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This reflexive narrative is divided into two components and aims to develop critical insight around the key enablers and inhibitors of effective and engaging leadership that will influence positive action and communication within the workplace.
The first component will be achieved by providing context into my role and responsibilities, followed by a critical evaluation of five leadership styles related to my setting and, the second component will draw on critical reflection to evaluate the key enablers and inhibitors that impact and influence my leadership qualities within the context of my role, setting and engagement with others.
The context of my practice is situated within the out-of-hospital setting, operating as a Senior Paramedic (SP) for the Welsh Ambulance Service NHS Trust (WAST). During nearly twenty-eight years’ experience, my roles have included Emergency Medical Technician, Paramedic, Advanced Paramedic Practitioner, Senior Lecturer for Paramedic Science and, more recently a Senior paramedic (SP). These roles have provided invaluable experience to support my clinical practice and ability to facilitate others in their professional development. However, despite this experience, a common theme that emerged as I adopted new roles and responsibilities relates to the issue of role transition and how this can create barriers and challenges to effective practice. My current transition into the SP role is still unfolding and the learning to emerge from this critical narrative will inform and influence my leadership and aim to bridge the gap between theory and application to practice. 
The SP role involves supporting and guiding staff in the direction of high quality of care and positive patient experiences. The operational aspect of the role involves undertaking ride-outs with both paramedics and emergency medical technicians, as well as, working autonomously on the Cymru High Acuity Unit, which is a response car for high acuity calls. The role also includes supporting organisational change, driving new strategies and ensuring adherence of policies and clinical governance. Whilst there are additional aspects to this role, it could be broadly described as a communication and implementation link between organisational strategy and operational practice.
As with all arms of the health care system, WAST is expected to deliver high quality care against a backdrop of many challenges. This is frequently compounded by working long hours in stressful situations in an ever changing work environment. This description closely matches the context of my role and practice, where attending calls can be diverse, rapidly changing and increasingly stressful, requiring robust emotional intelligence, professional maturity the ability to adopt appropriate leadership that is both effective and ethically sensitive to the situation. The emphasis of effective and salient leadership within clinical practice has been illustrated by the Health and Care Professions Council (2021), who have recently created a new standard of proficiency that requires paramedics to have insight around leadership and the ability to apply to practice.  Therefore, despite my prior insight of leadership within healthcare, there is both a professional and regulatory requirement to gain a critical understanding of how various leadership styles lend themselves to my current role and context of practice.
As a concept, leadership is widely acknowledged as instrumental in adapting to and overcoming existing situations (Cope & Murray, 2017). However, the way in which this process is defined remains contentious. Despite this contention, a number of authors agree that the way in which they are classified do not appear to be mutually exclusive and are broadly conceptualised as a process that facilitates positivity within a context for achieving goals through a shared vision (Cummings, 2010; Khan, 2015; Applebaum, 2015; Glod, 2018). 
The evolution of leadership theories has adapted significantly to meet contextual challenges, professional settings and societal perceptions.  For example, the initial views around leadership were heavily centred towards a notion that leadership skills were related to birth and characteristics were inherited (Harrison, 2018). This perception was arguably dependent on an individual’s social status, with the higher social status considered leaders and those below this social status, restricted to being led. As this 19th century social hierarchical theory evolved, there was emphasis placed on characteristic traits as a hallmark of an effective leader. According to Northouse (2007), this Trait theory of leadership is framed by extensive research and is theoretically more straightforward than many other theories. Northouse (2007) explains that the focus of this theory is concerned with traits rather than what kind of leader is required in certain situations. The Trait theory is concerned with the leader rather than the followers and it is a set of traits that are crucial to the effectiveness of leadership. There is however some debate around what constitutes as traits that are effective in leadership. For example, there are authors who consider emotional intelligence as a key trait, arguing that the ability to know and control emotions and information can also be used to understand and read the emotions of others and therefore, creates empathy (Goleman, 2006; Robbins & Judge, 2007). These authors adopt the view that robust emotional intelligence will support social interaction with others, overcome difficult situations and make others want to help. Whilst alternative views acknowledge higher intelligence of leaders over followers, there is less emphasis on the emotional aspect and these views tend to favour achievement drive and integrity as key traits; with motivation being goal focused rather than addressing the needs of the followers (Yukl, 2012; Sidle, 2007).
The concern emerging from literature indicates that whilst traits are important, they may not be effective or consistent in all situations and that the traits can be viewed as predictable behaviours rather than positive outcomes (Northouse 2021). Essentially, a major flaw with this theory is that it tends view leadership through an isolated lens of the individual leader and negates the follower. With such a focus on the leader, this theory is arguably not the most appropriate approach to lend itself to motivating and inspiring change and facilitating the development of others. There is also an additional issue in that; if the leader is born with or inherits these traits, are they then perceived as fixed, and if so, this could be in contrast to the trait of emotional intelligence where self-awareness contributes to re-shaping of ideas and values to meet societal acceptance. In this sense, if traits are the sole aspect of an effective leader, there is a risk that the leader becomes stagnant and unable to evolve with the dynamics of change that are a constant in healthcare.
Although restrictions exist within the Trait Theory, it could be argued that as a theory, it offers organisations a benchmark to determine which characteristics are important and of value to them. From my perspective, I acknowledge both the strengths and limitations of this theory and whilst some may argue that traits are inherent, I subscribe to the notion of others who believe that some aspects belonging to this theory can be acquired through experience, acquisition of knowledge and developing expertise (Mumford et al, 2000; Mott, 2002).
Positively the Trait theory prompted further research into leadership theories and whilst more historical theories tended to focus solely on the leader, the emergence of new theories began to place focus on the greater good, context and involvement of the followers. 
Transformational Theory is one of the key leadership theories that gained favour. Arguably, the term transformational fits well with the healthcare setting as it seeks to transform itself to manage the increasing challenges and demands. Cope & Murray (2017), claim transformational leadership is viewed as the gold standard due to its focus on safety and positive experiences for both patients and staff. Indeed, the World Health Organisation (2016) called for this approach to replace traditional hierarchical styles, suggesting the inclusive nature would positively impact on the healthcare system. 
Looking back through the literature, authors suggest this style is heavily balanced towards the process of influencing, inspiring, intellect and individual consideration (Bass,1990; Welford, 2002; Thyer, 2003). 
As a relational style, transformational leadership is centred on making improvements through various mechanisms and, engaging with others with a focus on communication, empowerment and role modelling. Whilst the literature strongly suggests this approach is advantageous is creating vision and producing change, there are views that this is dependent on the leader’s level of emotional intelligence (Cummings, 2012). The impact of this style appears to be dependent on the relationship between leader and follower (White, 2018) and the level of emotional intelligence held by the leader (Cherry, 2020).
Goleman (2006), identifies the relationship between the dimensions of transformational theory and construct of emotional intelligence; linking self-awareness with influence, empathy with individualised consideration and motivation with inspiring. 
Relating this style to my role and context, it would lend itself well as a style to promote and uphold professional standards through role modelling, especially when engaging with newly qualified paramedics. Similarly, the style would be beneficial in promoting change and as a platform for inspiring and achieving goals. There is a wealth of literature that supports this style of leadership in healthcare and arguably, the approach would enhance aspects of my role when engaging with others and adopting a congruent approach for role modelling. However, it would be reasonable to assume that the success is largely influenced by the level of emotional intelligence held by the leader and a potential deficit of this is likely to have a negative impact and create resistance to change and damage relations. 
A leadership theory that shifts the focus from the leader towards the follower is Situational Theory. Scouller & Chapman (2018) point out that this theory was first conceptualised by Hersey & Blanchard who challenged the notion that one size fits all and adopted the view that leadership styles should be context and socially sensitive and tailored to suit the situation. The situational model has two main components; directive and supportive. The directive aspect is frequently limited to one-way communication, defining roles and giving directions; approaches that Gaille (2018) refer to as directive task behaviours of a leader. Conversely, the alternative aspect of supportive includes two-way communication, social interaction, emotional support and is considered as supportive relationship behaviour (Gaille, 2018). 
Northouse (2007), emphasises this theory requires adaptable skills and that the leader needs to evaluate which component is best suited to meet a given situation and assess the commitment and competence of followers to achieve a given task.  The theory offers four primary leadership styles and four maturity levels that are dependent on the situation and the ability of the followers (Scouller & Chapman, 2018). Whilst the theory has evolved to account for contexts and relationships, overall, this approach has focus on the complexities within social groups and is attentive to individuals and their contribution.
As this theory accounts for social participation and is fluid to contextual changes, Northouse (2021) suggests that its application positively influences job satisfaction and motivates productivity. Whilst there are differences between the theories so far discussed, the thread of emotional intelligence is a common theme that is shared. In relation to situational leadership, emotional intelligence would be needed to read situations, the emotions of others and move fluidly, adopting a required style to meet the situation.
Considering this approach to my practice; from a theoretical perspective, it appears that this approach would suit the key aspects of my role. The advantage of this theory rests with the directive and supportive approaches, in that, the high acuity calls would initially require one-way communication from the leader to delegate roles, direction and patient management plans.  Conversely, during operational ride-outs, a two-way communication approach would be best suited to offer guidance, emotional support and identify gaps to enhance knowledge and practice. However, the basis of this theory would suggest that leaders need to have insight around their team’s commitment and competence and therefore the potential of misunderstanding and or mistaking these qualities may result in adverse outcomes and or negative experiences that may hinder professional learning and development. 
Through the passage of time, there have been growing concerns that the NHS has lost its moral compass and the rapid changes create a constant challenge. As a result, there have been calls for a move towards compassionate leadership have grown louder following healthcare reports such as the Francis Report (2010), which in turn prompted wider reviews within the UK healthcare system (Keogh, 2013). A general theme to emerge from these reports was the need for compassionate leadership (Ali & Terry, 2017), with parallel views suggesting the target driven and hierarchical leadership within the NHS needed the same reform that was required with patient care (West & Bailey, 2019). Injecting compassionate leadership within teams and organisations was seen as key opportunity to solving policy issues and improving quality in care (Vogus & McCelland, 2020). In terms of conceptualising compassionate leadership, the literature would imply this is complex, individualised and needs to incorporate context (Bailey, 2019; Ali & Terry, 2017). Literature suggests that compassionate leadership extends beyond the concepts of empathy and sympathy; rather it is far broader, inclusive of emotional intelligence (de Zulueta, 2015). Essentially, compassionate leadership is encapsulated by resilience and draws on a range of leadership theories that share similarities and is multi-faceted depending on context and where it is situated within the various levels of organisations. From a practice perspective, compassionate leaders should apply a congruent approach where their values are visible through their behaviour. There have been some calls of caution in that, de Zulueta (2015) argues the emphasis needs to be centred towards structure and system change, rather than the focus being placed on individuals demonstrating values and reflecting this in behaviours.
Relating this style of leadership to my practice, it has clear advantages in supporting others through organisational change, promoting values through visible behaviours and provision of emotional support for others who are trying to navigate through the stresses and anxieties of personal development and professional challenges. However, as with the previous leadership theories, adopting this approach as an isolated style will have its limitations in terms of wider impact. Furthermore, there are cautions cited within literature around this theory which need to be acknowledged as De Zulueta (2015) has warned that any confusion around what constitutes as compassionate leadership may be considered as unprofessional and even responsible for burn out.
The final theory in this narrative is authentic leadership and similarities can be drawn to that of the trait and transformational theory in that; trait and authentic are noted for the characteristics and transformational and authentic are noted for role modelling (Avolio et al 2010). However, unlike the other theories, authentic theory places greater importance on morality, honesty and integrity with more focus on constructing relationships, building trust, promoting ethical environments, transparency and fostering personal development (Alilyyani, 2022). The key characteristics that create a framework that supports trust and development amongst followers are; self-awareness; relational transparency; balanced processing and internalised moral perspective (Johnson, 2019). 
The concept of this theory is noted for its philosophical relationship with humanism. Humanists adopt a view that individuals are seeking self-discovery, purpose with a belief that the environment is influential in developing personality, intelligence and achieving goals (Murray, 2005). However, for this to be achieved, Maslow (1962) argued that five basic goals needed to be met, which he referred to as the hierarchy of needs theory (Physiological, Safety, Belongingness, Esteem and Self-actualisation). Maslow (1962) believed that once the basic needs were met, everybody has the potential to reach self-actualisation. This emphasises the importance and value of the relationship between leader and follower and highlights a paradigm shift that moves away from the hierarchy model of leadership, towards a transparent relationship that focuses on ethical and moral connections to support followers in meeting their essential needs for attaining success.  
It is clear from the literature that this leadership approach is heavily weighted towards positive engagement with followers rather than alternative theories that tend to favour an inward-looking lens towards leaders. With such an emphasis on developing and maintaining relations, McLeod (2018) places emphasis on the need for authentic leaders to have self-awareness, arguing this is a key characteristic for developing and maintaining robust relationships that will reflect trust and development of others. However, with such emphasis placed on the key characteristics of authenticity, there is a strong argument to suggest that these skills require time and professional maturity for them to be effective. Ford (2010) offers significant caution around this style of leadership, arguing that followers may become misguided, mistrustful and misdirected if the leader is not able to truly exhibit honesty, transparency and true self-awareness. 
Reflecting over the literature that has informed my insight, followers authenticate the leader, rather than the leader authenticating the follower; which suggests to some degree, that remaining in the role of the leader is in the hands of the followers. Having emotional intelligence would therefore be a key trait for an authentic leader, to enhance their self-awareness and identify their own limitations from both a personal and professional perspective.  
Having reviewed the literature around leadership and more specifically, leadership in healthcare, it is evident that a new understanding around the implications of leadership as emerged. Rather than the historical view that leadership remained in the hands of managers, there is a current view that supports leadership belongs to everyone, with a focus on empowering clinicians in terms of their decision making and nurturing cultures (HCPC, 2021). Professional practice sits within a societal context with professions and organisations owning their own framework of standards, conduct, values and ethics. Therefore, providing effective and salient leadership within the context of one’s practice is in part, dependent on clear insight and understanding of the professional framework that supports the profession. Whilst the levels of leadership will vary, depending on roles, it is clear that if organisations are to foster cultural competence and enhance quality of care, role modelling and effective leadership characteristics are needed at all levels. If this is to be achieved, there is an argument to support the concept, principles and theories of leadership need to be understood in order to be applied effectively. Whilst leadership is now embedded into the educational curriculum of paramedics (HCPC, 2021), individuals need to gain skills in areas that frame leadership such as, emotional intelligence and understanding of context. 
In conclusion, this reflexive narrative has created additional lenses to view and understand how leadership theories can be applied within this new role. Each theory has its own enablers and inhibitors for effective leadership and the adopted style needs to be considered carefully to suit the situation and needs of individuals. I would argue that delivering effective leadership is as much of an art as it is theoretical; in that, the artistry comes from skills in navigating challenges, understanding individuals and applying a fluid approach that allows for changes and nuances in leadership styles.
Following the above critical evaluation of leadership theories, I will draw on critical reflection to evaluate the key enablers and inhibitors that impact and influence my leadership qualities within the context of my role, setting and impact on workplace relationships. Whilst my practice setting has remained, my role has moved towards clinical leadership and requires appropriate engagement with others to support both personal and organisational development. The following critical reflection will aim to analyse the effectiveness of my interaction with others, evaluate the impact and develop a personal plan to bridge any identified gaps in my leadership skills.
As a concept, reflective practice is acknowledged by the Health and Care Professions Council (2023), as process to support and as a means to evidence how paramedics are meeting the required standards. Whilst being regarded as an effective tool for professional development, reflection has been subject to reconstruction through time, with authors offering caution that its impact is dependent on it being critically understood (Jarvis, 2002; Finlay, 2008). Initially as a concept, the foundations of reflection were constructed on the views of Dewey (Rolfe et al, 2001; Finlay, 2008). These foundations were reconstructed by Schon (1996), who drew attention to its use for enhancing professional practice; whilst Freire identified the distinction between reflection and critical reflection (Lyons, 2010). Brookfield (1995) built on the work of Freire and illustrated a distinguishing feature between reflection and critical reflection, claiming not all reflection is critical, however all critical thinking involves reflection.
Injecting the term critical in the reflective framework gave rise to transformational learning, a concept first defined by Mezirow (1990). This theory concerns itself with constructing more robust beliefs about experience, evaluating their contexts, acquiring evidence on their meaning and formulating decisions based on new insights (Mezirow, 2000). In moving reflection to a new dimension of learning, Cranton (2002) suggests it becomes a process of, involving personal awareness through a distorted lens, and then, critically analysing that view through a variety of lenses in order to gain new insights. 
The contention surrounding reflection continues with the various models that exist, with theorists presenting various stages within their model. For example, Gibbs (1988) proposes 6 stages, whilst John’s (1995) model adopts 5 phases and Brookfield (2010) applies 4 processes within his model. However, despite the contention and variations in the number of stages, authors suggest there are three fundamental stages (Atkins & Murphy, 1993; Cavanaugh & Topola, 2012). Mezirow (1998), describes the first stage as limitations in understanding a situation; whilst Freshwater (2008) suggests the second stage evaluates existing and new knowledge and the third stage develops new perspectives. 
For the purpose of this assignment, I have chosen to use Borton’s (1970) model of reflection, aiming to draw new insights from his three essential stages.

WHAT: 
There are consistent challenges and complexities facing the healthcare system within the UK; adding new dimensions and unpredictability that require effective and salient approaches to support improvements and reduce harm. This relates well to the historical views of Schon (1987), who has drawn comparisons between professional challenges and swamps; claiming both are fraught with danger and difficult to negotiate through without creating harm. Relating this concept to my practice, I can relate how those with experience and tacit knowledge have insight into avoiding areas of danger, whilst those newly qualified paramedics, require direction and guidance to support their navigation. However, with the fabric of professional practice being continuously re-shaped, it could be argued that; leaders of professional practice are also subject to navigational difficulties and require strategies in directing their own practice as well as facilitating the direction of others. 
From my professional perspective, I have recently transitioned into the senior paramedic (SP) role and as such, have acquired new responsibilities and accountabilities that include providing clinical leadership, supporting others in their roles and contributing to the strategic changes implemented by WAST. These additions to my role have created new professional direction and require an understanding of how to best navigate uncharted challenges. 
To achieve this, the reflection will focus on the following key questions: 
What is the personal impact and influence of role transition? 
What are my leadership qualities and how are these evaluated within the context of my practice? 
What way do others perceive my leadership qualities? 
What gaps have been identified and how do I look to bridge these moving forward?

SO WHAT? 
Whilst my professional identity has been framed by my professional bodies, experiences and knowledge, my career has been subject to a number of role transitions which have impacted the way I perceive myself and influenced my sense of belonging and, redefining the way I engage with others. Literature strongly implies that these role transitions can create emotional turmoil, vulnerability and alterations in how one views their professional identity, which in turn can impact on personal qualities (Vlach, 2018). As a concept professional identity is widely contested and noted for its difficulty in establishing a definition (Friedson, 2001). The contention is illustrated by Stuart (1981) who argues attempting to establish a definition is futile as it will be exclusively owned and understood by individual professions. However, identifying a way forward, Grace & Trede (2011) suggest professional identity can be better understood when considering the context in which practice is located. A challenge to this view is that practice is subject to continuous change and therefore professional identity cannot be considered as a static concept. Anderson (2009), acknowledges its fluid nature and adds to the contention by suggesting it is a multi-layered construct and framed by three broad non-technical skills; knowing the conscious self, understanding the power of social relations and power of dialogue between self and others. Whilst I acknowledge this view, I have recently transitioned into a new role which has established a new context and influenced the way I engage with others. Despite my professional experience and previous transitions into new role and settings, I had failed to consider and understand the impact that this role transition would have on my practice and social context. Having reviewed the literature in an attempt to ease the transition, there are claims that the key to successful transition rests with broader non-technical skills (American Association of Colleges of Nursing, 2017). Brookfield (2012), argues that in order to gain these non-technical skills, there is a requirement for critical insight of who we are, how we view the world and how we engage with others. Whilst Trede (2012) suggests that both technical and non-technical skills significantly contribute to the formation of professional identity, he emphasises the importance of non-technical skills and claims this is what separates a technical expert from a professional expert. 
Whilst I consider my professional identity as a construct of experience and skills within a professional body and acknowledge both technical and non-technical skills as key aspects, I do subscribe to it as being permeable to change and influenced by context, values, behaviours and culture within professional practice. The recent contextual change to my practice relates to the role of SP and by its nature of a senior role, there were changes influencing my accountability, responsibility and relationships within the work place. Reflecting back to the start of this role transition, I experienced elements of imposter syndrome. Whitman & Shanine (2012) describe this phenomenon as an inability to internalise professional successful experiences, creating self-doubt and persistent anxiety. 
I began to question my abilities, insight and how others would perceive me within this new role, which brought about some anxiety and prompted me to reflect back on how I felt when adopting previous roles. Looking back, I experienced the same anxieties when adopting new roles, however, I tended to patch over these personal concerns, rather than seek to gain a deeper insight of imposter syndrome and its impact both personally and professionally. Reflecting back to my Insights report, the section on personal style indicates I may occasionally appear to lack self-confidence. Interestingly, the lack of confidence has not been discussed within my peer review, which may suggest my internal feelings are not portrayed when engaging with others or providing a leadership role. 
I was able to take some comfort in the knowledge that the internalising of self-doubt and feelings of being a fraud is indeed common; with some estimating that as much as 70% of the population will experience this at some stage (Metz, 2020). During my previous transitions, I felt the turbulent process was unique to me which only exacerbated my anxieties. In turn, the negativity associated with my transitions impacted on how I viewed myself professionally and I began to feel a disconnect between myself and the wider professional community. Reflecting back, this influenced how I viewed myself professionally and there were times that my professional identity was clouded. Whilst I was eventually able to overcome the feelings of stress, anxiety and professional inadequacy, this took time and had a negative influence on my self-esteem and well-being. Whether these feelings were portrayed outwardly impacting on others is a key question as it may have influenced my ability to lead. Therefore, this account will seek to evaluate this through analysing my peer review. 
Moving into the role of SP with additional responsibilities of leadership, facilitating others and contributing to the organisational strategic direction, provoked the negative feelings of inadequacy and an underlying anxiety. Although I was familiar with the turbulence of transition into a new role, the uncomfortable feeling was on times overwhelming. However, this module prompted me to revisit the issues of transition and look to make sense of them within this new context and enable me to balance realistic expectations.  
The literature suggests that along with non-technical skills, social support can be influential in breaking the cycle and negate the impact of imposter syndrome (Whitman & Shanine, 2012). During my induction into the SP role, I shared my feelings with a colleague on the course and whilst she was surprised of what I was experiencing, she disclosed she was glad to hear it as, she too was being impacted by imposter syndrome. The shared experiences allowed for honesty, openness and transparency within our conversation. We discussed the positive impact of social support and although as paramedics we are part of a wider profession; we recognised that we had entered into an additional community of practice relating to SP’s. Having related this experience to the literature I have engaged with, the positive experience we shared provides new meaning. Our discussion and disclosure of imposter syndrome could best be described as social learning; a process that Wenger (2019) argues is constructed of meaning, practice, community and identity, claiming all are interconnected. Gibbons and Buunk (1999) suggest the need to make comparisons with others is known as social comparison, orientation and forms part of the self-evaluation process. From my perspective, although the experience shared between my colleague created a comparison, it more importantly identified the new community of practice that we had entered into. Whilst communities of practice are complex and multifaceted, their value and impact is acknowledged as key for positive change (Ranmuthugala, 2011). Based on my experience and literature, I will incorporate this concept within my personal development plan with a view to embed into practice.
Gaining a deeper insight around the impact of role transition and associated imposter syndrome has identified that, if left unaddressed, these can have a negative influence both personally and professionally. Although the insight has not negated my imposter syndrome, it has provided me with a new lens in which to view and understand this concept. In turn, this has enabled me to gain the skills to support others transitioning into new roles, whether as a newly qualified paramedic or emergency medical technician. For example, having personal experiences of role transition has enabled me to empathise and understand the challenges of those entering into a new role or new profession. In turn, this has allowed me to engage in conversations and apply appropriate leadership styles that meet the responses of individuals. These leadership styles have largely been centred on the supportive aspect of Situational theory, noted for its support through change (Gaille, 2018); Compassionate theory, which extends beyond empathy towards developing self-awareness amongst others (de Zulueta, 2015) and Authentic leadership which is known to build trust and has a focus on meeting specific needs of followers (Maslow, 1962).
Having evaluated what, I consider as a key inhibitor that could negatively influence my leadership qualities; I will now critically examine my personal leadership qualities, how these are perceived by others and how these influence and impact on my leadership role. I have adopted three approaches to achieve this; firstly, by analysing the themes within my 360 peer review, followed by evaluating the emerging themes against my personal psychometric results and finally, by evaluating my qualities against the NHS Clinical Leadership Competency Framework (CLCF) Self-Assessment Tool (2012). These three approaches will provide insight around potential gaps that exist and enable the construction of a development plan to bridge any voids.
Whilst the literature suggests 360 feedback has an absence of measurability regarding effectiveness, there is a general view that the process enables us to better understand ourselves, our interaction with others and the impact we have on individuals and groups around us (Alexander, 2006). I have been obtaining 360 feedback since 2021 and whilst I find it very beneficial in identifying trends and themes to enhance my self-awareness.  One of the issues I have found in obtaining 360 feedback; whilst individuals agree to provide their views, there has been a reluctance for them to complete this, resulting in fewer responses. Reluctance of participation in providing feedback is relatively common and Ayoubi (2015) suggests that individuals need a robust brief about expectations to support their engagement. Reflecting back, I had not adopted this approach sufficiently and therefore I aim to dovetail this action into my personal development plan for future feedback.  The feedback I will draw on to evaluate my qualities are from six reviewers, between 2021 and 2023 (attached in Appendix A, with permission obtained from the reviewers to use as supporting evidence). 
In relation to the key themes, approachability and provision of support is threaded throughout the reviews. For example, peer review (1) from 2021 stated “I say this with no exaggeration but Andrews support, guidance and welcoming manner completely changed my practice as a paramedic”. 
Peer review (2) from 2021 “AD strives to do the best for his students, I am certain this would be the case in the clinical field. I am sure that he would support fellow paramedics that are seeking learning for their continuous professional development and beyond”.  
The themes relating to support were also captured in the peer review from 2022 with the following comments. 	
Peer review (3) “Staff at Blackweir Ambulance Station show no hesitation in asking Andy for advice on general enquiries or specific jobs they have recently attended.  He always gives his time willingly and is able to offer practical advice, avenues of learning and general guidance from his many years of varied experiences. Andy also shows concern for the welfare of his work colleagues and provides practical advice, a listening ear or encouragement when required. On a personal matter, Andy has been an excellent mentor, helping me to become a more confident Technician by giving logical feedback, guidance and his positive demeanour is an asset when working closely with him”.
Peer review (4) from 2022 “He’s a clear communicator and actively listens to those around him, these characteristics among others aid in his ability to provide colleagues with an environment to learn and guided by Clinical leadership” RU Paramedic.
Similarly, the peer review in 2023 yielded the following comments, Peer review (5) “thanks to Andy’s approachable attitude, I have always felt able to ask for advice, coming away from these conversations feeling motivated and informed”. 
Peer review (6) “Andy manages to strike the balance between approachability whilst consistently able to give constructive feedback where needed; a combination which is vital to be a positive senior-role model”.
Relating these views to the Insights Discovery profile, which is a framework for self-understanding and development and created through psychometric evaluation; there are comparisons that can be drawn. For example, I was plotted within the wheel as a “Supporter” and the following comments were made on the transcript from Insights.
“His concern for the well-being of people around him makes Andrew especially sensitive to an individual's personal needs. He wishes to be valued for himself. He is seen by most people as kind and sympathetic. Though perhaps hard to get to know, he is a trustworthy confidante who accepts a wide range of behavioural differences in others. In trusting the evidence of what he senses, he does not attribute unseen motives to others. He tends to take people and situations at face value. He is often friendly, although he tends to avoid socialising at a superficial level. His primary desire is to be of service to other people” Insights. 
Reflecting back on these findings, I found it interesting that the peer review had common themes of support during my time in education as well as in clinical practice. Whilst I found these views humbling, it provided me with reassurance that my supportive qualities within a leadership role were having a positive impact on others. 
Reflecting back to the work undertaken in part 1 of this module, the supportive qualities emerging from both peer review and psychometric evaluation are consistent with more than one leadership style. For example, in terms of the Transformational theory, this style of leadership is noted for its relational aspect and as White (2018) proposes, the impact of this leadership style is dependent on the relationship between leader and follower. Therefore, if the relationship between leader and follower is robust and built on trust that allows for support, guidance and mentorship, it would suggest the qualities of being approachable and supportive identified within the reviews can be aligned to this theory. Similarly, the supportive component of Situational theory can also be aligned to the qualities identified within the peer review. For example, Gaille (2018) proposes the supportive arm of situational leadership theory includes two-way communication, social interaction, emotional support and is considered as supportive relationship behaviour. Considering the peer review stems from two different contexts of my practice, education and clinical, the shared opinions relating to support may indicate that situational theory was a favoured approach I adopted and allowed for these supportive qualities to emerge in both settings.
The positive feedback arguably reflects that the peers or followers have authenticated my leadership qualities and in this sense, it would suggest my approach follows an authentic leadership style. I am however, very mindful that the majority of the peer review feedback has been positive and reflects qualities that support my leadership practice and the practice of others. Whether the cloud of imposter syndrome has once again descended or, the realities of peer review tend to favour the individual for fear of upset; I do feel the overall themes are largely painting a picture that may not truly be representative of my practice as a whole. I therefore felt it was important to reflect on some comments that illustrate what I feel are more weighted towards negative aspects of my practice. For example, the comments below by RS, indicate that my support of others may be centred to a specific group of individuals and dismissive towards others. RS also commented on the personal risk of trying to achieve perfection. Whilst LP has also provided feedback that I hold myself and others to the highest standards.
Peer review (2) “AD presents himself with great ease when conversing and explaining academic details within paramedicine.  However, at times his academic fascination can lead to teaching off course.  He is guilty of going off on a tangent. A confident and inquisitive student will not find this challenging.   Those that need stronger direction and support may struggle with this type of delivery.  AD is at times preoccupied with advanced practice rather than the grass roots of the front-line paramedic.  I appreciate and understand that this was the nature of the degree I undertook.  However, those that studied alongside me at diploma level, felt that there was too much emphasis on academia.  They felt that their role as a rooky paramedic was almost dismissed by AD”. 
Peer review (2) “AD is a perfectionist. When personal pressure is at its greatest this could be detrimental to wellbeing”.
Peer review (1) “Andrew is the definition of professional, holding himself and others to the highest standards”.
Whilst I was grateful for honesty within the review, the above comments did create some concern that the expectations I had for my practice as well as others was too high and ran the risk of being unachievable. Looking back, this approach could be aligned to transformational theory in terms of upholding standards of practice, however it could be argued that my own emotional intelligence, specifically my self-awareness was limited in not being able to see that setting such high standards may have a negative impact on others. These two peer reviews were provided during my time as a senior lecturer and enable me to reflect and consider my approaches moving forward. Whilst the more current peer reviews have not implied these potential negative traits remain, I felt it important to evaluate this against the Insights Discovery Profile. 
Comments from the insight evaluation indicated: “Feel frustrated if others ignore the rules or procedures”. “Andrew is independent and objective, with a strong sense of personal values”. “He is responsible and faithful to his commitments and obligations”. “Andrew has a strong sense of duty and faithfulness”. “Sets high personal standards”.
Analysing these comments in relation to the above peer review, I am able to draw some comparison in terms of increased expectations of others and placing too much personal pressure on myself. However, generating broader insights of these and the potential negativity they may have both personally and on others has created deeper self-awareness which will enable me to develop skills to tailor these traits to a more positive effect. Reflecting back to my experiences and the experiences of others outlined in more recent peer reviews, conclusions can be drawn that to some degree, I have already been applying tailored approaches to manage these traits more positively.
As a means to obtain a clearer picture of my leadership qualities and impact on others, I will consider the Clinical Leadership Competency Framework (2012) and analyse my practice against the five domains, evaluating both my impact and potential gaps that exist. The first domain concerns itself with demonstrating personal qualities. Within this domain, the framework (2012), suggests that experienced practitioners will utilise learning opportunities by; initiating their own 360 feedback to enhance their reflective learning and use information from psychometric and behavioural measures, whilst obtaining regular feedback on their own leadership style and the impact this has on others. 
Reflecting back on my practice, I have adopted these approaches and utilised the emerging themes to make changes and adopt new approaches. However, I recognise that given the rapid nature of change within professional practice and implications of role transition, there is a need to ensure that this information is current, relevant and the opportunity to reflect on the emerging themes is utilised. A key aspect within this domain relates to developing self-awareness and whilst this reflexive narrative has evaluated my self-awareness and the broader aspects of emotional intelligence, I do believe that this needs to be a continuum of practice. Therefore, developing my personal qualities needs to be a constant within my practice and the Insights Discovery profile has provided clear example around my blind spots which may blur my self-awareness. For example, the profile indicates; 
“Andrew may have difficulty dealing with conflicts in relationships. More self- focus may bring surprising benefits. He is not productive if he is not working towards his ideals. Stubborn about change, he may resist changing a decision once it has been made. Because of his vulnerability in his relationships with others, Andrew may be rather easily manipulated by some. He may exert pressure on others to do the “right thing” from a moral standpoint - but the “right thing” comes from his perception. Unless he has the complete plan he may experience tension or frustration”. These views were not presented within the 360 feedback and therefore provide a new dimension and perspective that contribute to my knowing and understanding about myself.
The next domain relates to working with others and in the leadership context; this may relate to multi-disciplinary teams working together on reviews, developing clinical pathways or inter-professional learning to name but a few. However, literature has identified key issues of multi-professional working and a need to understand these issues in order for effective and salient leadership to take place within these contexts. For example, authors have raised concern that various professions will view things differently (Hall,2005), with each profession maintaining their own identity (Clarke, 2015). Reflecting back to my earlier concerns around the impact of professional identity, the above views highlight the extent of this in relation to working with others. Therefore, in the context of leadership roles, there is an argument implying the need for leaders to have insight around various roles, responsibilities and accountabilities of those they engage with from other professions. In terms of my practice, I experienced the challenges of multi-professional working whilst developing the BSc Paramedic Science at university. During this time, my role as a Senior Lecturer, required effective leadership to support the development and engage with other professionals to facilitate inter-professional learning. However, the process was challenging in that each profession was seeking various outcomes and I found myself facilitating the meetings rather than setting the agenda and specific outcomes that were required for the curriculum. Looking back, it is difficult to identify what leadership style I adopted when working with others, however, what did emerge was the challenges that may arise working with alternate professions and regardless of leadership style, there needs to be a clear understanding of the challenges that may exist as professions merge towards collaborative practice. Moving this experience to my current role and wider engagement with others, it is key that I adopt a fluid style of leadership that accounts for the various ways others view different contexts and accept that everybody’s lenses will project a view that is relevant to their social, professional and cultural setting.
The third domain has a focus on managing services and in terms of my current role, I am still within the early stages of this position and therefore my involvement in organisational strategy is limited. However, I have experience within this role of managing individuals and their performance in order to reduce organisational risk. The comments below provide some insight around the views of staff in relation to my attributes when managing their performance.
Peer review (5) “Another example being a hot-debrief after a job involving a 3-year-old in status epilepticus followed by respiratory arrest; at the time I was unsure my treatment plan was correct. However, following this hot debrief, my misunderstandings were made understandable, with thanks to Andy and his delivery of feedback, knowledge, and advice in an educational but positive manner.” 
Peer review (6) “I feel able to approach him generally at work with any queries or worries I have regarding particular jobs or incidents”. 
Whilst these are positive views, the psychometric evaluation suggests that I;
 Allow far too much feedback; “Allow his heart to rule his head, Encourage new ideas but his practical good sense can discourage creative people; Appear indecisive when reflecting on important decisions; Lose sight of the needs of the business whilst focusing on relationships; Find it difficult to accept radical ideas; His ideas are down to earth and firmly based; Encourage others to sacrifice deadlines for quality; Feel frustrated if others ignore the rules or procedures”. 
Gaining a broader balance of views between peer review and the psychometric evaluation has enabled me to see this domain with additional perspectives, and whilst this area is relatively new in my current role, it will provide opportunity to reflect on and develop my skills in this area moving forward.
The next domain is centred around improving services and similar to the above domain, my experience within this role and setting is limited due to my time as a SP. Therefore, I feel it is more appropriate to acknowledge this limitation and identify this area as a future learning opportunity.
The final domain evaluates setting direction and in terms of my experiences within my former role as a Senior Lecturer, I was fortunate to have the opportunity to set direction within frameworks of practice to establish the first BSc Paramedic Science in Wales. The experience was very challenging and on reflection, a significant factor that supported my direction was the involvement of service users and students. I had arranged focus groups with both service users and students to capture their ideas, expectations and concerns around the philosophy and conceptual framework that I had initially developed around the programme. Looking back this approach for the development of the programme was a balance between Transformational and Authentic Leadership. Having had the opportunity to apply both these styles within a different context will enable me to draw on this experience and utilise these styles within my current role and setting moving forward. 




NOW WHAT? 
Having reflected on the effectiveness of my interaction with others and, evaluated the impact, my final approach is to develop a personal development plan. Based on the emerging themes from critically analysing my leadership skills, I have developed a personal development plan (appendix B) and incorporated a SMART plan that frames these aspects. I have focused on six aspects (manage conflict, imposter syndrome, organisational strategy, manage expectations realistically, community of practice, 360 feedback) which I feel are specific, measurable, achievable, relevant and have set a time frame of 12 months from now. Whilst I acknowledge that there are a number of knowledge and practice gaps that require bridging, I feel the four issues have been dominant within the reflection and the addition of other aspects may challenge the achievability within a 12-month time frame.
In conclusion, completing this reflexive narrative has broadened my insights, helped me make sense of the value of the psychometric evaluation and provided an opportunity to evaluate the findings of the evaluation against peer review and my own understandings. It has become clear during the reflection that I apply a variety of leadership styles during my practice and engagement with others. Reflecting back on how I work with others and how they perceive my practice has been extremely valuable and provided direction for learning and insight into how I can enhance my leadership moving forward.
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Appendix: A

Peer Review, 1 – Senior Paramedic 2021

This is a request from Andrew Davies on my perceptions of his professional practice.
Andrew has been an educational mentor of mine since I started studying for my DipHE in 2014. I got to know Andrew more closely in 2016 when I began my BSc Studies. Firstly, I never thought I would have gone onto study any further education as I had always planned to be "just a paramedic." However, with Andrew's encouragement and support I went on to study my BSc. 
The DipHE and BSc were both incredibly intense courses. When I started out my practice as a paramedic in 2016 there were no preceptorships, mentoring or support for newly qualified paramedics and I used this BSc as an opportunity as a type of preceptorship. Andrew guided me through the beginning of my practice as I would have regular engagements in relation to my study but we would often talk about ongoing practice, either in person or via email and phone. I would bring up any current issues I had faced in practice to reflect with Andrew my current practice and where I make improvements. I would have full confidence in Andrews integrity and support that I could also discuss matters that were concerning me with all aspects of clinical practice internally and externally.
Andrew is incredibly knowledgeable and prides himself on remaining at the cutting edge of evidence-based practice. He would be able to discuss this with me as to how he would interpret and implement guidelines within his scope of practice as an advanced practitioner providing the highest standards of care for his patients. Andrew helped me immensely in being able to explain how he would interpret evidence into real world practice. Andrew help develop me as a mentor and more senior clinician by enabling me to use tools such as reflection, research, education and clinical guidelines.
Andrew has a wealth of anatomy and physiology knowledge which he would encourage and enthuse me to go onto the further reading and study. He would often show in his off-hand discussions around another topic in which he could go in to the most impressive detail and show a true depth of understanding, that was inspiring as a student, detail he could recall without prompting.
I say this with no exaggeration but Andrews support, guidance and welcoming manner completely changed my practice as a paramedic. I truly believe I would not be the respected, safe and effective practitioner (as stated to me by colleagues & during PADRs) I am today without Andrews support throughout my educational journey. Andrew inspired me to continue my study and I am currently studying my MSc in advanced practice. He has throughout the time I have known him been a kind, caring and compassionate person. Andrew is the definition of professional, holding himself and others to the highest standards. He has shown great integrity, honesty and on a personal level gone above and beyond what was required of him. I truly cannot thank Andrew enough for the time and effort he has given me over these last few years.









Peer review, 2– Paramedic   2021


Professional perspective of Andrew Davies.
This is a first-person narrative of my personal views and opinions of Andrew Davies (AD) as requested.  Throughout, I have introduced views received from third parties.  This has been done with the hope of improved insight into ADs’ professional character.  The most detailed perspective is educator and teacher.  This is because this is the area that I know AD best.  
*Please note. 
My professional relationship with AD derives from his senior lecturer role at Swansea University. I briefly encountered him on the HE Diploma programme.  Thereafter, he was my lecturer on the BSc in Enhanced Paramedic practice.
Educator and teacher
AD presents himself with great ease when conversing and explaining academic details within paramedicine.  However, at times his academic fascination can lead to teaching off course.  He is guilty of going off on a tangent.   A confident and inquisitive student will not find this challenging.   Those that need stronger direction and support may struggle with this type of delivery. 
AD is at times preoccupied with advanced practice rather than the grass roots of the front-line paramedic.  I appreciate and understand that this was the nature of the degree I undertook.  However, those that studied alongside me at diploma level, felt that there was too much emphasis on academia.  They felt that their role as a rooky paramedic was almost dismissed by AD.  Although, I found AD to be extremely supportive and encouraging in expanding my knowledge in paramedicine and the wider network of other health care professions.  It is without doubt, that AD improved my academic comprehension and successfully consolidated the purpose of engaging in academia.
AD strives to do the best for his students, I am certain this would be the case in the clinical field. I am sure that he would support fellow paramedics that are seeking learning for their continuous professional development and beyond.  


Clinical practice
Views from others that I have encountered is that AD is very risk adverse in the clinical environment.  This statement is hearsay.  I cannot comment from a personal perspective as I have not engaged with AD in the clinical field. Although, I have discussed clinical incidents retrospectively with him.  This has mainly been of my own clinical practice due to the nature of the student teacher relationship.   However, for the purposes of learning and continued development, AD would present case studies from his own practice.  Therefore, I can say with confidence that AD is thorough and precise in his execution as a paramedic in the clinical arena. 
Professionalism 
AD represents the paramedic profession with great conviction.  In the diploma classroom, AD outlined the HCPC standards required in order to ensure professionalism.  This was further outlined and expanded upon in the degree environment.  He encouraged debate and discussion with his students.  Therefore, he has an approachable persona. He provides adequate professional support and counsel for the purposes of professional improvement.  
It is evident that AD has a strong work ethic ensuring continuous professional development at the highest level.  In the teaching environment he would often dissect a clinical case, enabling and empowering professional improvement and development. Therefore, it is justified to expect that this would happen in all professional duties he carries out. 
It is evident that AD adheres to the HCPC standards and more. The paramedic profession, coupled with the protection and validation of his skills and knowledge, are clearly of the upmost importance.  He endeavours that the best standards are achieved. 
Personal attributes.  
AD is a perfectionist. When personal pressure is at its greatest this could be detrimental to wellbeing.  He is dedicated to his profession and seeks ways to improve professional practice and knowledge.  He is dedicated. He is supportive and reassuring in those he mentors at an academic level.  AD is conscientious.   
Final thoughts.
AD is clearly an individual who strives to create the best professional view of himself. He always seeks knowledge in order to improve his professional and clinical scope. 
I feel privileged to have had him as a teacher.  He instilled in me the importance of expanding one’s knowledge in not just paramedicine, but also across all health professions.  Developing and enhancing knowledge has enabled a greater insight into one’s capabilities, scope of practice and more. 
Peer Review, 3 – EMT   2022
This has been the second occasion that I have had the pleasure to work with Andy.  Following his return to frontline service as a paramedic on the ambulance, the depth of knowledge that he has developed during his time spent as a Paramedic Course lecturer and Progamme Designer is clearly apparent.
Andy is an extremely knowledgable and dedicated member of staff.  He shows empathy to all patients, and when attending a call I am always confident that he shows great professionalism in his work and puts the patient as ease.  Andy fully interacts about all procedures with me as his Technician, guides me when required and always follows correct JRCALC procedures.
Staff at Blackweir Ambulance Station show no hesitation in asking Andy for advice on general enquiries or specific jobs they have recently attended.  He always gives his time willingly and is able to offer practical advice , avenues of learning and general guidance from his many years of varied experiences.
Andy also shows concern for the welfare of his work colleagues and provides practical advice, a listening ear or encouragement when required.
On a personal matter, Andy has been an excellent mentor, helping me to become a more confident Technician by giving logical feedback, guidance and his positive demeanour is an asset when working working closely with him.
As a respected Paramedic with his wide experience and knowledge, I believe if future leadership roles were to present themselves he would be an asset to the position and would have the respect of his peers.

Peer review, 4- Paramedic  2022
This peer review is being conducted at the request of Andy Davies, a colleague whom I work with closely, in the course of our operational duties within the Welsh Ambulance Services NHS Trusts (WAST) emergency medical service (EMS). 
This peer review has been structured using an adapted framework, suggested by Andy for ease of appraisal. The framework consists of six themes “communication, knowledge and understanding, professional attributes, clinical leadership, support for peers and mentorship”. Andy being in a Paramedic position at present works on both a double crewed ambulances and on a rapid response vehicles, this versatility as a result has given me encounters with Andy as a co-responding colleague and also as a crew providing backup to him. As a newly qualified paramedic I’m particularly reliant and appreciative of the feedback and support  given to me by more senior and experienced clinicians such as Andy. 
I’ve seen how Andy is able to handover effectively whilst remaining pertinent and concise, he provides ample opportunity for colleagues to ask questions throughout all clinical encounters, a skill which has undoubtably been critiqued during his career. He’s a clear communicator and actively listens to those around him, these characteristics among others aid in his ability to provide colleagues with an environment to learn and guided by Clinical leadership, I believe this strength of his was developed whilst in his previous work as an Advanced practitioner due to its foundations being set on four pillars of practice, “clinical practice, Leadership and Management, education and research”. 
Andy is an experienced paramedic and one of my former lecturers at Swansea University, he has an enormous breath of knowledge and understanding of patient presentations and conditions, this knowledge is a great resource that I can to tap into. Andy has provided me with mentorship and peer support, core elements required to improve my practice as an NQP. Andy is an approachable character who has a keen interest in knowledge sharing regarding clinical cases. He provides support to his colleagues when questions arise and gives his opinion on a case when and where possible. I personally have benefited from this trait and ability of his multiple times, which has further developed my understanding and identified gaps in my practice.





Peer Review 5 – Paramedic 2023
Since qualifying as a paramedic just over a year ago, I have been lucky enough to regularly encounter Andy on station, and out on the road in patient facing environments. These encounters have always been enjoyable learning experiences. 
As a newly qualified paramedic, my inexperience and lack of confidence has been a challenging personal aspect of the role. However, thanks to Andy’s approachable attitude, I have always felt able to ask for advice, coming away from these conversations feeling motivated and informed. 
One of these examples being my concerns over a colleague’s patient clinical records (PCRs) – at the time I felt lost and helpless, as the colleague in question found PCRs particularly challenging. However, Andy’s advice resulted in a vast improvement in the quality of these PCRs, all whilst avoiding conflict between myself and this person - I was very pleased with this outcome. 
Another example being a hot-debrief after a job involving a 3-year-old in status epilepticus followed by respiratory arrest; at the time I was unsure my treatment plan was correct. However, following this hot debrief, my misunderstandings were made understandable, with thanks to Andy and his delivery of feedback, knowledge, and advice in an educational but positive manner.
These examples being just two of many. Andy has played a huge part in my first 12-months as a paramedic, always listening to my concerns whilst being a soundboard for advice, helping me learn but also enjoy my experience as a Newly Qualified Paramedic. 

Peer Review – 6- Paramedic   2023
I have recently undertaken a rideout shift with Andy within his new role as a Senior Paramedic and found the experience to be particularly valuable. Andy manages to strike the balance between approachability whilst consistently able to give constructive feedback where needed; a combination which is vital to be a positive senior-role model. As a new Band 6 paramedic this is particularly important as I look to my senior colleagues for leadership and guidance, which Andy provides.
Andy has an exceptional clinical knowledge base and keeps up to date with current evidence, and I feel able to approach him generally at work with any queries or worries I have regarding particular jobs or incidents. He often takes time to provide mini teaching sessions whilst on shift which is particularly valuable. 




















Appendix: B
	Specific
	Measurable
	Achievable
	Relevant
	Time

	Managing conflict
	· Critical reflection
· Peer review
	Through honest reflection of situations and creating this as a specific question in peer review
	The growth of my knowledge and skills in this area will enhance quality engagement with others and improve effectiveness of goals.
	I conduct peer review in January, therefore this will allow time for personal reflection and evaluate the peer review early 2024.

	Imposter syndrome
	· Focused reflection on subject
· Discussion during PADR and with peers.
	Whilst I feel this is achievable, the impact of this concept may require re-evaluation.
	The negative impact of role transition illustrates its relevance in practice.
	Aiming for March 2024, in time for PADR, peer review and will allow for a focused reflection.

	Organisational strategy insight
	· PADR
· Review CLCF self-assessment tool 
	Undertake shadow shift with Senior Manager and review the Trust’s IMTP
	My role is a link between senior management and operational staff, therefore a clear insight around the Trust’s aims and how these are to be achieved is key.
	Arrange shadow shift for May 2024 and then review the CLCF tool in June 2024.

	Manage expectations realistically 
	· Critically reflect on my interactions and expectations
· Peer review
	Given the feedback suggestive that I set too higher standards and expectations, achieving a realistic standard can be gained through commitment and deeper self-awareness.
	Achieving this is key and relevant given the psychometric evaluation and peer review indicated this as a concern.
	Whilst I will be conscious moving forward, I aim to evaluate this by August 2024.

	Community of Practice
	· Focus groups
	Facilitate focus groups of senior paramedics – identify needs, understanding and implications of community of practice.
	The literature indicates the value and impact of this concept and given challenges within NHS, this approach may positively impact on organisational strategy.
	Establish focus group in January 2024 and facilitate sessions through to August 2024 – identify emerging themes.

	360 feedback
	· feedback
	Provide covering letter when requesting feedback outlining aims and purpose and include potential areas of discussion/evaluation.
	Relevant to practice and reflexive narrative has identified challenge in participation.
	January
February 2024 in preperation for new 360 feedback.
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