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Component 1. Critically evaluate at least five leadership theories (3000 words) 
Working within the ambulance service involves challenging dynamic environments and rapid decision-making skills which are often associated with life-or-death consequences. Leadership is a fundamental part of being a paramedic and effective leadership is essential as it directly impacts patient care, well-being and performance (Phillips, 2024). 
Leadership is the ability of an individual to direct, guide and motivate individuals or a group towards a shared goal. It involves effective communication, decision-making, influence, motivation, goals, planning, adaptability and empowerment (REF). Effective leadership is pivotal for success in healthcare organisations (Wu et al., 2024) as it influences patient care, staff wellbeing and organisational performance. Poor leadership can contribute to reduced patient safety, increased staff turnover and systematic failures (Wong et al., 2013). The Ockenden Report (2022) is an example of this where an independent review of maternity services at Shrewsbury and Telford Hospital NHS Trust highlighted that failures in listening to patients, teamwork and leadership contributed to the deaths of mothers and babies.
Clinical leadership involves being an effective role model (Mrayyan et al., 2023) and mentor (NHS Leadership Academy, 2011) to engage and inspire others in the workplace to achieve collective goals. Effective clinical leaders require excellent clinical knowledge, continuing professional development, self-awareness, interpersonal skills and a good understanding of the healthcare system (NHS Leadership Academy, 2011; Mrayyan et al., 2023).
Although, leadership is a complex and multifaceted concept which has been debated over the years with existing disagreement to defining it still today. Various leadership theories have emerged over time to suggest what forms effective leadership. Several leadership theories can be applied to the ambulance service (Johnson et al., 2018) and current literature supports the idea that a combination of leadership theories can be applied to achieve effective healthcare leadership (Benmira & Agboola, 2021; Spanos et al., 2024). 
In this essay, I will explore six key leadership theories; situational, transformational, transactional, autocratic, laissez-faire and participative leadership and evaluate their relevance and practical application to the ambulance service and my current role as a Senior Paramedic (SP) for the Welsh Ambulance Service Trust (WAST). I will reflect on my own experience of leadership.
The SP role is focused on clinical excellence and leadership. My key leadership responsibilities within the role include:
· team leadership
· clinical leadership
· staff supervision
· professional development
· staff development
· mentoring
· Operational commander for multi-agency incidents
· Service deployment 
· Quality improvement
Leadership theories and my experience of leadership
Firstly, I will explore the autocratic leadership style which focuses on authority, command and control. It adopts an approach where the leader makes decisions independently or with little input from the team and there is a clear division between the leader and the employees. Lewin et al. (1939) first developed the concept of autocratic leadership amongst two other styles – participative and laissez-faire. Each style of leadership they identified is closely linked to the amount of control the leader has over decision making and team involvement. 
Autocratic leadership can be vital in emergencies when rapid, decisive decision making and actions need to occur due to time constraints for group decision making. It can prevent confusion amongst the team and reduce delays (Goleman, 2000) in patient care when attending incidents such as multiple casualty incidents. Autocratic leadership can also be beneficial when the leader is the most-knowledgeable person about the topic (Huang et al., 2022). Additionally, it allows for clear command structures which can improve safety, efficiency and patient care (Farcas et al., 2021). Rosing et al (2022) found that amongst firefighters, an autocratic leadership style increased team trust in the leader during the emergency phase which increased the leader’s ability to manage the situation effectively. 
However, it must be considered that autocratic leaders can often be seen as dictators by staff. This style of leadership can create hostile environments, with employees going against the leader and inhibit effective communication. Additionally, autocratic leadership can reduce motivation, alienate staff, inhibit development and result in unimaginative decision making, particularly for more experienced staff (Yukl, 2013)
When attending a road traffic collision which involved a multi-agency response, I observed a Duty Operations Manager (DOM) employ an autocratic leadership style. The DOM rapidly and efficiently assessed the scene, determined the number of casualties and clinical severity. They proceeded to assign roles and provided the team involved with clear commands without the input of anyone else. Decisiveness was appropriate and essential in this situation as it was a chaotic and loud scene with multiple emergency services personnel on scene. The autocratic approach improved coordination between the teams and prevented confusion which led to fast delivery of patient care.
However, a large part of being a paramedic is being an autonomous clinician. In less critical situations where patients are deemed appropriate to remain at home. I have perceived leaders applying similar autocratic approaches as overbearing and as if they lacked confidence in my clinical ability. Especially early in my career when I was a newly qualified paramedic (NQP), this style of leadership made me question my abilities and limited my opportunities for participation and learning. Autocratic leadership has a place within the ambulance service, although its application is limited to certain scenarios that require rapid decision making.
The opposing leadership style to autocratic is the Laissez-faire leadership theory  (Lewin et al., 1939). This leadership style focuses on a hands-off approach where the leader provides minimal guidance or feedback and allows the team autonomy to make their own decisions (Bass, 1990). Laissez-faire leadership provides autonomy and empowerment which can be beneficial with motivated, knowledgeable and highly skilled staff members (Ahmed Iqbal et al., 2021). Although it requires staff members to be capable of completing tasks without management intervention and therefore can result in poor performance when used with individuals that require strong direction and guidance. Being a passive leader in a healthcare environment can affect patient safety and impede team development (Ahmed et al., 2024). Lewin et al. (1939) found that teams managed by a laissez-faire approach often lacked direction and productivity, denied personal responsibility or blamed one another for mistakes. It can also result in uncertainty, confusion arounds roles and reduced performance in environments that are safety critical (Skogstad et al., 2007).
As a student paramedic, I experienced a laissez-faire approach with one of my mentors where they allowed me to assess and treat the patients with very little input or feedback from them. Although this approach made me feel like they were confident in my clinical abilities, I often felt the lack of direction and feedback was hindering my development. Additionally, it created uncertainty of my mentors’ expectations of me and in some clinical scenarios I felt unsure which induced stress. This experience was an important part of my development as a clinician and a leader as it highlighted the dangers of inadequate leadership. Whilst autonomy is a vital part of being a paramedic, shared decision-making is similarly vital to enhance patient care (Hedqvist & Herrera, 2025). Minimal support and shared decision-making can lead to errors and have a detrimental impact on staff confidence and patient care.
Thirdly, Lewin et al. (1939) suggested the idea of participative leadership which is a hybrid between autocratic and laissez-faire. Participative Leadership is a democratic style of leadership which focuses on inclusivity and shared decision-making. Team collaboration with the decision-making process is encouraged and valued by the leader, although ultimately the leader has the final say (Yukl, 2013). Participative leaders provide guidance and support to team members, participate in group decisions and allow input from the team towards decision making. 
Involving staff within the decision-making process can empower them and improve engagement leading to team members who feel valued. It also creates an environment of staff working towards the committed goals of the group and the organisation. Enhanced morale and creativity created by participative leadership can be beneficial in non-emergency aspects of the ambulance service such as training, debriefing or service development (Edmonson, 2019). Conversely, prolonged discussion about decisions over patient care in emergency scenarios can be ineffective and result in delayed actions and therefore delay vital patient care (Sriharan et al., 2021; Post et al., 2022).
I have observed participative leadership during continuing professional development sessions where leaders have facilitated open discussion amongst the team about incidents we’ve attended, inviting feedback from others and creating a safe, space for reflective practice. Additionally, I have witnessed this approach during debriefs post traumatic incidents. The participative leadership approach helped the team process incidents and constructively learn from them to improve future patient care. Additionally, it helped improved team cohesion.
Furthermore, leaders who employed a participative leadership approach and engaged in shared decision-making around patient care created a collaborative working environment which increased my engagement, confidence in my clinical ability and a felt a valued member of the team. On the other hand, when I have seen this leadership style applied in crisis situations which involved life-saving decisions, it has created conflicted clinical decisions and slowed down patient care.
Transformational leadership is the next leadership theory I will explore. It is a relationship-focussed leadership style and is centred around transforming people. Burns (1978) first developed the concept of transformational leadership which was later expanded on by Bass (1985). Over the years, transformational leadership has quickly become a popular and well researched approach to leadership (Judge & Bono, 2000; Alimo-Metcalfe & Alban-Metcalfe, 2005; Bass & Riggio, 2006). This leadership style requires leaders to empower, motivate and inspire their staff which in turn fosters a team commitment to a shared vision and the organisation and the people within it will overachieve above expectations. Bass & Riggio (2006) identified four components associated with this leadership style which include inspirational motivation, intellectual stimulation, individualised consideration and idealised influence. Transformational leadership involves inspiring and motivating others to achieve collective goals, whilst they also develop their own leadership abilities.  	Comment by Layla kassimali: This this can be condensed, repeating myself a bit
Transformational leaders encourage innovation and personal development. The leader should appeal to the values and emotions of others, therefore promoting a collaborative environment (Bass & Riggio, 2006). This involves being attentive of the followers needs, empowering them and aligning the goals of the leader with the goals of the followers, the group and the organisation. This style of leadership aims to improve organisational effectiveness and culture.
[bookmark: _Hlk205917629]Literature suggests that transformational leadership can inspire others to perform above and beyond requirements and is associated with high follower satisfaction and commitment to the group and the organisation (Bass, 1985; Bass, 1988 & Alimo-Metcalfe & Alban-Metcalfe, 2005). Additionally, transformational leadership has been closely associated with improved patient outcomes, increased job satisfaction, better team cohesion and reduced staff turnover (Wong et al., 2013; Cummings et al., 2018). Transformational leadership is well suited to organisations seeking continuous improvement such as the ambulance service due to its focus on vision and emotional engagement. 
[bookmark: _Hlk205923535]Crisis situations are commonplace in the ambulance service which often require rapid and direct decision making, transformational leadership may be ineffective in these situations (Bass, 1990). Additionally, this leadership style may be too reliant on charismatic leaders and can result in the hero leader phenomenon which is the tendency for individuals or organisations to seek out and elevate a single person as the key decision maker and driver of success, often at the expense of team development. Hero leader phenomenon can result in dependence and burnout for the leader, hinder team performance, contributions and development, reduce innovation and hinder system processes (Antonakis et al., 2003; another ref)
Recently, WAST has implemented significant change to its response model which has affected how calls are categorised and which resources will be allocated. During the transitionary period, many staff were dubious and negative towards the changes. I witnessed our locality manager display a transformational leadership approach towards managing this. He clearly communicated the reason and vision for the change which was to streamline the triage process and improve patient safety by determining the correct type of resource to meet that patients need. He addressed staffs’ anxieties and encouraged feedback as well as offering an open-door policy to discuss anything around these changes when needed. This approach engaged and motivated staff including myself as I was initially apprehensive about the change affecting my day-to-day role. My locality managers approach considered all the staff’s concerns which helped build trust and resilience. This highlighted the benefit of transformational leadership when implementing change whilst simultaneously supporting staff.
Conversely, I have observed this same leader employ a more directive approach when managing poor performance and defiant staff members suggesting that transformational leadership can be a useful approach. Although, its usefulness may be dependent on the situation.
Transformational leadership links closely to my role as an SP within WAST. A large aspect of my role involves mentoring and managing a dedicated team of clinicians. My team receive a clinical shift with myself twice a year called a ride out and they receive feedback on their practice to assist with clinical development. Adopting a transformational leadership style in this aspect of my role has created a supportive and safe space for my team to have regular clinical support whenever possible. Additionally, my role involves leading changes by implementing new policies and procedures and providing continuous professional development (CPD).
Although, adopting a solely transformational leadership approach within my role would be ineffective due to the dynamic working environment. For example, when managing a critically unwell patient I may need to apply a more direct leadership approach by providing clear and concise instructions and close clinical supervision to ensure effective teamwork and optimum patient care.
Burns (1978) also developed the opposing theory of transactional leadership; this style of leadership is task focussed and places an emphasis on efficiency. Over-time multiple researchers began to explore the transactional leadership style (Howell & Avolio, 1993; Judge & Piccolo, 2004; Bass & Riggio, 2006; Arnold & Connelly, 2013). It focuses on a system of rewards and punishments with an emphasis on structure and discipline to enforce compliance and achieve the goals of the organisation. 
The key characteristics identified with this leadership style are clear expectations and goals, motivation through rewards or threats of punishment, close performance monitoring and feedback, optimised performance and often focuses on short-term goals. Transactional leaders should monitor performance and take corrective actions to deviations (Bass, 1990).
Transactional leadership is a prevalent style in organisations that focus on performance and goal achievement (Dong, 2023). This style is well-suited to military style organisations that use a rank structure and are rule driven environments such as the ambulance service where adherence to polices and procedures can be lifesaving. This style of leadership ensures clarity, accountability and ensures clear structure and staff expectations (Northouse, 2021) especially in high-stress emergency situations as it can reduce the cognitive burden of the staff and allow them to focus on their task of life saving intervention (Salameh-Ayanian et al., 2025). Although, transactional leadership may be more favoured by junior staff with literature suggesting that junior nurses had higher job satisfaction with transactional leadership styles (Bellali et al., 2024; another ref).
However, as rewards and punishments are the main driver of this leadership style, it may cause reduced staff satisfaction and motivation due to their lack of autonomy and innovation (Cummings et al., 2018; REF). Additionally, persistent use of transactional leadership styles may create a negative working environment and reduce staff morale (Burn, 1978; Cummings et al., 2018). Furthermore, transactional leadership may hinder the development of leadership skills amongst the staff (Ali et al., 2024).
Throughout my career, I have worked with leaders who use a transactional approach focusing on patient documentation accuracy, compliance with clinical guidelines and punctuality. The transactional leadership approach has helped to create consistency between clinicians and ensure patient safety. Although, in my experience a predominant transactional approach has been impersonal and hasn’t allowed for flexibility. Feedback from leaders with this approach has often been negative and not considered influencing factors to decisions such as being asked from the control manager why it took us more than eight minutes to get to an address of an emergency which is the ideal target response time or why we haven’t involved the clinical support desk in our decision making. I have experienced this style of leadership frequently with control managers which has negatively affected staff engagement and caused resistance, particularly for experienced clinicians who expect to be autonomous.
Regardless of this, transactional leadership can be beneficial, dependant on the situation and has its place in ambulance service leadership when decisions directly influence patient care such as when administering controlled drugs to reduce the risk of drug errors or establishing a clear chain of command at multiple agency incident.
In my role as SP, transactional leadership can be beneficial when trying to establish a clear chain of command during a crisis or at multi-agency incidents which involves multiple emergency services such a road traffic collisions and major incidents. My role has an Operational Commander element to it; in a crisis I am aware that my role is Operational Commander. The emergency services staff at the scene report to me, I liase with emergency services commander and  I report to Tactical Command who then report to Strategic Command.  
Lastly, I will explore the situational leadership theory. Hersey & Blanchard (1969) first proposed the theory of situational leadership with adaptability being the main focus. Situational leadership is founded on the idea that no single leadership style is superior and instead focuses on the importance of the leader adapting their leadership style to the employee’s abilities, maturity and situational demand. Situational leaders employing this style need to be able to assess the ability, maturity and readiness of their team and adapt their approach accordingly ranging from directive to supportive (Thompson & Vecchio, 2009).  Hersey & Blanchard (1969) highlighted four styles that can be used accordingly based on the level of input needed for that employee, which include participating, delegating, telling or selling. All four styles require the leader to have either a low or high emphasis on task or their relationship with others (see Table below).
	Style
	Task emphasis
	Relationship emphasis

	Delegating 
	Low 
	Low 

	Participating 
	Low
	High

	Selling 
	High
	High

	Telling 
	High
	Low



Blanchard et al (2013) further developed this leadership theory and created the Situational Leadership II (SLII) model. SLII further highlights the importance of identifying the employee’s competence and task commitment before determining the appropriate leadership style to use and provides leaders with a practical, detailed framework and useful decision-making tool to assist with their leadership approach. SLII places the emphasis on two key types of behaviour: Directive and Supportive. Employees should be categorised by the leader based on their competence and task commitment and will receive a corresponding score from D1-D4. The scores are then matched to their corresponding leadership requirements (see Table below)

	Level of Competence
	Level of commitment
	SLII score
	Leadership Style
	Leadership requirement

	Low
	Low
	D1
	S1 – Directing 
	High direction, Low support

	Some
	low
	D2
	S2 - Coaching
	High direction, low support

	High
	Variable
	D3
	S3 - Supporting
	Low direction, high support

	High
	High
	D4
	S4 - Delegating
	Low direction, Low Support 


Adaptability is one of the greatest strengths of situational leadership and it lends itself well to the ambulance service working environment.  Paramedics possess vital skills that are crucial for effective healthcare leaders such as excellent communication skills, interpersonal skills and empathy (Mangan et al., 2022). Alongside this, they often work in dynamic, unpredictable environments and must have the ability to rapidly assess complex situations and adapt their approach accordingly to achieve the best patient outcomes (Hou et al., 2012; Givati et al., 2018). 
This leadership style accounts well for the variability needed to lead ambulance staff as there is a wide variety of skill and experience mix. Situational leadership allows for the recognition that NQPs or trainee emergency medical technicians may need clear and concise instructions, as opposed to experienced paramedics who may benefit from remaining autonomous with support (Northhouse, 2021). Additionally, this leadership style allows for the realities of front-line emergency work where patient acuity and team composition can rapidly change.
Whilst a situational leadership approach allows for leaders to adapt the level of control and structure needed to achieve the desire outcomes. Situational leadership may place too much responsibility on the leader. It assumes that the leader can instantly assess and adapt to the employee’s readiness, and it doesn’t account for factors outside of the leader’s control that could influence this such as hierarchical command, time-critical environments, cognitive overload and protocol driven environments (Yukul, 2013). When providing time sensitive patient care such as attending a cardiac arrest, the leadership approach needs to be direct irrespective of staff experience. In this scenario, the need for procedural clarity, rapid clinical decision making and clinical hierarchy takes a precedence over the employee experience and development. Furthermore, the situational leadership approach lack clarity on how and when to shift between styles (Graeff, 1997). All of which highlights a disparity between theory and the practical application to leadership in the emergency services
Situational leadership is the leadership style I have observed most frequently throughout my career and a style that works cohesively with our continuously changing working environment. Majority of clinical incidents include a variation of experience and skill-mix amongst the staff on scene; this is where I have witnessed leaders adapt their approach accordingly to the individual. For example, when attending a labour in the community as a student paramedic. I witnessed the leader display a more directive style with myself, providing step by step guidance and assigning clear roles and responsibilities. This direct involvement from the leader made me feel a part of the team, reassuring and ensured effective patient management. 
Conversely, there was also a very capable and experienced paramedic at the scene. The leader adopted a more delegating approach towards them, allowing the paramedic to use their own clinical judgement to manage the patient. This adaptive, situational approach created a positive environment of trust and empowerment for all involved. This situation taught me that by matching the leadership style to the competence level of the staff it allowed for optimum team performance and patient care whilst also supporting my own personal development as a clinician. 
However, I have observed situations where leaders have inaccurately determined the team’s competence which has resulted in micromanagement. Inaccuracy in judgement from the leader has occasionally affected team morale and efficiencies in delivery of patient care highlighting a flaw in situational leadership and its dependency on the leader which may limit its practical application in some scenarios. Furthermore, when attending a mass-casualty incidents where there are time-critical decisions to be made and a highly emotional and physically stressful scene. The Situational leadership style would require the leader to assess each member of staff’s readiness and adapt their leadership style accordingly. Although, this would be a challenge in such a high-pressure situation which doesn’t often allow time for assessment before acting. In this situation, leadership decisions need to be immediate, direct and focussed on the task which is saving as many lives as possible.
This reflection has allowed me to recognise that this situational leadership style is something I use every day as an SP and comes naturally to myself, I have been implementing this style of leadership without being consciously aware, I am continuously adapting my approach to patient and staff demands as well as my surroundings. 
My experience of leadership within the ambulance service suggests that effective leadership cannot be confined to one single leadership style. Alternatively, leaders need to have an adaptable approach with good levels of emotional intelligence and situational awareness. Leaders in the ambulance service need to adapt their approach dependant on the situation, patient clinical severity and team competence. 
The leadership theories explored within this essay all have an applicability to the ambulance service, although when applied in isolation have their limitations. Situational leadership closely links with the adaptability of our working environment, whereas autocratic and transactional styles provide the necessary control for crisis management. Transformational leadership helps inspire staff and promotes change and participative leadership creates an environment for learning and engagement. Lastly, laissez-faire leadership may be the least applicable to emergency work and crisis situations but may be beneficial for select highly experienced and competent staff members.
The most effective leaders I have observed throughout my career have used a combination of leadership styles. They have built solid professional relationships to build trust, created a positive team environment and promoted safe working environments for staff and patients. This has been done via mutual respect, effective communication and responsiveness to situations which are all crucial for the safe delivery of patient care. 
Critical evaluation of the six leadership theories as well as observed leadership practices has emphasised that leadership in the ambulance service is not a one size fits all, as strict adherence to one leadership style doesn’t appear to be optimum in dynamic environments. A variation between support, direction, collaboration and motivation are all required.
 In order to optimise patient care in the ambulance service, leaders require the ability to be adaptable and switch between styles to allow them to make dynamic decisions as the situation demands in our continuously changing working environment. Therefore, the most effective approach to leadership in the ambulance service and as an SP, is to apply a combination of leadership styles applied situationally. Development of leaders within the ambulance service with the capability to blend leadership styles alongside situational awareness and emotional intelligence is fundamental in overcoming challenges, supporting staff well-being and improving patient outcomes  

Component 2. Critically Reflect on Leadership Style Behaviours and Interpersonal Skills (4500)
Effective leadership is not solely about directing others and requires an element of self-awareness around my own leadership tendencies. Effective leadership as an SP within the ambulance service also requires adaptability, emotional intelligence and the ability to inspire and influence others.
The purpose of this reflection is to explore and reflect on my journey as a leader. Exploring my own leadership styles, behaviours and interpersonal skills using credible assessment instruments, psychometric assessments, feedback from others and critical self-reflection. Reflecting on the above will allow me to explore the impact these skills and behaviours have on team dynamics and performance and use the insight to create a personal development plan outlining specific goals to enhance my leadership.
Through this process, I hope to not only gain a clearer understanding of my strengths and limitations as a leader, but also to establish a purposeful path toward becoming a more impactful and self-aware leader.
Reflective practice is a fundamental part of being a Paramedic and my current SP leadership role. This integral ongoing reflection process provides a tool for continual professional development and has helped me progress into the leadership and management role of SP. Reflection allows me to critically evaluate my own interactions, behaviours, decisions and emotional responses as well as wider reflection on team performance, dynamics and system-level decisions. This leadership in the emergency services course has enabled me to reflect further on my workplace experiences and critically evaluate them, allowing me to develop a deeper understanding of my personal leadership style.
Reflective practice contributes to improved clinical competence and optimum patient care (Mann et al., 2007; Lane & Roberts, 2022). Furthermore, it allows for self-awareness and the development of effective leadership skills, emotional intelligence and team cohesion. Thus, reflection serves as a fundamental tool for continuous improvement, ethical practice, and confident, compassionate leadership.
The key focus of reflective essay is to analyse my current leadership style which I identify as a more situational and transformational approach. Within the situational leadership theory, I most frequently adopt a participating style by encouraging collaboration amongst the team which aligns closely with my natural preference to include other experienced and capable clinicians in my decision-making. However, in time-critical situations I do adopt a more directive style as I am the clinical lead. Although, it allowed me to reflect on whether my inherent tendency to achieve balance may compromise my ability to be direct when required.

Furthermore, I display certain transformational tendencies such as commitment to my team development and personal development. I take time to provide regular feedback to my team, provide CPD sessions and facilitate learning and development wherever possible. However, I also rely on some transactional skills within my role too such as setting clear boundaries and monitoring my team’s performance. Additionally, I will provide support and action plans for clinical errors. My leadership style pragmatic and an adaptable hybrid between multiple styles which is formed by the immediate needs of my working environment as opposed to aligning with a single leadership model.

There needs to be consideration for how leadership style is influenced by culture within the organisation. In WAST, there is an emphasis on shared values and collaborative working in order to provide optimal patient care. This environment has supported and encouraged my inherent leadership tendencies. Conversely, due to the nature of WAST, majority of staff members work in pairs – normally a paramedic and an emergency medical technician. This environment doesn’t allow for constant team involvement with the leader and if I don’t see my team on an incident, they may only work with me every six months. This may reduce my credibility and influence as a leader as well as influence team dynamics and rapport. Being aware of the relationship between my personal leadership style and the working dynamics of WAST is essential in identifying leadership development and encouraging out of my comfort zone.

I have been a paramedic for six years and in a leadership role for the past three years. Since the start of my student paramedic journey, I have had sufficient opportunities to be able to reflect and review my leadership style. In the early years of my career, I have always been keen to develop my leadership skills. Although I have been met with challenges along the way. Being appointed into a leadership position from the age of twenty-three presented a significant personal challenge for me. I was leading teams where my colleagues were often older and more experienced than me which initially led to a sense of uncertainty from within myself and possibly from my colleagues that I was expected to lead. Being young and female, I felt I often had to work harder to earn respect and prove my credibility to my colleagues. 

In order to overcome this, I adopted a transformational leadership approach (Bass & Riggio, 2006) by concentrating on forming strong, professional relationships with my colleagues. I led through clinical excellence and integrity by demonstrating a high level of clinical competence, which aided me in building trust amongst my colleagues and reassured them of my capability in the SP role. Additionally, I adopted a participative approach by making a cognisant effort to be approachable, actively listen and show respect for the knowledge and skills of my colleagues, regardless of seniority

Over time, my colleagues became confident in my clinical judgement and leadership abilities. The initial hesitation felt from some colleagues shifted into mutual respect and collaboration. By demonstrating self-awareness, acknowledging the challenge of being a young leader and leading with honesty and consistency, I also displayed elements of an authentic leadership approach (Avolio & Gardner, 2005). This personal development experience has taught me that leadership is not just about age or title, but about integrity, consistency, and the ability to connect meaningfully with others.

My leadership style can be defined as people-centred, balanced, pragmatic with an element of task-orientation. I value professional development, inclusivity and optimal patient care which are well aligned with the values of WAST. Although, this approach may result in lack of assertiveness and indecision which may not be beneficial in crisis situations.
Whilst this approach helped me maintain professional relationships and team performance, it suggests that I need to build my confidence with more directive approaches for when the circumstances demand it. Gaining understanding of the strengths and limitations of my leadership style helps provide a basis for reviewing the results of feedback from others and psychometric assessments. 

Psychometric tools and Feedback from others

Self-assessment tools and feedback from others has suggested that I may need to develop my assertiveness. To further explore and reflect on my personal leadership style I have seeked feedback from colleagues and utilised a range of leadership assessment tools to review which leadership style closely aligns with me.  These tools provide an objective view into my natural leadership tendencies, preferences, and how I am perceived by others. They have given me beneficial insights and allowed me to highlight areas of strength and for development.

Firstly, I completed the Blake & Mouton (1964) leadership self-assessment questionnaire which links into their managerial grid model. It highlights five leadership styles based on two behaviours which are plotted on a grid with concern for people along the Y-axis and concern for the task on of the x-axis (see image _):




The Blake & Mouton (1964) managerial grid model highlighted my leadership style to be Team Leader (see image 1). This leadership style has a high task, high relationship focus and reflects the belief that people will be most productive when they are satisfied and involved in their work, and that task achievement and people development go hand in hand. The key characteristics of this style can be seen in Table _. 

The team leader approach is deemed ideal as it promotes high productivity without sacrificing morale. Additionally, it creates a positive work environment, resulting in improved team performance and innovation. Although a score of nine for people and nine for task would be considered optimum. My scores lean more towards a balanced effective leadership style with an element of task focus. It’s associated with a care for team members and morale, being approachable and adopting a positive working environment. Alongside a focus on achieving goals and objectives. This score suggests that I highly value professional relationships, although they may not always be my top priority which is something I relate to and feel closely aligns with my lived leadership experiences. 

I see myself as someone who values relationships and strives to support my colleagues, while also being committed to delivering results. This has often allowed me to maintain a cooperative working environment without compromising productivity. However, on reflection there are possible limitations with this style of leadership such as avoiding tough decisions to keep the peace, average team performance or limited inspiration. This leadership style may allow me to be comfortable but not transformational. Due to my preference for balance, I have noticed times when I have avoided challenging conversations to keep the peace or being task dominant in life-saving situations which may affect team morale. This was evident when I have taken on too much work trying to please others as opposed to addressing the underlying issue of my workload directly with my SP team and manager. This approach allowed all the work to be allocated; it didn’t get completed in a timely manner due to my large workload which created disruption later on. On reflection, I recognise I need to be assertive and more confident in addressing issues, even when it may cause me temporary discomfort or disagreement with my seniors.

Despite this, I don’t feel I align completely with being a ‘middle of the road’ leader as being comfortable rather than transformational. I have always strived to be a role model by being committed to both my own and others continual development. I have completed higher education courses in critical care to aid my clinical credibility and reinforce a culture of continual professional development. 

Secondly, I completed the Management Style Inventory which is a self-assessment took to help identify your dominant leadership style and is a great tool to help increase self-awareness and adapt leadership strategies to different situations. Similarly, my results (as shown in Table 1.) showed higher percentages in the middle of the road and team builder categories which is again suggesting I adopt a balanced leadership approach. Although the percentages for the soft and hard categories suggest some situational variations. This reflection has allowed me to understand my natural leadership tendencies and question my current approach and its effects on the team reaching its full potential. It highlights the need to be adaptable in my leadership approach to improve engagement, performance and overall team dynamics
`

	Tool used
	Leadership Style Outcome
	Key Characteristics

	The Blake and Mouton Managerial Grid Leadership Self -Assessment Questionnaire (Blake & Mouton, 1964)

	Team Leader
	· Leads by positive example
· Values team members as individuals 
· Strong team dynamics 
· Involves employees in decision-making 
· Focus on development 
· Encourages participation and collaboration 
· Motivates through shared purpose
· Clear vision and High standards 

	Management Style Inventory
	9% Hard
33% Middle of the road 
14% Ineffective
20% Soft 
24% Team Builder

	

	Insights Psychometric Assessment Tool
	
	



Assessment of Feedback and Interpersonal skills 

Throughout my ambulance career, I have always been keen to seek feedback from my peers to allow me to continually develop as a clinician. As part of my continued development as a leader, I regularly seek feedback from others via various sources such as peer feedback, line manager appraisal, team observations and 360-degree feedback.

I collected 360-degree feedback through an anonymous feedback form with input from my colleagues, team members and line managers which has provided me with valuable insight into how I am perceived by others. I have consolidated the feedback with the table below (see Table.)
	Strengths
	Areas for Improvement 

	· Approachability 
· Supportive
· Calm under pressure 
· High level of clinical knowledge
· Good organisational skills
· Trustworthy
· Positivity 
· Strong work ethic
· Team player
· Empathetic
	· Sometimes avoids difficult conversations
· Delegation of workload 
· Time management 
· Need to be more assertive in some situations



Review of this feedback highlighted an alignment between how I perceive myself and how others perceive me. In particular, how my leadership style promotes a trustworthy and supportive environment. 
One colleague highlighted that I provide ‘consistent availability to support both her own team and others’. This feedback highlighted whilst being consistently available to support staff is perceived as a strength to staff, it may also foster an environment of dependability on me as a leader and my overinvolvement, reducing the staff’s ability to make independent decisions and increase my own emotional burden and result in burnout. Whilst trying to be the best leader to my team, I may inadvertently be reducing their ownership and development.
Additionally, feedback from my line manager during my personal development appraisal review suggested that whilst I have a strong work ethic and always willing to take on a task. I could be more assertive and push back with my seniors when asked to take on a task which I don’t have the time for.
Overall, the feedback from my colleagues and results from psychometric assessments has highlighted that I am a relationship focussed leader who excels in team environments and helping the development of others. Although, I need to work on my assertiveness, having difficult conversations and the delegation of my workload. The findings during this reflection have significantly increased my self-awareness around my leadership approach. As opposed to viewing my supportive, always available approach as positive in all cases. It allowed me to recognise how this approach can inhibit my team’s development and potential.
Furthermore, it allowed me to reflect on my personal values such as loyalty, desire to help and avoiding conflict have moulded the way I lead. Though, they are important values, they need to be combined with assertiveness and conflict management when necessary. As opposed to just accepting my leadership style, this self-awareness has allowed me to be proactive and take ownership of my own development. 
Lastly, it’s highlighted how my behaviours directly affect others. My supportive, positive nature improves team morale and engagement especially in times of uncertainty. However, avoidance of delegating my workload and assertiveness could leave to unresolved issues in the workplace such as incomplete work or underperformance that isn’t addressed. This has provided me with motivation to develop greater assertiveness skills without neglecting my natural empathetic nature.
Interpersonal Skills
Interpersonal skills are essential for effective leadership. Skills such as empathy, active listening, communication, conflict resolution and emotional intelligence play an important role in motivating, influencing and supporting team members. As an SP, my empathy and ability to foster positive professional relationships have significantly impacted team collaboration and morale. Similarly to my leadership style, these strengths also come with limitations that must be recognised and learnt from. 
A key interpersonal strength of mine is empathy and support. Empathy is a core part of being a healthcare professional and my natural empathetic tendencies have been highlighted through self-reflection and feedback. I try to understand my team members emotional state and adjust my approach accordingly with support and compassion. For example, when any of my team members attend traumatic events or difficult clinical situations. I am informed and I will ensure to check in with them to offer support, reassurance and assistance in any way. This approach has allowed me to keep a great rapport with my team and assisted in maintaining morale. Goleman (1998) supports this with his emotional intelligence theory which suggests that leaders who are emotionally intelligence are more capable of building trust and support. 
Conversely, my empathetic tendencies could also provide me with an area for development. My desire to always be there for my team, may be preventing them from developing autonomy and confidence in their decision making. Additionally, as I provide support whenever staff reach out, this inherently gives some staff members more support than others. Despite this being unintentional, the team may feel a perceived bias when support appears unequally distributed or feel under supported by myself as they lack the confidence to reach out. For example, one paramedic regularly contacts me to discuss their clinical practice, run clinical decisions by me or to seek reassurance. Whilst this is constructive and crucial to their development as a clinician. It created a sense of lack of support amongst my team members who work nights only as I work predominantly in the day when they are not available. Whilst the disparity in support was unintentional, it allowed me to reflect on how staff confidence may determine support provided in our working environment where staff work autonomously across various shift times. Going forward, I am making conscious efforts to offer more check ins with my staff, especially those who don’t tend to initiate contact.
Another one of my core interpersonal strengths is effective communication. I make a conscious effort to adapt my communication style with adapting my tone, clarity and timing of communication to the appropriate staff member or patient. I place a strong emphasis on being clear, calm, and respectful in all interactions, particularly during handovers where misunderstandings can lead to clinical risk or mismanagement of the patient. This has allowed me to create a brilliant rapport with both colleagues and patients and allowed me to manage a varying degree of situations. However, this reflection has highlighted that my communication with staff can something be too passive, particularly around difficult conversations. I recognise that effective communication needs to direct when required as well as supportive. To address this, I am working on developing greater assertiveness in my verbal and written communication, and tailoring my style based on the urgency of the situation and the needs of the individual. By doing so, I aim to foster open, honest dialogue while maintaining psychological safety and mutual respect within the team.
Furthermore, conflict resolution is another area I have identified areas for development. I often adopt a mediator role, assisting others to find solutions. Whilst this has assisted with managing minor disputes around patient care. I have avoid addressing situations which might be uncomfortable or induce conflict which can result in delayed resolution and unnecessary stress. Drawing on Hargie’s (2011) interpersonal communication model, I now recognise that effective conflict resolution requires not only empathy and diplomacy but also the confidence to address difficult issues directly and constructively.
The impact my interpersonal skills have on others in the workplace appears generally positive, particularly my empathy and support are clear strengths that positively influence the team morale and promote positivity. My team members feel supported and valued. Many members of staff have said that I am trustworthy, approachable and create a safe space for learning. This aligns with research by Edmondson (1999) on psychological safety, which is linked to improved learning, performance, and innovation in teams. By building strong interpersonal connections, I help create an environment that encourages openness and collaboration.
However, overuse of these strengths can lead to reduced team development and autonomy, avoidance of conflict and delayed action. Developing improved assertiveness skills and confidence in conflict management are key next steps for my development which will increase the effectiveness of my leadership and create an empowered, resilient team. In reflecting on these insights, I have begun to shift how I engage with others in my leadership role. I am now more mindful of when to listen and when to direct, when to empathise and when to challenge. I have also started practicing assertiveness techniques, such as using “I” statements, setting clear boundaries, and addressing issues earlier rather than later. These changes, though still a work in progress, are already helping me to lead with greater clarity and confidence.
Self-awareness
Building self-awareness has been an important part of my development journey. It has allowed me to build awareness and understanding of my own behaviours, values and emotions and identify how they affect other. Self-awareness allows for critical reflection and personal growth. All the insights gained have significantly improved my understand of how I lead and how that affects others. 
To assist with my development as a leader, I have used a variety of tools to assist such as the Johari Window model (Luft & Ingham, 1955) has been particularly useful in framing my development. This model divides self-awareness into four quadrants: the open self (known to self and others), the blind self (known to others but not to self), the hidden self (known to self but not others), and the unknown self (unknown to all). Before engaging with assessment tools and structured feedback, much of my leadership style existed in the ‘hidden’ and ‘blind’ quadrants. I believed I was being helpful and supportive, but I hadn’t realised that these same behaviours could be perceived as avoidant or overprotective. Through feedback and reflection, I’ve expanded my ‘open’ quadrant—shedding light on the gap between intention and impact.
Another valuable tool has been Gibbs’ Reflective Cycle (1988), which I use regularly to process experiences. For example, after receiving 360-degree feedback that I sometimes avoid difficult conversations, I used the cycle to explore a situation where I delayed addressing underperformance in a team member. Through structured reflection, I acknowledged my discomfort with confrontation and recognised that my desire to maintain harmony was interfering with accountability. This process helped me identify emotional triggers (e.g. fear of upsetting others), challenge my assumptions (conflict is not always destructive), and commit to more timely, constructive feedback in future.
These reflections have led to tangible behavioural changes. I have started preparing more intentionally for challenging conversations, using assertive communication techniques and clear goal-setting to ensure difficult topics are addressed early and fairly. I also now schedule regular check-ins with my team, not just to support them, but to seek feedback on my own leadership. This has made me more responsive, more confident, and more transparent in how I lead.
Through this journey, I’ve also become more aware of the emotional and relational dynamics of leadership. Emotional intelligence theory (Goleman, 1998) emphasises self-awareness as the foundation for managing emotions, motivating others, and navigating relationships. In the past, I believed that being calm and accommodating was always the best approach. However, I now understand that emotional intelligence includes recognising when to be firm, when to adapt, and when to challenge assumptions—both my own and others’. Developing this level of insight has helped me shift from being a reactive leader to a more intentional one.
Importantly, increased self-awareness has made me more open to constructive criticism. Earlier in my career, I would often take feedback personally or interpret it as a sign of failure. Now, I see feedback as a developmental tool—an opportunity to grow. This mindset shift has encouraged me to take ownership of my leadership journey and seek out learning opportunities rather than avoid them.
My self-awareness has also grown through observing how my leadership style impacts different team members. For example, newer or less confident staff may require more structured guidance, while experienced colleagues might need more autonomy. Recognising this has encouraged me to tailor my approach, rather than assuming one style fits all. This adaptability is a key marker of effective leadership and one I aim to continue developing.
In summary, self-awareness has transformed my perspective on leadership. Through tools like the Johari Window, Gibbs’ Reflective Cycle, and emotional intelligence theory, I have uncovered blind spots, challenged unhelpful habits, and begun reshaping how I lead. These insights are not only reflective but actionable—they inform my interactions, shape my decision-making, and underpin my personal development plan. As I continue to grow, self-awareness will remain a central component of how I evaluate progress and refine my leadership identity.
Areas for development & PDP
Reflecting on my leadership style, behaviours, interpersonal skills, and self-awareness has highlighted several areas where development will enhance my effectiveness as a team leader. These areas are critical not only for my personal growth but also for improving team performance, engagement, and resilience. Based on the insights from psychometric assessments, feedback, and reflection, I have identified key development goals and designed a Personal Development Plan (PDP) to guide my ongoing leadership journey.
Key Areas for Development
1.	Assertiveness and Decisiveness
While my collaborative and empathetic approach supports positive relationships, it can also lead to hesitation in making timely decisions, especially in high-pressure or crisis situations. Developing greater assertiveness will enable me to provide clear direction, manage conflict proactively, and make swift decisions when required, thereby enhancing team confidence and operational efficiency.
2.	Effective Delegation
My tendency to take on too many responsibilities arises from a desire to protect my team and maintain control. However, this can reduce team members’ opportunities to develop autonomy and increase my own workload unnecessarily. Learning to delegate effectively—including assigning tasks appropriately, trusting team members, and following up without micromanaging—will empower the team and improve overall productivity.
3.	Conflict Management and Difficult Conversations
Avoidance of confrontation has sometimes resulted in unresolved issues that affect team dynamics and morale. Building confidence and skill in having candid, constructive conversations will foster accountability, prevent escalation of problems, and support a culture of openness and continuous improvement.
4.	Adaptive Leadership Flexibility
Recognising that different situations and individuals require different leadership approaches, I aim to cultivate a more flexible leadership style. This includes knowing when to adopt a directive style for clarity and control, and when to be more participative or supportive based on team readiness and context.
5.	Strategic Thinking and Vision
As a team leader, I often focus on day-to-day operational tasks. To grow further, I need to develop strategic thinking skills—anticipating future challenges, setting longer-term goals, and aligning team efforts with organisational objectives. This will help ensure the team’s work remains purposeful and impactful.
Personal Development Plan (PDP)
Monitoring and Review
To ensure progress, I will establish regular checkpoints—monthly self-reflections, quarterly reviews with my line manager, and periodic 360-degree feedback cycles. These reviews will focus on behavioural changes, impact on the team, and adjustment of development goals as needed. Maintaining a reflective journal will support continuous learning and self-evaluation.
Conclusion
This PDP is a living document, adaptable to evolving challenges and opportunities. It builds on my existing strengths—such as empathy, active listening, and collaboration—while directly addressing areas where growth will unlock greater leadership effectiveness. By committing to this plan, I aim to develop into a more confident, decisive, and adaptable leader who can balance operational demands with team development, ultimately improving both individual and organisational outcomes.
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PERSONAL DEVELOPMENT PLAN
	Areas to be addressed
	Activity to address this
	Resources/ Support required
	Completion Date
	Measures of success
	Review method  / Review Date

	
Improve assertiveness and decisiveness 


	· Attend assertiveness training workshops
- Practice decision-making exercises in simulated scenarios
- Use role-play to rehearse difficult conversations
	Leadership courses, mentor coaching
	6 months time 
	Increased confidence in making decisions
Positive feedback from team on clarity of direction
	

	
Enhance delegation skills


	- Identify tasks suitable for delegation
- Set clear expectations and provide autonomy
- Regularly review delegated tasks without micromanaging
	Time management training, feedback from team
	3-6 months
	Higher team engagement
Reduced personal workload
Improved team skill development
	

	
Improve conflict management resolution skills
	- Participate in conflict resolution training
- Apply structured frameworks for difficult conversations (e.g., DESC model)
- Seek feedback on handling conflicts
	Training workshops, coaching
	6 months
	Fewer unresolved conflicts
Increased team openness
More timely resolution of issues
	

	
Build strategic thinking


	- Engage in strategic planning sessions
- Read leadership strategy literature
- Set quarterly team goals aligned with organisational vision
	Management courses, leadership networks
	12 months
	Clearer team goals
Improved alignment with organisational priorities
Enhanced team motivation
	

	Increase leadership flexibility
	Reflect on situational leadership applications regularly
- Solicit feedback on leadership adaptability
- Observe and learn from other leaders
	Peer mentoring, leadership literature
	6-12 months	
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