmed and avoid making mistakes such as medication errors (Ragau et al., 2018).
Reaction and response: Cherniss and Goleman (2001) state that first leaders need to be aware of and appropriately manage their own feelings, before being aware of emotional reactions of team members. I am to implement this method by ratifying the HALT model which will allow me to check in with my feelings, rationalise and communicate them. I am hoping that I will also be able to recognise and attribute other people’s behavioural changes to one of these 4 common issues. I am excited to implement this new perspective into my compassionate leadership style as I feel it will allow my team to feel more listened to, which has been proven to improve cohesiveness, belonging and patient outcomes (Brohi et al., 2021; Foster, 2021; Kelly et al., 2021). Should a similar situation arise in the future, I would hope to have more self-awareness, which in turn will aid my emotional intelligence, communication and overall patient care.
Bradberry and Greaves’ (2009) book gives great insight into the power of emotional intelligence. I have used their emotional intelligence (EI) questionnaire to increase my self-awareness of EI, although the tool isn’t measuring actual skills, it is something to consider for increasing my confidence and understanding of EI.
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Overall, I scored relatively high across the 4 emotional literacy factors, which is unsurprising as my insights report named me as a ‘helper’, ‘keen to help people’ and an ‘empath’. A point to develop was the ‘managing emotions’ area, which scored just marginally lower, highlights the extent to which I allow my feelings to positively affect my decision making, which could pose as an obstacle, aligning me in to making wrong decisions made by bias. I agree with the authors that better understanding of EI will allow us to be better communicators, with inner moral and ethical compasses, granting better decision making. Distinguishing my different emotional states is the key to controlling how I respond to different situations. Lastly, Bradberry and Greaves (2009) remind us that positive thoughts turn into positive actions, as do negative ones. It is therefore imperative that I am aware and in control of mine; to endure I am doing the best for myself and my team. 

A valued leader has “personal traits of optimism, humility, and integrity, coupled to mature emotional intelligence and a commitment to equity and inclusion are essential qualities of modern healthcare leaders” (Bass, 2019, p.3). Below is a reflective example of how I hold value within my team, an aspect of my leadership of which I aim to retain.

Incident: I had been requested to attend a call for clinical advice, as the crew on scene could not agree a plan to manage their patient. The patient was presenting as septic, but always also suffering from terminal cancer. The family (and one clinician) wanted her to go to hospital for treatment, but the other clinician argued that it was unethical because the patient only had weeks to live anyhow and wished to die at home.

Feelings: I felt a sense of duty to aide my colleagues, their patient and the relatives. These incidents are never easy, straightforward, or the same two times in a row. Therefore, I could fully empathise with all involved and felt proud that I had something to add to this situation.

Evaluation: In the end we discussed this issue as a team, everyone had their chance to speak. Then I suggested we simplify things, as the patients wished are the most important. After further probing the family wanted her to go to hospital because they didn’t want her to be uncomfortable and they wanted more time with their mum. Once I had explained to them that she was unlikely to survive, and even if she did, she was unlikely to live much longer, they agreed to have more support put in place in the family home to maximise patient comfort and family time together. By the end of this incident everyone agreed and appeared happy with the plan.
Analysis: I have often found that a fresh set of eyes can be beneficial in situations like this. Being able to be objective, and hear everyone’s perspective, as well as pulling on my own experiences, allows me to give a supportive and non-emotive option, without causing offence.

Reaction and response: This incident highlights my strengths, which have aligned with my insights report also. It is important to me to know I have value within the team, and incidents like these where I have supported a crew in applying their existing knowledge for the benefit of a patient and their relatives, is a reminder that I am doing a good job. These incidents can be emotionally draining and require a lot of mental resilience to put plans in to place. Often, paramedics can feel pressured into taking these patients to hospital, and it can be quite a challenge to advocate for themselves and the patient (Ferguson,2013). I had not viewed this situation as a leadership challenge at the time, but upon reflection, giving this crew the permission for advocacy resonated with many of my values; as my insights report stated that I ‘maintain a steady and calm aura, mediate harmony from conflict, sense unspoken tension in the team, use my highly developed relationship skills, provide support and service to anyone who needs it and see the success of others as a key to my own success’. I feel by providing a safe, non-judgmental space for this crew to make their decision, I had actualized some of Maslow’s (1943) hierarchy of needs highlights motivational elements a person needs; from the bottom upwards the needs are: physiological, safety, love and belonging needs, esteem, and self-actualization. 

I have some areas to develop according to my Insights report, I don’t always speak up when I disagree with a point, which can be misconstrued as agreement. This is because I avoid conflict as much as possible.

I struggle to say no to requests for assistance, which can sometimes be an issue with achieving all goals within a set timeframe; this may stem from my idealistic view on relationships, where I just want everyone to be happy. Generally, I avoid interpersonal aggression and am working on conflict avoidance / resolution strategies. Lastly, I can get impatient over relatively small issues, as I have high expectations of those around me, and cannot always understand why their performance is not matching my pace, I am working on improving my awareness of other personality types for better understanding. Further suggestions for development are expanded in my personal development plan.

According to my Insights report, my opposite type is the Reformer, Jung’s ‘thinking’ type. Within a multidisciplinary team, thinkers are essential, and have specific strengths around logic and science, which understandably can be important when it comes to medicine. This report has helped me understand the perspective of my opposite type, which is incredibly useful as I now understand why I had poor interactions with certain colleagues previously, butting heads and often leaving confused and thinking ‘I would happily allow them to care for a relative, as clinically they are impeccable, however their compassion or empathy are lacking.’ I often find myself volunteering to break bad news to families, because the reformer can sometimes over-factualise things inadvertently causing offence and upset for example, ‘your husband was too obese for us to do effective chest compressions’. This is a real example of a reformer I have worked with has communicated their views. Typically, reformers clinical skills aren’t doubted because this personality type follows the science, policies and logic. This sometimes can make them appear argumentative as they struggle to work ‘outside the box’, an approach often explored pre-hospitally as no patient presentation is typical.

Due to their personality traits, I will use the feedback from my insights report and aim to give them notice to prepare, persuade with logic not emotion, overly criticise, and respect their values where appropriate.
To conclude, this reflective essay has given me an increased self-awareness of my leadership style, I have used research, psychometric assessments, feedback from others, anecdotes and critical reflection to evidence how my behaviours, interpersonal skills and leadership styles have affected both staff and patients.

My leadership progression is not complete, and I anticipate it will continue to develop over time. I have completed a SWOT analysis, and I will use my personal development plan to enable myself to continue growth into a leader that can support not only my own values, but those of my organisation too.

Appendices:

 

1.) Swot analysis

2.) Personal development plan (table)

3.) Overview of my insights report

4.) Insights wheel

1.) Personal S.W.O.T analysis

	Strengths:

· I see the positive in every situation

· Will try anything at least once

· I look for the good in others

· Happy to serve and help others

· Strong sense of humour and fun

· I make time for people and their problems

· I am loyal, self sacrificing and sympathetic

· I am approachable and affectionate with friends

· I seek variety in both tasks and relationships

· I am tolerant and giving
	Weaknesses:
· I can be seen as a push over by being Easly manipulated

· I can find it difficult to concentrate on detail for long periods of time

· I avoid interpersonal aggression and irritation

· I can lack drive or initiative when being pressured

· I may not deliver on time

· I’m unduly affected or influenced by other peoples opinions

· I can be impatient over relatively small issues

· I hold idealistic relationship views, and just want everyone to be happy

· I can fail to recognise finer nuances



	Opportunities:

· Awareness of my weaknesses and blind spots can be a good opportunity to avoid the same patterns occurring again, in particular including others opinions in decision making processes.

· I have the opportunity to be more insightful of other people’s personality traits, and how I can adapt and evolve to lead them best.

· I will double down on the above strengths, allowing them to aide me into being a stronger, more valued leader in the workplace.

· I endeavour to improve my leadership capabilities by exploring appropriate styles and reflecting upon my own work cyclically.
	Threats:

· Failure to change is failure to grow.

· I need to be aware of the risk of complacency within my role.

· My weaknesses will not be an immediate fix, and I need to be patient that this will take time. Further weaknesses may also arise.




2.) Personal Development Plan

	Area for support
	How it will be achieved
	Required support/ resources
	How and when these will be achieved

	Conflict resolution

· Opposite types

· Practice

· Speaking up
	Further reading literature into my ‘opposite type’ as this is the main personality type that I am most likely to have conflicts with. Giving me greater understanding into their perspectives.

Attending a conflict resolution workshop.

Speaking out when I disagree with a point. This can be done diplomatically but avoids any protracted conflicts further on.
	Smart’s (2011) reflective cycle.

Reading journal articles about Jung’s (2001) ‘thinking’ type.

Book operational ride out shifts with these personalities for exposure / practice.

free online workshops - Assertiveness Skills Guide - Revolution Learning and Development Ltd
Smart’s (2011) reflective cycle.


	Personal reflection - Medium term

Journals - Short term

Operational ride outs - Medium – long term.

Medium.

Practicing anti -inflammatory phrases before the discussion – Medium.

	Delegation

· 
	Deciding early into an incident what tasks I can delegate out or allow those doing them to continue to do so when I arrive on scene.


	Support of staff on scene.

Decision making practice to allow this to be a smoother operation.
	Communication – medium 

Self awareness, clinical comfortability – medium.

	Holding space for myself

· Applying the HALT theory

· Regular check-ins

· Own mistakes

· Open and honest communication
	H.A.L.T theory in practice. Checking in with myself regularly to ensure my basic needs are met, and if not (as not always guaranteed in pre-hospital work) that I have an awareness that my moods may change. Owning this, and verbalising it to crewmate / colleagues if necessary; “sorry if that seemed blunt, I haven’t eaten in hours”.
	Self reflection in real-time using Smart’s (2011) reflective cycle.


	Self-reflection - Medium term

	Decision making

· Team centred view
	Involving the whole team in the decision-making steps to ensure the best decision is made.

Could practice with medical scenarios.


	Smart’s (2011) reflective cycle.

Possible team building opportunities with staff
	Personal reflection – medium

Apply for funding for team building day – long term

	Helping others

· Sharing what I know


	Sharing my understanding of the HALT principles and having self-awareness with my team. Therefore, allowing them to highlight when their needs are unmet.

Also educating team members around individual’s behaviour and how abruptness isn’t supposed to be as rude as its perceived i.e. reformers being policy driven.

	Communication skills, operational ride out shifts with staff.

Protected time with staff. Open honest communication.
	Medium-long term.

	Enhanced team communication
	Ensuring regular application of closed loop communication when required.


	Using close loop communication template for delegative skills. Team involvement 
	Frontline practice / reflection – ongoing cyclically

	Emotional intelligence

· Increased self -awareness
	Checking in with myself to ensure that my feelings are not impacting decisions that I make. Seeing things as objectively as possible, enabling positive patterns.
	Emotional intelligence questionnaire to measure potential progress.

Smart’s (2011) reflective cycle.
	Medium

Personal reflection - medium

	Leadership and change

· Developing my leadership style
	Complete the Leadership and Change Module as part of the Leadership in Healthcare course, therefore enabling understanding, increased self-awareness, growth and development into an efficient and effective leader.
	Support from WAST for study time / use of non-clinical days.

University Resources (funded by WAST).
	Medium – long term.

Medium.


3.) Overview of my insights report

“Bethany is optimistic and positive, living mainly in the here and now. If her job requires that she work alone for long periods then she can become restless and unsettled, unless the job is really. She is prepared to attempt almost anything, but her work needs to be active rather than theoretical. Socially adept, even-tempered and tireless in her efforts to bring about peace and well-being, she tends to hold the perfect relationship as the ideal. Her warmth, sympathy and understanding encourages others to come to her. She is warm and gracious and believes in a philosophy of “live and let live”. Bethany should try to stand back occasionally and look at herself and at her work more objectively. She may have specific goals and abilities relating to personal values. Bethany seeks greater fulfilment in her life through the offering of help and service to others. Due to her sociable, friendly and warm-hearted demeanour, she is best employed in providing practical service to others.

Bethany displays fierce loyalty to and for people who report to her. She prefers to be seen as rather sociable and may relish the occasional spotlight. When she gives help to others, she expects to get it reciprocated, particularly as recognition for this help. Being tolerant of other people, Bethany is seldom critical and usually willing to give people the benefit of her trust. Able to cope with a number of projects at once, Bethany gets a lot of enjoyment from the social aspects of work. Her focus is on the immediate, resulting in a rather low tolerance for detailed procedures and routines. She may ignore or deny anything that threatens the harmony she seeks. Bethany is adaptable, easy-going, warm, friendly and generous. Bethany tends to be alert and often uncannily correct. It is as if she has an antenna that enables her to detect dangers long before other people do. She is at her best in work that involves people and task, where co-operation can be achieved through goodwill. She tends to rely on her senses for information about what is going on in the world and accepts and uses this information in a practical way. Bethany is warm, open, realistic and radiates optimism. She is a good listener, with an ability to talk well when appropriate. She gains comfort from knowing that she has others' support and agreement. She may benefit from taking a step back to consider the cause and effect of her actions, and from practising becoming more tough-minded.

4.) Insights wheel
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