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While I am employed by the Welsh Ambulance Service Trust (WAST), I am now serving in the position of a Senior Paramedic (SP). A multi-faceted post, the SP is based in the clinical division of WAST and is responsible for a variety of tasks. 
Fifty per cent of the Senior Paramedic (SP) role involves working as a frontline clinician on an emergency ambulance (EA). A key component of this clinical time is the 'ride-out,' a mechanism used to evaluate team members during their two annual performance reviews. As one of three Senior Paramedics covering the South Powys region, I am responsible for a diverse team of approximately seventy staff members. This group includes Emergency Medical Technicians (EMTs), Paramedics, and Duty Operations Managers (DOMs), all of whom are overseen through this clinical leadership framework.
A solo responding vehicle known as a Cymru High Acuity Response Unit (CHARU) is used for twenty-five per cent of my clinical shifts to respond to calls that fall into the highest category.
On "Office Days," another twenty-five percent of the function is devoted to the administrative part of the position, which is based away from the clinical side of the role.
EMTs are responsible for providing basic life support (BLS). They are responsible for stabilisation, ensuring safe transportation, and providing early intervention. Additionally, paramedics are independent clinicians who are competent to carry out complex assessments and treatments. They are also responsible for providing advanced life support (ALS).
Duty Operations Managers (DOMs) serve two functions in the Trust's operational hierarchy. Managerially, their responsibilities encompass the full clinical workforce and support staff, including logistics, staffing, and disciplinary matters. However, its clinical mandate is especially directed at the frontline workforce of paramedics and emergency medical technicians (EMTs).
As Duty Operations Managers (DOMs) are registered Paramedics or EMTs, they also require clinical ride-outs with Senior Paramedics as a tailored intervention for these roles. This enables SPs to lead all road personnel through high-level diagnostic judgments and autonomy (Randall, 2020), ensuring that clinical standards are maintained through a lens of shared professional identity rather than solely top-down supervision.
The organisation attempts to dismantle the blame culture that frequently inhibits professional growth by basing clinical oversight on peer-led expertise instead of hierarchical monitoring (West and Coia, 2019). Compassionate leadership promotes clear standards, psychological safety, and a culture of curiosity rather than fear (Duggan, Taylor, and Hill, 2025).

Among these are the maintenance of clinical records, the strengthening of professional procedures, and the guidelines that WAST incorporates from the Joint Royal Colleges Ambulance Liaison Committee (JRCALC). The clinical leadership part of the SP function is the most important aspect of the role. An SP demonstrates professionalism, communication skills, and clinical judgement. Staff absorb what you do, not just what you say (West, 2021). 
Without authentic leadership, the learning environment becomes unpredictable and unclear (Domínguez-Escrig et al, 2023). Effective leadership involves focusing on staff development needs and breaking down difficult tasks into smaller, manageable segments (Lussier and Achua, 2022).  Lussier and Achua (2022) emphasise that a fundamental aspect of leadership is the necessity for the individual to maintain a positive and supportive professional demeanour.
An organisation's success or failure is frequently related to organisational culture (Fridan and Maamari, 2024). Fridan and Maamari (2024) study evidenced that not only does it improve employee's performance but also had a negative impact on “employees perceived effectiveness of performance reviews."    
The culture of an organization is what really controls how employees act and how well the business does overall (Williams, 2022). This impact is shown by internal values and ideas that are very strong, as well as corporate symbols, practices, and artefacts that are easy to see. Williams (2022) connects a strong culture to real benefits, such more sales growth, more value for shareholders, and better employee health. But new research shows that these benefits don't always happen. Fridan and Maamari (2024) specifically point out that trying to create a positive culture can sometimes clash with how well formal performance assessments are seen to work. This means that culture and structural processes need to be properly linked to avoid unexpected negative results.
Organisational culture has been extensively researched. Numerous authors, including Lee (2020), Vargas-Halabi, Nightingale (2018) and Yagüe-Perales (2024) all agree with Williams (2022) and offer evidence that organisational culture is a blueprint for success, but Williams (2022) highlighted that it remains a challenging and controversial topic. Hatch (2019) also criticises the paradigm by observing that organisational culture lacks a singular description because scholars analyse it through many different frameworks. But it was Schein (2010) who stressed that unconscious beliefs that shape behaviour make up the deepest layer of society. These ideas are the most lasting and important parts of an organisation's culture because they are hard to see, hard to measure, and hard to change.
Edgar H. Schein spent his entire career as a professor at the MIT Sloan School of Management and was also an American expert in organisational psychology. He has been recognised for creating the three‑level model of organisational culture, which remains one of the most often used frameworks in leadership, management, and organisational development (see Appendix 1) (Burke, 2023). 
The National Health Service (NHS) used Schein’s Organisational Culture Model during the NHS Horizons (2021), which examined the organisational issues of the coronavirus.
It offers a methodical approach to diagnosing cultural problems and is especially helpful in comprehending enduring behaviours in intricate settings like the NHS (Kilbane,2020). But, Hatch (2018) observes that Schein's underlying assumptions are difficult to uncover by observation, making the model difficult to implement.
Change managers must be proficient in both diagnosing the necessity for change and executing the specific actions required to realise it (Hayes, 2025). This dual requirement is underpinned by the high stakes of organisational transformation; Hayes (2025) provides a pessimistic outlook, noting that the costs of "getting change wrong" include not only financial loss but also systemic "change fatigue" and the erosion of employee trust. 

Multiple models were considered for the analysis of organisational change, particularly Lewin’s Three-Stage Model. Lewin defines transition as a process of unfreezing established habits, adopting fresh approaches, and subsequently refreezing these modifications to guarantee enduring stability (Burnes, 2020). Burnes (2020) observes that the model emphasises the psychological and social dimensions of change, highlighting the necessity to confront existing views and assist personnel in managing uncertainty. 
 
Memon, Shah, and Khoso (2021) claim that this simplicity is both an advantage and a constraint. A clear, easy-to-follow strategy can help you feel less anxious throughout the unfreezing period, but it wrongly suggests that change is a straight line with a definite end point. In fast-paced places like the Welsh Ambulance Service, the "refreeze" stage can turn into a theoretical trap. If an organisation stabilises itself too much, it could become fragile and not be able to thaw quickly enough when the next big problem happens.  
 
So, the model's emphasis on stability could be a weakness in a time when technology and healthcare practices are always changing. 
 
Due to these constraints, Johnson and Scholes’ Cultural Web (1998) (see Appendix 7) was chosen as a more resilient option. It provides a useful framework for studying organisational culture by looking at six related parts: tales, rituals and routines, symbols, organisational structure, control systems, and power structures. Together, these parts strengthen the main idea of the organisation. This makes it possible to look more closely at the cultural pillars that a linear model would miss. 
 





Furthermore, he argues that "getting it right" is inherently difficult due to the complexity of shifting deeply embedded organisational cultures and the unpredictable nature of human resistance to new paradigms. These factors justify the need for a highly skilled, strategic approach rather than a purely reactive one.
For my change management project, I will be analysing the theoretical implementation of ketone monitors in the Welsh Ambulance Service for patients with suspected ketone acidosis. 
Diabetes is becoming more prominent in the Western world, but globally, in 2019, 463 million people between the ages of 20-79 have been diagnosed (Bilous, Donnelly and Idris, 2021).
According to a startling prediction by Bilous, Donnelly, and Idris (2021), 700 million people will have a diagnosis of diabetes by 2045, and an equal number will be undiagnosed.
Diabetic ketoacidosis (DKA) is a serious complication that most commonly affects people with type 1 diabetes, although it can also develop in people with type 2 diabetes under certain conditions. It is characterised by insulin insufficiency, which leads to hyperglycaemia, ketosis, and metabolic acidosis, demanding rapid medical care to avert serious consequences and, if left untreated, death (Reid, 2025).
Recommendation 6 by the All-Wales Diabetes Review 2023 (see Appendix 2) was to Improve the management of DKA patients, promote more effective methods for controlling blood glucose and ketone levels. Thus, addressing the cardiovascular risks such as angina and stroke to reduce the mortality risk of individuals with diabetes. This was to be achieved with patients' regular use of blood glucose and ketone monitors, which WAST have on all emergency responding resources, but unfortunately, WAST do not supply the ketone monitors to their ambulance staff. 
In the absence of blood ketone meters, ambulance DKA recognition and clinical management procedures rely on an individual's medical history and non-specific clinical indications and symptoms, which are subject to discrepancies (Prothero and Wagner, 2019).
The Tackling Diabetes Together Program (see Appendix 3) which will commence in April 2024, is being funded by the NHS Wales Value and Sustainability Board. Public Health Wales leads the effort to bring Wales's diabetes system together and drive change. 
The objective of the Tackling Diabetes Together Programme is to bring together the healthcare system in Wales that is dedicated to diabetes by facilitating the sharing of best practices and the identification of innovative operational models. A major step change in public health is the goal of the program, which tries to accomplish this by determining the unique knowledge and support needs of healthcare professionals, patients, and the public. 
This comprehensive approach is justified by the inherent difficulty of large-scale transformation; as Hayes (2025) notes, achieving change correctly is notoriously challenging due to the complexity of coordinating various parties.
 To link theoretical change and operational reality, a systematic Change Management Plan (see Appendix 4) was created. From stakeholder engagement (see Appendix 5) and resource procurement to frontline clinical rollout, this plan is phased. The project timeline coincides with the Tackling Diabetes Together Program and the National Patient Safety Alert 2026 (see Appendix 6), making ketone monitors a safety-critical requirement to reduce system-induced errors (Davies et al., 2022).
This is the reason why this strategy is so extensive. However, the mandate for this effort is crystal clear: the cost of getting it wrong—in this case, measured in decreased life expectancy and higher chronic illness burden for the Welsh population—far outweighs the problems of systemic integration. This statement is a strong indication of the mandate for this program.

The transition from the former CEO to the appointment of the incumbent CEO of the Welsh Ambulance Service at the end of 2025 marks a strategic shift from structural professionalisation to cultural preservation. McCann (2022) and Wankhade (2022) both evidenced that the former CEO’s tenure was characterised by an 'operational grip’. This command-and-control style was a functional necessity to prioritise the 'emergency stack'—the volume of waiting 999 calls—over 'clinical depth,' which refers to the paramedic's ability to provide complex, independent care (McCann, 2022).
The former leadership spearheaded the transition to University Trust status (2019) and stabilised the service during the COVID-19 pandemic. In the 2026 landscape, however, the primary obstacle to cultural transformation is that the systematic failure of hospital delays often renders this high-level professional identity secondary to logistical survival. 
For the frontline clinician, the implementation of clinical innovation—such as point-of-care ketone testing—transpires amidst a significant condition of moral injury (AACE, 2026). Moral injury occurs when a paramedic is trained to a university-level standard of independent evaluation but is prevented from providing that care by a system that keeps them waiting at the emergency department door, often for an entire shift.
This creates a strategic gap (Vince, 2022), as the organisation‘s branding as a learning institution does not align with the skill decay caused by lengthy patient offload times. The CEO’s people-first mandate must confront this injury to avert the functional cynicism noted by Wankhade (2018) from solidifying into enduring resistance. This is not only a moral obligation but a financial necessity; moral injury and subsequent turnover result in a considerable economic burden of workforce attrition (Holliman et al., 2024). In the climate of 2026, the Trust cannot afford to replace university-educated professionals who leave due to systemic burnout.
The workforce will perceive clinical innovation as a superficial gesture if the culture does not evolve to preserve professional competencies, pride, and mental health during times of systemic breakdown (Prothero et al., 2025). The success of this leadership transition depends on the CEO’s ability to build upon previous structural successes and create a culture in which paramedics' clinical time is valued and protected by the wider NHS Wales system (Barber, 2021). This shift represents a fundamental change in organisational logic (Uhl-Bien, 2021).
The blame culture inherent in traditional emergency service hierarchies remains a major obstacle to this transition (Shepard, 2020). Shepard’s (2020) study evidenced that production pressures often take precedence over clinical depth, affecting psychological safety on the frontline. In these hierarchies, professional identity is frequently linked to strict protocol obedience rather than therapeutic autonomy (Randall, 2020). The January 2026 National Patient Safety Alert on the standardised appearance of diagnostic equipment (NHS England, 2026) further illuminates the conflict between speed and safety. Such system-induced errors present a critical inflection point for leadership; they compel a strategic decision between perpetuating a legacy of human accountability or advancing toward a system redesign focused on safety (Davies et al., 2022). This emphasises the necessity for a people-first transformation, prioritising a just culture that rectifies latent system flaws prior to their emergence as frontline errors.
For real cultural change to endure, the CEO must foster psychological safety, defined by Edmondson (2018) as the perception that the workplace is safe for utilising clinical knowledge and maintaining transparency regarding errors. If clinicians believe that University Trust status is merely a marketing tool that fails to shield them from punitive action, they will revert to defensive medicine and functional scepticism (Wankhade, 2018). Sustainability requires the active application of a just culture framework (NHS Wales, 2024) to shift the focus from "Who is to blame?" to "Why did the system fail?" (Reason, 2016).
Davies et al. (2022) argue that authentic reform manifests when a healthcare system transcends the 'shame and guilt' of individual error to confront the systemic 'fatal solutions' that culminate in disaster. For the new mandate to function, the University Trust identity must be honoured beyond the ambulance station.
Inter-professional tribalism remains a significant barrier (Keshmiri and Hosseinpour, 2022), occurring when established medical hierarchies in Emergency Departments or Primary Care do not trust paramedic clinical decisions (Quigley et al., 2023). Eaton et al. (2021) evidenced that the repeated devaluing of paramedic judgment by hospital-based staff obstructs the people-first mission.
To resolve this, the CEO must transition from an internal manager to a system leader (The King’s Fund, 2022). This necessitates that boundary spanning establishes connections among disparate 'healthcare tribes' to ensure the paramedic's role is integrated rather than merely accepted (Williams and Sullivan, 2012). University status will remain a hollow title if the larger NHS Wales system does not recognize the legitimacy of ambulance-led diagnostics (Addicott, 2024; Standing, 2023).
The CEO can challenge this institutional inertia by reframing the paramedic role through value-based healthcare (Gray, 2023). By proving that university-level 'treat and refer' models—such as point-of-care testing—reduce financial strain on Emergency Departments, the CEO establishes a business case for the service as a clinical asset. Ham (2022) argues that modern healthcare requires collaborative capacity, meaning paramedics must work independently at the hospital handover and within Integrated Health Boards. Checkland et al. (2023) highlight that the wider NHS must accept ambulance-based diagnosis for the people-first agenda to succeed.
To transform the service into an independent clinical University Trust, the CEO should focus on three key areas to close the strategic gap (Gray, 2023; Holliman et al., 2024): 
· Firstly, implementing a just culture concept (Reason, 2016) through a systematic reporting system that emphasises communal learning over disciplinary action. Errors should be leveraged as essential data points for systemic improvement. Formal clinical supervision frameworks must also be established to allow paramedics to discuss diagnostic decisions in a safe environment, maintaining psychological safety (Edmondson, 2018).
· Second, expanding boundary spanning to mitigate inter-professional tribalism (Skyberg and Innvaer, 2020) through formal Clinical Liaison rotations. Placing paramedics on Integrated Health Boards and in primary care networks ensures ambulance expertise is utilised for preventable patient management, shifting the service from a reactive transport resource to a proactive clinical collaborator (Ham, 2022).
· Lastly, demonstrating value-based sustainability to secure long-term political support (Gray, 2023). By implementing a clinical audit loop (Addicott, 2024; Checkland et al., 2023), the Trust can utilise data from point-of-care programs to prove that fewer patients are transported to A&E. This provides clear evidence of clinical effectiveness, ensuring ambulance-led treatment is recognised as a vital component of the NHS Wales budget and moving the University designation from a symbolic title to a functional driver of achievement.
The Atkins and Murphy (1993) (see Appendix 8) approach was used to critically reflect on my theoretical implementation of the ketone testing change management plan into WAST. While Gibbs Reflection Cycle (1988) is a standard in NHS clinical portfolios, it is frequently attacked for being unnecessarily descriptive and circular (Jones et al, 2020).
 A more robust framework is necessary for a master 's-level examination of leadership and organisational complexity to overcome the intellectual difficulties identified during this project.
The decision to discount Driscoll's (1994) 'What?' model was intentional. While Driscoll is often used in frontline ambulance practice for rapid hot debriefings because of its simplicity and linear form (Appleby, 2021), it was discovered to be functionally unsuitable for this assignment. Its three-stage strategy—What? So what? Now what? —lacks the specialised analysis and awareness phases necessary to investigate the deeper systemic issues of moral injury (AACE, 2026) and the conceptual contradiction of organisational culture. 
In a high-stakes context like WAST, a strictly action-oriented approach like Driscoll's has the potential to oversimplify the strategic gap (Vince, 2022) between policy and clinical practice.
The key reason for choosing Atkins and Murphy instead is their initial stage of awareness, which focuses on the discomfort or surprise that occurs when practice contradicts theory. 
Evaluating Hatch (2018) and Schein (2010) was frustrating because their ideas often contradicted each other. It left me in a difficult position: how am I supposed to change the culture at WAST to bring in ketone strips if the textbooks can't even agree on a definition of what I’m changing? 
Atkins and Murphy give me the space to be honest about that confusion. Bassot (2023) highlighted that it moves past just describing the plan, but it lets me look at how that lack of a clear road map in the theory affected my own judgment as a Senior Paramedic. It's about being critical of the system, not just ticking a box.

Critical Reflection on Organisational Change
Awareness
My awareness of the complexity of this change project was triggered by a profound sense of clinical conflict.  As a Senior Paramedic, I recognised a significant clinical gap in our current practice: the routine conveyance of patients with suspected Diabetic Ketoacidosis (DKA) based solely on hyperglycaemia. 
With the added burden of being a University Trust from April 2024, the clinical gap of high blood glucose levels results in a DKA diagnosis without ketones testing, which lacks the precision that clinicians and patients expect.
However, this clinical awareness created an immediate intellectual tension. While the evidence for point-of-care ketone testing is robust, the theoretical framework for implementing it within WAST would be quickly blocked by the increased budget for implementation. 
Attempting to reconcile the rigid organisational levels of Schein (2010) with the fluid cultural dynamics of Hatch (2018) highlighted that I was designing a plan for a culture that academic literature cannot even consistently define.
As Bassot (2023) suggests, this realisation of a systemic hurdle—where the clinical ideal meets the operational complexity —is a key reflective marker.
 I became increasingly aware that I wasn't just proposing a new diagnostic tool; I was challenging a deeply ingrained conveyance culture within a workforce already burdened by systemic pressure and moral injury (AACE, 2026). Despite these pressures, the prospect of implementing not only ketone testing for diagnostic reassurance but also definitive referral pathways for patients not in DKA remained a compelling and exciting professional goal.

Description
The theoretical change project focused on the Trust-wide implementation of point-of-care ketone testing throughout WAST. The major goal was to provide the national clinical workforce with the diagnostic capabilities needed to distinguish between simple hyperglycaemia and life-threatening diabetic ketoacidosis (DKA).
Crucially, this theoretical rollout was meant to be consistent with the implementation points of the All-Wales Diabetic Review 2023 and the results of the KARMA 2 trial (see Appendix 9), which stress the need for better pre-hospital diabetic management and more precise referral pathways.
Furthermore, the project is fundamentally aligned with the principles of Prudent Healthcare (2013). By implementing point-of-care testing, the initiative ensures that patients receive the minimum appropriate intervention by avoiding unnecessary hospitalisation, while simultaneously empowering staff members with more equipment to reassure them when diagnosing DKA.
The implementation framework requires a collaborative effort, including nationwide acquisition of testing equipment, the development of standardised pathways, and a complete instructional program for staff education. This strategic initiative was designed to save overstretched emergency department resources (as a University Trust) while empowering paramedics across Wales to properly manage stable diabetes patients in their own communities.

Analysis
The key obstacle in this theoretical rollout was the organisation's ingrained clinical culture, rather than the clinical evidence. According to Schein's (2010) levels of culture, the implementation of ketone testing reflects an artefact change—a new physical tool and a written regulation. However, these objects frequently clash with the basic assumptions of a frontline staff. 
For many professionals in Wales, the firmly ingrained belief is that conveying the patient to the hospital is the safest option. Moving away from this safety-first mindset and toward a more autonomous treat-and-refer model takes more than simply tools; it necessitates a fundamental shift in our definition of a successful pre-hospital contact.
Hatch (2018) posits via the Cultural Dynamics Model (see Appendix 10) that artefacts are inherently biased; they serve as symbols understood via the framework of the prevailing culture. These ketone strips are a sign of clinical expertise and the high standards of Prudent Healthcare (2013) (see Appendix 11) of a University Trust. 
But to a workforce that is already dealing with moral harm (AACE, 2026) and systemic handover delays, a new diagnostic tool can be seen as a sign of more personal responsibility. This difference between what the Trust says it values (evidence-based, autonomous care) and what the staff thinks (risk-averse because of operational pressure) causes friction that is hard to measure in academic writing but is clear on every station floor.
The monetary limits indicated in the awareness stage also show this tension in a physical way. The All-Wales Diabetic Review (2023) highlighted that the pre-hospital care needs to improve, but the cost of rolling it out across the country sometimes means that it must be done in stages. This could lead to discrepancies between health boards, which is exactly what Prudent Healthcare (2013) wants to prevent. To deal with this as a leader, you need to switch to relational leadership (Bassot, 2023), where the clinician's fear of missing a diagnosis is given the same importance as the clinical evidence itself.
WAST's change to a University Trust makes this friction far greater. This designation sets a high standard for quick, evidence-based innovation and academic rigour. 
As a leader, though, I knew that the University pursuit of excellence typically moves at a different tempo than the day-to-day operations of an ambulance service on the front lines (West et al, 2020). 
It is not merely a clinical desire that we have to follow the recommendations of the KARMA 2 findings and the All-Wales Review; it is also a necessity of our new position. As a result, the project turned into more than just an upgrade to the diagnostic system; it turned into a test of how a University Trust can keep its academic integrity while also helping its employees who are just trying to get through the next shift. 
This tension is further exacerbated by the current climate of negative press and the strategic decision to halt the recruitment of new University-trained paramedics for the foreseeable future. Understandably, team members get disillusioned with the decision-making of senior management when it contradicts the message that they deliver.  

Evaluation
The most striking conclusion from this theoretical change project is the stark contrast between the Trust's aspirational identity and its operational reality. The project's main strength is its clinical validity; it is a textbook application of Prudent Healthcare (2013) that responds directly to the All-Wales Diabetes Review (2023). 
However, adoption would be hindered due to a fundamental hypocrisy: the organisation aggressively chases the prestige of University Trust status while declining to fund the point-of-care ketone strips required to demonstrate that high level of clinical autonomy.
This project is expected to stall given the current financial situation. While the Trust can implement, there is a clear pattern of institutional delay; management will most likely recognise the clinical requirement of the ketone test strips but fail to act on the data offered. This passive rejection is a common indicator of a strategic gap (Vince, 2022). 
By confirming the information but withholding the financial artefacts (Schein, 2010) required for execution, the Trust effectively expects university-level diagnostics to be completed with basic-level resources and clinical associations, which may be inaccurate.
This evaluation identifies a failure in value-based healthcare (Grey, 2023). The likely choice not to implement would be motivated by a need to handle huge budget deficits and the economic cost of overstaffing, but this is a false economy. The saving from not acquiring test strips is exceeded by the systemic cost of unnecessary A&E transportation, hospital offload delays and the deterioration of employee trust (Hayes, 2025). 
Furthermore, this hypocrisy contributes to the functional cynicism identified by Wankhade (2018). When leadership accepts clinical evidence but prioritises budgetary grip over frontline capability, the workforce sees the University designation as a symbolic title rather than a functional commitment. 
This confirms that the most significant barrier to change is a lack of organisational rationality (Uhl-Bien, 2021), which fails to link financial strategy with clinical goals.
New Learning
The research and development of this project has been its most insightful element. It has made me think about the "why" of organisational stagnation instead of just the "how" of paramedic practice. 
My main lesson is that as a Senior Paramedic, my clinical skills are only half of what it takes to be a leader; the other half is being able to deal with the frustration due to political and financial problems that my team may experience from being on the front line.
I have discovered that the University Trust status is currently a hollow symbol if it is not supported by the unconscious beliefs that Schein (2010) identifies as the deepest layer of culture. This realisation is reinforced by Burke (2023), who highlights that organisational change remains purely symbolic when there is a disconnect between corporate messaging and the actual reality of the workplace.
If the underlying idea is that “budget is king”, then clinical innovation will always come second. This understanding has transformed my professional outlook from a solely clinical emphasis to a focus on System Leadership (The King's Fund, 2022) (see Appendix 12).
In the future, I will manage change by first figuring out what the strategic gap is between what the company says and what it does. I have learned that the "Awareness" stage of Atkins and Murphy (1993) is not simply about clinical gaps; it is also about the pain of seeing systemic inconsistencies.

Conclusion
This reflection has revealed the core tension inside the Welsh Ambulance Service as it seeks to define its identity in 2026. In theory, using point-of-care ketone testing is an important step toward the University Trust's goal of improved diagnosis and more independence for paramedics. But, as this analysis has shown, the project is still a victim of a culture that is motivated by money and goes against its own academic goals.
Real change in an organisation needs more than just changing the name of a service; it also needs the willingness to pay for the professional standards it pushes. As a Senior Paramedic, this approach has taught me that clinical leadership is not just about setting standards; it's also about questioning the systemic failures and moral harm (AACE, 2026) that happen when clinicians are trained to be great but given tools that make them mediocre. 
The use of this ketone test strips are still just a theory, but the lessons learnt about just culture, system leadership, and the strategic gap are quite real.
I am now better able to manage my team through the complicated reality of a service that must eventually balance its financial budget with its university-level goals. 
To make the University status more than just a badge, the way the organisation works must change so that clinical results are just as important as saving money.
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Appendix 
Appendix 1- Edgar Schein’s Three Levels of Organisational Culture

1) Artefacts (Visible Signs)
These are the things we can touch, hear, and see.
Current State: old clinical instruments, a focus on "clearing the stack" (speed), and the 2026 National Patient Safety Alert posters.
The Project's Effect: Adding ketone monitors is like adding a new "physical artefact." It shows that the paramedic has University Trust status and that other professionals trust them to "treat and refer" instead of just "drive and drop."

2) Espoused Beliefs and Values (What they say)
The Trust's "official" word is the strategy and mission statements.
The "people-first" rule says that the Trust cares about the health and happiness of its employees and the quality of its medical care.
The Disconnect: There is often a difference between these numbers and how "Operational Grip" really works. The staff hears "quality," yet they feel the need for "quantity."
The Project's Impact: By giving people, the means to safely avoid A&E, we connect the Values (Prudent Healthcare) with the Action (Evidence-based recommendation).

3) Underlying Assumptions (The "DNA" of the culture)
This is the deepest level: the beliefs that people don't think about but that genuinely affect how they act.
The "Scapegoat" Assumption: A strong belief that "someone must be blamed if something goes wrong." This is where the 66% chance of losing personnel comes from: they don't think the system has their back.
The Project's Effect: We are working on this level with the Senior Paramedic Ride-outs. We start to replace the "blame assumption" with a "systemic learning" assumption by showing that a doctor may safely leave a patient at home with data (and get backing from leadership).


Appendix 2- All Wales Diabetes Review 2023 

1. The Cost of Emergency Admissions to the Economy
The Evidence: The 2024 Review shows that diabetes care costs the NHS Wales almost 10% of its total budget each year (£500 million). A big part of this is due to emergency hospital admissions, a lot of which could be avoided.
The Systemic Issue: WAST staff members must use "defensive conveyance" because they don't have ketone test strips at the point of contact. Their protocols are to take patients to Emergency Departments (ED) because they can't be sure their patient isn’t presenting with Diabetic Ketoacidosis (DKA) in the field. This exacerbates the pressure at the front door of A&E and costs the Welsh NHS thousands of pounds for each unnecessary admission.
Project Impact: By increasing accurate diagnoses, WAST can construct a safe "treat and refer" pathway, which protects A&E capacity directly and eases the expensive strain on the public budget.
2. Dealing with Unwarranted Variation
The Review stresses that although while 7% of the Welsh population has diabetes, access to sophisticated technologies and quality of care is not the same in all areas.
The Systemic Issue: WAST is a single national service, so it must make sure that everyone gets the same level of care. Right now, the diagnostic experience of a patient depends on their own equipment as WAST have no ketone testing capabilities. This "postcode lottery" is a sign that the National Clinical Service model isn't working.
Project Impact: A Pan Wales rollout makes sure that every diabetes patient, from rural South Powys to urban Cardiff, gets the same gold-standard, evidence-based examination.
3. Workforce Professionalisation and Retention
The Evidence: The 2024 strategy calls for a more integrated, multidisciplinary approach that gives EMS staff the tools they need to treat patients effectively.
The Systemic Issue: Not providing paramedics with the tools they need to complete their full clinical work increases their frustration and causes "moral injury,". Staff want to provide high-quality care, but they can't because they don't have the right tools for the job.
Project Impact: Implementing the Review’s recommendations validates the paramedic’s role as an autonomous clinician. It shifts the culture from a "transport-based" model to one of Clinical Leadership, supporting the University Trust vision.

Appendix 3- The Tackling Diabetes Together Programme 
1. Strategic objective: "Living Well with Diabetes"
The Programme Goal: Tackling Diabetes Together Programme (TDT) seeks to prevent acute complications (such as amputations and DKA) and enable people to live well in their communities.
The Systemic Gap: Currently, the "defensive conveyance" model of ambulance service prioritises transportation over clinical therapy. Without high-precision diagnostics, paramedics cannot contribute to the TDT goal of "community-based resolution.
Project Impact: By enabling paramedics to reliably rule out DKA, WAST can change the ambulance service from a "conveyance provider" to a clinical transformation partner who helps patients stay securely at home.
2. Innovation and Digital Integration.
The Program Goal: One essential pillar of TDT is "digital diabetes discovery," which aims to leverage technology to empower clinicians and patients while minimising health disparities.
The Systemic Gap: While secondary care employs cutting-edge technologies, the pre-hospital setting relies on basic glucose tests. This establishes a "technological ceiling" for paramedics.
Project Impact: Introducing ketone monitors is a direct response to the TDT's demand for innovation. This bridges the digital and diagnostic divide, giving paramedics access to the same high-precision tools as the rest of the integrated diabetic network.

Appendix 4- Change Management Plan

1) What Has Changed? 
At the end of 2025, the Welsh Ambulance Service Trust (WAST) made a major shift in its strategic direction. This was when the former CEO left, and the current leader took over. 
The previous leaders of the organisation focused on structural professionalisation, which was an important step that set up the basis for a University Trust. This time was also marked by a strict operational grip (McCann, 2022), which meant that success was mostly evaluated by the response times and staffing levels. 
By early 2026, the external factors will have changed the demands on the Trust. The systemic dilemma of hospital handover delays has created a situation in which traditional operational efficiency such as the fore mentioned response times are no longer a sufficient indicator for success because the lengthy waits outside the front door of A&E is beyond WAST's immediate control.
The mandate has therefore shifted from logistical matters to professional integrity. The current leadership acknowledges that the University Trust status risks becoming a superficial identity if the workforce's clinical depth is compromised by moral harm and skill decay (AACE, 2026).
After the National Patient Safety Alert (NHS England, 2026) regarding diagnostic equipment, it became evident that safety can't be managed just by giving commands from the top down. The reform is a step toward a people-first agenda, which puts the clinician's mental health first as the main way to keep patients safe.

3) Scope and Objectives 
By the third quarter of 2026, WAST will have moved from a blame-based disciplinary paradigm to a systemic learning model (Reason, 2016). This is a direct response to the January 2026 National Patient Safety Alert (NHS England, 2026), ensuring that staff feel safe reporting equipment or system problems without concern that they will be branded as scapegoats.
To expand beyond the University Trust title, WAST will create boundary-spanning roles (College of Paramedics, 2024). These Health Board Clinical Leads will use the System Leadership Framework (see to Appendix 12) to negotiate the interprofessional tribalism at the A&E doors. By implementing the 'boundary spanning' principles identified by The King's Fund (2022), these roles will shift from internal management to system-wide collaboration, ensuring paramedics' diagnostic decisions are integrated into the larger NHS Wales care pathway rather than simply accepted at the point of handover.
Finally, the plan aims to safeguard the workforce's professional identity while reducing the economic impact of attrition (Holliman et al., 2024). Currently, WAST confronts a substantial strategic risk; despite a high upscaling of Emergency Ambulance Practitioners (EAP) from Emergency Medical Technicians (EMT), internal predictions suggest a loss of two-thirds (66%) of this cohort by 2030. 
 3) Current Position of the Organisation  
The current status of WAST represents a diminishing return on investment (WAST Internal Workforce Strategy, 2025). While the Trust has successfully transitioned a significant portion of the workforce from EMT (Band 4) to EAP (Band 5), this professional leap has created a massive financial and operational strain that the current budget cannot support.
The budget used to fund these pay increases and training has resulted in severe cuts elsewhere. We are now seeing core shifts left uncovered because the overtime budget has been slashed to balance the higher salary bill. This forces the remaining personnel to work significantly harder to fill the gaps, leading to exhaustion. The unavoidable consequence is that response times are increasing, placing both patient safety and staff well-being under extreme strain.
 This strain is exacerbated by clinical anxiety and a scapegoat fear of the new EAPs now carry considerably more clinical responsibility and must make at-risk decisions daily. However, they are doing so in a system that remains blame based. 
Following the January 2026 National Patient Safety Alert (NHS England, 2026), there is a deep-seated concern among staff that they will be branded as scapegoats for system failures beyond their control. Consequently, many clinicians feel apprehensive about their new Band 5 position rather than empowered by it.
Professionalism in name only. Despite their advanced training, EAPs still encounter tribalism at the hospital (Wankhade, 2012). Wankhade (2012) continues that doctors frequently overlook their diagnostic decisions, leading to a sense of symbolic professionalism—where the title exists, but the respect does not. When this lack of respect is combined with 12-hour hospital delays and the resulting skill decay, it explains the devastating internal projection of a 66% loss of this cohort by 2030. 
WAST has invested in a more expensive workforce but is currently failing to provide the professional conditions necessary for them to stay.

 4)  Where Do We Want to Be?

The estimated 66% attrition rate is meant to be a warning for the whole organization, even though it is just meant to apply to the EAP transition (WAST, 2025). We want to go from a service that is broken and worn out to one that is based on collective leadership and system-wide psychological safety.
The tribalism that was seen in the hospital (Wankhade, 2012) is often similar to the divisions that exist within the Trust. We want to create a culture where everyone, from call handlers to senior managers, feels like they have professional agency.
To move toward a One-Team culture, WAST must adopt a model of compassionate leadership, which focuses on attending to, understanding, and empathising with the challenges faced by all staff members, from PTS to Senior Management (West, 2021). WAST aims to get rid of the structure that makes personnel feel like units of production instead of medical experts.
The scapegoat fear that staff feel is a secondary trauma that affects everyone in the company.
We want the NHS Resolution (2019) Just and Learning Culture to be the norm for everyone.
When a 999 call is delayed or a clinical error occurs, the debrief focuses on the resource gaps and hospital pressures, not on finding an individual to blame. This takes away the moral injury that all staff members feel.
The current way of decreasing overtime to pay for Band 5 raises has made the health of the other staff worse. 
We turn WAST into a 30-year career destination by putting as much value on the human resource as the clinical output.
If we adjust the environment so that the EAPs don't lose 66% of their workforce, it will also repair it for the entire staff who are standing next to them.

5) How Will We Get There?


WAST can issue every frontline resource a ketone testing kit that may be used at the point of care. We stabilise clinical practice by giving all classes the same physical artefacts (Schein, 2010). This makes sure that EMTs, EAPs and Paramedics are using the same high-precision diagnostic data, which cuts down on diagnostic differences across the board.
Also create universal referral paths for evidence-based "treat and refer" pathways. By substantiating the "value-based healthcare" (Grey, 2023) instance, we illustrate that a ketone strip used by any EMS grade to securely bypass a needless A&E conveyance serves as a benefit for the system. This changes the question from "who has the best grade" to "who can make the best clinical decision for the patient." 
 Instead of training in the classroom from the top down, the rollout will happen through the Senior Paramedic "ride-out" framework. It enables workers at all levels to talk about their clinical anxiety about "treat and refer" decisions in a safe, non-punitive space. This creates the Psychological Safety (Edmondson, 2018) that the plan needs to work.

6) Proposed Change Management Organisation 

CEO: Sets the "people-first" strategy goal and makes that the project is in line with the Trust's 2026 University Status aspirations. They have the final say when it comes to protecting the project from "operational grip" pressures.
Senior Paramedic: In charge of making sure the rollout is clinically sound. This job is all about the "peer-led" educational framework. It involves going on clinical ride-alongs with EMTs, EAPs, and Paramedics to "unfreeze" old patterns and deal with clinical anxiety.
Duty Operations Managers are in charge of integrating logistics. They make sure that all cars have the right number of ketone monitors and plan the schedules so that staff have enough time for clinical briefings without missing response targets.

Health Board Clinical Leads: These people are the outside link between WAST and the rest of the NHS. Their main goal is to work with Emergency Departments and Primary Care to make sure that "treat and refer" decisions made by frontline personnel are seen as genuine clinical outcomes.






7) Stakeholders Analysis
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8) Impact Assessment on Organisational Processes 

Processes: going from "just take patients into hospital, you can't get into trouble" to "evidence-based referral." This means the patient is taken to the most appropriate place or referred but also means that staff have to spend more time on the scene completing a high-precision diagnosis.
Systems: The Electronic Patient Clinical Record (ePCR) has to be modified to add required ketone fields so that clinical audits can be based on data.
Customs: This alteration goes against the old "operational grip" (McCann, 2022). It changes the custom from "clearing the stack" to "clinical resolution."
Staff: A huge effect on psychological safety. By giving them the tools that match their University Trust status, we lower the "scapegoat fear" and clinical distress that come with skill deterioration (AACE, 2026).

9) Proposed Messages

The Clinical Message to the 70 Frontline Staff: Your Grade, Your Tools: WAST are giving you the physical tools that reflect your professional university status. Ketone testing gives you the proof you need to safely "treat and refer," which protects your patients and your clinical registrations.
The Operational Message for the DOMs: Clinical resolution over logistics: Success is no longer only getting the stack cleared; it's also about how well the clinical outcome turns out. This tool cuts down on the "conveyance-by-default" tendency that causes delays at the front door of A&E and aids to alleviate professional tribalism (Wankade, 2012).
The Strategic Message for the Health Board Clinical Leads: WAST is using high-precision diagnostics to make sure that only the right patients get to the Emergency Department. This helps NHS Wales meet its broader goals for sustainability.

10) Communication Plan


	Method
	Target Audience
	Purpose & Theoretical Alignment

	Peer-Led "Ride-outs"
	Frontline EMTs, EAPs, Paramedics
	Building Safety: 1-to-1 mentorship to address clinical anxiety and manage the "scapegoat fear" in a safe, non-punitive environment.

	Success Stories
	All Clinical Staff
	Reinforcing Identity: Monthly bulletins highlighting cases where ketone diagnostics safely avoided hospital conveyance, validating the University Trust status.

	Joint Liaison Forums
	Health Board Clinical Leads
	Boundary spanning (The King's Fund, 2022): Sharing audit data to reduce professional tribalism (Wankhade, 2012) and ensure referral pathways are respected.

	Value Dashboards
	Management & Finance
	Sustainability: Real-time data on conveyance reduction to secure ongoing funding and prove the "value-based healthcare" case.



11) Risks 

The "scapegoat" relapse: Even though there was a National Patient Safety Alert in 2026, a deeply ingrained "blame culture" may make staff afraid that a decision not to rely on a ketone test result may lead to individual discipline instead of systemic learning (Reason, 2016).
Persistent Professional Tribalism: If "boundary spanning" doesn't work, doctors and nurses in hospitals may keep ignoring EMS-led diagnosis. This hurts the staff member's morale and makes the "conveyance-by-default" habit stronger.
Operational Attrition of the Training Framework: If "operational grip" goes too high, there is a chance that Senior Paramedic "ride-outs" will be postponed, fulfilling response goals instead. This would ruin the peer-led education approach and make the predicted 66% attrition worse.

12) Implementation Plan 

Phase 1: 
Setting up the basics and making sure the system works together (July to September 2026)
Procurement: Making the final purchase of the ketone monitors and making sure that the test strips are always available through "value-based" funding.
Digital Integration: The ePCR (Electronic Patient Clinical Record) will be modified to incorporate the required fields for ketone testing. This makes sure that we are getting the "high-precision" data we need for clinical audits.
Boundary Spanning: Formal meetings with Health Board leaders help finalise the "treat and refer" referral pathways, making sure that hospital staff are ready to get this new information.
Phase 2: 
Getting involved and getting clinical mentorship (October to December 2026)
The "ride-out" rollout is the most important part of the plan. Senior Paramedics start working one-on-one with the 70 staff members. This isn't "classroom" training; it's applying clinical theory to frontline practise.
Safe Space Briefings: Station huddles will focus on dealing with the "scapegoat fear." Leaders will talk about the 2026 National Patient Safety Alert in a clear way to reassure staff that they can make their own clinical decisions.
Communication Loop: Starting a monthly "clinical success" newsletter to tell stories about how ketone diagnostics kept people from having to wait at the hospital for no reason.
Phase 3:
Stabilisation and Learning Across the Board (January 2027 and beyond)
Full Operational Launch: All diabetic callouts now have to do ketone testing as part of their normal routine.
The Clinical Audit Team starts going over the data to see how much the number of A&E handovers has gone down.
Refinement: If "operational grip" is still producing problems, use feedback from the front lines to change the referral paths or ePCR interface.



13) Proposed Monitoring of Change Plan

Clinical Outcomes (The Data): WAST will utilise the ePCR audit data to keep track of how many diabetes patients are safely sent to Primary Care or District Nurses instead of going to A&E. Success will be defined by a measurable reduction in 'conveyance-by-default' for this patient cohort.
Cultural Impact (The People): We will use staff questionnaires to find out how safe the 70 staff members feel psychologically. We want "scapegoat fear" to go down and clinical confidence to go up.
The goal is to keep staff; thus, we will keep an eye on the turnover rates in the South Powys area. If the expected attrition rate of 66% starts to go down, it means that giving staff more freedom and better tools is helping to keep them in the Trust.
Appendix 5- Stakeholder Analysis
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Appendix 6- January 2026 National Patient Safety Alert
1. The Failure to Rescue Mandate
The Alert: The National Patient Safety Alert (NPSA) states that not having point-of-care testing (POCT) for ketones in emergency ambulances makes it harder to diagnose diabetic ketoacidosis (DKA) quickly, which leads to increased morbidity and avoidable admissions to the Intensive Care Unit (ICU).
The Systemic Issue: Right now, WAST just uses blood sugar levels. The 2026 Alert calls this a "systemic safety gap." It is now officially known that relying on just one parameter (glucose) to rule out a metabolic crisis is a risk to patient safety.
Project Impact: By putting out Ketone POCT, I am immediately "closing the loop" on this NPSA. It changes the Trust from not following safety rules to following them to the letter.
2. Standardisation as a safety measure
The Alert: The 2026 guidance says that all emergency vehicles in the National Health Service (NHS) that are on the front lines must have "equivalent diagnostic capability" to stop patient outcomes from to prevent unwarranted variation in patient outcomes.
The Systemic Issue: As shown in Appendix 2, the "postcode lottery" of not having diagnostic equipment is no longer only a problem with efficiency; it is now a problem with safety.
Project Impact: This project makes sure that WAST meets the NPSA criterion for National Equipment Standardisation, which protects both the patient and the team member.
3. Clinical Decision Support (the "treat and refer" safety net)
The Alert: The NPSA evidenced that not taking someone to the hospital without testing for ketones is not just dangerous but also falls short of the University status that WAST are so keen to uphold.
The Systemic Issue: Right now, paramedics are forced to make choices about discharging people with half the data. This is what causes the moral injury (Wanked, 2018) that is referenced in Appendices 1 and 4.
Project Impact: The Ketone monitor acts not just as a safety barrier but a high level of diagnostic capabilities. It provides the objective data required to satisfy the NPSA’s demand for evidence-based non-conveyance protocols.
Appendix 7- Johnson & Scholes Cultural Web
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Appendix 8- Atkins and Murphy Reflection Cycle (1994)
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Appendix 9 – Karma 2 Trial 

1. Identifying the "High-Risk" DKA
The Results: The trial found that using ketone meters made it easier to identify high-risk DKA (defined a ketone level greater than 3.0 mmol/L) in 6.5% of hyperglycaemic patients in the intervention group, compared to only 2.5% in the control group who were identified using standard clinical signs (glucose monitoring only).
The Systemic Gap: Using non-specific symptoms (current WAST diagnostic standard) misses roughly two-thirds of patients in a life-threatening metabolic condition.
Project Impact: By implementing the KARMA-2 approach, high-risk patients are diagnosed at first contact rather than hours later in the emergency department.
2. Speed of Treatment (Fluid Resuscitation)
The study's findings revealed that nearly half (45.5%) of patients diagnosed with DKA in the intervention group received pre-hospital fluid therapy, compared to just 33.3% in the control group.
The Systemic Gap: Current JRCALC guidelines without ketone data cause delays in initiating fluid therapy, which is the cornerstone of DKA management.
Project Impact: Early fluid administration at first contact, supported by ketone level data, directly minimises the severity of the metabolic crisis prior to hospital arrival. This facilitates advanced clinical decision making, providing the objective evidence required to uphold WAST’s University Trust status
3. Operational efficiency (hospital pre-alerting)
The Results: Ketone meter use was linked to improved hospital pre-alerting. A&E staff indicated that getting a precise ketone value enabled them to prioritise resuscitation beds and commence hospital DKA protocols as soon as the patient arrived.
The Systemic Gap: Without data, diabetes pre-alerts are frequently addressed with lower urgency by triage, resulting in needless delays in A&E
Project Impact: This project improves the chain of survival for diabetic emergencies, getting patients through the A&E more quickly and protecting hospital capacity.



KARMA2 Participant overview—CONSORT diagram.
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Appendix 10- Cultural Dynamics Model 

	Process (The Arrow)
	Current State (Pre-Project)
	Transition State (Project Impact)
	"So What?"

	Manifestation
	Underlying Assumptions: "We can't do much for diabetics." Values: "Efficiency (A&E Avoidance) over Excellence."
	Values Shift: Embracing University Trust standards of clinical precision and autonomy (Appendix 9).
	The project provides a visible goal for clinical excellence.

	Realisation
	Artifacts: Glucose-only meters, outdated JRCALC guidelines (Appendix 6).
	New Artifacts: Introducing the ketone monitors across the Pan-Wales fleet.
	The monitor is the physical proof of the Trust’s new values.

	Symbolisation
	Symbols: team members' identity, defensive, scape goat fear (Appendix 8).
	New Symbols: The dual monitor represents diagnostic authority and professionalism.
	The monitor becomes a badge of professional respect.

	Interpretation
	Crews interpret "moral injury" as the norm. Culture is stagnant.
	New Assumption: crews interpret the success of data-driven decisions and reduced ED conveyances.
	The new assumption becomes: "We are clinicians, not just drivers."








Appendix 11- Prudent Healthcare 2013
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Appendix 12- System Leadership and Influence 
1. Inspiring Shared Purpose (Vision)
The strategy. The January 2026 National Patient Safety Alert (NHS England, 2026) (Appendix 6) identified a critical gap in WAST's current care pathways. I used this evidence to demonstrate that our standard glucose-only protocol was no longer clinically defensible, creating an immediate impetus for change. 
The Leadership Act: I didn't just request equipment; I presented the lack of monitors as a collective failure to satisfy national safety requirements. This strategy brought organisational governance in line with clinical realities, ensuring that executive decisions were directly driven by frontline worker safety concerns.
2. Connecting the Service (Cross-Border Leadership)
The Plan: Create a link between WAST and the local A&E Departments.
The Leadership Act: By using the KARMA-2 data (Appendix 9), I demonstrated that this is more than just a change project. This is a national requirement that WAST needs to incorporate and implement. 
3. Influencing for Results (the "Soft Power" Approach)
The Strategy: Navigating the Mendelow Matrix (Appendix 5).
The Leadership Act acknowledges that high-power stakeholders (Finance) worry about the budget, whereas high-interest stakeholders (clinicians) care for clinical safety. I designed my leadership communication to speak both languages simultaneously.
4. Enable the Workforce (The Catalyst)
The Strategy: Applying the Cultural Dynamics Model (Appendix 10).
The Leadership Act: I realised that I couldn't force 3,000 WAST staff to change. Instead, by offering the artefact (the test strips), I am leading by enabling—giving employees the tools they need to achieve their own professional goals and increasing their professional pride.
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