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The purpose of this assignment is to evaluate five leadership theories and critically analyse and examine their relevance to my profession and the wider paramedic role. I have researched theories that have resonated with my personal experiences within my professional life as a clinical leader within the Welsh Ambulance service as a Senior Paramedic. Leadership is a critical component of paramedic practice, as a senior Paramedic, the focus is on clinical leadership, clinical care expertise, mentorship, and operational excellence, influencing patient care, team dynamics, and the overall effectiveness of emergency medical services (Phillips, 2024). The health and care professions council (HCPC, 2024) describe in the Paramedics standards of proficiency, the HCPC regards leadership as a fundamental professional responsibility rather than an optional aspect of practice, it is embedded in the standards for registrants, Paramedics must act lawfully, ethically and be advocates in patient centred care, demonstrating key leadership attributes. Leadership is a core pillar of paramedic practice, it develops across the evolution of the career, and includes values and behaviours (College of Paramedics, 2024) 

The Hersey-Blanchard Situational leadership model proposes that effective leadership is dependent on adapting style to the competence and commitment of the followers, it defines four leadership styles, directing, coaching, supporting and delegating mapped against, the readiness of the follower. Widely applying the management theory and its relevance within high acuity clinical environments such as prehospital emergency care requires critical evaluation (Hershey and Blanchard, 1969). Situational leadership suggests that for a leader to be effective, an adaptive style should be adopted, and the leader will match a suitable leadership style to the specific requirements of an individual, and tailor a leadership approach to suit a specific situation (Thompson and Glasø , 2015).
Nicholls (1985) criticised the Hersey and Blanchard Situational Leadership Model, arguing that it lacked conformity, continuity, and consistency. However, when these concerns are acknowledged, the model can still provide a useful framework for leadership practice. It enables leaders to adapt their style according to the needs of the situation, ranging from a delegated, hands-off approach for routine tasks to a highly directive and supportive approach for complex activities that require significant engagement and investment. This flexibility allows leaders to balance task-focused and relationship focused behaviours while supporting the development of individuals and teams as their competence and confidence grow. Consequently, the revised interpretation of the model retains its original strengths while addressing many of its perceived theoretical limitations (Nicholls, 1985)


My experience in the Ambulance Service as a clinical mentor, and more recently as a Senior Paramedic and clinical leader, suggests that while situational leadership can be effective in practice, its application is not without limitations. Adapting leadership style to the learner’s or clinician’s level of experience—such as adopting a more directing and coaching approach with first-year students, and a delegating or supporting approach with experienced staff—can enhance performance and confidence. However, this presumes that competence and commitment are easily identifiable and develop in a predictable, linear manner, which is not always the case in high-acuity, unpredictable environments such as prehospital emergency care.
For example, during a cardiac arrest scenario, a first-year paramedic student may benefit from structured guidance and coaching; however, excessive direction may hinder the development of critical thinking and autonomy if overused. Conversely, experienced staff may respond well to a delegating style that promotes independence and autonomy, but this relies on accurate assessment of their readiness and may risk reduced oversight in rapidly evolving situations. A key criticism of the model is its assumption that leaders can accurately assess the follower's readiness and apply the most appropriate leadership style in clinical practice, an assumption that may not always be realistic in complex operational environments (Nicholls, 1985)
Furthermore, while the Health and Care Professions Council (HCPC, 2024) emphasises the importance of collaboration, professional relationships, leadership, communication, and effective teamwork, situational leadership alone may not fully account for wider contextual factors such as team dynamics, stress, cognitive overload, and organisational culture. Therefore, although the model offers a useful framework for adapting leadership style, it should be applied flexibly alongside other leadership approaches, with continuous reflection to ensure safe and effective patient care (HCPC, 2024)

Whilst situational leadership focuses on adapting leadership style to the immediate needs of the team it can also support broader organisational changes which links closely with transformational leadership. Situational leadership and transformational leadership differ in their focus and application within leadership practice. Situational leadership is based on the principle of that there is no single effective leadership style, instead leaders must adapt their approach depending on the competence and confidence of their team (McClesky, 2014). This model emphasises flexibility with leaders shifting between directing, coaching, supporting and delegating styles to meet immediate team needs. In contrast transformational leadership focuses on inspiring and motivating individuals to achieve a shared vision and exceed expectations. it is centred on a long-term development encouraging innovation and fostering commitment to organisational goals (McCleskey, 2014)
Transformational Leadership is widely regarded as a very effective approach due to its ability to inspire and motivate followers beyond basic performance expectations. Sadeghi and Pihie (2012), argue that transformational leaders promote innovation, creativity and long-term organisational success by fostering intrinsic motivation encouraging individuals to exceed their own self-interest and creating a compelling shared vision. Key components of this leadership style include inspirational, motivation, intellectual, stimulation and individualised consideration; these contribute significantly to the effectiveness of leadership. The study goes on and suggests that transformational leadership can produce better outcomes in terms of employee satisfaction, staff engagement and organisational improved performance. However, it also highlights that the most effective leadership approach often involves a combination of transformational and situational behaviours reinforcing the idea that leadership effectiveness is enhanced when different styles are used together to meet both performance and development needs (Sadeghi and Pihie, 2012)
As a Senior Paramedic I demonstrate leadership not only in the emergency scenario, but I also promote wider organisational goals such as adherence to Welsh Ambulance Service clinical indicators, which are reported to the Welsh government. These indicators are designed to ensure patients receive timely appropriate care across the full care pathway including response to treatment and clinical outcomes (Welsh Ambulance Services NHS Trust, 2025). In practice I take a proactive role in applying these standards within daily operations by supporting staff members during clinical ride outs encouraging reflective discussions around decision making and reinforcing the importance of delivering evidence-based care and ensuring these clinical indicators are followed. I highlight the importance of ensuring specific elements of care provided in areas of practice such as cases including hypoglycaemic events, cerebral vascular accidents and cardiac arrests. Through leading by example and offering constructive feedback and fostering a shared sense of responsibility for quality improvement I attempt to influence the team's attitudes and behaviours beyond the immediate task in hand. I feel this reflects a transformational approach where leadership is centred on inspiring and embedding professional standards and aligning with individual practice with organisational objectives to drive better patient outcomes. 
Transactional leadership at its core is an operational framework built on a system of exchange where a leader secures compliance and achieves goals through a clear structure of rewards, rules and consequences (Northouse, 2013; Dong, 2023). Northouse (2013) describes this approach as an exchange process where leaders clarify roles and monitor performance to ensure organisational objectives are met. Within Paramedic practice this type of leadership is particularly relevant in maintaining adherence to clinical guidance, ensuring consistency in patient care and providing immediate feedback where performance deviates from expected standards. However transactional leadership is effective in achieving reliability and control in high stake environments. This can be understood as a leadership approach centred on achieving organisational goals through structured control. It is particularly effective in task focused high pressure environments however an over reliance on this approach may limit innovation and long-term development by prioritising short term outcomes over creativity and growth (Dong, 2023).
Jaqua and Jaqua (2021) emphasise the effectiveness of transactional leadership in improving productivity and achieving short-term goals through clear expectations and performance monitoring. However, a key limitation is that a rigid, compliance-driven approach may restrict flexibility, reduce motivation, and inhibit innovation within teams. Jaqua and Jaqua (2021) argue that modern organisations require a shift towards more adaptive and visionary leadership approaches, suggesting that transactional leadership alone may be insufficient in complex and evolving environments. Whilst transactional leadership remains valuable for maintaining structure and efficiency, its limitations reinforce the need for integration with transformational leadership approaches to support long-term organisational growth and adaptability (Jaqua and Jaqua, 2021).
In the cardiac arrest scenario, a transactional leadership approach becomes particularly beneficial due to its nature and need for clear instruction and structure, rapid decision making, and strict adherence to clinical practice guidelines. In this incidence the senior paramedic delivers concise instructions, allocates roles and actively monitors performance to ensure interventions such as chest compressions airway management and defibrillation is delivered effectively. For example, maintaining high-quality CPR with minimal interruptions during rhythm checks requires direct leadership and immediate correction where standards are not met, ensuring pauses are kept to an absolute minimum. Joint Royal Colleges Ambulance Liaison Committee (2025) Describe the importance of high-quality CPR and minimising interruptions during resuscitation to optimise patient outcomes. However, caution must be exercised to avoid an overly directive or authoritarian approach, as this may inhibit communication and reduce team situational awareness. Therefore, while a transactional approach supports structured performance and guideline compliance in real time situations, it must be applied proportionately to preserve team function and decision making, ultimately improving both clinical effectiveness and patient outcomes.

Whilst Transactional leadership focuses on effective structure, efficiency and the adherence to clinical standards, limitations will become apparent when considering the relationship demands in healthcare practice De Zulueta (2015) notes that command and control leadership styles often associated with transactional models can create fear-based environments that suppress autonomy, reduce staff engagement and ultimately hinder compassionate care (De Zulueta 2015). In high pressure clinical settings such as ambulance services over reliance on task focused leadership may therefore risk dehumanising interactions where clinical targets overshadow the emotional and psychological needs of patient’s and staff members. This highlights a key tension within paramedic practice where the need for efficiency and guideline adherence must be balanced with the delivery of compassionate person-centred care. Consequently, while transactional leadership remains necessary for maintaining safety and performance it must be integrated with more compassionate and supportive leadership approaches that foster trust reflection and staff well-being enabling clinicians to deliver both effective and empathetic care (De Zulueta 2016).
Compassionate Leadership is essential in healthcare as it fosters a culture where staff feel supported, valued and can deliver patient centred care. De Zulueta (2016) highlights that leadership plays a pivotal role in shaping organisational culture, with compassionate approaches promoting trust, openness, and staff engagement. Compassionate leaders should encourage reflection learning and collaboration enabling teams to respond effectively to the emotional and clinical complexities of patient care. This ultimately contributes to improved patient outcomes staff well-being and a more resilient healthcare system (De Zulueta, 2016) I am conscious within my capacity as a senior Paramedic I have a duty to demonstrate compassionate leadership by creating opportunities for staff to engage in improvements by delivering interactive learning sessions, through clinical discussion groups and CPD activities. This is important to stimulate clinical curiosity, drive enthusiasm, and provide a supportive environment where staff members feel psychologically safe to ask questions explore decision making options, and learn from the successes, and improvement opportunities without fear of judgement. This aligns to the HCPC (2024) standards, which emphasise the importance of effective communication, collaborative working, supportive learning and development of others in practice. Furthermore, the College of Paramedics (2024) expectations for professional leadership where practitioners are encouraged to foster inclusive, reflective environments that enhance both clinical competence and patient care. 

During clinical ride outs, I am particularly aware that staff may feel under scrutiny, which can heighten anxiety and negatively impact performance if not managed and recognised appropriately. Senior paramedics, are therefore to adopt a compassionate and non-judgmental leadership approach, recognising the emotional demands placed on clinicians in these situations. Drawing on the principles of emotional intelligence particularly self-awareness, empathy and relationship management, I actively seek to understand how individuals are feeling and I just may adjust my approach accordingly (Goleman, 2000). This involves creating a psychologically safe environment where staff feel supported to engage in learning without fear of criticism, encouraging open conversations, reflection, and shared clinical reasoning. Evidence suggests that higher emotional intelligence is associated with improved well-being, reduced stress and greater job satisfaction among ambulance staff, reinforcing the importance of this approach in practice (Parker et al., 2024). Ensuring an approachable, and supportive demeanour, my intention is to minimise the perception of judgement, instead promote confidence, engagement and professional development. This not only strengthens the team, but it also supports a learning culture aligned with compassionate leadership principles.

Building on the principles of compassionate leadership servant leadership provides a more comprehensive ethical framework by embedding compassion with a wider philosophy of service and moral responsibility. Compassionate leadership emphasises empathy, emotional intelligence, and the creation of psychologically safe environments that support staff’s wellbeing and learning. Servant leadership expands in this concept by positioning the leader's primary purpose as serving others, underpinned by core virtues including love, humility, altruism, vision, trust, empowerment and service (Patterson 2003). Utilising this concept, compassion can be viewed as a foundational element of servant leadership, with Patterson (2003) highlighting that effective leadership is not rooted in authority, but in a genuine commitment to the growth and well-being of others.

Within the context of my role as a senior paramedic within the Welsh Ambulance service, this progression from compassion to service is highly relevant. While compassionate leadership enables a supportive and non-judgemental approach with staff, servant leadership requires a more active commitment to developing others. Patterson (2003) emphasises empowerment and trust, where leaders intentionally invest in the autonomy and professional growth of their followers. In practice, this is reflected in mentorship, clinical supervision, and a reflective manner during operational duties, where the senior paramedic attempts to facilitate learning and encourages shared clinical reasoning rather than simply directing practice. This approach not only enhances individual confidence but also strengthens team performance.

In my time as a clinical leader, I have attempted to demonstrate servant leadership through my willingness to be open and honest in situations where improvements in practice are required. For example, during high acuity incidents, I have engaged teams in reflective discussions where I openly acknowledge both my strengths and areas for personal development. By demonstrating transparency and professional candour, aim to reduce defensiveness and create an environment where constructive feedback is accepted as part of shared learning. This reflects Patterson's  (2003) theory, well developed leaders should prioritise authenticity and place the development of others above personal authority. 

Rather than focusing solely on individual errors, my intention is to encourage discussion around broader themes such as team leadership, communication, and maintaining situational awareness, particularly in environments where there is a risk of becoming overly task focused. This approach supports the servant leadership Principle of empowerment, enabling team members to critically reflect on their practise and identify opportunities for improvement (Patterson, 2003). By fostering an open and honest atmosphere I aim to support both professional growth and psychological safety, which are essential for effective team functioning in high pressure clinical environments.

By analysing situational, transformational, transactional, compassionate, and servant leadership series highlight within the dynamic environment and complexities of prehospital care. Instead, effective leadership as a senior paramedic requires the ability to draw upon each style as appropriate to the situation. In my own practice, I attempt to adopt A flexible approach, utilising transactional leadership to ensure structure and the rest are clinical guidelines, while applying situational leadership to adapt my approach to the experience and needs of the team. Alongside this, I aim to demonstrate transformational leadership by promoting professional standards and continuous improvement, and compassionate leadership by supporting staff well-being and creating psychologically safe environments. Underpinning all of these is a commitment to servant leadership where I prioritised the development, empowerment, and support of others. By integrating these leadership approaches, I strive to deliver safe, effective and patient centred care whilst also contributing to the growth and resilience of the teams I work within.




Component 2
Reflect practice is a process which is deliberate in analysing and dissecting an individual's experiences actions and behaviours in order to promote learning and professional development (Amulya, 2004). Reflective practice it's something that I have undertaken since the early stage of my professional paramedic career and I have continued this through to my current role as senior Paramedic in order to guide learning and gain a greater understanding of how leadership can be refined and how my style of leadership influences others. As a Health and care professions council (HCPC) Registrant, I am to understand the value of reflection, be able to evaluate practice critically, understand the value of reflection on clinical decisions and record the outcomes of that reflection to drive continuous improvement (HCPC, 2024).
Reflective practice has become increasingly important to my professional approach, I feel as I have progressed into more senior positions where leadership responsibilities extend beyond direct patient care, I see the requirement for reflective practice more than ever before, and when applied systematically through proven models, I believe change can be achieved. Reflective practice has been highlighted as a critical tool for enhancing clinical skill, and with honest evaluations on personal performance, when demonstrated with absolute transparency, Leadership is far more effective when underpinned by constructive reflective practice, to achieve meaningful leadership (Hosznyak, 2025). I will utilise my individual insights assessment report which highlights strengths such as empathy, conflict resolution, compassion and a strong commitment to supporting others whilst the assessment has also picked up on areas for development including tendencies to avoid conflict difficulties in saying no and on times a reluctance to challenge others when necessary this process of self-reflection has increased myself awareness and helped me identify specific areas for further development as a leader.
To critically explore these findings and develop a greater self-awareness I will utilise two reflective models. One negative, and one positive to compare and contrast leadership experience, I will utilise the Gibbs reflective cycle as its structured 6 stage approach will encourage A deeper analysis of my thoughts feelings actions. I have used this model throughout my paramedic education and professional practice, and I find it supports honest assessment of both strengths and shortcomings. In contrast and For positive leadership experience, I will use Borton’s model of reflection, which provides a simpler but equally effective framework through the questions, which include, “What?”, “So what?”, and “now what?”. By these reflective frameworks so my personal real life workplace experiences I aim to critically evaluate my leadership style, and assess its impact on others, also attempt to identify areas for continued growth as a healthcare professional leader. I will now follow the Gibbs reflective model and, dissect and analyse a clinical example where I have learnt and critically evaluated from an initial negative experience.

Description of incident 
On an April's afternoon, I was tasked to a male in his 40s who had reportedly jumped from a high bridge of approximately 100 feet and fallen to the river below. Due to the complexity, geography, and resources committed to the incident, I was the last clinician to arrive on scene. By the time I stepped into the incident, there was an emergency ambulance crew and the Hazardous Area Response Team already on scene and had begun managing a cardiac arrest.
It was immediately obvious to me that clinical leadership on scene was disjointed and poor organised, the HART team were attempting to lead the cardiac arrest and direct resuscitative efforts. Their guidance to the EA crew was inconsistent, floating between managing the case as a traumatic cardiac arrest and a medical cardiac arrest. These pathways demand very different priorities, sequencing, and interventions, and the EA crew were understandably looking around for clear direction. I recognised the inconsistencies and lack of direction and stepped in to gain control of the clinical picture. Given the mechanism of the injury and the evidently poor airway management, I decided to intervene with advanced airway management personally, both to protect the patient's airway and provide positive ventilation due to a drowning complication. During this procedure, I had a dedicated airway assistant who had momentarily become distracted whilst liaising with the police, interrupting my intubation attempt. This created a disruption in my intubation attempt, to which I responded sharply, telling the staff member to abruptly "switch on", and my tone in that split second was abrasive rather than instructive.
Despite our interventions, the patient sadly passed away. Given the fall from height, he had almost certainly sustained non-survivable injuries on impact; no clinical intervention was going to change that outcome. Looking back at the incident overall, two negative leadership elements stand out to me: the poor initial direction and unclear boundaries set by the HART team, and my own cognitive narrowing and task-focused approach of attempting to secure the patient's airway, which compromised my ability to maintain overall oversight of the wider scene.


Thoughts and feelings

Arriving late to an established scene, my immediate feeling was a mix of urgency and disorientation. I had to rapidly process not just the clinical picture, but the non-existent command structure. The conflicting advice from the HART team only compounded this. I felt a real rush of frustration that a team with absolute authority over technical extrication's was stretching into a clinical domain where their advice was inconsistent and contradictory.
There was also that familiar undercurrent of pressure specific to major trauma. A high-fall traumatic cardiac arrest often carries a poor prognosis, and part of me knew that even as I worked. That awareness didn't stop me from acting, but if anything, it narrowed my focus onto the airway as the one tangible, technically achievable task I could control while everything else around me felt chaotic.
When my assistant lost focus during the intubation attempt, my reaction was instant and, in hindsight, disproportionate. I felt a spike of frustration that immediately came out as sharp, cutting words. Seconds later, I knew it had landed badly, but the clinical reality meant there was no space to pause and soften it, I just had to crack on with the incident. After we discontinued resuscitation, my feelings shifted into a mix of professional realism and personal disappointment. Professionally, I knew the patient’s fate was sealed by the mechanism of injury, not by our performance. Personally, though, I was annoyed with myself. I didn't like how I'd spoken to a colleague who, just like the EA crew, was looking for a calm, steadying presence rather than an abrupt command. According to Waring et al. (2026) An effective response to management of a scene requiring a multi-agency response is dependent on organisations to work seamlessly under pressure. 
Reflecting on my Insights Discovery report, this reaction fits a known pattern under stress.  I can become task-focused and sharp in a way that catches colleagues off guard, largely because it contrasts so strongly with my baseline style. My profile notes that I generally "hesitate to criticise others and have a hard time saying no to requests for assistance," preferring to build a calm environment where people feel supported. Stepping out of that natural space so abruptly is telling. It suggests that when high pressure situations force me to be assertive, that assertiveness isn't always well calibrated, it can leak out as raw frustration rather than controlled, measured direction.

Evaluation

Putting aside the clinical interventions, which were appropriate but ultimately unable to alter the outcome, the real focus here is on leadership and crew resource management. On a positive note, I recognised the total lack of clinical oversight and stepped up to fill the void rather than let the scene drift. I made a firm, evidence-based call on airway management and didn't allow the confusion between the HART team and EA crew to change course in any decision making. In a chaotic scene, providing definitive direction made immediate value.
On the negative side, my leadership broke down in two keyways. First, I worked around the ambiguity created by the HART team rather than directing and addressing it. Secondly, once I got hands-on with the intubation attempt, my situational awareness collapsed. A minor lapse in my assistant's focus, completely understandable given the scene dynamic, triggered an abrasive reaction. For those few moments, I stopped acting as the scene commander and reverted entirely to being a technical operator. A foundational concept of crew resource management is the designated clinical leader should adopt a hands-off approach. When the leader gets draw into complex manual tasks, such as airway management, their cognitive load is increased, and situational awareness is inhibited, leading to the wider scene unmanaged (Sims, Rentas and Mahon, 2025). Overall, my leadership was mixed. Taking charge was the correct move, but the sharp tone with my colleague was a clear shortcoming, highlighting how quickly scene leadership breaks down when you drop your focus and become task orientated.
Analysis 
I feel two key themes emerge from this incident, both linked directly to human factors, professional standards, and my Insights profile. The first is scene command and role clarity in multi-agency incidents. Resuscitations like this demand a single, unambiguous point of clinical leadership, especially when choosing between medical and traumatic arrest algorithms. Without that clear boundary, crews get pulled in different directions. My choice to step in was correct, but my approach was flawed. I bypassed the HART team leader, rather than establishing a professional rapport. This mirrors my Insights report, which highlights a tendency to avoid direct interpersonal conflict and seek workarounds instead. Under the Health and Care Professions Council (HCPC) Standards of Conduct, Performance and Ethics—specifically Standard 9: Work with colleagues—effective, respectful communication and clear collaborative boundaries are essential (HCPC, 2023). Had I taken 5 seconds to calmly pull the HART lead aside, introduce myself as a Senior Paramedic, and provide suggestions and improvements on areas where the resuscitation could improve, I could have asserted my authority in an assertive, however democratic, way, eliminating any confusion, creating clear direction, and preventing further mixed messages.
The second theme is a reduction in cognitive bandwidth, where endotracheal intubation is a high-dexterity task that demands total visual and mental focus. Trying to perform a complex procedure while holding overall scene command creates an intense cognitive load. My Insights profile points to a habit of getting deeply absorbed in high-stakes tasks that touch on my core sense of clinical duty. In paramedic practice, securing an airway is tied deeply to our clinical identity, which explains why my focus narrowed so sharply. When my assistant's focus drifted, I had zero cognitive capacity left to deliver a calm, measured correction. Instead, what came out was an uncalibrated, abrupt "switch on" comment. Under the HCPC Standards of Proficiency for Paramedics—specifically Standard 4: Be able to practise safely and effectively within their scope of practise, particularly around scene management and emotional control—maintaining leadership composure is critical (HCPC, 2023). Followers take their psychological safety and composure from the leader's effect. An abrupt command under pressure risks a spike in the team's stress response right when they need grounding. Because assertive redirection isn't my natural default style, it surfaced as an unpractised, blunt tool rather than a calm, firm adjustment. A further factor that may have influenced my performance was my position within the Senior Paramedic role at the time. As I was undertaking the role on a secondment basis, I had not yet fully established my professional identity or confidence within the position. Whilst this did not affect my clinical knowledge or decision-making capability, it may have subconsciously contributed to hesitation when exercising the authority associated with the role, particularly during interactions with experienced clinicians from other teams.
Reflecting on the incident, I recognise that I may have been more inclined to seek consensus or avoid perceived conflict because I still felt I was developing credibility within the senior leadership position. This likely reinforced my tendency to absorb operational tensions internally rather than address them directly through clear role allocation, assertive communication, and decisive leadership. In hindsight, effective scene leadership is not dependent upon permanence in post, but upon confidently exercising the responsibilities and authority entrusted to the role at that moment in time.
This reflection has highlighted the importance of separating my own perceptions of experience and credibility from the expectations of the role itself. Regardless of whether I was in a substantive or seconded position, I was entrusted with the responsibility to provide leadership, establish structure, and maintain oversight of the wider scene. Recognising this will support my development as a senior clinician and leader in future complex and high-pressure incidents.




Conclusion

The primary takeaway point here is that scene leadership under a high cognitive load situation, requires a deliberate structure. You cannot reliably maintain overall situational awareness whilst executing fine-motor, high-focus clinical interventions. By stepping in to intubate without explicitly assigning scene oversight to other clinicians, I unintentionally created a leadership gap. Secondly, structural ambiguity in multi-team scenes cannot be ignored or worked around; it should be identified and resolved early. My natural inclination to avoid direct confrontation meant I absorbed the friction myself rather than setting clear clinical boundaries with the HART team from the beginning. 

Thirdly, I feel this incident has highlighted that my capacity for assertiveness under pressure requires further development. I do not lack the ability to be firm or decisive; however, because assertiveness is not a feature I routinely need to employ in my day-to-day interpersonal style, it can emerge less effectively during periods of significant pressure. At the time of this incident, I was also still establishing myself within the Senior Paramedic role whilst working on a secondment. Reflecting on the event, I recognise that this may have contributed to a degree of self-doubt regarding my authority to challenge, direct, or impose structure within a complex multi-agency scene. Going forward, I need to place greater emphasis on leading from the authority of the role rather than from my own comfort level within it. Effective leadership requires confidence in exercising the responsibilities entrusted to the position, regardless of how established I feel personally.

Finally, this incident highlights that my capacity for assertiveness under pressure needs addressing. I don't lack the ability to be firm or decisive, but because I rarely use assertiveness in my day-to-day style, it can come out unrefined when I am pressured. Controlled firmness is a key clinical tool, not to be seen as an abrupt departure from my usual approach.
Action Plan
In future incidents, I will endeavour to establish immediate clinical authority. I will explicitly state my role to other team leads and highlight respectfully am taking clinical command. When required, this resolves ambiguity early and protects supporting crews from conflicting direction, aligning directly with the HCPC expectations for clear professional collaboration. I will delegate scene oversight during complex tasks. Before stepping into hands-on, high-focus interventions like intubation, I will formally hand temporary scene oversight to another qualified clinician and establish clear communication to prevent a reduction in cognitive bandwidth and improve situational awareness. I will also practise measured assertiveness. I will actively work on using short, calm, and neutral phrasing when correcting focus or redirecting colleagues under pressure rather than abrupt commands. Developing this as a deliberate, low-key habit will ensure that when pressure mounts, my leadership remains calm, firm, and supportive. I will also actively develop my ability to communicate expectations, boundaries and decisions with confidence during complex incidents. This will include practising clear, respectful challenge. Providing early direction when roles become unclear and addressing emerging issues before they develop into conflict. By making assertiveness A deliberate leadership skill rather than a reaction response under pressure, I will be better equipped to maintain scene structure and support the team performance. An uphold. Patient safety.
In order to compare and contrast my negative reflection, I have considered and analysed an incident where a positive experience was held. I will utilise Borton's Reflective Model and establish the points of the case that went well, and where I learned from my negative experience discussed within the Gibbs Reflective Model.
The following incident critically evaluates a complex pre-hospital case involving a 62-year-old female who suffered a suspected deliberate fall from height in the city centre. Utilising Borton's (1970) reflective framework, structured around three core developmental questions, What?, So What?, and Now What?, I will examine the clinical, operational, and psychological dimensions of managing a high-acuity traumatic cardiac arrest in a highly public environment.
A special focus will be directed towards the application of positive Crew Resource Management (CRM), human factors, and the efficient implementation of clinical practice guidelines, alongside positive liaison with multi-agency partners such as the police, fire service, and EMRTS. The incident concluded with a multi-agency hot debrief.
Through rigorous critical analysis, I will demonstrate how structured leadership, cognitive offloading, and dynamic risk assessment, combined with empathetic post-incident debriefing, can optimise clinical decision-making and promote crew resilience under extreme operational pressures.
What?
Some weeks following the negative experience in April, it was a spring morning where I was operating on a solo response vehicle, and I was tasked to the city centre via Control to a Category Purple call. The initial incident text reported a 62-year-old female had fallen from height from the top of a multi-storey car park located within the city centre, and she was unresponsive and not breathing. On my way to the scene, I prepared myself mentally and briefly reflected on the recent incidents where learning had taken place, anticipating potential barriers in place to positive performance.
Upon arrival at scene, I was confronted with a cordoned-off section of the lower storey of the multi-storey car park, managed by security. However, the public was still within close proximity. The patient was laid face down on a concrete pavement, with a pool of blood adjacent to the left. I immediately initiated a rapid assessment of the patient. The patient had a GCS of 3/15. There was no breathing, and she was pulseless. Although the mechanism of injury was suspected to be of high velocity from height, and there was questionable non-survivable polytrauma, there were equally no unequivocal signs of traumatic death present, such as decapitation or massive cranial destruction, as indicated by the Joint Royal Colleges Ambulance Liaison Committee (JRCALC) and Association of Ambulance Chief Executives (AACE, 2021) guidelines. I was promptly backed up by a further two solo response vehicles, and I quickly conveyed the need to commence HOTT resuscitation principles.
I was conscious of the overwhelming cognitive and physical workload required to manage a traumatic cardiac arrest single-handedly. Therefore, it was important that I identified myself clearly with authority, however ensuring positive professional relationships. Initially, I and the other two solo response vehicles repositioned the patient onto her back and performed HOTT traumatic cardiac arrest principles consisting of bilateral needle decompression of the chest, application of a pelvic binder, and administration of tranexamic acid, whilst being careful and sensitive to potential neck injury. Once these principles were completed, I ensured I stood back from the foot end of the resuscitative field to have good, clear cognitive bandwidth, ensure good vision of the 360-degree incident, and verbally establish authority, assigning clear, structured clinical roles to arriving colleagues using Crew Resource Management principles.
These tasks included dedicated airway management to the initial two paramedics on solo response vehicles, ensuring manual inline stabilisation of the head and neck, and effective management of the patient's airway. Instructions for CPR were delegated to the fire service, ensuring effective rotation every two minutes. I also ensured prompt timings of cardiac rhythm checks and that times of drug administrations were flagged and recorded via the defibrillator monitor. Upon the subsequent arrival of the police, I requested that any potential clinical background and medical history for the patient be explored to allow an ongoing and balanced decision regarding continued resuscitation.
Following the further arrival of the Emergency Medical Retrieval and Transfer Service (EMRTS), a handover was provided by myself, and it was highlighted that there was an ongoing and perceived futility regarding continued resuscitation due to the chest wall becoming increasingly brittle and an Asystolic reading on the cardiac rhythm being persistent. The EMRTS team subsequently performed enhanced skills in the form of double finger thoracostomies and cardiac ultrasound, where it was determined there was no cardiac contractility at all. Following this, a collective and balanced decision was made to cease resuscitative efforts and subsequently recognise death.



So What?
This incident was particularly significant to me as a new and developing senior paramedic, as it challenged multiple aspects of leadership simultaneously. While the patient outcome was ultimately not survivable, the incident provided an opportunity to demonstrate leadership, situational awareness, crew resource management, and effective communication under challenging conditions. Initially, I experienced a heightened awareness of the seriousness of the situation. The mechanism of injury suggested profound trauma and, therefore, a poor prognosis. However, maintaining professional standards was essential. One of the key responsibilities of a paramedic is to avoid assumptions and ensure decisions are based upon assessment findings, clinical practice guidelines, and evidence, rather than emotional reactions or preconceptions.
The absence of unequivocal signs of death required active consideration regarding the appropriateness of starting resuscitation. This reinforced the importance of adherence to clinical practice guidelines. The decision to commence treatment and resuscitation did not necessarily indicate optimism regarding a potential outcome but reflected professional accountability and adherence to best practice. Reflecting upon this decision, I believe it was clinically justified and ethically appropriate. A major aspect of this incident was leadership. As additional resources arrived, the size of the team expanded rapidly. Effective management of multiple clinicians can be difficult during unpredictable, high-acuity incidents. I recognised early that a coordinated approach would be essential if interventions were to occur efficiently and safely. Consequently, I focused on clear delegation, role allocation, and closed-loop communication. I found that maintaining a calm and controlled demeanour significantly influenced the atmosphere at scene. In my experience, team leaders who communicate clearly and confidently can positively influence team performance during emergencies. Rather than attempting to undertake multiple clinical tasks myself, I concentrated on oversight and coordination. This enabled me to maintain situational awareness whilst ensuring clinical interventions were carried out by suitably trained clinicians.
Crew resource management principles were evident throughout the incident. CRM aims to maximise team effectiveness through communication in complex socio-technical systems. Communication involves a vital role in accomplishing goals and the coordination of individuals and tasks. Therefore, effective communication is essential for safe and efficient operations and is a critical part of crew resource management (Kanki, B.G., 2019). Reflecting on the incident, I believe CRM represented one of the strongest aspects of my performance in this case. Team members understood their roles, communication remained focused, and there was mutual support and respect between clinicians. Requests for equipment and information were acknowledged and acted upon promptly, reducing the potential for confusion.
Another positive aspect was the collaborative working relationship between ambulance personnel, fire officers, firefighters, and the EMRTS team. Major incidents and traumatic cardiac arrests frequently require contributions from multiple agencies. The ability to work cohesively whilst maintaining patient-centred objectives is crucial. I observed excellent cooperation between the services, particularly regarding scene management and wider support. 
The incident also highlighted the importance of situational awareness. The cardiac arrest occurred in a city centre location, with members of the public present. There was a clear sense of confusion and distress, with some members of the public choosing to video record via their mobile phones, resulting in fraught instruction from police. Public scrutiny can create additional stress and distraction. Family members, witnesses, and bystanders may be distressed, and clinicians can feel pressured to demonstrate visible action. Reflecting on the incident, I was aware of these pressures but remained focused on the clinical priorities. Maintaining awareness of the broader environment whilst continuing to direct resuscitation was challenging but necessary.
Emotionally, the incident had impact due to the circumstances surrounding the patient's injuries. Incidents involving suspected suicide can affect clinicians differently from medical presentations. In my experience, as healthcare professionals, we often reflect not only on the clinical outcome but also on the personal tragedy that has occurred. Although my immediate focus remained operational, I recognised afterwards the emotional impact associated with the event. The attendance of EMRTS provided additional support and clinical expert input. Their involvement reinforced the value of collaborative decision making in complex cases. The eventual decision to recognise life extinct was based on a comprehensive assessment and was reached using collective expertise rather than the judgement of a single clinician. Reflecting on this process increased my confidence that the patient care had been managed appropriately and ethically.
A particularly rewarding aspect of the incident was the hot debrief conducted immediately afterwards by myself. Debriefing provides opportunities to reinforce positive behaviours, identify learning points, and support psychological well-being. I deliberately created an environment where staff could openly discuss what had gone well and any issues encountered. I followed a structured process called STOP-5, which aims to establish and summarise the case, explore things that went well, discuss opportunities to improve, identify points to action, and provide support. Feedback from colleagues indicated that the debrief was beneficial and helped provide closure following the difficult call, including clarity on clinical decision making.
When critically analysing my own performance, several strengths become apparent. Firstly, I maintained composure despite the challenging circumstances. Secondly, I demonstrated leadership through effective delegation and coordination. Thirdly, I utilised CRM principles effectively, enabling resources to be used appropriately. Finally, I facilitated reflective discussions afterwards, recognising the emotional impact of the incident. However, reflection also requires acknowledgment of areas for development and improvement. Although communication remained effective overall, there were moments where numerous agencies arrived simultaneously, creating a busy, auditory, and stressful environment. In future incidents, I may benefit from an even earlier designation of specific responsibilities to reduce information overload.
Additionally, whilst clinical leadership was successful, ongoing development of advanced traumatic cardiac arrest management knowledge remains important. The incident further reinforced the importance of balancing technical and non-technical skills. Traditionally, clinicians often focus on interventions such as airway management, vascular access, and advanced life support. However, this event highlighted to me that leadership, communication, and decision making may be equally important to the success of team performance. The ability to coordinate people effectively can significantly influence the quality and efficiency of care delivered. From a professional perspective, the incident strengthened my confidence as a team leader. It provided evidence that I can effectively manage dynamic scenes, coordinate multiple healthcare professionals, and maintain clinical oversight during high-pressure situations. Confidence gained through positive experiences can enhance my future performance.
Now What?
This experience has generated many important learning points that will guide and inform my future practice. Firstly, I intend to continue developing my leadership skills. Effective leadership is not static and requires continual refinement. Future training opportunities relating to human factors, CRM, and emergency team leadership will be actively pursued. Secondly, I plan to further develop my understanding of traumatic cardiac arrest management. While current practice was appropriate, further education surrounding evolving evidence, resuscitation strategies, and prehospital trauma care will support ongoing professional development. Remaining current with evidence-based practice is essential to ensure optimum treatment is received. Thirdly, the incident has reinforced the importance of structured communication. In future incidents involving multi-agencies, I will continue to utilise clear role allocation, closed-loop communication, and regular situation updates. I will also consider established designated agency contacts earlier during incidents involving multiple responding organisations.
Another area for further and future development involves mentoring and supporting colleagues. I feel positive leadership creates opportunities to share knowledge with others. I hope to encourage less experienced clinicians to develop confidently in leadership roles by discussing examples of effective team management and decision making. Learning is strengthened when experiences are shared collaboratively. In this case, I feel the value of debriefing was clearly demonstrated. Consequently, I intend to continue facilitating hot debriefs where and when appropriate following difficult, emotive, and challenging incidents. Debriefing supports learning, promotes well-being, and contributes towards a positive organisational culture. It also enables teams to celebrate good practice, rather than focusing solely on areas for improvement.
For personal reflection, the incident reminded me of the importance of resilience and self-awareness. Exposure to traumatic incidents is unavoidable within paramedic practice. Reflecting upon emotional responses helps reduce the risk of cumulative stress and supports long-term professional well-being. In future, I will continue engaging in reflective practice and utilise available support mechanisms when required. This experience has also reaffirmed my ability to perform under pressure and remain patient-centred in my care. Although, in this case, the patient did not survive, every decision was made within the patient's best interests and with the aim of providing the highest possible standard of care. Professional success should not be measured by sole outcomes, but rather by the quality of decision making, teamwork, and compassionate practice throughout incidents.
























Personal Development Plan

	Specific-What results are sought
	Measurable-How will this be realised
	Attainable – is the goal realistic 
	Relevant –Does this have any bearing on clinical and professional advancement 
	Time-bound-focused timeline-when does this want to be achieved 

	Maintain a composed, clear, and supportive communication style during high-acuity incidents and day-to-day leadership, ensuring the team feels valued and confident to speak up

	
Seek Honest feedback from the team after jobs and ride-outs, paired with ongoing conversations during mentorship and any wider staff feedback.
	
Encourage real-time crew challenge and candid feedback on my communication, supported by ongoing mentorship from Clinical Leads and peers, take learning from course's, Operational commander, JESIP etc
	
Self-reflection highlighted instances where pressure led to abrupt communication, risking crew psychological safety and team performance
	
Within 3 months


	Build confidence in owning the clinical space, establishing clear leadership without hesitation, and addressing conflicting directions from other services head-on
	I will Log specific multi-agency or complex jobs where I established early clinical control, using these examples to review my progress during clinical supervision
	Lean on my Clinical Lead and senior peers for mentorship, using post-incident debriefs to honestly review how I handled leadership and multi-agency dynamics on tough jobs
	Previous reflections showed a tendency to work around issues to avoid friction, particularly in multi-agency settings, highlighting the need for firmer clinical assertiveness
	


Within 3 months.


	Keep the big picture in sight during high-acuity jobs by directing the team and delegating effectively, rather than getting tunnel vision on a single clinical task
	Reflective accounts of high-acuity jobs showing where I stood back, delegated clinical tasks, and kept good situational awareness, backed by honest feedback from crews and managers on scene.
	Dedicated time with senior clinical mentors, clinical leadership shadowing via HBCL, and active involvement in multi-crew debriefs to continuously review my scene management and delegation habits-Time planned with Incident response commander at London Ambulance service 
	Running complex traumatic arrests made it clear that getting drawn into manual interventions burns up mental capacity and blinds me to the wider scene—holding a leadership role means stepping back.
	

Within 3 months.


	Put transformational and servant leadership into practice by actively mentoring colleagues on station, creating regular spaces for open reflection, and supporting the team's ongoing clinical development
	Pioneer accessible, engaging CPD opportunities for colleagues—ranging from informal clinical discussion groups to clinical podcasts—while maintaining high visibility and open, transparent leadership on station
 
	Deliver one dedicated CPD session, case discussion group, or reflective debrief every quarter, ensuring sessions are well-planned and accessible around shift patterns
	
Directly supports my commitment to empowering colleagues, building a supportive station culture, and ensuring psychological safety is at the heart of how we develop as clinicians

	
Within 6 months.

	Lead structured, immediate post-incident debriefs following high-acuity or distressing calls to promote shared clinical learning and support crew psychological safety
	Facilitate a minimum of one documented post-incident debrief monthly following suitable high-acuity or complex incidents, detailing clinical lessons and crew support
	Lead structured hot debriefs after tough or high-acuity jobs using the STOP 5 framework, actively collaborating with Ambulance Control to bring dispatchers and call handlers into post-incident reviews
	Directly supports a healthy, supportive culture where staff welfare comes first. By embedding structured debriefs across both road and control teams, we foster psychological safety, normalise open reflection, and share critical clinical learning right across the service
	

Within 6 months.
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