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At present I work for one of the ambulance service National Health Service (NHS) trusts of the United Kingdom in the role of Senior Trauma Paramedic (STP), I have been in post since March 2020, one month prior to the initial planned launch for a new regional trauma network. The launch of this trauma network was pushed back to September 2020 because of the outbreak of COVID-19. 
 
My role as a senior trauma paramedic is to provide clinical advice to Paramedics, Emergency Medical Technicians (EMT), Nurses and Doctors responding to the most serious trauma cases, both in the pre-hospital and hospital setting. Furthermore, I am required to provide specific disposition advice to Emergency Ambulance (EA) crews and Hospital Staff for patients that may require specialist trauma care services, directing them to the most appropriate receiving facility if from the pre-hospital setting, or arranging transfer if inter-hospital if appropriate.  
 
Prior to working for my current trust, I had the experience of working in two other large ambulance service trusts. During this time, I developed clinically from level of Emergency Medical Technician through to that of an Advanced Paramedic (AP), where I worked primarily on a rapid response vehicle (RRV). After qualifying as a paramedic in 2012 I was quickly afforded the opportunity of development in the role of Area Support Officer (ASO). 
 
In November 2015, I commenced working for my current trust as a paramedic working on EA. A short while later I returned to working on an RRV, during this time I gained the opportunity to participate in a newly developed role working alongside police officers attending incidents that required both an ambulance and police response. This unit was known as the Joint Response Unit (JRU), for which I was seconded from my RRV post on weekends to cover. The JRU went on to receive the number of local, regional, and national awards for excellence, as well as affording me the opportunity to receive a personal commendation from a senior Police Officer, for a case in which I was involved. I remained in these joint roles until I commenced as a STP. 
 
Further to my paid work within the NHS, I also volunteer as an Immediate Care Practitioner and Quartermaster for my local branch of the British Association for Immediate Care (BASICS). My Quartermaster role is a non-clinical role where I am responsible for maintaining supplies for our response teams. As an Immediate Care Practitioner, I am responsible for the delivery of Enhanced Care, this includes the use of surgical skills as well as assisting in the delivery of a Pre-Hospital Emergency Anaesthetic (PHEA), among other skills and procedures above that of a Paramedic working for the local National Health Service (NHS) trust. 

Part 1 of this assignment calls for me to critically analyse five leadership theories, assessing their relevance to my practice as a STP, deciding upon a model that is most relevant to my role. In the second element of this assignment, I shall critically evaluate my own abilities as a leader, with specific reference to my leadership styles, behaviours, and interpersonal skills, going on to develop a plan to aid in personal growth as a leader specific my role as a STP. 
 
Studies of several leaders in the early 20th century resulted in a number of theories to be developed by scholars, these were known as the “Great Man” theories, where only great individuals were born with characteristic traits appertaining to those of good leader (Northouse, 2021).  
 
Northouse (2021) reports that it is important to define what is meant by the term trait, going on to highlight that these are distinctive characteristics qualities or attributes that can describe an individual. Continues to report that Stogdill undertook two key surveys into leadership traits in 1948 and 1974, with the first highlighting eight key traits that those individuals on average in a leadership role possessed, not present in the average group member: intelligence, alertness, insight, responsibility, initiative, persistent, self-confidence and sociability. Stogdill highlighted that an individual that is a leader in one situation may not be a leader in another as the traits that they possess must be relevant to the circumstance that they are performing in (Northouse, 2021). Further findings of Stogdill’s research did note that leadership was not passive, requiring active participation from the group being lead, challenging the presupposition that individuals were natural or born leaders. 
 
Whilst colleagues would often describe leaders within the organisations by traits that they would perceive, it is not uncommon that everyone would describe their leaders by different traits, lacking a consensus. Staff across the services where I have worked, have held certain individual senior managers past and present, to include Chief Executive Officer’s (CEO), in high regard. It is in my experience that a key factor for the trait used to describe the leader by their colleagues is the successes or failures that those leaders experienced. As the outcome of a task can be deemed both a success and failure dependent on one’s perspective, I would argue that the “Great Man” theory has a little relevance regarding the leadership styles displayed by my former and current leaders due to a lack of consensus in selecting a trait or traits. 
 
Northouse (2021) describes transformational leadership as one of the most popular and current approaches to leadership, with much research surrounding this approach to leadership since the 1980s. This ‘New Leadership” paradigm (Bryman 1992) is described by Northouse (2021) as one that relies heavily upon charismatic and affective elements required of leaders. This approach to leadership is one where there is a process of change and transformation among those that it is used on, with a particular focus on emotions, ethics, standards, values and the long-term goals. Furthermore, it calls upon the need to assess the followers’ motivations whilst ensuring that their needs are satisfied and that they are treated as a full human being. Northouse (2021) continues to highlight that this form of leadership involves and indeed requires an exceptional influence, enabling followers to accomplish goals beyond that of what would normally be expected of the individual or group, charismatic and visionary leadership are often required for this process. 
 
Transformational leadership has without a doubt been present throughout my NHS employment. I have experienced vast changes in working practices, from the implementation of the “Hub and Spoke” model that replaced traditional ambulance stations, to the implementation of Regional Trauma Network’s (RTN) for patients who have or are suspected to have suffered a major trauma. The one of the key challenges faced by ambulance services regarding the RTN approach were that crews would be expected to convey a critically injured patient further, for longer, bypassing other Emergency Departments (ED) (also known as Trauma Units (TU)) along the route to a Major Trauma Centre (MTC). 
 
Leaders tasked with the delivery of this new RTN recognised the anxiety that would be felt by colleagues and addressed this through the provision of evidence to highlight that those patients treated within other RTN’s experienced improved outcomes, over those that were conveyed and treated at their local ED, thus improving standards. They demonstrated that the approach was an ethical one aligned to the values of the trust, by delivering treatments at the time were only available in other regions, reducing the post code lottery that was present prior to the network’s conception. A key focus of the leaders at the time was that of the long-term goals of the service and network, that being one of increasing survivors of major trauma and improving the outcomes of those saved. This vision was highly effective, due to its simplicity. 
 
My personal experience of this style of leadership extends further to my role as a STP with my current employer, where I have employed these exact techniques as described above to lead staff through the implementation of our RTN, that I witnessed as a junior Paramedic working for another NHS service. Despite transformational leadership having been present throughout my time within the NHS, I do believe it’s appropriate application is limited as I have not seen evidence of its use outside significant changes, or transformations, in practice.  

Meanwhile situational leadership it's described as one of the most widely recognised approaches to leadership, developed by Hersey and Blanchard (1969a) who based it upon Reddin’s (1967) 3-D management style theory. This approach has seen many revisions and is recognised for its extensive use by organisations undertaking training and development within the leadership field (Northouse, 2021). Situational leadership is further described by Northouse (2021) as a form of leadership that requires an effective adaptation in approach relevant to both the situation and group of individuals that requires leadership. Northouse (2021) explains that Blanchard and colleagues went on to develop the SLII® model in 1993 with further work undertaken in 2013, which stressed the requirement of both supportive and directive elements to the leadership style, with these elements being applied appropriately and dependent upon the situation, requiring leaders to assess the competence and commitment of the team continually, as this may vary over time, requiring a varying degree of support or direction. Barr and Dowding (2019) noted that Hersey and Blanchard (1977) raised the issue of team ethic, and that those characteristics associated would influence the leadership behaviours. Continuing, Barr and Dowding (2019) highlighted that the willingness of a team to undertake a task, reflected directly in the leader’s approach.  
 
Thompson and Glaso (2018) emphasised a lack of published research relevant to situational leadership, describing it as disproportionately lacking considering the popularity of the theory over many decades. Furthermore, Thompson and Glaso (2018) cited self-appraisal and the ambiguity surrounding the conceptual definitions of follower competence and commitment as limiting factors on the value of several the studies that have been undertaken.  
 
I have witnessed this approach by many of the effective leaders within the ambulance services I have worked, the wider NHS, and during my time with BASICS. The environments that we work within as clinicians can vary significantly, from the routine and safe, to the ones that rare and hazardous. Providing effective leadership in each situation we face is a challenge, particularly as the team that requires leadership may never have worked together. In these routine and safe environments, I have witnessed leaders demonstrate a supportive style of leadership, encouraging those team members to share ideas and encourage their team to develop and learn whilst completing a task or goal. Whilst in the more time critical or high-risk environments I have witnessed those same leaders become far more directive, stating the goal that they wish to be achieved and how exactly they expect that to be done. As described above by Northouse (2021), effective adaptation is a key element to the situational style of leadership, to this end I would note that I have witnessed at the leaders change from that of a directive style to a supportive style on the same incident. This would often be when the key goals are achieved, the risk of an adverse incident or death is reduced and that the leader comfortable that the remaining tasks are well within the capability of the team. Likewise, I have witnessed the opposite, this being when a seemingly simple task is lead through a supportive style of leadership encounters an immediate risk to the success of that task, that the team may not recognised or be experienced to manage independently. In these situations, I have witnessed the change of leadership styles from supportive to directive, providing clear tasks to be achieved and a timeline to do this within. 

Northouse (2021) highlights that the authentic leadership model can be looked at from several viewpoints, these being the interpersonal perspective, interpersonal process, and developmental perspective. He continues, describing the interpersonal perspective as that which happens within the leader, with an incorporation of a leader’s own knowledge, regulation and concepts noting that Shamir and Eilam (2005) suggested that the authentic leader exhibit genuine leadership, from conviction and are original with an emphasis towards life experience being critical towards one’s development as an authentic leader. 
 
The interpersonal process is described by Northouse (2021) as a result not from the leaders’ efforts alone, however it relies too on the response of the followers, this being a reciprocal process where leaders and followers affect each other. Eagly (2005) (as described by Northouse (2021), noted that the perspective of interpersonal process was relational, and created by both the leaders and the followers alike. 
 
The developmental perspective of the authentic leader is not one that results from a fixed trait but is an evolved leadership style that has developed within a leader over time, often because of critical life events (Northouse 2021). The positive psychological qualities and strong ethics of a leader are credited by Walumbwa et al. (2008) as being the grounding and the point of development for the pattern of behaviour displayed by an authentic leader (Northouse 2021). Self-awareness, internalized moral perspective, balanced processing and relational transparency are key components to the authentic leader, with an authentic leader developing each of these components throughout their lifetime (Northouse 2021). George (2003) describes authentic leaders as having a genuine desire to serve others, leading from their core values based on five key characteristics: a powerful sense of purpose, strong values on what’s right, establishing trusting relationships, self-disciplined acting on their values whilst being sensitive and empathetic to others (Northouse 2021). Barr and Dowding (2019) describe these characteristics differently: purpose and passion, moral values and behaviours, belief in relationships and connectedness, self-discipline and consistency, and compassion and ‘heart’, despite this the overarching principles remain constant. Barr and Dowding (2019) highlight the findings of Northouse (2016), emphasising that further research is required into the validity of the authentic leadership model, stating that it remains a new model with difficulty in measuring its focus on higher order characteristics. Continuing, Bar and Dowding (2019) noted research by Mubarak and Noor (2018) which explored the relationship between an authentic leadership and employee creativity, where creativity increased as did work engagement and psychological empowerment. Barr and Dowding (2019) concluded that creativity is required in the health service, however, there needs to be a compromise on the amount of creative change that occurs. 
The authentic leadership model is one that I do not recognise from my time within the NHS. Whilst I would agree that I have witnessed an increase in work engagement and empowerment by colleagues because of the leader we currently report to within my role as a STP, I would argue that it is challenging to conclude that this is as a result of this model of leadership. This may be in part due to the nature of this style of leadership being described as one that evolves over time, and being because of critical life events, making recognition of this style challenging as each practitioner of this model will be at a different place along its continuum. 
 
The servant model of leadership is first accredited by Northouse (2021) to the writings of Greenleaf (1970, 1972 & 1977), continuing he highlighted a lack of empirical research on the subject, highlighting a focus towards prescriptive rather than descriptive academic and non-academic writing.  
Blanchard and Broadwell (2018) describe two main components to servant leadership, these being the strategic and operational, where strategic focuses on the leadership element and the operational element is the servant element. They highlight the importance of both vision and the values and that once the these are decided it is then possible to set appropriate goals and strategy. Continuing, they discuss the relevance of hierarchical leadership to the leadership element of this model, however they do to highlight the importance of recognising the appropriate time to change to a servant mindset for the implementation of the tasks at hand. Finally, Blanchard and Broadwell (2018) drew similarities between the model of servant leadership and Blanchard’s own models of leadership. 
Northouse (2021) highlighted the ten key characteristics of a servant leader as: listening, empathy, healing, awareness, persuasion, conceptualization, foresight, stewardship, commitment to the growth of others and building community. The antecedent conditions described by Northouse (2021) that impact on servant leadership include the leaders’ attributes, context and culture of the organisation and the follower’s receptivity. 

I recognise this from of leadership from my experience within the local BASICS scheme where the consultant level doctors within the team are all committed to the development of their junior colleagues from the medical, nursing, and paramedical professions. These leaders have set clear values for the service that is a backbone for the service that is we provide. Listening, awareness, conceptualization, foresight, and stewardship are characteristics that I recognise within each of the leaders. When required these leaders lead from the front, setting clear goals for followers within the team to achieve, however they shall always enquire as to how they can support the implementation of the task at hand. I would however argue that there is a flattened hierarchy within the team, unlike the hierarchical leadership that is discussed above, I suspect that this is due to the multidisciplinary nature of the team, with members recognising that each member has his or her own strengths, being experts within their own field, whilst understanding that their experience delivering enhanced and critical care may be limited. 

An understanding of the concepts of leadership in the health and care setting has long been a requirement set for Paramedics working within the United Kingdom by the standards for proficiency set by the Health and Care Professions Council (HCPC) (Health and Care Professions Council, 2014). The HCPC further emphasise the expectation and importance of good leadership within the standards of conduct performance and ethics for registrants (Health and Care Professions Council, 2016). The College of Paramedics (CoP) own career framework has been developed with consideration for the importance of leadership, and for colleagues to be afforded the opportunity to develop their leadership abilities alongside other developmental routes within the clinical, research, educational and managerial fields (College of Paramedics, 2018).  
 
Recommendations are already in place by McClelland (2013), that have been placed upon my organisation for improvement, specifically highlighting the need for strong leadership to effect this change, a viewpoint that was supported by the work of Francis (2013), and that of the Department of Health (2005) previously on the change required within the ambulance services and the wider NHS. 
 
Since 2020 and the impact of the Covid-19 pandemic, there has been much discussion around the world on the need for rapid change and the ability to adapt practices to combat the challenge and threat faced, with healthcare professionals needing to be supported well (Goddard and Patel, 2021). 
 
Darton and Liles (2020) highlighted the need for adaptive leadership in the face of the disruption that the pandemic would cause, sighting the specific need to overcome the gaps between the values team members stand for and the new reality that they now face.  
 
This adaptive leadership style was further discussed by Contreras et al (2020) who highlighted a focus on the need for a change, specifically towards teleworking and the need for E-leadership in the face of COVID-19 whilst recognising the risks associated, this has been a key part of the changes that we have undergone within the NHS since the start the pandemic, evidence of the importance for situational leadership. A literature review undertaken by Johnson et al (2018) concluded that there is no single leadership model identified that would provide all the answers to the need of a paramedic in a leadership role, however identifying four key elements (the leader, the follower, common goals, and the situation) common among leadership models and that paramedic leaders should consider each of these to be a successful leader. 
 
My initial instinct was that the most appropriate style or model of leadership, relevant to my present role within the NHS was that of transformational leadership, which agrees with that which Welsh Ambulance Service NHS Trust (2009) recommended. This was based on my past and present experiences of both others and my own with the use of this leadership style to effect change within the organisations I have worked. However, I have now recognised that this is likely not the most appropriate style of leadership relevant to my role as a STP. On reflection I would now argue that the model that best suites the role of STP is that of situational leadership, despite this contrasting with the recommendations made by Welsh Ambulance Service NHS Trust (2020), where compassionate leadership was the model of leadership that was documented as the model of choice for “inspiring clinicians to deliver optimum care, shaping the future whilst flexing to meet the challenges of the future health economy”. 
 
Despite this, I stand by my decision of situational leadership. As its title suggests this model allows for the adaptation in style to suit the situation that the leader faces. As health care professionals in the pre-hospital environment, we will face an ever-ending number of challenges, each requiring the leader to be responsive and adaptive to the situation faced.  

Progressing to the second part of this assignment, I shall review at my own leadership style, qualities and skills through critical reflection. I shall evaluate the impact of these within my workplace relationships, from this I shall develop my own personal development plan, identifying those areas in need of development with measurable targets for personal growth as a leader in the modern NHS.

Throughout my career within the NHS, I have experienced significant and continual transformation, this has been driven by several factors, most notable are those of a change in government and those of austerity that have greatly impacted on the socioeconomics of the nation (Roberts et al., 2012). 

Further research has shown that since the start of the 21st century both the NHS and the population of the United Kingdom have experienced a number of significant challenges that have impacted directly upon the ability of the NHS to provide the highest levels of care, however it is important to recognise that this is a global issue, recognised across many western health care systems, this not limited to paramedic practice but all specialties (Arroliga et al, 2013, Lee and Hamelin, 2019).  

Several medical challenges specifically recognised are linked to an aging population, with increasingly complex needs as a result of their increased frailty combined with their increasing multiple co-morbidities (Majeed, 2013).  Furthermore, these challenges, resulted in an increase in the demand faced by the ambulance service and wider NHS, placing further strain on the service that is delivered (Welsh Government 2020).

Many of these challenges have resulted in a multitude of recommendations internationally, often focussed on systems, technology and furthering research of the effectiveness and efficiency of current treatments available (Schultz, 2004, Arrow et al, 2009, Coulson, 2010).

Other such challenges discussed among academics are those of the workforce itself, highlighting shortages in all disciplines and specialties as a threat moving forwards, with an expectation that the roles and responsibilities of those in healthcare will need to change and adapt to address these issues in place of purely increasing numbers (Duckett, 2005).

It is vital that the role of organisational culture, and subculture, within an organisation are considered when deciding upon the way in which leadership is delivered, however organisational culture has been recognised as challenging to define (Merali, 2014).

Subculture is best described as;
“a subset of an organisations members who interact regularly with one and other, identify themselves as a distinct group within the organisation, share a set of problems commonly defined to be the problems of all, and routinely take action on the basis of collective understandings unique to the group”. Johnson and Jill (1993)

Harrison’s Culture Quadrant (Linstead et al., 2009) brakes culture down into 4 key types: Role Culture, Task Culture, Power Culture and Person Culture, where Task Culture best describes my organisation due to its decentralised structure as several formal policies and guidelines govern activities undertaken. 

It has long been recognised that there is a need for a shift in paradigm from that of management to one of leadership within the healthcare environment with many different leadership styles being recognised as having potential to impact change through the support of an organisation’s workforce (Trofino, 1995, Schwartz and Trumblin, 2002). 

Taylor (2013) discussed the significant contribution that ambulance clinicians can provide to the organisations in which they work, highlighting that they are “professional problem solvers”, a key strength of any manager or leader. He continued to highlight the need for ‘hybrid roles’, where clinicians would retain their clinical exposure whilst also experiencing the opportunity to develop as leaders within their organisations, much like the roles of Senior Paramedic (SP), STP and Duty Operational Manager (DOM) that now exist within the Welsh Ambulance Service NHS Trust.
A viewpoint that would be supported by the document compiled by the College of Paramedics (2018) titled “Post Registration – Paramedic Career Framework”, where there are four key components discussed to the areas in which paramedics can focus their development, these being: Research and Development, Leadership and Management, Clinical Practice and finally Education, with each registrant having a varied experience and responsibility of each of these areas.
Having reflected upon these two pieces of work, I have recognised the importance that in my role as a leader, that I consider the varying levels of experience and knowledge that the team members possess.
Kennedy et al., (2015) undertook a scoping review of the transitions of Newly Qualified Paramedics (NQP) into the workforce, by means of a literature review, concluding that this period was a time of significant stress, however it was identified that research in the field was limited inhibiting a complete understanding of these issues.
Series 2, Episode 1 of Paramedics: On the Front Line (2018) followed the journey of NQP’s within the West Midlands Ambulance Service University NHS Foundation Trust, demonstrated the anxiety faced by these newly qualified practitioners and the importance to them for the support that they received, supporting the previously mentioned research by Kennedy et al., (2015).
It is important that, as leaders, we strive to provide the very best support, required by our team members, for their personal developments throughout their careers and not only their NQP phase, tailoring this as necessary.
Incidents that I support will require me to provide leadership to a vast array of individuals, each with their own strengths and weaknesses, as such it is important that I am aware of these and afford the opportunity to team members to not only use their strengths, but also have time to develop their weaknesses for their personal growth, whilst also prioritising the immediate needs of the patient.
It is unfortunate that the incidents that I have been tasked to support will be those of the most time critical nature, as a result not always affording the opportunities for development that I would like to provide. It is for this reason that I have provided opportunities for team members to participate in simulation training, where cases can be re-worked in a non-time critical environment.
Simulation training has been reported to be a suitable method of providing both technical and non-technical skill training by Von Wyl et al., (2009), with research undertaken in Australia and Jordan demonstrating that this method of training is generally well received by students (Williams, 2016).

Hearns (2019) highlighted the Dunning-Kruger effect (Dunning and Kruger, 1999) as an important element to consider when leading those with less experience, where those lacking experience have tendencies to overestimate their abilities in preforming tasks, leading them to undertake procedures that they lack the competence to perform.

When considering task allocation, it is important for leaders to delegate tasks to named individuals, ensuring that that individual has the time available and appropriate skills to complete the task set, whilst ensuring that the individual tasked has their attention focused on the conversation with the use of closed loop communication (Hearns, 2019). 

Hearns (2019) continues, discussing the importance that high preforming leaders have a good understanding of emotional intelligence, having the ability to determine the emotional and physical state of their team, an opinion that is supported by the work of Mayer and Salovey (1993) (Western, 2008).

The ability of a leader to recognise when to offload tasks from team members that are overloaded is important to ensure that the team remains on the centre of the curve (The Arc of Performance - Yerkes and Dodson, 1908), optimising ‘flow’ and avoiding ‘frazzle’.

Furthermore, emotional intelligence provides the leader with the ability to gauge the level of assertiveness required with each team member in each situation, where well-judged assertiveness is often required to progress incidents at times of indecision, conflict or where an improvement in performance is required (Hearns, 2019).

As a STP, one of my core functions within my organisation is to ensure the accurate flow of information from the scene or sending hospital, of a critical trauma case to the most appropriate receiving hospital. This often involves several separate phone conversations to ensure that all appropriate team members are provided accurate and legible information to enable the safe transfer and reception of a patient. These conversations are held with a variety of clinicians, from the novice provider through to the expert. As a result of this my communication skills are vitally important.
Through the application of emotional intelligence principles, I will empower myself to communicate more effectively, by considering the stresses and strains of those that I interact with, guiding the tone of the conversation that I may be having and allowing myself to demonstrate empathy through a reduction of workload that my team members face, where this is an option. Emotional intelligence shall also be important on those occasions where a team member is not preforming to the prescribed standards, providing an opportunity to intervene and support that individual to address any concerns. The topic of emotional intelligence is one which I would best describe myself as a novice, where I have been fortunate to witness leaders demonstrate this skill in exemplary fashion, however I have had limited experience in deploying this skill myself with meaningful effect.

Communication skills have long been recognised for their importance when it comes to the safe and effective delivery of healthcare worldwide, with ineffective communication often being the root cause of errors, placing the patient and team at risk (Nemeth, 2008, Hassan, 2018). 
Research has proven that there are four key domains where communication breakdown can lead to patient harm: effective communication skills; attitude, collaboration and teamwork; knowledge, skills and performance; and social and culture (Campbell et al., 2018).
Nemeth (2008) highlights a key study conducted by Ginnett (1993), which demonstrated the importance of the ‘pre-flight brief’ in aviation. Whilst this form of communication immediately prior to responding to an emergency is somewhat impractical, it is important that I recognise that there are frequently periods of downtime where a similar discussion could be had, with the goal of optimising team performance at future incidents.
Two important elements of communication that play a significant role in my communication with team members are: Tone of Voice and Body Language, or more accurately the lack of body language in my case as an STP as much of my communication happens over the telephone.
It is documented that the tone of voice is responsible for 30-40% of the message that we are trying to convey, where tone is described as a combination of volume, emotion conveyed and the emphasis placed on key words, as well as the words chosen (MTD Training, 2010).
Furthermore, MTD Training (2010) highlights the importance of face-to-face communication, it is said that more than half the message that we convey is through the means of body language, an option not available to me when communicating by telephone.

Communication is vital to the success of any relationship, project or organisation, without its members and leaders lack the required information to undertake the work that is required of them for overall success due to a lack of situational awareness that is provided through effective communication. Where communication is lacking or absent from leaders, team members can also be found to suffer from a reduction in their morale, this in turn will impacting on their productivity. It has long been recognised that there are many barriers to effective communication, these need to be avoided to allow the team to function optimally (Hogan and Stubbs, 2003).

It has been found that the timing of a communication is significant, when trying to combat a competing message. Research conducted by Chong and Druckman (2010) found that when two competing messages are delivered simultaneously, they will cancel each other out, however when the competing messages are delivered days or weeks apart, individuals are likely to accept the latter disproportionately to the former, theorising that the effects of the former message decay over time. Whilst this is of little value in the setting of an emergency, where rapid and effective communication is required, it is important that this principle is recognised. Many of the messages that we deliver as senior clinicians remain constant over time, however opinions of other leaders or team members my erode our message, as such it is vital that we consider the need to reenforce our messages where appropriate.
However, we should recognise that this same research conducted by Chong and Druckman (2010) recognised a sub-group of individuals that displayed an attitude of stability and disproportionate bias towards the former message, these individuals were recognised as ones that engaged in deliberate processing of information. As clinicians are widely recognised as deliberate processors of information, highlighted by their need to undertake continual professional development by their regulatory bodies, should we expect our team members in the ambulance service to behave more in line with this sub-group (General Medical Council, 2012, Health and Care Professions Council, 2020 and Nursing & Midwifery Council, 2021)?


Interpersonal skills, a term often interchanged with other terms such as: interactive skills, people skills, face-to-face skills, social skills and social competence (Hayes, 2002). Continuing, Hayes (2002) reported on the work of Argyle (1984), who defined social competence as the process in which individuals who possess the range of skills required to produce desired results or effects on others.
Whilst non-technical skills, interchangeable with interpersonal skills, have been recognised for over 80 years, it was the aviation industry that first formalising the training of these skills with what we now know as Crew Resource Management (CRM), is now in its sixth generation and formally Cockpit Resource Management; it was not until the late 1990’s when the value of CRM was first considered as a means to drive an improvement in patient safety (Prineas et al., 2021).

It is important for effective leaders to develop good communication and interpersonal skills alongside an evolved emotional intelligence, as lacking these skills will undoubtably have a negative impact on the ability of a leader to lead their team to success, resulting in team members no longer being willing to engage with or support the leader (Mayer and Caruso, 2002).

Using the Gibbs’ reflective cycle (1988), I shall now undertake a reflective assessment of my personal leadership styles, behaviours and emotional intelligence from a case I have been involved in within the pre-hospital environment, with the goal of recognising areas that I require development and formulating a personal development plan in response to the conclusions drawn.

Description

I was working within my role as an Enhanced Care Practitioner as part of the local BASICS team, made up of myself, a Consultant Doctor (Anaesthesia and Intensive Care Medicine with qualifications in Pre-Hospital Emergency Medicine (PHEM)) and a Junior Doctor (ST4 in Anaesthesia), all volunteers, on a busy Saturday night.
On the evening in question, we had already been tasked to several serious incidents to deliver clinical leadership, which include the enhanced clinical procedures of sedation, Point of Care UltraSound (POCUS) and PHEA. As a team we had attended cases spanning 4 counties traveling in excess of three hundred miles during our shift most of which was under blue light emergency conditions, which fell to me as the most qualified driver of the team.
The incident in which I shall discuss in detail, was received to the ambulance control room twenty minutes after our shift had officially ended whilst we were sat on station with colleagues of the ambulance service, debriefing the incidents that we had been involved with that evening and having our first bite to eat in ten hours. Fatigued would be an accurate description of our team’s state of minds at the time.
It was at this point that we received the first of several automated messages to our team phone, these messages are sent to inform the duty team of cases across the region that may require support from an enhanced care. At the same time the ambulance crew that was sat with us departed the station as their radios had signalled that they had received a call, it was at this point that I interrogated our team phone, to find three messages had been received in quick succession: “STABBING – STABBED IN CHEST”, “STABBING – UNCONSCIOUS” and “STABBING – CPR ONGOING”.
It was at this point that we had assumed that the crew we had been sat with just moments be for would be on their way to this incident as the address was less than 1 mile from our location. At the time in question, the region in which this took place didn’t have a formally commissioned twenty-four-hour Critical Care PHEM service available. As such we were aware that there would have been no support for the crew and that they would be limited to deliver treatments in line with standard ambulance service practice, we therefore made the decision to make ourselves available to support the crew, as well as to offer the patient the opportunity to receive pre-hospital enhanced care.
We parked up a short distance from scene as we had not received confirmation that police were in attendance and that the scene was safe, I took the opportunity to open discussions of our clinical options, should we find that the patient was indeed in cardiac arrest as a result of a stabbing injury. Discussed were the key principles of HOTT (Hypovolaemia, Oxygenation, Tension pneumothorax & cardiac Tamponade) management, a principle that has been proven to deliver an increased number of survivors from trauma (Dawes and Boylan, 2013). I highlighted that the message we received described a stabbing involving the chest, and that one of the procedures available to our team was that of the Resuscitative Thoracotomy, a surgical procedure that is highly invasive, involving a deep incision across the width of the chest wall with division of the sternum to access the thoracic cavity. This procedure is undertaking extremely rarely, the indications are strict, with one of these being to manage suspected penetrating injuries to the heart. However, due to the anticipated time scale from injury to our likely attendance along with the nature of the call I believed this was a potential case where we may need to deliver it.
As discussed, this is an extremely invasive and rare procedure as such, I felt it was important that we had discussed this prior to the case to allow us the time to mentally model the procedure ourselves. In the twenty-five-year history of this specific BASICS team’s existence, this procedure had not been undertaken.

It was agreed that should the patient be close to ambulance access we be able to scoop and run that is what we would be do, as we were only a two-to-three-minute drive from the nearest ED, however we agreed that if we were not in such a position, and more importantly that the procedure was indicated, then we would proceed.

During this short conversation the ambulance that was on station pulled up beside us, having originally been tasked to another call before being diverted back to this incident. The Paramedic on board the vehicle informed us that they believed the scene had been made safe to approach, the ambulance proceeded to scene, and we followed closely behind.

Arriving at the location we had been tasked to it was clear that the incident scene was some distance away down an alley not accessible by vehicle, as such we vacated our vehicles and proceeded on foot. There were no Police vehicles located where we had parked, as such I questioned the safety of the scene. Our colleagues from the ambulance service started to run off down the alley, it was at this point I recognised the risk of the attacker or attackers being present, shouting to them to remain vigilant as I couldn’t see any Police Officers present.
The Alley was full of intoxicated individuals that had clearly witnessed something highly distressing to them, there was screaming, crying and panic all around with many of they trying to vacate the area.
Our team was able to catch up to our Ambulance colleagues just prior to arriving with the patient. At this point I highlighted that there was a real threat to us all, whilst recognised the immediate needs of the patient. 

On arrival with the patient there was a large number of bystanders present. With one security guard applying pressure to wounds, one undertaking CPR and another trying to manage the crowd. I rapidly recognised that this environment was not conducive to providing effective medical care, and we were too far to scoop the patient to the safety of the ambulance. Based on this information I made the decision to shout commands to the crowd to back away, to regain control of our environment. This bought us enough space where I was able to suggest we moved the patient from the wall he was near to the middle of the alley, granting us the 360-degree access to the patient, simultaneously releasing the two security guards that were providing first aid to provide security for our team.
It was evident from our initial assessment that the patient was in cardiac arrest, he was ashen with no signs of respiratory effort.
It was clear to me that two of the three Ambulance Service colleagues present were overwhelmed by the gravity of this incident to provide them both with a sense of control I tasked them to undertake the immediate tasks required in these situations, that were within their competencies, with the goal of providing them time to settle into the incident: Clothes Off, Oxygen On, Monitoring, and intravenous Access (COMA). The remaining ambulance clinician that was displaying clearly that she was not overwhelmed was tasked with the role of securing the patients airway. Once clothes were off, I tasked our consultant with undertaking POCUS for the assessment of a cardiac injury, concurrently myself and our junior doctor assessed for injuries external injuries. Monitoring provided us with an electrocardiogram readout of an A. Systole rhythm, also known as a flat line.
With injuries visible to the chest myself and the junior doctor each undertook a procedure known as Finger Thoracostomy, one on each side of the patient’s chest. Not to be confused with the RT previously mentioned, this is a simple surgical procedure where air or blood trapped between the lung and the chest wall can be released through a small hole placed in the side of the chest, to optimise ventilation and reduce cardiac strain. Our of individual procedures resulted in the assessments of “Lung Down” bilaterally, assessed by placing a finger through the hole created to palpate lung tissue. Blood was not noted by either of us, leading us to suspect tension pneumothorax as the cause of the cardiac arrest. On release of the air from these holes the patient’s rhythm changed from A. Systole to PEA (Pulseless Electrical Activity). This is an improvement, however still of significant concern, as the term suggests, the electrical aspect of the heart was working, but blood was not being moved.
It was at this point our consultant had managed to gain a view of the patients’ heart by POCUS. There was a clear sign that the patient had a cardiac tamponade, where there is a collection of blood in the sack that surrounds the heart, stopping it from pumping blood effectively. Between the three of us we quickly weighed up the options available to us, I advised that I felt that if there is ever a case for a RT, this was it, stating that I felt that it was this patients’ best chance for a meaningful outcome.
By this time Police Officers had joined us on scene too, I recognised that this procedure will be potentially traumatic to those around it, taking this opportunity to brief the team.
I advised that we, the BASICS team, would like the assistance of our ambulance colleagues with a highly invasive time critical procedure, the chance of survival was slim, however that not undertaking the procedure would without doubt result in death (Rhee et al., 2000, Davies and Lockey, 2011). I afforded the opportunity of those that didn’t feel that they could view this to step out.
The procedure was undertaken rapidly, with a blood clot being removed from the pericardium, the heart began to beat, and the patient experienced a Return of Spontaneous Output (ROSC). A wound to the heart muscle was discovered, requiring digital pressure to control bleeding.
The patient was at this point rapidly transferred to the nearest ED, where he received surgery within the ED by a consultant of cardiothoracic. Here I continued to support our hospital colleagues by means asking the nursing staff how I could best help them. It was requested of me to support them by means of collecting blood produces from hospitals blood bank as they were transfusing products quicker than they were being resupplied by the one available porter.
Unfortunately, the wound made from the initial attack was too big to be successfully closed, and the patient later died
Following the incident, we joined ambulance and hospital colleagues in a debrief of the technical and non-technical elements of this case.
It was highlighted that the team felt that one of the things most appreciated was the brief that I provided prior to undertaking the RT, where they were invited to assist. One negatives that highlighted was my rapid task allocation, as at times they felt overwhelmed, however they did note that this likely resulted in part to a call-to-hospital time of twenty-six minutes. Nursing colleagues appreciated my willingness to support them with the collection of blood products, stating that it assisted by reducing task load, as benefiting them by maintaining a full team in the resuscitation bay.

Feelings
Whilst being disappointed with the outcome of this case, whilst being proud to have been able to perform a procedure successfully in extremely challenging circumstances and deliver the patient then alive, whilst unconscious, to the hospital. I remain grateful for the support of all team members during what can only be described as the most stressful incident I have attended in my career to date. I felt honoured that a consultant of anaesthesia and intensive care with PHEM training afforded me the opportunity to lead the team on this case   
I was disappointed that my allocation of tasks had resulted in the team feeling somewhat overwhelmed, however I appreciate now that this was the case, feeling somewhat guilty for my actions to this regard. I am grateful however that those individuals felt that they were able to raise this concern with me, giving myself the opportunity to address this issue in future cases. I was relived at the end of this case that we had not experienced any conflict among any team members and myself, as I find this a challenge to address effectively.

Evaluation
I could not have expected this incident to have gone as well as it did. To achieve ROSC on this patient following an open chest procedure in a dark alley under headtorch conditions was entirely unexpected. This was even more incredible as the team that formed on this occasion had not worked together prior. Further to this the support I received from team members was unwavering, with each member displayed commitment to the cause throughout the case.
As previously discussed, my colleagues may not have expected a RT to be undertaken, however I ensured that I sheared my mental model and stated the facts that pertained to the patient to enhance the message that this needed to be undertaken was received.
I believe I was able to demonstrate effective leadership in this case, by means of appropriate task allocation to those who were both competent and capable, achieving buy in from colleagues with my vision, all tasks were achieved within an acceptable timeframe, and this was undertaken without conflict developing between myself and team members. I was authoritative by means of projecting these leadership qualities. Despite my forthcomings of overloading some members at times, I believe that my leadership of this incident was overall a success.
I believe the greatest quality I demonstrated, and of particular importance in this case was that of compassion, by means of offering those that may wish not to witness the procedure an opportunity to step away.

Analysis
Asking the team to undertake the COMA tasks at the start was key to the rapid progression in treatment of this patient, however I recognise that loading team members with a significant workload can result in them quickly being overwhelmed. However, cases such as these often don’t afford the time required to constantly monitor team members and allocate tasks on completion of another. Requesting these tasks to be achieved, did provide me some time to assess the situation fully and review the interventions that were needed next. 
Providing the team brief was successful and allowed colleagues from both the Police and Ambulance Service to decide if they wished to witnessing or partake in the procedure, and to what extent. I am confident that had I not addressed this in the way I did, I would not have enjoyed the support of many on the team.
I recognise that I provided limited opportunity for the team to be creative in this case, I am unsure however if this case was one for relatively novice providers to be afforded that opportunity. To further analyse how my personality may have impacted on this case I have undertaken the Thomas-Kilmann Conflict Mode Instrument which showed strong Accommodating Avoiding and Compromising tendencies (Thomas and Kilmann, 2022, P4).

Conclusion
I have demonstrated many areas of good leadership within this case. I believe the model I applied, whilst unaware at the time, was that of situational leadership. Where I was able to adapt to situations as they arose, leading the team effectively for the most part.
This case required an adaptive style of leadership. At times I was direct and authoritative, as demonstrated with my communication to the public, due to the urgency to achieve a safe working environment. I engaged with my BASICS colleagues collaboratively on the decision to undertake the RT, following this up by sharing my vision with colleagues from the ambulance service and asking them to support us moving forward, with this. This was done with compassion to those that may not be comfortable with viewing the procedure.
I now also recognise the application of elements in line with servant leadership in this case, where I asked the ED nursing colleagues how I could best help them, ultimately being tasked with the retrieval of blood products from blood bank.
I lacked the emotional intelligence to recognise when I was overloading my team when allocating tasks. This assessment is supported by my Insights Discovery profile, which highlighted a “Let’s do it and not talk about it’ approach to work, that others may find difficult to handle” (The Insights Group Ltd, 2021, P12). In contrast my profile does not corelate with many of the activities I have demonstrated within this case, where “recognising the need for heightened urgency in some projects” and the need to ask “more forcibly for his needs and wants” were not evident in this case (The Insights Group Ltd, 2021, P15). The profile set out classifications for our conscious and less conscious position on a wheel of personality types, with my results demonstrating Supporting Coordinator and Observing Coordinator respectively, which I believe fits with my actions in this case (The Insights Group Ltd, 2021, P20).
It is important that I recognise my biases with regards to conflict resolution, whilst conflict didn’t feature in this case, my TKI report demonstrated that I lack Competing and Collaborating traits, which will leave me venerable when conflict arises and my strong Accommodating and Avoiding traits may fail me (Thomas and Kilmann, 2022, P4).

Action Plan
Having reflected upon the conclusion of this case I have noted that I have several areas that require personal development to improve as a leader. To optimise my learning and development I have undertaken a Mumford and Honey style questionnaire which has shown that I displayed a weak preference towards being the Reflector quadrant with the Theorist and Activist coming in joint second. It is to this end that I have selected development opportunities that best suit these styles of learning, creating a bespoke Personal Development Plan (PDP) as shown in  Appendix 2. Key among these developmental areas is that of emotional intelligence.
Whilst I do not have my own team members that I am responsible for day to day within my role as a STP, I do support the teams of my SP colleagues through the trauma desk, as a result I have developed an action plan to support colleagues with a review of the Major Trauma Triage Tool, as we are now approaching 2 years since the RTN was implemented, offering the opportunity to address concerns of over triage. Due to my role withing my organisation as a senior clinician I have been approached on several occasions to support colleagues with airway management training. I believe this would be a missed opportunity to improve patient care, should I not support staff, I have therefore included this into my PDP.

To conclude, in writing this assignment I have been afforded the opportunity to reflect upon my own leadership skills, gaining an understanding of my strengths and weaknesses. I am now better prepared for my role as a leader within my organisation, to actively participate and effect the change that the NHS of the twenty-first century both expects and will require to overcome the challenges it continues to face and are unlikely to disappear any time soon. I have been forced to step out of my comfort zone, to challenge my beliefs and values, explore feelings and critique my own performance as a leader.
Whilst recognising I require time to further develop my leadership skills and knowledge to become the leader I aim to be, I am grateful for the opportunities this assignment has provided me to learn more about my shortcomings. With regards to overloading colleagues, I recognise my need for to develop my understanding and application of emotional intelligence. I am keen to seek further knowledge in this field and to share it with colleagues to enable our team the opportunity to better serve those that we engage with.
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Appendix 1 – Abbreviations

AP		Advanced Paramedic
ASO		Area Support Officer
BASICS	British Association for Immediate Care
CEO		Chief Executive Officer
CoP		College of Paramedics
CRM		Crew Resource Management
DOM		Duty Operational Manager
EA		Emergency Ambulance
ED		Emergency Department
EMT		Emergency Medical Technician
HCPC		Health and Care Professions Council
HEMS		Helicopter Emergency Medical Service
JRU		Joint Response Unit
MTC		Major Trauma Centre
NHS		National Health Service
NQP		Newly Qualified Paramedic
PDP		Personal Development Plan
PHEA		Pre-Hospital Emergency Anaesthesia
PHEM		Pre-Hospital Emergency Medicine
POCUS	Point of Care UltraSound
ROLE		Return of Spontaneous Circulation
RRV		Rapid Response Vehicle
RT		Resuscitative Thoracotomy
RTN		Regional Trauma Network
SP		Senior Paramedic
STP		Senior Trauma Paramedic
TU		Trauma Unit
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Appendix 2 - Authors Personal Development Plan

	Development area 


Leadership Skills
-Further understanding of Leadership








Leadership Skills
-Emotional Intelligence















Leadership Skills
-Leadership in high stakes environments







Leadership Skills
-Continued Professional Development







Leadership Skills
-Challenging conversations









Personal Skills
-Motivation








Personal Skills
-Enhance Clinical Competence and Knowledge





Team Development
-Airway Management











Team Development
-Trauma Desk Contact
	Development activity and date to complete 

-PGCert in Professional Practice (Leadership in Emergency Service)

-Complete course (August 2022)






-Review and reflect upon emotional Intelligence and its relevance to my practice (June 2022)


-Undertake a 360-appraisal by September 2022 







-Read in full: “Peak Performance Under Pressure: Lessons from a Helicopter Rescue Doctor” by Dr Stephen Hearns. (July 2022) 



-Mary Seacole programme – NHS Leadership Academy
(July 2023)






-Handling Difficult Conversations -Management training centre (January 2023)








Read in full: “Extreme ownership: how U.S Navy SEALS Lead and Win” by Jocko Willink and Leif Babin. (October 2022)





-Undertake an appropriate clinical MSc
(Starting September 2023)





-Organise Airway Management sessions for colleagues to attend with the goal of developing practitioner competency to better care for their patients






-Refresher session on the correct application of the Major Trauma Triage Tool (September-October 2022)
	Resources/ support required

-Dedicated time to attend both online and written elements

-Peer support from colleagues also undertaking this qualification




-Time required to be dedicated to research and study.




-Support from my line manager to collate and anonymise feedback

-1 to 2 Days






-Time dedicated to reading






-100hrs online learning

-3day workshop

-£995 Course fees





-Protected time (not published)
- Course fees (not published)








-Time dedicated to reading

-£16.29 book cost







-Line management support for protected study time






-Equipment: Appropriate mannequins and supplies

-Educational Material

-Dedicated location for the event to be held

-Staff to attend


-Location to hold sessions with staff

-Ability to advertise the event

-Access to projector and screen

	Measures of success


-Being awarded the PGCert in Professional Practice (Leadership in Emergency Service)








-Feedback from staff, colleagues and line managers
-Personal reflections on cases


-Complication of the 360-appraisal accompanied with an appropriate personal reflection





-Completion of book
Increased knowledge 







-Successful completion of the programme








-Successful completion of the course










-Completion of book

-Increased knowledge 








-Completion of selected MSc







-Feedback from staff
attending

-Improvement in “first pass success” and a reduction of adverse events






-Feedback from Trauma Desk colleagues on the appropriateness of calls to the desk
	Review method & review date

-Complete assignments and course, August 2022









-Personal Annual Development Review (PADR), October 2022




-Self assessment 1st September 2022, 
-Personal Annual Development Review (PADR), October 2022





-Self assessment
-1st September 2022







-Self assessment
-1st August 2023








-Self assessment
- 1st February 2023










-Self assessment 

-1st October 2022








-Review April 2022 to select an appropriate course






-Seek feedback from those attending

-review quarterly (ongoing event)








-Review January 2023 to allow period of adjustment by staff





