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Authenticity and the Role of the Leader

Leadership theories have evolved over the past century and beyond. In the 1930s the trait approach, which focuses on the leaders’ personal traits became the centre of defining leadership. The 1940s saw the behaviour leadership style gaining recognition, this style is similar to the trait approach. It views leadership from the perspective of the leader and focuses on their behaviour, whereas in the late 1960s and early 1970s the situational approach to leadership was developed; this suggested that leadership was about the interaction between the leader, their behaviour and the situation.  The 1980s saw the leader member exchange style become popular, with charismatic and transformational leadership theories evolving these theories are based on the relationships between subordinate and leader. The turn of the 1990s saw the emergent of the servant leadership; this puts the leader as the role of the servant. The 21st century saw authentic and ethical leadership gaining interest from researchers, and recently emotional intelligence has become an integral part of leadership (Gopee and Galloway, 2014) (Curtis et al, 2011) (Northouse, 2022).

In 2010 Robert Francis QC published a report into the standards of care at the Mid Staffordshire NHS Foundation Trust, in his report Francis referred to a ‘forceful style of management’ and said that the senior leadership team didn’t listen to patients and staff.  Francis wrote that there was poor quality leadership both within the Trust and the National Health Service (NHS) as a whole. The NHS requires strong clinical leadership as this leads to better patient care and is an essential component of successful healthcare systems (Keogh, 2013) (Ahmed et al, 2015).

For this assignment I have decided to critically evaluate the following leadership theories Transformational, Servant, Authentic, Situational and Emotional Intelligence and relate them to healthcare settings and the role of the Senior Paramedic (SP) role within a United Kingdom ambulance trust.  The theories I have chosen to evaluate show how leadership theories have continuously evolved over time.

Transformational leadership (TL) theory is thought to be the one of the most significant theories guiding today’s healthcare system (Kings Fund, 2015). Transformational theories are based on the concept that leaders motivate others by encouraging them to see a vision. They use emotions, values, ethics, charisma, intellectual stimulation and inspiration to empower others and they are generally viewed as dedicated individuals who have long term goals (Northouse, 2022) (Barr and Dowding, 2019).

Several theories of TL exist, but Bass (1985) has influenced leadership research more than others (Yukl, 2013) Bass’s notion of leadership is based around a leader’s influence on their followers.  This contrasts to the TL theory from James Macgregor Burns (1978); who identified TL as a process where ‘leaders and their followers raise one another to higher levels of morality and motivation’ and is focused on the value of leadership.

Both Bass and Burns suggest that there are four behaviours are associated with TL. The first behaviour is idealised influence; this is where leaders show characteristics that result in them being role models for their followers, the followers then indentify with these leaders and want to emulate them. The second behaviour Inspirational motivation, describes the way leaders communicate expectations to their followers inspiring and motivating them to be committed to the organisation. Thirdly Intellectual stimulation is a behaviour that influences followers to view problems from a new dimension, and finally individualised consideration in leadership help leaders attend to the needs of the followers and encourages them to try new approaches. Consequently, they provide a supportive environment and act as a coach or a mentor to their followers. (Yukl, 2013) (Northouse, 2022) (Schedlitzki and Edwards, 2014).

Above all TL requires leaders to communicate their vision in a manner that is meaningful, exciting and creates a shared purpose to their followers (Al Sawai, 2013). In a systematic review which examined leadership in healthcare between 1989 to 2005 conducted by Gilmartin and D’Anno (2007)  it was found that TL is linked with increased staff satisfaction, team performance, staff wellbeing, openness about errors and positive outcomes (The Kings Fund, 2014).

History and religion are littered with examples of leadership and shows how it has been used  for both beneficial and dangerous outcomes, according to Burns (1978) there was Mahatma Ghandi; Ghandi raised the hopes and demands of millions of people through his integrity and dedication to his followers, his followers trusted him, admired and respected him. Consequently, they understood the importance of resistance to oppression by non-violent methods (Northouse, 2022).  Unfortunately there is a negative side to TL. Transformational leaders have the ability to accumulate immense power and control, which can lead to exploitation of followers. For example, Adolf Hitler used his ability to inspire and lead his followers to cause death and destruction to thousands of people (Cossin and Caballero, 2013) (Bass, 1985). However, Bass (1985) suggests that these leaders can be known as pseudo transformational as they have many elements of TL but have personal, exploitive and selfish motives.  Furthermore Northouse (2022) writes that TL lacks conceptual clarity as it covers a wide range of activities and characteristics and that the parameters of TL often overlap with similar concepts of leadership such as charismatic leadership.

Transformational leadership has a role in healthcare and SP leadership.  As a SP it is my responsibility to promote proactively frontline clinical leadership within ambulance trusts and the wider health economy. This style of leadership promotes a healthy work environment that can generate great follower inspiration, satisfaction, motivation and effectiveness. It encourages teamwork and positive - self esteem among members of the clinical team.  It empowers and encourages staff to perform at a high level,  offers intellectual stimulation, fosters improvements and accountability therefore improving patient satisfaction, clinical outcomes, reducing patient mortality and medication errors (Mason, Griffin and Parker (2014) (Wong, 2013) (Blaber and Harris 2014).
Transformational Leadership and Servant leadership (SL) share some similar qualities. SL theory has gained respect due to its focus on ethics, integrity, moral responsibilities and to do good for ones followers (Waterman, 2011). It is seen as an ethical leadership style which is based on the principle that leadership stems from a desire to serve (Yukl, 2013). Until recently, academic and non academic writing on SL has been prescriptive rather than descriptive which has led to some confusion about exactly what SL theory involves. Despite multiple publications which have attempted to clarify what SL is, there is still no official way to define precisely what SL is. Different questionnaires have been developed but the best way to determine, characterise and measure SL has not been resolved (Northouse, 2022) (Yukl, 2013).
In 1970 Robert Greenleaf proposed the concept of SL. In his book the ‘Servant Leader’ Greenleaf wrote that successful manager’s lead in a different way to that of traditional managers, the successful manager’s foremost responsibility was serving others including employees.  Even though Greenleaf (1970) developed the work fifty years ago it continues to influence leadership in the 21st Century (Marquis, Huston, 2012).
SL leaders are altruistic, have a strong motivation to help others, and are committed to putting their followers first. They need to be open, honest and want to help followers grow. A priority of the leader is to listen and develop strong relationships; which will enable the leader to understand the abilities, needs and goals of the followers (Greenleaf,1970)(Northouse, 2022) (Marquiss and Huston, 2013). Larry Spears identified ten characteristics of servant leadership based on the work of Greenleaf; these being, listening, empathy, healing, awareness, persuasion, conceptualization, foresight, stewardship, commitment to the growth of people, and building community. Together, these characteristics comprised the first model of conceptualisation of servant leadership (Northouse, 2022).
Again, history provides numerous examples of servant leadership The Dalai Lama, Nelson Mandela and Mother Teresa are all examples of SL; these individual’s main focus and motivation is and was to serve others. However, some authors suggest that their motivation may stem from religion or political changes, rather than a purely altruistic impetus. Nevertheless, they all shared the same value which is caring for others, which is common for healthcare leaders (Ellis and Bach, 2015)
Caring for others is the fundamental purpose of the NHS and so there is a place in healthcare for servant leaders; it is the only leadership approach that has the main principle of caring (Barr and Dowding, 2019). Furthermore, by helping others achieve their goals the SL can inspire high performance and innovation throughout healthcare settings (Trastek et al, 2014).  However there are negative elements to SL. The term ‘servant’ is outdated. It can also be professed as religious which is inappropriate in today’s healthcare setting (Waterman, 2011). It can also mean humility which may be interpreted as a weakness by some people (Goppe and Galloway, 2014).  SL can also be associated with being a slave to someone and equated with passivity and de–powered leadership which may diffuse its essential message (Waterman, 2011).
Practicing servant leadership is hard work, it requires a deep focus, intentional actions and continual commitment this poses the question of whether, in today’s climate in the NHS, would SL be beneficial or even possible. At present healthcare settings throughout the United Kingdom are facing unprecedented challenges. Call volume to the ambulance services has increased, sickness is high, staff morale is low and staff are struggling with their mental health, and many are physically and emotionally exhausted. Taking this into account and leading throughout a global health pandemic, can produce significant emotional exhaustion for the servant leader. The pandemic has severely negative impact on the lives of healthcare providers as they sought to lead and support staff through the crisis. Therefore the servant leader must therefore also engage in appropriate self-care strategies to help address and prevent burnout (Rogers, 2020). So, whilst I feel there is a place for Servant Leadership within healthcare settings, whilst we are still dealing with the global pandemic and other healthcare challenges, this moment in time is not the right time for a SP to adopt this leadership style.
There may be a time when we need to reflect on the impact of the pandemic and consider how we can restore confidence in our teams and re-energise our colleagues.  Perhaps authentic leadership (AL) might help.
In 2004, Avolio et al called for a new leadership approach named AL. This had the aim of restoring confidence, hope, optimism, resilience and meaningfulness in leadership. The model was developed from the rising focus on ethics and organisational behaviours and the move towards transformational models of leadership.   Ethical leadership theories such as AL emphasise more on the leader’s core values and how they affect relationships with followers, rather than their behaviour, (Yukl, 2013) (Northouse, 2022). AL can be developed over a lifetime or it and can be triggered by critical life events such as a new job role or experience (Northouse, 2022).
Authenticity in leadership is fundamentally the extent to which we are true to ourselves despite external pressures, forces and influences that may be very different from our own values and beliefs (Wulffers, 2017). Gardener et al (2005) suggested that AL is not possible without an authentic leader and it is not possible to be an authentic leader without first being an authentic person – essentially, ‘walking the walk’ as well as ‘talking the talk’.
Walumbwa et al (2008) identified four main components of Al. One component ; Self Awareness, is where the leader understands and has  an accurate knowledge of themselves  including their strengths  and weaknesses and are able to reflect on core values, emotions, motives and goals.  Relational Transparencies, another component– relates to the leader being open and honest and being a genuine representation of themselves to others. It includes the leader showing both positive and negative aspects and communicating in an honest and open way with others this reflective and empathetic approach helps relationships to thrive. Balanced Processing a third component is seen as the gathering and use of relevant information which in some situations can challenge the leader’s pre-existing beliefs. Furthermore, it involves taking followers’ opinions along with any relevant information into account before making decisions, and so develops a sense of ownership amongst the team. Finally Internalised Moral Prospective – refers to self-regulation, where the leader uses their own morals and values to guide their behaviour. Leaders’ decision-making is embedded in internal values rather than extrinsic rewards such as financial, and so there is a genuine trust amongst the team.
Goffee and Jones (2006) believe that authentic leaders are seen to be more effective when being true to their own design; they write that AL is about being yourself but with more skill (Northouse, 2022). Nevertheless Yukl ( 2013 ) advocates that AL theory lacks clarity in the characterisation of essential qualities; and is unclear if the theory is more of a description of attributes possessed by effective leaders or an ideal form of ethical leadership that leaders can only hope to attain (Caza and Jackson, 2011).  If the authentic leader does not have the necessary skills to inspire influence and empower followers, then there may be negative consequences, followers will be working below a level which is required of them, which will have a negative impact on their performance and output and in a healthcare setting could be detrimental for patients and the organisation (Wulffers, 2017).
It takes courage commitment and dedication to become an authentic leader, the leader has to be true to their convictions, especially when external forces, or peer pressure encourages the individual to do something they feel would be morally wrong (Marquiss and Huston, 2012).
As SPs we are striving to become role models to other staff members and therefore I believe authentic leadership has a place in our practice. We need to have high levels of integrity; we need to show that we are ethical, honest and trustworthy. Once the staff members realise that this behaviour is infused into our clinical leadership, the trust between the SP and other staff should rise and have a positive effect on staff behaviour, performance, clinical outcomes and ultimately patient-centred care.  Many elements of AL can be seen in what psychologists call ‘Emotional Intelligence’
Emotional intelligence (EI) is the ability of leaders to understand the role that their emotions play in their decision making and the capability to recognise the emotions of individuals within the team and how this will affect the work they do (Goleman, 1995). The Royal College of Nursing (2016) advocates that staff need emotional support in their job, and particularly the need to offload to a leader. Therefore, it is imperative that the leader understands their responsibilities to workers' individual emotional needs. In the 1990s, interest increased around EI and why it can matter more than a person’s IQ. It is suggested that a person’s life accomplishment depends more on the ability to understand and control emotions than IQ (Birks, Watt, 2007). Intelligence is our ability to learn information and apply it to life tasks, whereas emotional intelligence is our ability to understand emotions and apply it to life tasks. EI is seen as a skill to recognise and express emotions to ease thinking and to understand reason and manage emotions within our self and with others (Mayer and Salovey, 2005) (Northouse, 2022).
Goleman (1995) suggested that EI has a set of interrelated personal and social competencies. One of these personal competences is self- awareness, which is an understanding of one’s own moods and emotions and how they can change over time.  Confidence and self- regulation, another competence, is the ability to channel emotions into behaviours, and conscientiousness and motivation.  The social competence consists of empathy and the leaders’ skill to recognise emotions and moods of others. This is very valuable in team work where a leader needs to be aware of team members’ circumstances and adjust demands accordingly. Social skills, such as communication, in which the leader is able to express feelings to others using verbal and non verbal communication and conflict management, are core elements of EI (Yukl, 2013) (Northouse, 2022) (Goleman, 2004). In addition Mayer and Salovey (1995) identified five aspects to EI they write that the EI leader should, know their emotions, be able to manage them, aim to motivate themselves and be able to recognise emotions in others and be able to handle relationships (Schedlitzki and Edwards, 2014).  This is a big ask in a very busy NHS setting, but certainly one a leader can aspire to.
EI is not a fixed trait; it can develop over a person’s lifetime and it can be improved through specific training.  This training focuses on enabling leaders to identify their emotions and then regulate them accordingly. Many organisations have now included EI into training programmes for new managers (Northouse, 2022). Furthermore, leaders with high levels of EI are more capable of solving complex problems;  manage their time effectively, adapt their behaviour to situations, and are more sensitive to their own emotions and the impact of their emotions can have on others (Northouse, 2022) (Yukl, 2013).  Ford (2010) found that there is a positive relationship between EI and staff satisfaction, staff with higher EI were more optimistic and demonstrated more positive relationships through the use of emotions for problem solving and control of emotional reactions. Furthermore EI leaders have healthier and happier lives which are essential in today’s healthcare settings (Wang et al, 2017).  Research is needed to establish whether EI is innate or whether it can be taught. There is only a limited amount of research to support that EI enhances leaders’ effectiveness, and to the degree in which EI can improve the prediction of leadership effectiveness beyond levels of cognitive intelligence and other traits. Moreover, there is continuing controversy about the usefulness of EI with some critics claiming that it uses well known traits and skills and adds no important insights about effective leadership (Yukl, 2013)  (Landy, 2005).
I believe that a leader should have emotional intelligence as it can have as positive effect on the workplace.  As mentioned earlier in this essay  staff are dealing with a wide range of personal challenges as well as heightened emotional feelings such as frustration, anger, and mental exhaustion, thus to support staff with these emotions it is  imperative for the SP to adopt the emotional intelligence style of leadership.
Situational leadership (STL) is based on the belief that people can and want to develop and as there is no one leadership style to aid that development, the leader would have to adapt the leadership style to the particular situation; and leaders who are able to adapt their style to different situations are more likely to succeed (Yukl, 2013) (Jones and Bennett, 2018).
STL was initially written about over a hundred years ago by Mary Parker Follett. Her ideas were published between 1896 and 1933; however, her work did not gain any recognition until the 1970s.  She suggested that the situation should determine the direction after allowing everyone to know the problem (Marquis and Huston, 2012). A popular approach to STL was developed by Hersey and Blanchard (1977) they proposed that the situational leadership model comprises of four leadership styles.  These are Directing, Coaching, Supporting and Delegating, with the last style being appropriate for the most able and committed followers and the first three for relatively less confident and able followers.
Hersey Blanchard leadership model[image: hersey situational leadership model]
STL recommends that the leader should establish the right mix of direction and supportive leadership in relation to a follower’s maturity and situation; it recognises that the follower’s job maturity in relation to their knowledge, ability, and experience, as well as their psychological maturity develops over a period of time.  As well as being responsible for their followers’ growth, the leaders are responsible for their own growth and development.  In addition they are also required to have an element of self awareness so they can understand when they need others to lead, and they then become the follower (Gopee and Galloway, 2014) (Schedlitzki and Edwards,2014)
STL is a very popular theory and has stood the test of time. It is extensively used in organisations such as healthcare. It assumes that there is a right way of leading in a specific situation and that this right way can be determined and learned. It is a very simplistic theory and is easy for organisations to use and can be applied in a variety of settings. It encourages a successful relationship between the leader and the follower and reminds the leader to treat each follower differently based on the job and to seek opportunities to help the followers learn new skills and become more confident in their work (Schedlitzki and Edwards, 2014) (Northouse, 2022),
However the STL model does not always run smoothly. If the follower has stress in their life it may cause them to regress and be emotionally challenging, therefore the leader must be able to adapt their leadership style and behavior to support their follower, which some leaders may not be able to do readily (Jones and Bennett, 2018). In addition, with the main focus of STL always being on the follower, some leaders may find this way of leadership exhausting and challenging and like servant leadership this may cause burnout of the leader.  Furthermore, if a leader lacks listening and observational skills and a lack of emotional intelligence, this could potentially lead to an incorrect opinion of the follower and therefore they could adopt an inappropriate style of leadership which may have a negative effect on the follower. STL is a flexible style of leadership which relies heavily on the leaders’ abilities and qualities as an individual to be able to read other people and judge their needs, emotional status, and social dynamics, which some leaders may find challenging (Gopee and Galloway, 2014) (Tomey, 2008) (Jones and Bennett, 2018).
As a SP we are dealing with a large number of staff, each one is at different stages of their career and life experiences. We deal with newly qualified paramedics and technicians who will require a lot of support and direction and staff who are coming to the end of their careers, who will need less support. I feel that SL will be a challenge for the SP due to the amount of staff we deal with and the wide variety of emergency situations we are faced with.
The introduction of the SP leadership role was one of the first roles within the ambulance service that I am employed by, that has been developed from new on a large scale, therefore it has allowed the SPs to shape the role to which works best for them, clinical staff, managers, different health board settings across Wales and ultimately the service user.  The shaping of this role has relied on the SP to being willing, flexible and able to adapt themselves and ultimately their leadership style to the different elements of the role. SPs are in a unique position; we respond alongside other clinical staff to the high acuity incidents where our role is to take the clinical lead providing support for staff and making complex clinical decisions. The other side of our role is to clinically support staff and have honest and open conversations regarding their clinical practice and the clinical requirements of the ambulance service which will serve to develop staff and improve clinical decision making.
In conclusion, having critically evaluated five leadership styles, and taking into consideration the current issues facing healthcare settings, the role of the SP and the clinical challenges of working in unscheduled and emergency care; I feel that the transformational leadership style and emotional intelligence should be at the forefront of healthcare and SP leadership. Nevertheless, I believe that due to the diverse nature of the SP role; a blend of the leadership styles evaluated could be utilised dependent on the clinical situation and staff member we are dealing with.  Ultimately, the purpose of being an effective and respected SP leader is to work with others to improve the situation. We need to focus on, the person, the team, their capabilities, emotions, values, culture, organisational challenges and ultimately patient outcomes.
"It is better to lead from behind and to put others in front, especially when you celebrate victory when nice things occur. You take the front line when there is danger. Then people will appreciate your leadership."
Nelson Mandela






Component Two
Having critically evaluated five leadership theories I will now write a reflection based on an incident in which I was involved.  This occurred just a few weeks into my new role as a SP. I will be using the Gibbs reflection model and will consider my personal leadership style, values, and interpersonal skills and how they have an impact on my role as a SP. The Insights Psychometric Model will be utilised and a personal development plan will be produced.  
Before I started my paramedic training, I worked as an accounts’ manager for a large construction company. I worked there for thirteen years before I decided I needed a different challenge in my life.  I applied to study at Worcester University on the Unscheduled and Emergency Care Foundation Degree course.  I got through to the assessment day, and It was on this day that I was told there were over five hundred applicants for twenty places and that they were only fifty applicants that they had shortlisted to attend the assessment day; I felt proud of myself because I had got this far in the process. I was very fortunate to gain a place on the course and I started my paramedic training in 2009 and qualified as a paramedic in 2011. When I qualified there were no jobs in the area where I trained, so I applied to a different ambulance trust and I gained employment with them as a paramedic.  When I started working for the trust I did not know anyone and was unfamiliar with the trust’s working practices.  I worked hard to gain respect with my colleagues and I have stayed working for this trust for over ten years.  In 2016, I gained a first class honours degree from the University of Wolverhampton and, as part of this degree, I had to do a Healthcare Leadership module which I found very interesting. 
In the summer of 2021 I started a new role as a SP.  However when I first applied for the SP role I was unsuccessful and was informed by a senior manager that this was because I ‘did not have enough leadership experience’.  Despite being shortlisted, nobody was successful in gaining the SP role. Subsequently I was fortunate enough to be re-shortlisted and passed the pre-interview exam and offered a formal interview and was very fortunate to be offered the job as a SP.
There are thirty seven SPs (thirty who are male and seven female) employed within the ambulance trust.  They come from a range of backgrounds, such as clinical team leaders, university lecturers, advance paramedic practitioners and paramedics who have worked on the Hazardous Area Response Team or the air ambulance. These paramedics have a wealth of leadership experience. However, there are minority of SPs like myself, who were road paramedics, with a minimum amount of clinical leadership experience.  I realise that I have had limited amount of senior clinical leadership compared to other SPs particularly as I have only been in the role eight months. I have decided to reflect on an incident I attended not long after I started as a SP, this incident has made me evaluate leadership qualities that I feel are important in helping me develop as a leader going forward with my career.
DESCRIPTION
I had just started my office based shift and was on the phone to the clinical contact centre manager, with me in the crew room, was an emergency medical technician (EMT) and military personnel (MP) who was only on his second shift with the ambulance service. I heard their radio go off, indicating they were being despatched to a high acuity incident, and the control manager I was speaking to informed me that the crew were being despatched to a cardiac arrest. I volunteered to go with the crew, as being a SP I would take the clinical lead, and be able to administer the cardiac arrest drugs unlike the EMT. En route to this incident we were informed that the patient was a 15 month old child and cardio pulmonary resuscitation (CPR) had commenced. I assigned roles to the crew, so we all knew what each other would be doing.   On arrival at the property we all carried out our assigned roles, and as this was a viable cardiac arrest I made the clinical decision to transport the child to the nearest hospital, which was over thirty miles away.  We carried on with CPR and advanced life support until I handed the care of the child to the hospital staff. Just as the hospital consultants were about to terminate the resuscitation one of the nurses felt a pulse and the child had a return of spontaneous circulation. Once we had finished at the hospital I ensured that my colleagues were all okay after dealing with such a traumatic incident.  I was planning on carrying out a debrief with my colleagues when we arrived back at the ambulance station.  However on our arrival we were met by a Manager (and for the purposes of this reflection will be referred to as Manager A) who had been tasked by the Locality Manager with ensuring we were all appropriately debriefed.  Unfortunately, instead of a debrief they said to me ‘you have been in the service a long time you will be alright’ they also had a similar conversation with my other colleagues who had been on incident with me.  I was then asked by Manager A to crew up for the rest of the shift with another colleague rather than working my office shift. Unfortunately, at the end of my shift I found out that the child had sadly passed away.  
The following day, as the clinical lead on the incident, I had a telephone conversation with a different manager (who for the purposes of this reflection will be known as Manager B). They explained that they would be attending a meeting with other agencies to discuss the incident and as clinical lead they wanted my perspective. I explained to Manager B that despite working for the ambulance service for many years I felt emotionally upset by this incident as it had been my first paediatric cardiac arrest. I asked what would be discussed in the meeting and was told that they will discuss what went well, what didn’t go quite well and what they can learn from the incident.  They advised that it would be investigated as to why we didn’t get to the scene within eight minutes which is the target for Red calls. They then proceeded to question why we had not got to the scene within the eight minute target, and I explained that due to the distance, we could never have got there within eight minutes.  I then got very emotional and told the Manager B that I could not continue with the phone call. I then informed a Duty Operational Manager (DOM) that I was going home because I felt that all the ambulance trust was concerned with was missing a red call target, rather than the welfare of its staff who had just dealt with a traumatic incident.  The DOM managed to calm me down and I agreed to stay at work. We then spoke with one of the trust’s consultant paramedics who said, ‘Can you put your hand on your heart and say you did the best for the child? To which I replied ‘yes’ and they replied ‘well that is all that matters’. They advised that Manager B should never have questioned me over a missed red call as that is a question for an operational manager not a clinical leader.  
Two days later my colleagues and I attended a formal debrief, which was organised by the hospital. This gave us a chance to discuss our role within the incident with the other healthcare professionals who were involved with the care of the child. It was at this debrief that we were told by the consultant anaesthetist who looked after the child that they thought we had done an excellent job in very tough circumstances. They said that they had a full medical team to assist them in the hospital and said they could not imagine what we had gone through with three of us travelling an hour doing advanced life support and CPR on a 15 month old child.  I find it hard to comprehend that this was the first time throughout this incident that someone had told us we had done well and acknowledged the trauma that we had gone through, where managers within the ambulance service had not empathised or acknowledged our plight.
FEELINGS
SPs are predominately sent to the high acuity incidents to take responsibility as clinical lead, so it was inevitable that I would have to attend and take clinical leadership at a paediatric cardiac arrest at some point during my SP career. En route to the incident I felt anxious, I knew that I had overall clinical responsibility for the child, I had worked with the EMT before and therefore knew he was very experienced and knowledgeable and would need minimal leadership and direction from me. However, we had a MP with us who was an engineer by trade; he had only had a couple of days training before being deployed to help the ambulance service and this was only his second shift. Therefore, I knew that I would need to delegate, coach and support him through the incident.  I assigned a role to each of my colleagues, which they all carried out to the best of their abilities and we all worked extremely well together as a team despite the three of us never working together before. 
It was when we went back to the ambulance base that I felt my leadership skills had let me down.  I had planned to carry out a debrief for my colleagues to ensure their emotional and mental wellbeing was intact; I also wanted to tell them how well they had done and how proud I was. I felt that Manager A showed no empathy or emotions towards me and my colleagues and undermined my clinical leadership by taking charge of the debrief. Moreover, after speaking with the Manager B the following day, I felt worthless and not appreciated as a member of the ambulance service. Both of these managers should have realised that this was a highly emotional incident and I believe they should have acted in a more professional and conscientious manner.
After speaking with the other healthcare professionals involved in the child’s care at the hospital debrief and being told by the hospital consultant that we had done an excellent job in very tough circumstances boosted my self-esteem and my emotional wellbeing. I know that we did our best for the patient. I have vowed that I would never treat any colleagues the way myself and my colleagues were treated by the managers who I dealt with after the incident.
EVALUATION
I am sure that delegating roles to my colleagues on this incident worked well; we each knew what we were doing and we worked well together as a team with me as clinical lead.  However, I feel that my leadership skills were not as strong as they should have been.  On reflection, I should have taken charge of the station debrief I should have told Manager A I was going to do the debrief with the staff. In addition, I ought to have challenged what they said to me and my colleagues as it was not appropriate. Their main priority should have been what they had been tasked to do, which was ensuring the wellbeing of me and my colleagues, a task which is of overriding importance after such an incident.
Being included in the hospital debrief with the other healthcare professionals I feel helped me and my colleagues to gain closure on the incident, it was very professional everyone had their turn to speak and everyone listened to each other’s thoughts, feelings and emotions. Consequently we all felt part of a large team that did our very best for the child. The MP said to me after the debrief that he really appreciated what I had done to support and coach him through the incident and that without my support he would have struggled emotionally and mentally.


ANALYSIS
As this is my first senior clinical leadership role, I feel that I am still finding my way with my leadership style and skills.  One tool I have used to help me is the Insights Evaluator Tool; this has helped me understand my personality type and has helped me to recognise why I reacted and felt the way I did on various aspects of the incident. The Insights Evaluator is a psychometric tool which is based on the psychological beliefs of Carl Jung; it helps people to understand themselves and others. The tool has four quadrants that each describe a certain personality type; on completion of this tool I was evaluated to have a green personality. People who are green are known as the ‘introvert feelers’ they strive in informal settings and must ensure that relationships between team members are up to an acceptable standard.  Green people are patient, relaxed, encouraging, and do not like it when people are treated unfairly or when their own values are at stake or challenged. Greens respond to stress by being stubborn, resistant and retreat from stressful situations or conversations. The green element can be broken down further on the evaluation tool and I was evaluated as a supporter; supporters are good listeners have excellent communication skills, and are loyal to their team.  A downside to being green is that they worry about what others will think of them and may not speak up even when they have something of value, they fear conflict and change, but ultimately they know what is the right or wrong thing to do and strive for a united harmony (Fisk, 2020). I feel that I can relate to this description and I was very surprised by how accurate the evaluator tool was to my personality type (see appendix one for a copy of my Insights Discovery Type Wheel).
Finding out that people with the supporter personality have excellent communication skills resonates with me.  I have always prided myself on being able to communicate well with my colleagues and patients.  My colleagues confide in me, and I feel privileged that they approach me with their problems. However, despite being able to communicate on a one-to-one basis and in small groups of people I know, when I have to communicate with large numbers of people, such as in a meeting and with groups I do not know well, I tend to be quite reserved and do not engage in the conversation or put my point of view across as much as I should.  I also feel slightly intimidated by people with strong personalities, so would not stand up to them as much as I should. I know that having excellent communication is fundamental to the success of any clinical leader, as it builds trust amongst staff when the leader communicates with openness, integrity and honesty (Bryson, 2016).  The incident we dealt with consisted of me and two other colleagues, we communicated well with each other, we instinctively knew what each other needed despite the three of us never all working together before, we all used verbal and non verbal communication throughout the incident, and according to Blaber and Harris (2014), all good leaders use a mixture of verbal and non verbal communication skills. Though verbal communication is often thought the primary means of communication, non-verbal communication can enhance, supplement or replace the meaning of the verbal message being sent (Philips, 2021).
Since undertaking a leadership course I have come to realise that leaders and managers communicate differently. For example, if a person has an autocratic style, then their communication skills may be very directive and they tend to take over situations. In addition leaders’ behaviour can also be influenced by their personality, the situation, and the team (Blaber and Harris, 2014) (Philips, 2021). On reflection, Manager A may not have intended to treat us the way they did, it was perhaps their personality and their type of leadership style. Nonetheless, they should be more aware of other people’s emotional and mental wellbeing.
Frequently leaders and manager have exchanges which may have the potential for misunderstanding and miscommunication, this is particularly the case when consideration is not given to how and what needs to be communicated (Blaber and Harris, 2014).  Having reflected on the conversation with Manager B, I now realise that they had a job to do; which was finding out why a red call had been missed and reporting this to others in the meeting they were attending. I feel the way they went about asking about the missed red call had been miscommunicated by Manager B and misunderstood by me as a leader.  In future, I should remember that leaders need to have the ability to be resilient, as this will enable them to take criticism constructively, it will help them listen to what people are saying without taking it personally and understand and deal with the situation in hand (Ellis and Bach, 2015).
I have always lacked confidence in myself and my professional abilities so being told by a consultant anaesthetist that we had done an excellent job with the way we treated the child, had a huge impact on self belief and confidence. Blaber and Harris (2014) writes that there are many hierarchical elements in healthcare, such as consultants and managers in hospital settings, whereas in the ambulance service we have senior paramedics, advanced paramedics, consultant paramedics yet one thing all these roles have in common is that they all offer a leadership function, support mechanism and they each provide specialist knowledge, skills or service direction. Fundamental to all these roles is communication (Blaber and Harris, 2014).  Therefore, In future, when a staff member has done a excellent job I will ensure that I will speak to that person and communicate to them that they have done well, and I hope by having this conversation it will boost their confidence like the consultant anaesthetist did for me.
In summary, as a SP, I realise that being an effective leader is about having sharp interpersonal communication skills and that being sensitive to staff needs by having inclusive communication is verified to motivate staff; it can improve staff self esteem and also increase morale, thus improving working relationships and ultimately patient care (Phillips, 2021).  The Insights Evaluator has helped me understand how and why I reacted to the communication aspects of this job. My personality type does not like stressful or conflict situations and we retreat away from these situations which is what I did with Manager B. We like to be accepted, which is how I felt when the consultant informed me that I had done an excellent job. I also know when situations are wrong and I knew it was wrong of Manager A to address me and my colleagues the way they did.
People with a green personality uphold core values.  We see our core values as a representation of our true selves. Our personal values are formed from an early period in our lives, from learning from family and friends, communities, and schools. Whereas professional values are developed later in life, through socialisation with specific professional groups. However, it must be remembered that values can change overtime, therefore it is important to actively reflect and challenge our values accordingly (Moyo et al, 2015).There are three types of values that can be identified in an organisational situation, personal values, those values shared with others and values core to the organization (Avery, 2004)(Feather, 2009)).Before commencing my role as a SP I had never sat down and thought about my personal and professional values.  Therefore to aid myself with discovering these values I recently completed the TapRooT core values learning tool (a copy of this can be found in Appendix Two).  Firstly I had to choose from an extensive list of values that resonated with me, I then grouped these values into five categories, and then I chose one value from each of these groups, this then gave me my five core values, which are Genuine, Supportive, Honest, Sincere, and Approachable.  
The role of a SP is a unique one; we work with members of our team on a one to one basis as part of an ambulance ride out shift.  It is during this shift that we have an opportunity to have professional and personal discussions with the team members. It is during these ride outs that I discuss what is expected of each of my team members and it gives me the opportunity to show the team member my core values. I want staff members to be able to approach me with any complaints or concerns they have. I want them to be open and honest and transparent in relation to any errors or clinical incidents they have, and I tell them I will be supportive throughout the process, and I will always be honest with them. I want my team to understand that I have a genuine interest in each of them. By sticking to your core values will mean that you will be more contented in whatever you do, and will also mean the team will know what to expect from you and what you expect from them (Ellis and Bach, 2015)
A key part of the SP role is to help maximise our team members’ potential; therefore we need to encourage, support and motivate staff. I do not want any members of my team to feel unsupported by my actions as I did when I spoke to the managers on the incident; as this can influence a team member’s motivation.  A person’s motivation, job satisfaction and performance can be determined by both extrinsic rewards such as a salary and intrinsic rewards such as achievement and positive recognition.  Herzberg (1959) noted factors that lead to extreme satisfaction; these are achievement, recognition, the work itself, responsibility, advancement and growth. However, there are factors that can lead to dissatisfaction such as policies and procedures, relationships with supervisors and colleagues, working conditions, salary, job security (Philips, 2021) Maslow’s hierarchy of needs (1943) is one of the most popular   theories of human motivation, Maslow (1943) identified that people have basic levels of need that must be met, and that people will always want more and what they want depends on what they already have.  Adair (2019) writes about 50:50 motivation, he states that fifty percent of our motivation comes from within us as we respond to our internal program of needs the other fifty percent comes from outside ourselves and especially from the leadership we encounter.   Adair (2019) has eight rules for motivating people, these are to be motivated yourself, select people who are highly motivated, treat each person as an individual, set realistic and challenging targets, remember that progress motivates, create a motivating environment, prepare fair rewards and give recognition. During my ride outs I will ask my team members what motivates them at work, and I will work with and support my team and try and help to improve their motivation I will take a genuine interest in what they have to say, I will value their contributions and help to develop their strengths and I will also give them constructive feedback.  I will also apply Adair’s (2019) eight rules where possible, as I feel these rules are positive and have a place in the modern healthcare practice. I especially resonate with Adair’s rules of treating each person as an individual, as I fully appreciate that all staff members are at different points in their careers and life experiences so will need different help and support.  The second rule is that of progress motivates, before the introduction of the SP role in the area which I work, there was very poor compliance rates of the ambulance trusts clinical indicators. Therefore it was up to the trusts SPs to encourage, motivate and support staff to be compliance in these indicators. So me and the two other SPs in my area have worked hard with our teams and we have achieved 100% compliance on all clinical indicators.
An important part of being an effective leader is being emotionally intelligent, I feel that during the conversations and encounters with the Managers A and B neither showed any emotional intelligence (EI).  EI relates to oneself and that of others in the team, the EI leader needs to have the ability to sense verbal and non verbal patterns of behaviour in members of their team (Feather, 2009).  EI is a personal characteristic that has a role in medicine, nursing and other healthcare professions, it is important for effective practice, particularly with respect to delivering patient centred care. Healthcare leaders who are emotionally intelligent can improve the health of organisations at many levels beginning with their employees (Feather, 2009) (Spano et al, 2016). The emotionally intelligent leader does not rush in to fix, cure or control their team members, but they are empathetic to their concerns, and allow their team to express their feelings without judgement pressure or guilt (Feather, 2009)
EI includes several inter related component skills and one of these is that of empathy.  Empathy is important for understanding the needs and feelings of others, it helps to determine how to provide effective support, Western (2008) advised that empathy can be linked into a leader’s emotional intelligence. He writes that empathy is having sensitivity to other people’s concern, feelings and taking their perspective into account and appreciating how people feel differently about things.  Another component of EI is self- regulation which is the ability of the leader to channel emotions into a behaviour that is appropriate for the situation rather than impulsive behavior (Yukl, 2013). I recognise that I did not control my emotions appropriately when I was talking to Manager B, I should have listened to what they said, instead I got myself angry and upset where now I know I should have channeled my emotions correctly. EI is seen as a trait by many organisations that can be changed and learnt, so as part of my leadership development, I will endeavor to work on my own emotional intelligence and be aware of how my emotions can have consequences for others.
Considering styles of leadership alongside EI, it is noted that transformational leaders value empathy and two way communication, they are friendly and use empathy to motivate staff, which I believe is a excellent trait to have as a leader (Barr and Dowding, 2019).  Since commencing the SP role and undertaking a leadership course, I have tried to determine my own leadership style. There are a variety of clinical leadership styles, so to help me be more aware of my leadership style I undertook a leadership test designed by Frew (1977) (see appendix three), the test helps you to understand why you and your colleagues react in different situations and by having this information, I believe it will help me develop and become a more effective leader.  Having carried out this test I was evaluated to have a mixed leadership style.  The mixed style is where a leader or manager has a combination of tactical and strategic styles which then seek to combine the positive aspect of each leadership style (Yukl, 2013) Which I believe having different leadership styles would be beneficial in SP practice.
At the time of the incident I recognise I was adopting the situational style of leadership. As the MP, who was an inexperienced member of the team, I used task orientated behaviours such as delegating the role, clarifying what I wanted them to do. For the EMT I did not have to give as much directive behaviour as they had the ability to do the work without too much direction and they had the confidence to work without much support.  I know this leadership style was appropriate to the clinical incident and by being told by the consultant we had done an excellent job reaffirmed this.  Going forward, I will not be afraid or apprehensive to use this style of leadership again when dealing with the high acuity calls that SPs are assigned to. 
However, it is not appropriate to use this style of leadership all the time.  Therefore on reflection I feel that my underpinning leadership style is that of a transformational leader.  Transformational leadership is widely advocated in healthcare as it focuses on the goals, desires and values of the leaders and followers into a common goal, the objective of this leadership style is to generate employee’s commitment to the organisations vision (Gopee and Galloway, 2014).  This type of leader exhibits empathy, motivation, self awareness and self confidence which are all subcomponents of emotional intelligence, which I believe is an important aspect of being an inspirational leader (Goleman, 1995). This leadership style also generates greater commitment from followers than other leadership styles as it promotes a healthy work environment that can then generate greater follower satisfaction and effectiveness outcomes are improved and staff are empowered (Spano et al, 2016)  This resonates deeply with the SP role, as we are trying to improve patient outcomes by pushing for greater clinical knowledge and skills from our team members; by enforcing this on our ride outs, I believe that collectively we can improve the common goal of greater patient care and outcomes. Nevertheless I will continue to explore different leadership styles and in future when I have gained more leadership experience I will explore different leadership styles and adopt more of a mixed method leadership approach.
The last aspect of the incident I wanted to reflect on is the differences between leaders and manager. Before writing this reflection and attending the leadership course, I had never really considered there being a difference between the two, Barr and Dowding (2019) write that managers have a formal authority to direct work to employees and they are officially responsible to the quality of work and what it costs to achieve it, and Gopee and Galloway (2014) advise that a manager is someone who gets things done through other people. Furthermore Yukl (2013) writes that managers value stability, order, efficiency, are impersonal, risk adverse and are focused on short term results. Whereas leaders value flexibility, innovation and adaptation and they care about people and have a long term views in regards to objectives and strategies (Yukl, 2013), in addition Northouse (2022) writes that leadership is a process whereby an individual influences a group of individuals to achieve a common goal.  This is seen in paramedic practice as well as SP practice; we influence our colleagues, patients, allied health professionals to provide the best clinical care for patients and the team.
Now I understand the difference between managers and leaders I can understand why Manager A and B treated me and my colleagues the way they did.  Manager A was concerned about getting myself back onto operational frontline duties as soon as possible and by asking me to crew up with another member of staff this made a conveying ambulance resource, rather than a paramedic working on their own and me on a office shift. Manager B needed information for their meeting and wanted facts and answers of what happened, and why we didn’t get to the incident within eight minutes. Nevertheless despite this being their role as managers, I truly believe they should have been mindful that this was a highly emotive incident, they should have used emotional intelligence and treated us with care and respect, which is what a leader like myself would have done.
Conclusion
Having critically reflected on the incident has reaffirmed the importance of self-reflection, that of others, teamwork and patients. Having been a qualified paramedic for nearly eleven years there are only a handful of jobs that will stay with me throughout my career unfortunately, this is one of those jobs.  After the incident I carried out a reflection on my clinical abilities, my decision making and thought processes in my care of the child, this helped me to build on my clinical knowledge and skills as a SP.
At the time of the incident I had never thought about my clinical leadership skills, I knew I was not happy with the way the Manager’s A and B spoke to me and my colleagues but at the time I never reflected or thought to much about the whole situation and I just carried on with the my SP role.  It was only by carrying out this essay and reflecting on the incident that I can fully understand why I felt the way I did as a leader.  I now realise that many of my traits and behaviours are down to having a earth green / reflector personality and having an opportunity to undertake the insights evaluator tool I feel is very worthwhile for any senior leader or manager. It has helped me understand why I react the way I do and going forward I now know how I need to deal with stressful situations, and as a leader I must realise that managers have a job to do like I do as a SP. However, I will remember that they are focused on operational day to day running of the trust, unlike leaders like me that are concerned with supporting staff.  In future I will learn to stand up against managers rather than retreating away, I will tell people if I do not agree with how they speak and act to other colleagues.  I will work on my communication skills to enable to me to handle situations like this in future.
Throughout my short time as a SP and by attending the Leadership course and writing this reflection has help me to identify my strengths and weaknesses as a leader, therefore Appendix Four details a personal development plan that I have created to help with my leadership journey and improve my weaknesses. This plan will be updated periodically, and I endeavour to reflect on my leadership skills at incidents more frequently, which in turn will help me become a competent leader.
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APPENDIX THREE
Leadership and Followership 
Style Test (Adapted from Frew 1977)

	Leadership and Followership Style Test 

	Section 1 – Leadership Profile 

	The following 20 statements relate to your ideal image of leadership. We ask that as you respond to them, you imagine yourself to be a leader and then answer the questions in a way that would reflect your particular style of leadership. It makes no difference what kind of leadership experience, if any, you have had or are currently involved in. The purpose here is to establish your preference for relating with subordinates.
The format includes a five-point scale rating ranging from strongly agree to strongly disagree for each statement. Please select one point on each scale and mark it as you read the 20 statements relating to leadership. You may omit answers to questions that are confusing or to questions that you feel you cannot answer. 

	
	Strongly Agree
	Agree
	Mixed Feelings
	Disagree
	Strongly Disagree

	 1  When I tell a subordinate to do something, I expect her or him to do it with no questions asked. After all, I am responsible for what s/he does, not the subordinate. 
	 1 
	 2 
	 3 
	 4 
	 5 

	 2  Tight control by a leader usually does more harm than good. People generally do the best job when they are allowed to exercise self-control.
	5 
	4 
	3 
	2 
	1 

	 3  Although discipline is important in an organisation, the effective leader should intervene using disciplinary procedures and knowledge of the people and the situation.
	1 
	2 
	3 
	4 
	5 

	 4  A leader must make every effort to subdivide the tasks of the people to the greatest possible extent.
	1 
	2 
	3 
	4 
	5 

	 5  Shared leadership or truly democratic process in a group can only work when there is a recognised leader who helps the process.
	1 
	2 
	3 
	4 
	5 

	 6  As a leader I am ultimately responsible for all of the actions of my group. If our activities result in benefits to the organisation, I should be rewarded accordingly. 
	1 
	2 
	3 
	4 
	5 

	 7  Most people require only minimum direction on the part of the leader in order to do a good job. 
	5 
	4 
	3 
	2 
	1 

	 8  One’s subordinates usually require the control of a strict leader. 
	1 
	2 
	3 
	4 
	5 

	 9  Leadership might be shared among participants of a group so that at any one time there may be two or more leaders. 
	5 
	4 
	3 
	2 
	1 

	10  Leadership should generally come from the top, but there are some logical exceptions to this rule. 
	5 
	4 
	3 
	2 
	1 

	11  The disciplinary function of the leader is simply to seek democratic opinions regarding problems as they arise. 
	5 
	4 
	3 
	2 
	1 

	12  The clinical problems, management time and worker frustration caused by the division of labour are hardly ever worth the savings. In most cases, workers do the best job of determining their own job content. 
	5 
	4 
	3 
	2 
	1 

	13  The leader ought to be the group member whom the other members elect to coordinate their activities and represent the group to the rest of the organisation. 
	5 
	4 
	3 
	2 
	1 

	14  A leader needs to exercise some control over his or her people. 
	1 
	2 
	3 
	4 
	5 

	15  There must be one – and only one – recognised leader in the group. 
	1 
	2 
	3 
	4 
	5 

	16  A good leader must establish and strictly enforce an impersonal system of discipline. 
	1 
	2 
	3 
	4 
	5 

	17  Discipline codes should be flexible and they should allow for individual decisions by the leader, given each particular situation. 
	5 
	4 
	3 
	2 
	1 

	18  Basically, people are responsible for themselves and no one else. Thus a leader cannot be blamed for or take credit for the work of subordinates. 
	5 
	4 
	3 
	2 
	1 

	19  The job of the leader is to relate to subordinates the task to be done, to ask them for ways in which it can be better accomplished, and then to help arrive at a consensus plan of attack. 
	5 
	4 
	3 
	2 
	1 

	20  A position of leadership implies the general superiority of its incumbent over his or her workers. 
	1 
	2 
	3 
	4 
	5 

	Section 2 – Followership Profile 

	This section of the questionnaire includes statements about the type of boss you prefer. Imagine yourself to be in a subordinate position of some kind and use your responses to indicate your preference for the way in which a leader might relate to you. The format is identical to that within the previous section. 

	
	Strongly Agree
	Agree
	Mixed Feelings
	Disagree
	Strongly Disagree

	 1  I expect my job to be very explicitly outlined for me. 
	1 
	2 
	3 
	4 
	5 

	 2  When the boss says to do something, I do it. After all, he or she is the boss.
	1 
	2 
	3 
	4 
	5 

	 3  Rigid rules and regulations usually cause me to become frustrated and inefficient.
	5 
	4 
	3 
	2 
	1 

	 4  I am ultimately responsible for and capable of self-discipline based on my contacts with the people around me.
	5 
	4 
	3 
	2 
	1 

	 5  My jobs should be made as short in duration as possible, so that I can achieve efficiency through repetition.
	1 
	2 
	3 
	4 
	5 

	 6  Within reasonable limits I try to accommodate requests from persons who are not my boss, since these requests are typically in the best interest of the company anyhow.
	5 
	4 
	3 
	2 
	1 

	 7  When the boss tells me to do something that is the wrong thing to do, it is his or her fault, not mine, when I do it.
	1 
	2 
	3 
	4 
	5 

	 8  It is up to my leader to provide a set of rules by which I can measure my performance.
	1 
	2 
	3 
	4 
	5 

	 9  The boss is the boss. The fact of that promotion suggests that he or she is on the ball.
	1 
	2 
	3 
	4 
	5 

	10 I only accept orders from my boss. 
	1 
	2 
	3 
	4 
	5 

	11  I would prefer for my boss to give me general objectives and guidelines and then allow me to do the job my way.
	5 
	4 
	3 
	2 
	1 

	12  If I do something that is not right, it is my own fault, even if my supervisor told me to do it.
	5
	4
	3
	2
	1

	13  I prefer jobs that are not repetitious, the kind of task that is new and different each time.
	5 
	4 
	3 
	2 
	1 

	14  My supervisor is in no way superior to me by virtue of position. He or she does a different kind of job, one which includes a lot of managing and coordinating.
	5 
	4 
	3 
	2 
	1 

	15  I expect my leader to give me disciplinary guidelines. 
	1 
	2 
	3 
	4 
	5 

	16  I prefer to tell my supervisor what I can or at least should be doing. I am ultimately responsible for my own work.
	5 
	4 
	3 
	2 
	1 

	Scoring Interpretation 

	Now you have completed all the questions add together all the scores from Section 1 – Leadership Profile – and divide the total by 20. This will give you a score to match with the table below. 
Following this, add together all the scores from Section 2 – Followership Profile – and divide the total by 16. Again, match your answer to the grid below. 

	Interpretations Score 
	Leadership Style 
	Followership Style 

	Less than 1.9 
	Very Autocratic
Boss decides and announces decisions, rules and orientation. 
	Cannot function well without programmes and procedures, needs feedback. 

	2.0–2.4 
	Moderately Autocratic
Announces decisions but asks for questions, makes exceptions to rules. 
	Needs solid structure and feedback but can also carry on independently. 

	2.5–3.4 
	Mixed
Boss suggests ideas and consults groups, many exceptions to regulations. 
	Mixture of above and below. 

	3.5–4.0 
	Moderately Participative
Group decides on basis of boss’s suggestions, few rules, group proceeds as it sees fit. 
	Independent worker, doesn’t need close supervision, just a bit of feedback. 

	4.1 and above 
	Very Democratic
Group is in charge of decisions; boss is coordinator, group makes any rules. 
	Self-starter, likes to challenge new things by him or herself. 

	It should be noted that scores on this instrument vary depending on mood and circumstance. 
Your Leadership or Followership style is best described by the range of scores from several different test times. 
Adapted from Frew (1977) 
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APPENDIX FOUR
Personal Development Plan
	Name:
	Current Position:
	Date Started:

	Abigail Hughes
	Senior Paramedic - North Powys
	July 2021

	Career Mission Statement (What you intend to accomplish, and why)

	I want my Locality to lead by example, by achieving 100% compliance in all clinical indicators, 100% compliance by all Paramedics & EMTs for monthly airway compliance; I want staff to want to take part in CPD events that SPs put on.  I will have to lead by example, motivate, coach and support staff to achieve my vision, by doing all of the above we will have less clinical incidents and will have exemplar care  for our service users.


	Major Career Goals (What you need to accomplish in the medium term to further your mission)

	Goal: Finish Leadership PGCert  
	Target September 2022 Date:
	Goal: Promotion : Health Board Clinical Lead
	Target 2027 Date:

	Goal: Difficult Airways Course
	Target March 2023 Date:
	Goal: Assessors Course
	Target December 2023 Date:

	Goal: Pre Hospital Trauma Life Support Course
	Target December 2023 Date:
	Goal: Obtain a Msc
	Target 2025 Date:

	Skills Audit 	C: I need to improve this skill/competency
A: I have accomplished this skill/ I demonstrate high competence 	D: I need to put in considerable work to develop this skill/competency B: I have this skill/competency but some improvements could be made	E: I need to acquire this skill/ develop this competency

	Skill/Competency
	Rank
	Skill/Competency
	Rank

	
	Now
	6m
	1yr
	3yr
	
	Now
	6m
	1yr
	3yr

	Improve my Self Confidence
	C
	
	
	
	Listening to Others
	A
	
	
	

	Improve my Leadership Skills
	C
	
	
	
	Time Management
	C
	
	
	

	Talking / Presenting to Large Groups of People
	D
	
	
	
	Conflict Management
	C
	
	
	

	Talking / Presenting to Small Groups of People
	B
	
	
	
	Motivating my Team
	B
	
	
	

	Empathy with People
	A
	
	
	
	Improve my Clinical Underpinning Knowledge
	B
	
	
	

	Coaching, Supporting, Mentoring of Staff
	B
	
	
	
	Improve my Clinical Skills
	B
	
	
	

	Teaching Staff in Groups
	D
	
	
	
	Positive Attitude
	B
	
	
	

	Assessing Staff
	B
	
	
	
	Improve my Information Technology Skills
	C
	
	
	



Action Plan
	Action Plan for the next ____Twelve_____ months (6/9/12).
	
	
	

	Development Goal
	Action Steps
	Complete by (Date)
	Obstacles/Solutions
	Evaluation

	Finish Leadership PGcert
	First Assignment 
Second Assignment
	April 2022
August 2022
	Time Management
Busy Work Life
Home / Work Life Balance
	Possible with Support from Tutors, Family Support

	Difficult Airways Course
	Find a Course
Apply for Funding
Apply for Study Leave
	March 2023
	Time Constraints
Unable to get funding
Unable to get Study Leave
	Able to pass knowledge gained onto fellow colleagues which will enhance their 
knowledge

	Assessors Course
	Find a Course (Internal through 
Trust) or external supplier
Apply for Funding
Apply for Study Leave
	December 2022
	Time Constraints, Work / 
Life Balance
Unable to Get Funding
Unable to Get Study Leave
	This will enable me to formally assess staff whilst I conduct their ride outs

	Pre Hospital Trauma Life Support Course
	Find a Course
Apply for Funding
Apply for Study Leave
	March 2023
	Time Constraints Work / 
Life Balance
Unable to Get Funding
Unable to Get Study Leave
	This course will enhance my knowledge when dealing with trauma emergencies thus improving my patient care and outcomes I will also be able to pass on my 

	Time Management
	Prioritise Activities
	Ongoing
	
	Once I sort out and prioritise activities and tasks I should have more free time to enable a work / life balance
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VALUES EXERCISE ADAPTED FROM TAPROOT (rtpiiwwsaproot comarchives 377711

1. Determine your core values. From the list below, choose and write down every core
value that resonates with you. Do not overthink your selections. As you read through the
list, simply write down the words that feel like a core value to you personally. If you think
of a value you possess that is not on the lst, be sure to write it down as well.

Abundance Daring Intuition Preparedness
Acceptance Decisiveness Joy Proactivity
Accountability  Dedication Kindness Professionalism
Achievement Dependability Knowledge Punctuality
Advancement Diversity Leadership Recognition
Adventure Empathy Learning Relationships
Advocacy Encouragement  Love Reliability
Ambition Enthusiasm Loyalty Resilience
Appreciation Ethics Making a Difference Resourcefulness
Attractiveness  Excellence Mindfulness Responsibility
Autonomy Expressiveness  Motivation Responsiveness
Balance Faimess Optimism Security
Beingthe Best  Family Open-Mindedness Self-Control
Benevolence Friendships Originality Selflessness
Boldness Flexibility Passion Simplicity
Brilliance, Freedom Performance Stability
Calmness Fun Personal Development  Success

Caring Generosity Proactive Teamwork
Challenge Grace Professionalism Thankfulness
Charity Growth Quality Thoughtfulness
Cheerfulness Flexibility Recognition Traditionalism
Cleverness Happiness Risk Taking Trustworthiness
Community Health Safety Understanding
Commitment Honesty Security Uniqueness
Compassion Humility Service Usefulness
Cooperation Humor Spirituality Versatiity
Collaboration Inclusiveness Stability Vision
Consistency Independence Peace Warmth
Contribution Individuality Perfection Wealth
Creativity Innovation Playfulness Well-Being
Credibility Popularity Wisdom
Curiosity Intelligence Power Zoal
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