Authenticity and the role of the leader 





















Student number: 2031096
Module: BMP7021
Word Count Critical Evaluation of five leadership styles: 3220
Word count Reflective Assignment: 5217








A Critical evaluation of five leadership theories.

Introduction

Leadership is first defined in the Oxford English dictionary in 1821 as the position of a group of people leading or influencing others within a given context, whilst Blanchard and Johnson, (2012) describes “The Key to successful leadership is influence not authority.” This paper will critically evaluate five of the leadership theories and their relevance to the heath care setting with the author is employed. 

The five leadership theories to be examined are the leadership styles I have encountered during my career within the ambulance service, they are authentic leadership, transformational leadership, ethical leadership, compassionate leadership, and finally transactional leadership. 

 Ethical Leadership
Brown, Treviño and Harrison, (2005) define ethical leadership as: The demonstration of normatively appropriate conduce through personal actions and interpersonal relationships, and the promotion of such conduct to followers through two-way communication, reinforcement, and decision making. In 2006 Brown and Treviño, (2006) went on to characterise ethical leaders as honest, caring and principled individuals who make fair and balanced decisions the “moral manager and the “moral person”. Whilst being widely accepted as the definition to me it does not plainly imply either ethical, moral or integrity leadership. 

One of the key characteristics of ethical leadership is the fundamental belief that the leader shows a moral compass to their staff with the overarching view that not only do they follow that compass within the workplace but with the hope it transcends and transposes to outside the work environment. This is believed to improve moral, increase production, reduce workplace discord, and increase harmony. 

Ethical leadership can be seen as overlapping with transformational leadership according to Turner et al., (2002). They found that subordinates perceive leaders with higher moral reasoning to be more transformational, likewise transformational leadership has been related to leader integrity (Parry and Proctor-Thomson, (2002). 

Whilst ethical leadership within the private sector is recognised within many FTSE and NASDEQ companies such an example being Starbuck CEO Howard Schultz (Nicole Davey Makris, (2015)) to transpose ethical leadership in its entirety into the public sector can be challenging and difficult.

 I recognise that many middle and middle senior managers within the National Health Service (NHS) try very hard to emulate the ethical leadership ethos, working hard to build relationships with their teams and showing ethical leadership traits to ensure their staff feel supported and well lead. However, whilst senior managers with the NHS may well wish to demonstrate the ethos of ethical leadership with the system of target led medicine and general challenges it isn’t an efficient way to lead within the Health Service. With NHS targets first put in place in 1991, and some 600 additional targets introduced later in the decade the challenges faced by senior managers became significant (The NHS Plan, 2000). The requirement to achieve national targets by improving patient assessment, throughout and experience across the wide ranging services of the NHS it is argued could not be achieved by ethical leadership. It should be considered without this leadership model within the NHS you cannot achieve the target driven ethos. 

Middle and senior managers still exhibit the traits ensuring that their care and compassion both to patients and staff are present. Ensuring that their behaviour and trust in their leadership is present with more junior staff, and that it is cascaded through the workforce. They see themselves as role models for their staff and the work ethos to maintain and raise standards in healthcare, improving patient care and reducing clinical risk.

With an introduction of new middle management roles with the ambulance service leading by example, promoting best practice whilst encouraging open dialogue with other healthcare professionals has to be beneficial to patients, staff and the wider service. Increasing openness and communication with colleagues to allow them to understand the overall objectives whilst seeing the ethical leadership of senior staff can only see an improvement in care and outcomes and formulates a unique opportunity to lead front line staff.

Transformational leadership 
According to Burns, (1978), transformational leadership is a process in which leaders and followers help each other to advance to a higher level of morale and motivation. He claimed that it redesigns perceptions and values and changes expectations and aspirations of employees. Variants of transformational leadership have been proposed by a number of theorists including Bennis and Nanus (1985), Bass (1985, 1996) and Tichy and Devanna (1986,1990).


Bass, (1985, 1996) defines it terms of the leader’s effects on followers and how their behaviour is used to achieve to influence this effect. Followers can fell tryst, admiration, loyalty and respect towards their leader and are motivated to do more than initially expected. 

Yukl, (1999) identifies that there is considerable ambiguity about the essential behaviours required to be a transformational leader, but it seems likely that they would take actions that will empower followers and make them partners in a quest to achieve important objectives.

Alban-Metcalfe, (2018) refers to a subset called engaging transformation a leadership which is shown to have a positive impact on staff motivation and job satisfaction. The principles of the model are servant leadership supporting others enabling them to become leaders and cells and displaying transparency and integrity as opposed to heroic leadership it emphasise is the requirement to remove barriers to communication and sharing of ideas both within teams and external partners there must be respect for other peoples views concerns experienced perspectives and a willingness to listen and take them on board this should be an environment that encourages people to come up with new ideas to be innovative and experimental and that the culture should support personal development.

Bigelow and Arndt, (2005) state transformational change is defined as radical change introduced by visionary leaders at the level of the organisation. They go on to describe it as ways to break the current organisational frame and to think outside the box of dominant ideas (Goes et al. (2000). At the top tier of the organisation it involves a complete rethinking of how the organisation is structured and managed and the rejection of normal practises the organisation will redefines itself independently.

The Welsh Ambulance Services NHS Trust (WAST) since its inception in 1999 has been subject to two major reviews undertaken at the request of Welsh Government. McClelland, (2013) offered a number of options to move the Trust forward which included the establishment of a ambulance service commissioner sitting outside the service but with direct responsibility for commissioning the service via local health boards. Shortly after this report WG appointed a new Chairman of the Trust, a well-known transformational leader within his previous field who went on to appoint another experience transformational leader to rebuild WAST into it’s current iteration. These leaders changed how the organisation viewed itself, how its staff were viewed and I would suggest that for the first time staff we’re engaged in the change process. They were encouraged to take park in shaping the service to make it more fit for purpose and to provide a better service to the people of Wales. The transformation was almost palpable at all levels. 

As the title suggests the transformation of the Trust from a failing service on the brink of being dissolved by WG to the service we see today is stark. Staff were encouraged to come up with new ideas, new process to deliver bet healthcare. Areas for investment were identified and funds sort from government. Partnership working between trade union partners and management became the norm, rather than the pitched battles that proceeded the appointments. Corporate governance was put high on the agenda to ensure the rigors of external scrutiny were correct. Staff at all levels felt motivated, involved, there was significant changes to the perception of senior managers and middle managers were encouraged to participate fully with the change and undertook professional development. It was the most significant change I had seen in leadership style during my service.  

Authentic leadership

Authentic leadership is still forming as a theory and is not fully defined with continuing research into the model. With people’s insecurity it feeds the desire to have leaders who are honest and “good” (Northhouse, (2018)).  Whitehead, (2009) defines it as definition of an authentic leader is adopted as one who: (1) is self-aware, humble, always seeking improvement, aware of those being led and looks out for the welfare of others;
(2) fosters high degrees of trust by building an ethical and moral framework; and (3) is committed to organizational success within the construct of social values.” Gardner et al., (2011) lists 13 definitions of authentic leadership all with own nuances and thoughts.

George, (2004) suggests authentic leaders are said to demonstrated passion for their purpose, practised their values consistently, and lead with their hearts as well as their heads. They established long term, meaningful relationships and have the self-discipline to get results. they know who they are. They are believed to have a strong moral compass. George goes on to say in an published interview that leaders should start with a series of questions, “Do I Want to serve? Do I want to accomplish something? Do I have a deeper sense of purpose?” (CFA Institute Enterprising Investor, 2017)

Northhouse (2017) suggest authentic leaders have a sense of purpose knowing what they're about  and where they're headed. He further suggests that they are passionate people who are interested in what they are doing and inspired and intrinsically motivated and that they care deeply about the work that they are doing. It is suggested that they are more interested in ensuring that the company succeeds even if detrimental to themselves. Authentic leaders are known to have values and they won't compromise on them. They are self-aware and transparent and they are able to inspire loyalty and trust from their employees by constantly displaying who they are as an individual. 

Authenticity in leadership is shown to have 8 sub dimensions – integrity, building trust, ethics, aligning values, conversation, empowering, self-awareness and challenging (The Five Dimensions of Authenticity, 2017). Authentic leaders are shown to have strong self-awareness, as a leader its essential that you have a strong sense of self to demonstrate authenticity to your colleagues. 

Undoubtedly authentic leadership is present within WAST, however it is not a leadership style I can readily identify above that of a first line manager to operational staff of all grades, but probably without the realisation that they are displaying the attributed of an authentic leader. They have the ready ability to show many of the associated traits such as integrity, building trust, ethics, empowering and self-awareness but this is more about them as clinicians and fellow ambulance practitioners then identifying themselves as ethical leaders. 

Rosh and Offermann, (2013) point out that this can be fraught with difficulties and witnessed myself that the disclosed can by double edged. Whilst allowing the person to be perceived as part of the team the disclosure is often not consistent with the cultural and ethical norms of our organisation. 

There will be ethical leaders within the senior management of the service, but none are immediately recognisable from the various definitions to myself but undoubtedly there is some overlap with the other leadership styles. 

Compassionate Leadership

Poorkavoos, (n.d.) states “compassionate leadership is more than just being a compassionate individual and caring for a colleague who is pain. A compassionate leader, as well as being a compassionate person, encourages compassion and caring in the wider organisation. A compassionate leader encourages employees to talk to one another about their problems and to provide support for one another. Compassionate leaderships is about a) bring a compassionate person and b) trying to create a culture whereby seeking or providing help to alleviate a suffers pain is not just acceptable but is seen as the norm.”

The Roffey Park’s compassion in the workplace model shows the compassionate leader as alive to the suffering of others, non-judgemental, tolerating personal distress, empathetic and taking the appropriate action.

Frost et al., ((2000), puts forward the theory that compassionate leaders allow feelings to guide actions, rather than the reverse. However Lilius et al., (2008) highlight that without compassionate leadership without compassionate leadership in the workplace this can lead to a negative overall workplace experience and therefore a negative impact on the employees. 
The NHS Long Term Plan (2018) acknowledges that evidence shows that the quality of care and organisation performance are directly affected by the quality of leadership and the improvement cultures leaders create. It also places a key objective to  develop and embed cultures of compassion, inclusion and collaboration across the NHS.

Bailey and Burhouse, (2019) suggest there is a growing evidence base and a range of studies that show compassionate and inclusive leadership, together with organisational development can lead to improved performance. 

The Kingsfund (2019) published a document entitled the “Five myths of compassionate leadership” looking at compassionate leadership within the NHS It emphasises the point that virtually all NHS staff are committed to providing high quality and compassionate care, and the workforce probably represent the most motivated and skilled workforce in the whole industry. They suggest that compassionate leadership is viewed as an end to tough performance management, but actually compassionate leadership means creating the conditions through consistently listening, understanding empathising and helping – to make it possible to have tough performance management and tough conversations when required. That compassionate leadership ensures a collective focus and collective responsibility for delivering the best care to the patient. 

The broad context of compassionate leadership can be seen at every level of WAST. Clinical staff are motivated to provide the best clinical and social care they can for the patients, likewise those involved in front line processes such as our clinical contact centre staff and administration staff. As previously indicated there still must be that level of leadership and management, whilst being compassionate, addresses difficult performance management issues. There are significant challenges throughout the NHS from pressures on primary care through to secondary care and with the Covid-19 pandemic and associated backlogs that have occurred these challenges will not reduce for some considerable time. There can be a blurring of the lines between compassionate leadership and leadership which is need to ensure that the core function of an ambulance service, namely the preservation of life and delivery of high quality care and treatment in a timely manner must be maintained for public safety and confidence in the service. 

Transactional Leadership


This style of leadership is first described by Weber in 1947. It was initially described as  Bureaucracy is “exercise of control on the basis of knowledge.” It is the stuff of rational legal hierarchical power, the bureaucratic leader. (Weber, Talcott Parsons and Henderson, 1947, p.339) Burns (1978) introduced the term transactional to describe the leadership model. The leadership model is described as focusing on the exchanges that occur between leaders and followers (Bass (1985)). McCleskey, (2014) states These exchanges allow leaders to accomplish their performance objectives, complete required tasks, maintain the current organizational situation, motivate followers through contractual agreement, direct behaviour of followers toward achievement of established goals, emphasize extrinsic rewards, avoid unnecessary risks, and focus on improve organizational efficiency. In turn, transactional leadership allows followers to fulfil their own self-interest, minimize workplace anxiety, and concentrate on clear organizational objectives such as increased quality, customer service, reduced costs, and increased production (Sadeghi & Pihie, 2012).
It is argued that transactional leadership practices lead followers to short-term relationships of exchange with the leader by Burns (1978). The relationships are shallow and often create resentments between the participants. It is seen by some scholars as a one-size-fits-all universal approach to leadership (Beyer, (1999)). 
This is the style of leadership during the first part of my career that I identify with. Ambulance leadership at that time was autocratic, dictatorial and had minimal positive impact on the majority of staff. It led to lower moral and a them and us culture. 

Conclusion 
The five identified and discussed leadership styles critically analysed in this paper are all identifiable styles I have experienced during my career within WAST. The Transactional style actually led me on the journey of becoming a manager, not because I agreed or supported the style, but more having been challenged by my then line manager with if you think you can do things better and differently then you have a go. So I did. The intention was to become a more engaging leader, listening to my team, a more open leadership style which is more identifiable with the compassionate leadership style together with the ethical leadership. 

WAST has travelled a long way since I joined the service in 1994. It was perceived as having a transactional leadership, with the other mentioned leadership style only being shown by a small minority of leaders within the organisation, who were generally “parachuted in” to the organisation as they had proven leadership abilities in other services and were seen as being able to deliver the result is incumbent management team required – thus appointed on a results basis more than their leadership ability. 

This, as indicated earlier, changed in the mid 2010’s with two transformational leaders taking over the running of the Trust in the positions of Chair and CEO. This changed the organisation in a relatively short period of time moving from target driven management to outcome driven management concentrating on the clinical care the service provided. 
This intern increased the moral and job satisfaction of the clinical workforce who recognised the change of direction and welcomed it. It allowed career progression for individuals on merit rather than those whom it was perceived were a safe pair of hands and would tow the line to achieve the results required. 
While Bass and Bass, (2008) argues that  purely transactional organisations will give way to transformational ones as more modern leaders become more innovative, flexible and adaptive it was apparent that there was a signigicant need to change within the organisation. It was also noticeable that whilst the new leaders within the organisation were keen to learn from the experience senior managers that were present, they also expected those managers, with support to change their management style across quickly to transformational, and those who couldn’t or wouldn’t were replaced quickly. This sent a clear message to managers that whilst there would be nurturing and compassionate leadership, the managers themselves had to move from transactional to transformational to assist with the journey of service improvement and patient, not target first management. 

The NHS Long Term Plan (2018) commits to do more to nurture the next generation of leaders but supporting and developing them. It also identified that while developing people it will do more to develop and embed cultures of compassion, inclusion and collaboration across the NHS. 

With the Covid-19 pandemic far from over NHS leaders are facing unprecedented demands on all services. Leadership is going to be key not only to maintain service provision, but also it plan future provision in a largely un-predictable world. As always, the key to service delivery is the NHS’s greatest assets – it’s staff. Over the last 18 months the workforce has been severely tested and challenged. Staff will look to their leaders for clear direction to move the organisation forward, promoting good healthcare, patient centred approach and a caring and compassionate figurative arm around the shoulder of its workforce to steady and support.  




Critical reflection on my leadership career experience in the Welsh ambulance Service


Introduction


My journey through leading and being led has been influenced by my ability and desire to engage with others to deliver high quality work.  To make changes for better of colleagues, patients, and the organisation. This journey will be outlined showing the leadership models that I have experience and worked under in my career to date. It will explore how the different leadership models have shaped that career and highlight both the negatives and positives in the journey. As once said “Keep exploring. Keep dreaming. Keep asking why. Don’t settle for what you already know. Never stop believing in the power of your ideas, your imagination, your hard work to change the World” Barack Obama (2015). 


 	I joined the Southeast Wales Ambulance service in 1994 as a direct entry trainee paramedic – the first in the history of any ambulance service in Wales. I had been employed for the previous six years as a communications officer working for two of the UK’s largest police forces – The Metropolitan Police and the then South Wales Constabulary.

My employment prior to joining the ambulance service was within a well embedded authoritative leadership styled organisation. Policing back in the 1980’s and 1990 was not known for embracing leadership models and concentrated on you being informed what you were doing, and you went and did it. On joining the ambulance service, I expected the same authoritarian leadership model which was there but to a lesser extent than within the police service. 

I spent the early part of my career focusing on the task in hand, becoming an expert paramedic. The education structure was a mixture of classroom-based input via lectures or PowerPoint, combined with clinical placements within the hospital setting. Proficiency was proven by a mixture of practical and written assessments set out by the then regulating body the Institute of Health Care Professionals. It was during this time I saw and experienced first-hand the failings of the authoritarian leadership model. Lewin, Et al, (1939) in their leadership style triangle cite authoritarian leadership as too controlling, reactive(fight) showing unreliable performance, high tension and low morale. A description that was apt at that time.

Prior to the commencement of my paramedic education there was a sustained effort by a senior manager to influence the outcome of the course not in my favour. This was down to a clash of personality which went back prior to me even entering the service and came to light in an interview for a position several years before. However, whilst the initial response I felt was outlined by Lewin, I was able to turn those associated negative feelings into those associated with what he describes as a democratic. I became focused to succeed showing self-determination, high performance as shown in the democratic style of Lewin’s leadership style triangle.

After successfully completing my training as a paramedic my efforts changed and instead concentrated on becoming an experienced paramedic, seeking to become an expert in the arena. This on reflection was an incorrect assumption. Benner (1984) suggests that time spend in a job may well produce competence but not expert status. Indeed, it was put even more succinctly by Salmon (1985) who suggests that twenty years’ experience can be a single year’s experience repeated twenty times. I remained as operational paramedic for the first thirteen years of my career and was happy to do so with no aspirations to progress. 

In 2003 I began working part time as a University Lecturer at the then University of Glamorgan (later to become University of South Wales). I was an hourly paid lecturer and worked the police sciences programme. The leadership model there was something I had never experienced before. It was based around situational leadership (Blanchard and Hersey 1973) where the individual adapts their management style to each situation. As Blackwell and Gibson, (1999) point out followers need to be both willing and able to take responsibility and need to have the support of leadership within the organisation. On reflection this fitted into the High-relationship/low-task leader behaviour of Blanchard and Hersey’s (1973) model where leaders and followers share in decision making through two-way communication, facilitated behaviour through the leader since the follower has the ability and knowledge to do the task. 

One of the huge benefits afforded to me was a paid Certificate in Education course. I completed this through the University of Newport with all my teaching practise sessions being facilitates through the University. I became engaged  with teaching methods and theories which have a direct crossover into leadership. This qualification assisted in my development as a person and as a leader.                                                                                                                                                                                                                                                                                                                                                                                                                                       

My initial leadership role was to be for a short period in 2009, not long term. One of the key understandings I brought to the role was how poor leadership in the past had led to a mixed combination of emotions and actions from not only myself, but colleagues and peers alike. Staff had been subjected to an autocratic leadership model with no real reward or thanks for success, but with plenty of admonishment and threats for failure. De Hoogh Et al, (2015) agrees that autocratic leadership, through its effects on power centralization within a team can have a negative influence on both performance and climate. Reducing the effectiveness of the team to deliver both high quality work and productivity. This was evident when I took over the small team of twenty-two staff. They had become disenfranchised from the local management teams, and the Service as a whole. There was open hostility between management and front-line staff, with staff being routinely admonished Infront of their peers for their individual failure to achieve certain key performance indicators (KPI’s). It was commonplace for a league table to be printed and published on workplace notice boards for emergency service staff showing their performance in certain KPI’s with the staff at the bottom of the table to be further singled out by having their scores highlighted. Chamberlin, (2013) rightly re-affirmed that how your staff are treated and managed affects how they in tun treat their clients, colleagues, and managers. Marks and Spenser (Bevan 2007) states “If you want to know how your employees are treated, ask your customers.” The team were driven hard with little thought of how that affect them as individuals and what the likely onward effect was on patients. Moral was low, and this was to the detriment of patients who instead of having well motivated and enthusiastic staff, were faced with staff who merely turned up and did what they had to do.

Being  familiar with Maslow’s (1943) hierarchy of needs which requires the lower tiers of the pyramid to be achieved before individuals achieve the self-fulfilment needs of the pyramid. It was apparent that even the basic needs of my colleagues were not being met, indeed they were being constantly being undermined and eroded. As referenced by Schein (1984) Local organisational culture may differ significantly from the written organisational culture offered by senior leaders who are often remote from some areas of workforce. Without the lower hierarchy of needs being put in place there was little chance of progressing up the pyramid. At best their psychological needs were met as they were able to secure the food, shelter, and sleep but in other ways this was diminished as they were made less than secure in their employment which for some also had an impact on their mental health. It was easily identifiable that the team had to have this constant black cloud looming over them lifted, if only on a temporary basis. 

My idea was to follow a situational leadership model, where staff would be intrusted to carry out their work effectively and efficiently with the knowledge that not only would they have more freedom to act, but they would have my support and I would provide a buffer between them and the locality management team. It was the participating, facilitating or collaborating style of situational leadership. It was in all essence freedom to act with the buck stopping with me. The staff had the ability to  perform the tasks in question they just needed to rediscover their commitment and motivation to do so.  I knew this had limitations, that senior managers would only allow me so much leeway before demanding involvement, but also, I knew the character of the staff in my team. I knew who was likely to take advantage of the situation for their own benefit and how they were likely to do it and they needed to be monitored closely. 

I completed the initial phase of my temporary role with some notable successes. Absence rates we’re lower, performance had improved and there had been a reduction in issues raised by clinical contact services via the internal DATIX system. This together with an increase in unit hour production – an internal measure to show how many hours of a shift a team were available – showed that the initial leadership I had shown had seen some improvement, this led to me being asked to stay in the leadership role until the internal restructure of front-line leadership had been completed later that year. 

Later in the year the organisational change had been completed, and the station supervisor role was to be replaced with a new role a clinical team leader (CTL. The role was designed to manage the clinical effectiveness of the staff with a significant emphasis on the clinical care they provided to patients, together with the enhanced skills to leads the team in critical incidents such as cardiac arrest and major trauma. The role was to concentrate less on the mundane management of polices such as absence and capability which would remove the associated bureaucracy. 

I applied for the new permanent positions securing an interview which was led by the regional director. I secured a position as a new CTL however was told that I would be informed of which station I would lead after a review by the regional director. Within a week I had a phone call from him inviting me to meet him for an informal discussion around the new role and how I perceived it work with the area of Wales I worked. 

The regional director was easily identifiable as a transformational leader, a recent appointment within the service coming from London. But importantly had started his career within Wales, and whom I had previously met and worked with occasionally in Cardiff. He held the four identifiable characteristics as outlined by Bass and Avolio, (1993), idealized influence, inspirational motivation, intellectual stimulation, and individualised characterisation. He was extremely charismatic in his strategic and tactical leadership and totally understood how these would change the operational strategy of the organisation.  

He outlined his strategic aims for the locality and how he expected them to be placed into the place by his leadership team. It would be my role to come up with the operational plans and leadership to move them forward. After discussing the pro’s and con’s of which station I would take as a new CTL it was decided I would take the one I had been temporally in charge of.  The decision was taken after it was identified as being central to key performance indicators being met and that the improvements, I had put in place earlier in the year continued to work. The regional director outlined how he thought even further improvements could be made but made it clear that it was by strong leadership and empathy with the workforce not by utilising the old systems of autocratic management style. 

My management style continued to be of a mixture of transactional leadership, with the exception that there were few punishments, and transformational leadership style. But this was still very early stages of me becoming a leader. The team, although probably unaware of the actions being taken, were covertly rewarded for positive actions. When performance improved and complaints reduced blockages to leave managed by a resource department we’re removed. The ability to arrange their shifts around domestic issues and childcare were made easier. Behind the scenes negotiations of rota changes we’re taken out of departments hands who had to follow a strict protocol and solutions were put in place before they even knew there were issues or problems. This intern reduced the burden on other departments. Clinical leadership and mentorship became the norm. Staff were encouraged to participate in reflective practice and to identify any short comings in practise. A great deal of emphasis was put on the fact that they were not failings but identified educational or personal challenges which could be supported by peer review and mentorship and preceptorship. The more experienced members of staff, who were seen as the old guard due to the internal process by which they became paramedics, were being looked at with some distain by newly qualified university educated paramedics or student paramedics. This attitude was challenged with a gentle reminder that although not university educated, they had done the hard miles of experiential learning and that there was enough room for both within the organisation. Likewise, the well experienced staff were nurtured into supporting the on the job learning and coaching of new staff, this again had a positive influence on both sets of staff each learning from one another.

After a period of around six months having been embedded as the CTL with my team, I again was asked to attend a meeting the Regional Director, Myself, the regional director, and the locality manager met to discuss performance figures for the locality. I did have some unease about attending the meeting, simply due to the obvious friction shown towards the regional director from the locality manager. It was clear that there was a direct push from Welsh Government down through the organisation to improve response times in Powys but in particular South Powys as this was seen by the regional director as more achievable. During the conversation the time-honoured answer to the challenges of hitting a time performance in rural Wales were put forward by the locality manager, which a robust challenge that if we do what we continued to do then nothing will change from the director. During the meeting it became apparent that the director wanted a new plan formulated to achieve the target. The locality manager made the error of saying that he had done everything he could think of doing to achieve the results and in his usual style suggested if there were any other ideas someone should implement them. The regional director seized on the comments and brought me into the conversation. He asked for my thoughts and ideas on achieving the improvement. 

Weary of directly challenging my line mangers protestations of improving times, I cautiously suggested some improvements with regards deployment points, rapid response vehicles, improved unit hour production on days by re-introducing an additional resource which had been removed some years before and a greater use of advance paramedics and partnership working with primary care centres to reduce conveyance and improve referral rates. I was told to go away formulate a plan, do study, act model for formulating the improvements. 

I was fully aware that improving timeliness and referrals would now involve not just taking my team of 22 staff on the journey but taking the entire workforce of around 70 staff on the same journey. Moreover, it was clear that if this was to succeed that the key to success was taking my fellow CTL’s not only on the journey but also, they were key to ensuring they brought their staff with them.

Staff we’re weary of what was transactional theory, being rewarded for good work whilst not having the usual pressure on delivering on KPI’s was something that took some getting used too. They were also totally unsure about their CTL’s leading in such a way. It took some time, but after only two months of the new local model the first target set by the regional director was hit. One key factor to success was that the staff we’re never told that this was about hitting a target set by the organisation. It was never hidden from them, but I was experienced enough to know if they were pushed on hitting an organisational target then there would be little motivation for them to do so. Instead, we concentrated on patient cantered care. The patient was at the centre of everything the team did, to a timely response, to assessment and treatment and either the transportation to a hospital or the discharge of care to a doctor or self-care at home. This was the simple motivation which made the team try harder. Going back to Maslow’s hagiarchy of needs we transitioned the staff from being at lower end of the pyramid to much further up, with a great deal reaching the self-actualisation step of the pyramid. We encouraged learning and clinical discussions with a wide range of healthcare professionals and organised continuous professional development events for them to attend. This allowed them to gain in knowledge and experience and understand the wider context of health provision and where they sat within the system. We introduced a new a new clinical grade during the period – that of an Advanced Paramedic Practitioner. This was on the results of another PDSA looking at the benefits of the role in South Wales. 

My own leadership style again changed it moved towards transformational leadership. I relied less on transactional style of motivating staff by rewards but motivating them but ensuring they knew that it was the right thing to do for the patients. It also afforded me opportunities to engage with senior managers outside the ambulance service. I was invited to sit on a development group within the health board looking at improving patient experience in Powys. This together with monthly meetings with the health board medical director and the regional director allowed to see how senior leadership functioned and worked at strategic and executive level. 

It had an interesting knock-on effect. Our then patient care staff, whilst not directly involved in emergency care became involved as we utilised available recourses to transport patients that were deemed suitable by paramedics. In return the patient care staff became more interested in their work and their performance improved as well with regards hospital admission times and cancelled journey’s as they understood that they were an integral part of the system to improve all patient care. The PDSA cycle had proven efficient and effective. 

After the PDSA cycle of 6 months a decision was taken at a strategic level that although we had proven the cycle by changing the way we did things, it was costly and placed a burden on budget, so the additional resources, even though minimal, were stopped. The locality manager reintroduced some of the KPI’s and again passed on the pressure from above on him down the line to CTL’s and inevitably one or two passed this onto the staff below. The system went at best back to status quo, at worst it reduced effectiveness and efficiency again because staff felt that they were being punished on one hand for failing to hit strict performance indicators which didn’t necessarily contribute to patient outcomes of overall experience. 

In the early part of the following year there was an internal restructure of the service. The regional director remained, but the locality managers we’re required to apply for their positions on an organisational change basis. My locality manager decided not to apply and took retirement and was replaced by a locality manager who had successfully gone through the organisational change process. 

Whilst my previous leader and I had an understanding on the need to have transactional leadership with the staff, the new locality manager did not. Infact the authoritative leadership style returned with a vengeance which had an immediate impact on the staff who by now were well versed in the transactional style. A short time afterward a senior management restructure took place and the regional director was re-deployed to a new role. 

I remained as a CTL for the next 18 months, then I was invited to apply for a more senior position on a two-year secondment. My role would no longer be totally patient facing, I would if successful join the clinical support officer team who carried out clinical reviews and clinical investigations. But the main function of the role was to support and develop policy to increase out of hospital cardiac arrest survival across Wales. It would involve working with third sector partners to increase the amount of public access defibrillators across Wales as well as other initiatives.

Whilst the role appealed to me, there was something that appealed even more. The Head of Clinical Support was the previous mentioned regional director, who by his own admission had been moved sideways into the broom cupboard to lead a team of seven across Wales. Whilst some would have been deterred for going into applying for the post, for me the positives outweighed the negatives. 

After a vigorous selection process, I was successful in my appointment as a Clinical Support Officer. There were two huge negatives for me, the first having reduced contact with patients, but the biggest was that I had to leave a team I had built up behind. 

Yukl, (2002 p272) states “followers feel trust and respect toward the leader, and they are motivated to do more than they are expected to do.” This was certainly the case. There was almost a compulsion to take the role to learn how to lead. Bennis and Nanus, (2007) suggest that effective leaders are the ones that earn the trust of their followers, whilst Kouzes and Posner (1987) indicated that honest, integrity and truthfulness are the lead characteristics most valued. I suggest that is it a combination of both and a belief that the leader will afford you the opportunity to learn and develop. Bass and Riggio (2006) identify enthusiasm and optimism as key characteristics of an inspirational motivation.

Certainly, working for a transformational leader afforded me the opportunity to learn, understand and identify more leadership traits. It became evident that my manager also had the necessary charismatic leadership traits to manage difficult situations with external partners and commanded the respect of peers and colleagues alike. I was also invited to participate and present at meetings with senior representatives of the Trust board as well as to ministerial members of Welsh government. Whilst I did not have a team to lead since being promoted, I had ample opportunity to lead and show leadership on several internal and external projects, some of which won national awards, including team of the year from the British Heart Foundation where I led a transformational project in improving out of hospital cardiac arrest survival in Cardiff. 

I was tasked with completing another PDSA cycle, looking at improving Out Of Hospital Cardiac Arrest survival by recruiting a team who would be educated in leading out of hospital cardiac arrest within the Cardiff and Vale health board area. This would be a proof-of-concept study funded in partnership by a third sector organisation. The results would be delivered to the WAST board for consideration for an all Wales roll out strategy. This would require me to lead on the planning, recruitment, educational input, and day to day leadership of the team and collection of data. 

I recruited 8 paramedics to join the team, the application was an expression of interest followed by interview, there were 18 applicants. The educational programme was written and delivered, and the team went live. The PDSA ran for six months and saw cardiac arrest survival rate almost double in that period. The team were expected to show clinical leadership at scenes of cardiac arrest and make clinical decisions on the viability of resuscitation and the run the resuscitation attempt. 

There were several challenges to completing this this study which included leading staff I did not know, influencing various internal structures within the service including control services audit, clinical governance structures and briefing executive leads. It was essential that all parties worked together to ensure success. I was also working within  a health board area that I had limited knowledge of. Leading this change needed external partners to understand the key principles we were looking to achieve and how they would be delivered.  Success in this PDSA not only the required the leadership of the internal the team, but it also relied on the external partners.

My experience of leading teams and being led allowed me some insight into what worked and what didn’t. Prior to starting the PDSA I undertook Honey and Mumford’s (1992) learning styles questionnaire scoring Pragmatist (17) as my lead style profile, with activist (9), Theorist (7) and reflector (6) being the remains scores.  A review of learning styles by Shaw and Marlow, (1999) infers that pragmatist have a low threshold for reflective practice for learning and prefer to experience learning and apply to future practice. Whilst readily identifying with a reluctance to engage with reflective practice is it a necessary tool to ensure clinical competency and supports both leadership and learning. To demonstrate that organisational and statutory requirements are met reflection has proved a useful tool. Whereas Gibbs’ (1998) suited my reflective style in the fact that it was simplistic it only looks at the reflector’s perspective. 

It was essential that I understood the learning style of the individuals so at the beginning of the education input they all completed the Honey and Mumford’s learning questionnaire. The team had a wide spread of learning styles which we made the learning and overall feedback post PDSA more rounded. 

My role was primarily to show leadership to the team through the PDSA, to motivate and empower the staff to carry out their own style of leadership at incidents. I believed I knew how maintain the motivation of a team, as I’d had experience in the past. But past experience doesn’t’ necessarily show learning as Boud et al (1985) suggested without structured reflection, something that I had not actively practised with regards my leadership. 

Although aware of the four traits of a transformational leadership it would be reasonable to suggest that I was not aware of the more in-depth analysis of them. The four I’s of Transformational Leadership as identified by Avoilio et al. (1991) offer an overview of leadership. 

Kark et al. (2003) suggest idealised influence occurs when leaders put the interests of the group ahead of their own self-interests, acting on strong ethical values and moral standards.  This was true during this PDSA, it would have been easy to stand back and let the team move forward with minimal input from myself, but that is not within my making. I worked and trained alongside them, covering shortfalls of cover of facilitating time off to ensure that they remained motivated and engaged in the study. 

Reinforcement of the team’s awareness of the collective vision and motivating them to achieve their goals by articulating a compelling vision increasing the confidence of the group to achieve the vision are the suggested second component of transformations leadership as expressed by Howell and Avolio, (1992). The motivation and collected vision of the group was high, they were hand-picked partially on their enthusiasm for the PDSA to succeed but more so on the fact that it was in important medical and clinical intervention which could change the way the service responded and dealt with the most critical type of emergency call. 

What is seen as the most underdeveloped component is intellectual stimulation (Lowe et al. (1996) which sees the ability of transformational leaders to look at problems in new ways (Bass, 1985). Not only to look at problems and solutions in a different way but encourage the team to do the same, this can be extremely challenging, especially when leading staff who are used to following strict guidelines and protocols where thinking outside the box. However, when leading the project as a whole there was the ability to identify potential issues and plan contingencies around them to reduce the burden to individuals when they would eventually face them. 

The final component is individual consideration when the leader shows individual attention to their followers and responds appropriately to their personal needs (Bass, 1985).  Through working with other teams, it was clear that for staff to produce a higher level of performance that their individual needs must be addresses. The earlier understanding of Maslow’s (1943) taxonomy assisted with this. 

To combine all the elements required to show transformational leadership is challenging. Events may lead you to focus on single elements rather than them all, and that can be detrimental to the parts you neglect. 


Whilst I would not presume to claim to be a transformational leader, I certainly learned from that experience and paid more attention to how leaders achieved results and changes within practise and looked to learn from them.

During this period, I learnt more about leadership and both in terms of leading a team and leading change within a service than at any other time of my career. I learned that leadership is not just about leading people but influencing others both internally and externally. Those positive actions of both a leader and followers can change processes and outcomes if they work together to bring about the desired result. 

I had and continue to have the privilege of working with leaders who have transformed the ambulance service beyond what would be recognisable to the service I joined in 1994. Their ability to bring about change for the better for both staff and patients is exceptional. 

Working with both transformational, transformative, and ethical leaders is not without its challenges. To move from working with a true transformational leadership to an authentic leader was difficult until I recognised the traits and values of each leadership style. Both leadership styles have influenced my own leadership style and will I’m sure will continue to do so. 

Leadership is not management; it is leading with purpose and passion. Its exact definition has been debated for decades. Burns (1984 p.2) concluded “Leadership is one of the most observed and least understood phenomena on earth.” 
 
Conclusion 
Whilst reflecting on my leadership throughout my career it becomes apparent the significant differences in leaders, I have had either the pleasure or displeasure of working for. Your own moral compass influences what type of leader you are, and most certainly what type of leader you never want to be. 

I look back at some leaders with a sense of disappointment and sadness over there leadership skills. You couldn’t not say they led, you could say they managed with exuberance use of policy and process to ensure compliance of their followers. But I look at the changes within the last decade with a hope that the new transformational and authentic leaders I‘ve had the privilege to work with as part of their team are the true leaders to move the service forward and have had a dramatic influence on my own leadership skills and ability. And whilst I would not claim to be a leader on their scale, I can certainly affirm that their leadership has helped shape and change my leadership for the better.
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Period to: December 2022

Planning Professional Personal


		Your aims

		Professional

		Personal



		What would you like to achieve in the next twelve month period?


How would you like to develop yourself?


What skills will you need for the future?


Are there any particular problems you would like to solve?




		Continue to deliver high quality projects within my area of specialty 


Continue to work and deliver on projects working with external partners such as Welsh Government and other emergency services 


Continue to improve on delivery 

Development of my time management skills 


Development of my project management skills


Development of my leadership skills 


Work with suppliers to deliver timely audits on all aspects of out of hospital cardiac arrest and understand the impact and improve patient survival 


Work closely with third sector partners to improve partnership working 

		I would like to continue to improve my knowledge and understanding of leading change. 

Improved leadership skills and influencing colleagues in a positive way. 


Understand that criticism can be a positive influence 


Develop my project management skills






		Learning needs

		

		



		What areas do you wish to develop in the next twelve months?




		I would like to improve my project management skill.

Improve my leaderships skills 


Develop my knowledge and understanding of leadership and change management 

		Continue to work towards achieving my post graduate qualifications and if results allow consider going to extending it into a full master’s qualification





		Work skills

		

		



		What technical skills do you need to improve in the next twelve months?




		Project management 

Change management 


Leadership skills to improve performance 


Influencing skills with external partners 

		Time management 

Compartmentalizing work from family time 



		Future Learning Needs

		

		



		Where would you like to be in three to five years time?


Does this change your plan?



		I’d like to continue to be delivering improvements and projects that have a direct improvement in patient care 

		Have a Masters level qualification





Priorities and strategies


Which is the top priority, second, and so on? When would you like to achieve each? How might you achieve this learning (e.g. self study, course attendance)

		Your priorities


(learning needs and skills development)

		How will you do this?

		What help and resources do you need?

		When do you hope


to do this by?

		When was this


accomplished?



		To successfully complete the modules in my post graduate diploma 

		Personal study, improved understanding of leadership and the characteristics of the different styles 

Self-direct learning, team learning.

		Time 

Critical appraisal from my peers and colleagues


Opportunity to develop the skills required 

		Within the next 12 months

		



		To improve my leadership skills so that I can support the team to deliver on all aspects of their work

		To undertake further education in leadership and understand how leadership improves team efforts and morale. 

To develop my skills and in each are of the identified leadership styles 

		Mentorship 

Reflective practice 


More time with the team to ensure I understand their personal and professional requirements 

		Within the next 12 months 

		



		To develop my change management skills to improve on the projects I deliver on 

		Personal study. 


Courses




		Mentorship 


Relevant courses 


Critical appraisal 

		Within the next 12 months 

		



		Gain a greater understanding or project management 

		Working closely with a project manager to understand the processes and procedures  laid out in writing a project delivery outline

		Working in partnership with a project manager to deliver a large scale project 

		Within the next 6 months (Cardiac High Acuity Response Unit – CHARU Project)

		



		

		

		

		

		



		

		

		

		

		





Record of activities

		Date

		Activity

		Duration

		Development

		Potential Application

		Usefulness

		Development Hours



		The date the


activity took place

		What type of development activity have


you undertaken? It may be a course or


an event or a work related task




		How long did the


activity take?




		Explain what you gained in one


of these terms:


• Skills: something you can now do


• Knowledge: Something you now know


• Experience: Something that reinforced


what you know or understand or


introduced you to something new




		Where do you think this development


will have the most impact, and when


will you be able to use it?




		On a scale of 1


very useful to 5 not


at all useful how


would you rate this development?




		Claimed Cumulative





		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		





Da

te Activity review

		Planning

		Professional

		P Personal P



		Review comments – achievements

		

		



		What has been your greatest achievement during this review period?


What does it mean for you professionally and personally?


What did you learn from the experience?




		

		



		Review comments

		

		



		What have you not achieved and why?


How have your development plans changed as a result?


What new learning needs has this generated?




		

		



		Activities to be carried forward

		

		



		What activities would you like to carry forward into next year?


What activities need further development?




		

		



		Moment of realisation

		

		



		What has been this year’s ‘light bulb moment’ when you have learnt or experienced something that has helped to make sense of everything else or which was truly inspirational? It could be a phrase, a quote, or a brilliant idea.




		

		



		Review date

		Proposed                      Actual

		Proposed                      Actual



		Set a date for when you will look at your plan again and revise it. Make room for at least two reviews before the end of the plan year.




		1st                                   1st


2nd                                                   2nd



		1st                                   1st


2nd                                                   2nd





		Cross reference

		

		



		Some or most of the activities you plan may be the requirements of other bodies you belong to. Make a note here.

		

		






