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Assignment 1

The ambulance service that I work for have recently created a new role within the service, aimed at providing a clinical level of leadership to members of staff that work on the front line; within an unscheduled, emergency environment. The senior Paramedic role created by the ambulance service is intended to improve clinical care provided to patients by empowering these senior individuals to provide leadership at the point of care during difficult, high acuity incidents requiring complex treatment and extrication plans as well as supporting prehospital clinical staff during their day to day experiences at work, where the senior Paramedic can give advice surrounding certain situations, provide education and teaching opportunities within a well supported learning environment. Senior Paramedics are knowledgeable within the prehospital medicine field and are well informed regarding what levels of care and skill provision can be provided by different prehospital clinicians with their specific level of training. This allows them to provide positive feedback to staff when care and treatment expectations have been met, or gone above and beyond that of what is expected, whilst also providing constructive criticism and learning points when care provided by clinicians does not meet what is required or could be improved. Furthermore, due to this constant and supportive role, senior Paramedics are able to lead clinical investigations into incidents where care provided to patients has not been satisfactory, although maintaining a stance from where points for learning can be made and improving care in the future is the ultimate goal. Instead of punishment which is possibly how management have dealt with similar situations in the past. Each senior Paramedic leads a team of thirty to forty members of staff including emergency medical technicians, newly qualified Paramedics, Paramedics and duty operations managers.

Due to there being many different types of leadership styles, theories and models. I have hypothesised that if these styles and models are utilised appropriately, it may affect how the senior Paramedic role was perceived by staff, its effectiveness in improving clinical care and whether it made staff feel supported, or not. This piece of writing is going to critically appraise five different leadership styles or theories and discuss their relevance to the workplace outlined above. I will investigate the advantages and disadvantages of each leadership style/ model to assess their validity in a range of situations as it may highlight the positives and negatives of the different styles. Therefore this piece of writing will describe these in relation to the newly started senior Paramedic role within the ambulance service.

The Adair’s Action Centred Leadership model was devised by John Adair in 1973 and ever since has remained popular as a leadership style. I wanted to analyse this leadership style because a key concept of this leadership model is that it relies on the basis that good leadership can be learnt unlike some of the other theories where good leadership is considered an innate skill that some people possess and some people don’t (Organ, 1996). The model is based on three rings that are equally spaced in the shape of a triangle and all over lap equally, leaving a small area in the middle where they all converge. The three rings are labelled with Task, Team and Individual. The three rings are pinnacle to the model, especially how they overlap equally. The Image is to demonstrate that if the leader motivates, coaches and helps develop an individual, whilst providing good communication, team building and motivation to the team and also setting clear objectives and planning tasks- this means that each ring supports the other two rings. It is important to balance these three responsibilities to reach peak performance, which is what the centre convergence is labelled. The leader has responsibilities for the individual, team and the task, this ensures the relevant people know what they are responsible for and what is expected of them and when, as well as how this fits in with the bigger picture regarding the task and team.

The model puts great emphasis on 3 components that are fundamental factors in driving progress, however it can be difficult to apply when working with large teams with different personalities, especially within the individual ring in the model. In this case it has been suggested it may be more of a management tool rather than assisting a leader (Braun, Avital and Martz, 2012). It has also been criticised for potentially being too hierarchical and when it was designed it may have been seen as holistic and practical (Bolden and Gosling, 2006), however today's leadership normally focuses on empowerment and enablement of team innovation, whilst the Adair’s action centred model may be seen as too authoritarian (Bolden and Gosling, 2006).
However, leadership within the organisation would benefit from using the Adair’s action centred model because it can be brought into an existing leadership system, teaching the current leaders within the ambulance service. One of its key components is that it shows that good leadership can be learnt because it isn’t considered an innate skill like some other theories. It can also be used by everyone regardless of the personality types of the leader or team members. It is a simple guide to follow and can be used when needed to prompt the leader. 

Transformational leadership is a relatively new model to assist individuals in a position of leadership to lead a group. The model focuses on developing value and positive changes to the individuals within the team being led (Yukl, 1999). James Macgregor Burns defined transformational leadership as "leaders and followers help each other to advance to a higher level of morale and motivation" (1978). The idea being that it brings positive change to the minds of team members, empowering them, which then causes a redesign of their expectations and aspirations. As well as encouraging a shared vision to establish their goals (Fletcher, Friedman and Piedimonte, 2019). Bass (1985) continued this idea with Burns’ work and developed how it’s possible to measure how well a leader affects the productivity of their team. They discuss how it is based on how well team members follow a leader and are able to share the same vision, and are able to take something away from being in the team other than ‘just a job’ or self gain. The leader provides an inspirational vision and the encouragement provided stimulates team members to continue the work of the group and thinks for themselves (Albritton, 1998). As an interesting side note it was Burns (1978), who first highlighted a difference between leadership and management and described the differences due to the behaviours and characteristics of the leadership/ management being provided.

Although this model sounds very positive; especially surrounding its inspirational and empowering effects on team members. It negatively revolves around influencing team members to change their views. It also is suggested that it may put the individuals of the team under high pressure to act and perform in a certain way. Not to mention the time input requirements from the leader to instil this behaviour into their team members (Charalambous, 2019). Due to its initial set up regarding politicians, it may be a very motivational model however it relies on different personalities getting on and all team members being mentally on board with how their leader is interacting with them (Albritton, 1998). 

This leadership model definitely has potential to be beneficial within the ambulance service. All staff within the trust are working towards a common goal, where their interests are aligned. However it would be difficult to encourage team members/ employees to take ownership of their own ideas, furthermore because the ultimate aim of the service is to provide healthcare to the population of a country, it has an extremely large  hierarchy of management. The service is also governed by politics, funding and is heavily interwoven with management from other health boards, trusts and governing bodies which would dampen the effects of being inspirational and having the ability of instilling positive change into all the team members across the service. However on a local level within the smaller teams of each Locality Manager and smaller again with the teams allocated to their own Senior Paramedic, This positive mental, ‘can do’ attitude, inspiring all individuals to take control of their work and instilling confidence to be a face of the service to members of the public would have an extremely positive impact on what the service can provide. It would be the role of the Senior Paramedics to encourage this whilst working one to one with team members and during group training activities.

Overall this leadership model may not work within the ambulance service, it does present some very useful ideas that might benefit senior Paramedic leadership within their smaller teams.

The transactional leadership model is very much the opposite of the above transformational method. Transactional leadership takes the approach that something is given to get something in return. It is a much simpler, more basic approach for a leader to take to get what they want from their team. It works on the basis of providing rewards and punishments. If a leader wants something from their team they need to provide something to the team in return. It works well when a leader wants to guide or motivate an individual to complete jobs or tasks that are specific and well defined, where the team member is then encouraged by a specific reward (Fletcher, Friedman and Piedimonte, 2019). As an example of a transactional leader; an athletic coach, encourages a training athlete to practise by promoting the reward of winning the competition- If the athlete trains, they are rewarded by winning, if they don’t practise they are punished by losing. The coach manages to instil great commitment in the athlete to increase their chances of receiving the reward. Whittington (2009) states that Transactional leadership occurs when a leader exchanges economical, psychological or political with a team member. These exchanges occur when a leader identifies a requirement from their team member and then lays out the rules that the team member needs to meet to achieve them. 

Although Transactional and Transformational leadership are contrasting theories of leadership, Burns (1978) explains how successful leaders can use both models alongside each other. Transformational leadership may be more successful to aid leading a team long term, however there may be times that transactional leadership are useful at certain times to encourage team members to work through certain tasks (Kuhnert and Lewis, 1987).

Clarity and efficiency are the biggest benefits of Transactional leadership. All relevant parties know where they stand within the agreement, and it is clear and efficient in how the transaction occurs and what the rationale behind the transaction is (Fletcher, Friedman and Piedimonte, 2019). It also benefits both the leader and the team members; the leader receives what they want whilst the team members receive what they want in return. It is also beneficial to both parties to achieve small goals quickly, in comparison to democratic decision making, where options are discussed and decisions are made, using this leadership theory, allows the leader to make clear what they want and their team will follow, also benefitting. This way of leading can become very productive and creates quite a structured and ordered relationship between the leader and their team. Businesses have periods of time that require an increased time of efficiency and productivity and then often revert to this leadership style even if that is not the standard model of leadership used by the leader. And if the right incentives are used, the team will remain motivated, with good work productivity (Avolio and Gardner, 2005).

However the benefits of transactional leadership can be seen as its disadvantages depending on the leader - team relationship and scenario that the model is deployed (Charalambous, 2019). For example creativity and individualism is counterproductive in a transactional situation, this prevents the ingenuity and creativity of employees and team members to complete tasks and relies on the leader knowing best and instructing employees to complete tasks in a certain way. The external rewards such as financial or psychological rewards then potentially have less meaning or desire to be had (Kruse, 2022). 

A further disadvantage of transactional leadership is that employees/ team members are blamed for not meeting targets. If targets were set and not achieved, this is often seen as the fault of the team not following the leader's requests (Kruse, 2022). This can also lead to future tasks being conducted more slowly as all the team members or employees want to seek approval from their leader before continuing with their tasks and will require more feedback from the leader before submitting or finishing off the work they have nearly completed. Furthermore this situation can cause further underdevelopment in the team's staff because development and motivation aren’t considered priorities in this type of leadership style (Kuhnert and Lewis, 1987). The Leader focuses on getting as much productivity out of their team as possible for a specific reward leaving little to no time for continued training, investment in the individuals or development to succeed further within their careers.

Transactional leadership may have a small place within the ambulance service, possibly within the service as a whole, involving managers near the top of the management hierarchy, for more straight forward, non patient involving tasks. However long term, at a local level where senior Paramedics and leading groups of staff over a long period of time and require all staff to work to the expected standard when their senior Paramedic may not be contactable and each employee needs to be independent and potentially creative in how they manage their work, it would be preferential for the senior Paramedic to use a more fulfilling and encouraging method of leadership such as the transformational leadership method and it may be found that if the transactional method was used by senior Paramedics, it may cause staff to practise their work correctly when observed by the leader, but not when there isn’t a leader around, and management need to be able to trust staff to conduct their work appropriately at all times.

The idea behind authentic leadership is that a leader that follows this theory is genuine and is aware of their strengths, weaknesses and emotions (Kruse, 2022). It describes a form of leadership, where the leader remains true to themselves and their team, whilst displaying consistency between what they say and what they do. By being open and genuine, it encourages their team members and employees to trust them and therefore increase their productivity. It also then creates an environment encouraging openness which allows employees to ask their leaders for assistance or help in a supportive way (Guenter et al., 2017).  It is also thought that one who is positive and true to themselves, transforms or develops into an authentic leader. The authentic leader doesn’t persuade their team to follow them as their leader, but rather their beliefs and attitudes become a model of what the individuals want in their leader (Luthans and Avolio, 2003).

According to Jensen and Luthans (2006) leaders that relate to their teams and come across as genuine and honest have the biggest impact on business success. During their research they found that if employees or team members found their leader to use authentic leadership, this was the biggest factor on job satisfaction. They found it led to better relationships between colleagues, higher levels of trust, improved productivity and created a more positive work environment. It also benefits the leader because they continue and strive to improve and work harder for their team. It overall creates a good working atmosphere and over a longer period of time encourages people to perform at their best.

Authentic leadership however also has weaknesses within the model. It relies on all the leaders and managers within the management team having similar ethical values and beliefs and if they don’t may cause contradicting objectives because these beliefs may not align with what the management team wants overall. It has also been highlighted that when the team is in a high pressure environment, authenticity may not be the attribute they are looking for in their leader. They may need someone who can act or perform in a certain way to instil confidence into the team to get them through a difficult challenge, even if it is open and supportive during normal duties. Ibarra (2006) also discussed how authentic leadership may not be what a team wants from their leader depending on if they have a low self monitor or a high self monitor. If a leader has  a low self monitor, they may say whatever comes into their head, they may be being authentic and genuine, however may say things that are not appropriate for a leader to say and may be construed as immature or insensitive. However high self monitoring is when an individual thinks about what they are going to say before they say it, still genuine and authentic but consider what impact it may have on others first (Ibarra, 2006).

This leadership theory certainly has attributes that would benefit the ambulance service. Leaders portraying authentic, genuine traits would be well respected by clinical staff. Senior Paramedics leading groups of clinical staff whilst also working clinically alongside them, would benefit greatly from utilising the authentic leadership model. However managers within the service have traditionally been chosen to be managers due to length of time in service and not necessarily because their values and beliefs match that of their staff they work for. Nevertheless the new senior Paramedic role upholds the stance that clinical leaders are very much part of the clinical team, able to support staff when required but also have a relationship with staff that allows them to practise how they choose and how they have been taught, therefore this leadership model may well be very beneficial if utilised amongst the senior Paramedic leadership team.
 The servant leadership theory focuses on the wellbeing and successfulness of the team members or employees working alongside their leader, rather than the leader or company. A leader who aligns his leadership style to this theory always puts the needs of their team first and encourages and helps these individuals to grow to get as much performance out of them as possible (Parris and Peachey, 2013). Servant leadership was originally discussed by Robert Greenleaf in 1970 where he explained that the need of the followers comes before the needs of the servant leader and puts emphasis on the development of the followers ​​(Hale and Fields, 2007).Characteristics of this leadership theory include listening, awareness and empathy. This theory requires a large work input from the leader to learn from and understand their team members/ followers but then allows them to help their followers grow and succeed which in turn improves organisational growth and productivity whilst also having a positive impact on the community that the followers come from; investing in these staff (Parris and Peachey, 2013). 

The benefits of servant leadership is that it cultivates a feeling of belonging for the staff/ team members. It creates a positive working environment and team morale is often increased due to the team feeling well looked after by their leader. It also creates an environment that increases employee involvement. All team member ideas are listened to because the servant leader understands that each individual brings a unique set of ideas and draws upon unique experiences, ultimately making each staff member feel valued.

Disadvantages of using the servant leadership model is that it takes a long time to create this environment (Hale and Fields, 2007). A new leader could join a team that utilises the servant leadership model, however it takes time to build relationships with each team member and to find out what motivates them. Team members need to be engaged with the servant leader, which may be difficult, especially if they have been led or managed by leaders utilising transactional or authoritarian leadership models.  It is also potentially easier for individuals to lose sight of the company or organisational goals, where by the development of individuals is put first it is easy to forget the overall ultimate goal for the business. It’s also possible that using this model has the opposite of the desired effect. For example, after the leader puts in a lot of effort to develop the staff, and a problem arises where the leader needs to step in to assist. The team may learn that if they don’t work hard to complete the job, the leader may step in to assist anyway. Finally it also may be difficult for companies to find leaders that are able to utilise this leadership model. Leaders often want the feel of power and control and these attributes don’t have a place alongside this leadership (Hale and Fields, 2007). 

This leadership style would be beneficial for senior Paramedics to utilise when leading their staff groups. It creates a good environment for learning and developing the individuals within their small teams. This would work well during their day to day work, during ride outs with staff and training days, however may not be as successful during high acuity incidents where senior Paramedics are working alongside their team providing a high level of clinical care and providing senior leadership at the point of treatment. This situation may require a more authoritative stance. However elements of this servant leadership model would highly benefit the senior Paramedic role.

Different leadership styles are useful in different scenarios and potentially destructive in others. An authoritarian leadership approach taken by a coach for their athlete wouldn’t be as effective as the transformational leadership, whilst in the military the opposite may be true. The ambulance service is changing into a supportive employer, aiming to provide an environment that helps develop their staff to improve clinical care provided to patients whilst investing in their staff to  improve staff wellbeing, health and career progression. 

Although managers in the Ambulance service historically may have taken an authoritarian approach to leadership. Servant and transformational leadership or Adair’s action centred leadership is more likely to play a successful role in leadership within the service today. Overall, certain elements of these leadership models may be the most beneficial. As explained above, each leadership has its own benefits and weaknesses. Ideally the senior Paramedic leadership role needs to take certain aspects that provide a nurturing attitude, that provides a space for allowing individual development and learning, such as the Servant leadership style, whilst providing attributes of transactional leadership where exchanges can be made quickly to benefit patients during medical incidents and scenes are managed  successfully via senior Paramedic support. Adair’s action centred leadership model ultimately provides this level of variety in its leadership model. It provides support to individuals when required but also takes a hierarchical approach which is beneficial for the senior Paramedic role at time. The current senior Paramedic teams are small allowing this model to be effective, furthermore this model can be taught to existing leaders which is hugely beneficial to an already existent management team.
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Assignment 2

This piece of written work is aimed at exploring and critically evaluating my personal leadership qualities during my time working as a Senior Paramedic within an ambulance service. The Senior Paramedic role within the ambulance service endeavours to ultimately improve patient care received in the prehospital, unscheduled, emergency environment provided by clinicians working for within the ambulance service. This is provided in a number of ways with the assistance of the Senior Paramedic. The Senior Paramedic role consists of providing leadership at the point of care to patients in high acuity, serious incidents, assisting and managing clinicians on scene. They conduct ride out shifts with every member of their team (consisting of Paramedics and Emergency Medical Technicians) to observe their practice and provide a time and place to provide learning and education for any areas of practice that the clinician or Senior Paramedic feels needs improvement. The role also consists of providing group training opportunities to their teams to collectively improve clinical competence and confidence by all staff. 

For these elements of the Senior Paramedic role to be successful good leadership is of paramount importance. To be able to lead one’s team to strive for clinical excellence and improve patient care means the Senior Paramedic is able to lead in a fast paced, high pressure environment with an unknown team (regarding who the individuals are, and how many clinicians) as well as leading a defined, known team on a day to day basis acting as a leader that is approachable, supportive and able to get the most of their team, encourage learning as well as manage clinical complaints and adverse incidents.

I will now reflect on my personal leadership abilities working as a Senior Paramedic within the ambulance service, with the ultimate aim of highlighting my leadership qualities and my weaknesses, which I can then work on to improve my leadership ability. I will use the Gibb’s reflective model to assist me in structuring my reflection ​​(Gibbs, 1988), which will help highlight what affect my leadership has on the service and my team as well as help shape a personal development plan to help improve highlighted areas that need improving.

Description
During my first few weeks of starting the role of being a Senior Paramedic. I attended a single occupancy road traffic collision. A lady had driven around a corner at speed when she collided with a parked car. The driver was the only injured person. She managed to self extricate from the vehicle but was unable to stand. On my arrival, the police were already on scene. I had become available for this job about 45 minutes away, and I was located at the local emergency department, where 18 ambulances were queuing to offload their patients into the department. On my way to the scene of the incident, I was aware that if this was a genuinely, critically injured patient, I would be on my own in terms of ambulance personnel for at least forty five minutes once I was on scene as a best case scenario, but in reality drastically longer than this. After I had parked near the scene and walked to where the police officers were standing, they shouted to me that they could see her bone. In my mind this highlighted straight away that this person was likely seriously injured and a difficult scenario to manage would ensue. After assessing the patient, it was evident that she had a compound fracture likely affecting her tibia and fibula and this was affecting the circulation to her foot. This was a medical emergency that if not treated correctly and swiftly may lead to ischaemia and potentially the need for the foot to be amputated. I requested the highest priority backup for a conveying resource to take the patient to hospital. I then instructed the police officers to assist me with keeping the patient comfortable. She was in a lot of pain and intravenous analgesia was required. I required support from the police to keep bystanders away to keep the patient calm, the leg needed support and assistance was needed to provide traction on the leg to aid return of circulation to the foot. This involved detailed instruction and good communication between us. The best analgesia for this situation wasn’t allowed to be used until a second healthcare professional was present in the event of airway and breathing problems. Once the crew arrived, instructing them on what was needed in terms of immobilisation, what to look out for regarding giving the analgesia, providing continued traction, pre-alerting to the emergency department, moving the patient into the ambulance and liaising with police staff took a high level of coordination, good communication, delegation of tasks, whilst maintaining composed, calm and professional. The ambulance crew that arrived were newly qualified and required support and guidance throughout the incident. Due to the high acuity nature of the incident along with the newly qualified and inexperienced crew who arrived, I decided to travel with the patient and crew which allowed me to provide the best possible care to the patient, but also allowed me to use the situation as a teaching example to assist the crew when they encounter future similar incidents.

Feelings
As I was leaving the hospital where I could see all of the ambulances queuing, I was acutely aware that the service was extremely stretched and overrun. I felt frustrated and angry that because of the high call volume at the time and the lack of ambulances, this would directly affect the level of care and potentially the outcome for this patient I was going to on my own. This lead to feelings of frustration and anxiety that I would be there on my own, to treat the patient the best I could and deal with the patient and inevitable number of bystanders that would be angry and confused about the lack of ambulances and how long the wait will be for the patient to be taken to hospital. To wait forty five minutes for me to arrive to tell them that it will likely be more than an hour before the ambulance arrives, made me feel nervous and embarrassed; that this was the care that myself and the ambulance service were providing. 

Despite these initial thoughts, ultimately there was a patient that needed my help. I ignored the awkwardness felt for the delays and turned my thoughts to feeling slightly anxious about arriving at the scene with ‘senior Paramedic’ on my epaulettes, where members of the public and the police would see me as an experienced clinician and have high expectations. Clinically this was something I felt completely comfortable about, I had been to many road traffic collisions previously, and I was efficient at running through my head different scenarios regarding different injuries and how I would manage these, however managing a scene and leading non clinical and clinical staff felt different and this difference made me feel nervous due to the level of competence that would be assumed. Arriving on scene and dealing with what I found clinically, helped me find my feet and I got into the usual rhythm of assessing a patient. This made me feel at ease which helped me focus on how I would manage the scene and helped me communicate with the police officers more effectively, asking them to do specific things calmly and succinctly rather than sounding stressed and out of control. 

I felt frustrated and sorry for the patient when explaining we needed to wait for the ambulance to arrive. When I first arrived, the patient saw me and assumed I had arrived in an ambulance, and breaking the news that I had arrived in a car and unable to convey her to hospital was difficult. It also meant I was on my own and unable to give more complex analgesia that would have been more effective at managing the patient's pain, especially during the traction procedure to improve blood circulation to her foot, which was vital for limb preservation, however stronger analgesia would have allowed the patient to be much more comfortable during this. However it felt great and rewarding to feel the pulses in her foot return and for the skin to feel warmer again post procedure, knowing that we had greatly improved the chances of the patient not losing her foot. This also helped alleviate the pain the patient was feeling once it was realigned. These thoughts combined caused a feeling of relief; for me, the patient and probably the bystanders as well.

Managing the scene for almost two hours  before the ambulance arrived, felt tiresome and difficult. Initially there was plenty to do and I felt that I looked busy, with sorting pain relief, keeping the patient warm, liaising with the police officers to assist them in their work and asking them to assist me. But I could sense members of the public and the patient were uncomfortable with how long we were all waiting, especially when everyone knew that this patient needed to be in hospital urgently. When the crew arrived, an obvious sense of thankfulness, that we were able to move into somewhere warm, that the patient would be on their way to hospital rather than  laying on the tarmac road, and that advanced analgesia could be given to aid the transfer into the van. 

Supporting the newer members of the ambulance service whilst treating the patient felt rewarding and highlighted to me why I do this job. Being able to provide the best possible care to the patient, whilst helping and supporting the ambulance crew so that they learned what to assess for and how to help keep the patient comfortable felt extremely satisfying. On our drive to hospital it allowed me time to discuss with my colleague and the patient what had happened and what was likely to happen when we arrived in the emergency department. This situation felt to me that it highlighted that I was now a senior Paramedic, and was clinically responsible for the patient overall. My colleagues looked to me for support and guidance and this was the first time that I had felt it in such an official way, where my role within the service was for exactly this. This felt daunting and exciting, that this was why I wanted to do this job within the ambulance service but I was  also aware that this was the first time that this happened since I started.

After dealing with the incident, I sat in my rapid response vehicle and thought about how the job had gone and thought again about my initial frustrations with the pressures on the ambulance service and lack of resources to cover the community. However, despite these initial problems, the care provided to the patient was good, she was unlikely to lose her foot or leg now which I thought that when the patient looks back on this incident that is what she will be grateful for, however the smaller things like, waiting on the floor for as little time as possible, or receiving strong pain relief as soon as I arrived all played on my mind due to being easily changeable things that would have made a big difference to the patient’s comfort at the time of the incident that were annoyingly and unfortunately not in my control. Nevertheless the prolonged time in the conveying ambulance arriving, allowed me time to get my thoughts together and put me in a leadership position for a longer period of time. I had breathing space to put things into place, and to liaise and communicate with the patient and police officers rather than everything feeling rushed and making it more difficult to gain control. When the crew arrived, everything had been prepared for and relaying the extrication of the patient plan to the crew was then more straightforward. 

Evaluation
As with all clinical incidents there are parts of the job that go well and parts that do not go as well as hoped. I will use this opportunity to explore and list what went and what did not, to help shape what I will analyse in the next section.

Things that went well during this incident include:
1. The communication skills I used, specifically liaising with other emergency services (the police).
2. The scene management due to the team work involved between myself and the police officers on scene to manage bystanders on scene.
3. Communication with the patient, building rapport with her and keeping her calm. This included apologising for the ambulance delays waiting for myself to arrive as well as waiting for a conveying ambulance.
4. Dealing with the clinical aspect of this incident, making use of the pain relief that I had available to me at the time, which allowed me to manipulate the leg to reduce pain and likelihood of amputation.
5. Leading my ambulance colleagues with good communication when they arrived, to help with an effective and efficient extrication.
6. Providing senior support to my colleagues on the conveying ambulance to help them feel more comfortable dealing with this incident. This also led to educational opportunities which will hopefully improve the care they give in the future as well.
7. Handing over the patient to the staff in the emergency department resuscitation room went smoothly and was comprehensive. This was also another good educational experience for the new emergency medical technician who hadn’t pre- alerted a patient into hospital before or handed over to a team of medical professionals waiting to receive the patient.

Things that did not go as well as they ideally should have include:
1. Ambulance delays played a large role in the difficulties surrounding this incident. I was the closest available resource at forty five minutes from the incident and during my drive to the scene, no other closer resources became available. Once I was on scene and requested an urgent response for my back up it took a very long time again for that ambulance to arrive, adding to the stressors of the patient and making the scene more difficult to manage with bystanders getting irritable and disruptive due to the long waits they and the patient had experienced.
2. My nerves and anxiety surrounding being acutely aware that this was going to be the first clinical incident I had attended as a senior Paramedic most definitely affected my ability to appear calm and composed. My initial discussions with the police officers on scene where I introduced myself came across in a way that didn’t make me appear confident or that I was able to take control of the incident. It took time after multiple episodes of communication with the police officers and requesting their assistance with certain tasks which was driven by necessity, due to myself being the only ambulance professional. But these encounters allowed me to demonstrate my leadership abilities albeit a little slower.
3. It wasn’t until it was too late and the crew had left the hospital after the incident whilst I was reflecting on what had happened that I realised I hadn’t conducted a debrief with the clinicians on the conveying ambulance. This would have allowed them to give me feedback on how they thought it went and what they thought of my leadership skills and we could have discussed how the incident went in regards to their clinical skills also. This I feel was a missed opportunity in expressing my leadership qualities and would have had a negative impact on their learning. 

I will go on to analyse these in more detail and use academic research to explore these to help me understand the situation.

Analysis 
Communication skills within the emergency services are a vital component to assist in the successful runnings of an emergency incident. Furthermore senior leadership as part of this is an extremely useful tool that helps provide structure to the management plan and allows for discussion of what the action plan should be at a time that is inevitably stressful (Hershkovich et al., 2016). According to Hershkovich (2016) Operating with clear vision and professional values is vital for successful leadership and this becomes heightened at times of high stress or emergency situations. These incidents often bring uncertainty and are considered time critical, adding a further level of pressure. Therefore successful leadership that can keep the management plan and goals in sight is of paramount importance. 

Murphy et al., (2016) investigated whether training and education as part of a multidisciplinary team was beneficial to patient care during an emergency. From my experience, as an ambulance service we receive little training where we have contact with other emergency services such as Police, Fire and Rescue, Mountain Rescue and Coastguard. However we work regularly with these teams at incidents. This means that when an incident arises, team members are required to work together and be led by leaders that they haven’t met or seen before, furthermore occasions arise where teams are unsure or unaware of what exactly falls within the remit of other teams and what skill sets they hold. This is mirrored in the literature whereby training with the personnel that one will be working during real emergency incidents is extremely beneficial for a structured approach (Murphy, Curtis and McCloughen, 2016). In the incident I am reflecting on, I needed to work alongside the police officers on scene for a couple of hours before the conveying ambulance arrived. The communication skills between us were vital; we introduced ourselves and kept channels of communication open with regular engagement to ensure that we were all on the same page and had been kept up to date. In a scenario where the police officers on scene were officers I knew from previous emergency incident multidisciplinary training, our communication may have been more efficient and we may not have needed to undertake introductions including what our job roles were. In the incident described above however, although it was a stressful environment, the time critical nature of the job had been removed due to waiting for the ambulance and therefore allowed more time to communicate our needs and requirements more easily. This time encouraged good multidisciplinary working and I felt that both myself and the police officers were aware of this, so tried our best to work together as well as possible, this also helped with looking professional in front of the patient and bystanders, which I hoped would potentially reduce the unprofessionalism caused by waiting for the conveying ambulance. Recent work regarding joint emergency services interoperability programme (JESIP) has made a huge difference to how a multi agency approach is the most effective in emergency situations (JESIP, 2021). A lot of the work from JESIP has come from previous emergency incidents that require work from different emergency services and have highlighted the importance of effective and efficient multi agency working and how this greatly improves outcomes.

Managing expectations was a large part of my leadership role during the incident. Managing expectations of the patient, the bystanders as well as the police officers working on scene too. This is a big part of leadership and management of a team (Roberts, 2015). Little, Gooty and Williams,. (2016) describe how a leader that successfully manages the team’s expectations, leads to the team members then feeling a sense of obligation to work towards the team’s goals. In other words, if a team member has a worry or concern, and the leader effectively explains the expectations surrounding this issue, the team member is more likely to successfully work towards it (Little, Gooty and Williams, 2016). This can also be compared to how a leader tells the truth to their team. Truth telling is important to provide authenticity for the leader, the team members need to believe in the leader and believe in what the leader is asking of them, even if they do not understand why, however telling the truth as a leader leads to good management of expectations within the team (Bouilloud, Deslandes and Mercier, 2019). Choosing what elements of the truth to tell and who to tell, especially in this scenario. I could have been truly honest and told the police officers and the patient that it would likely be a very long time until the ambulance arrived to convey the patient to hospital and that other patients with a similar severity were waiting 2-3 hours for an ambulance, however this may have led to further stress and frustration. It was also honest to explain to the police officers and patient that I didn’t know how long it would take for the ambulance to arrive. This was true, but also allowed for a level of optimism that allowed the patient and staff and bystanders that the ambulance could arrive soon. This helped manage their expectations whilst also maintaining an appearance of authenticity. 

Before arriving on scene, during my drive to the incident and whilst walking from my rapid response vehicle to the patient and police officers, a prominent feeling that I had was anxiety. Some nerves surrounding managing the scene and providing leadership to other emergency services that may be present. The act of doing these things didn’t fill me with anxiety, it was knowing that I had Senior Paramedic on my epaulettes and a job title that suggested that leadership was a skill that I was competent in. This increased the level of leadership and competence that would be expected of me from the police officers, bystanders and patient, and managing those expectations, that leadership is something that theoretically I am good at, however I was very new to this role and hadn’t tested out whether performing the senior paramedic role was something that I was good at. 

There is a theory that experiencing anxiety may actually improve performance (Lawrence et al., 2014). Potentially the anxiety imposed on myself during the incident may have increased my awareness and self consciousness. On the other hand distraction theorists such as Wine (1971) suggest pressure caused by anxiety causes an individual to lose some of their attention span, and some of their focus is used up on this irrelevant stimulus, leaving less focus for the task in hand ​​(Wine, 1971 and Lawrence et al., 2014). McCarthy et al. (2016) found there to be a correlation between emotional exhaustion and anxiety with job performance. 

A lot of the research looking into anxiety and its effects on leadership look at how anxiety affects the team as a whole, and how anxiety can be considered contagious. During the incident that I am reflecting on, I felt the anxiety was very much internal and disappeared once I was fully immersed at the scene. This, I believe, is part of how I present myself as a leader. Presenting myself in a way that I believe a leader should present and acting accordingly, even if that means internally I feel nervous. Self belief is an important part of being a successful leader (Rhodes, 2012). It has been shown that managing these internal feelings, and believing in one’s self is beneficial and improves clinical outcomes and leadership (Maschuw et al., 2008). 

My leadership style during the incident was a mixture of transactional leadership and Adair’s action centred leadership. Due to the pace of the incident and wanting to improve care for the patient as quickly as possible, a transactional approach benefitted the situation. Although this may have been seen as authoritarian, in this incident the police were aware this was a medical matter and were looking to me for answers to manage and resolve the situation. Clarity was important and asking the police officers and bystanders to complete certain tasks was the most  effective way to lead the group to a successful outcome (Fletcher, Friedman and Piedimonte, 2019). The police officers did not require explanations for why certain tasks needed to be completed, but they did require direction in what they could do to help me provide care for the patient. Transactional leadership benefitted me as well as the police officers and the patient because of how clear the leadership style works. The police officers were keen and available to help to benefit the patient but didn’t know how ​​(Kuhnert and Lewis, 1987).

My leadership style changed once the ambulance crew arrived. They still required clear leadership but due to there being a longer term relationship between myself and the crew elements of transformational leadership and Adair’s action centred leadership were more appropriate. A hierarchy remained ​​(Organ, 1996) whilst working on scene, but transformational leadership was useful during the journey to the emergency department. Transformational leadership encourages development and positive change within the individuals (Yukl, 1999). 
The idea behind transformational leadership is to empower team members (Burns, 1978) and to encourage positive change. A negative point regarding this leadership style is how it requires a lot of time input from the leader (Charalambous, 2019), however over the short period I used it during the incident, we were travelling to hospital in the ambulance, this time allowed this method to be effectively use and ultimately was a good use of time. Transformational leadership for this reason isn’t frequently used within healthcare, however in the setting of an ambulance travelling to hospital was hugely beneficial. 

Providing constructive feedback to individuals is recognised as a useful tool to enhance teaching and opportunities to learn and improve (Ovando, 1994). Within medical education, providing feedback is seen as essential to improve clinical care, to help the clinician highlight what skills and behaviours are conducted well as well as highlighting areas for improvement (Bienstock et al., 2007). It is heavily cited that providing constructive feedback to improve future clinical practice is extremely effective and beneficial (Sapyta, Riemer and Bickman, 2005). Not providing this feedback allows this opportunity to be missed and prevents the clinicians I was working with in the back of the ambulance from consolidating their new knowledge and an opportunity for them to ask questions where the patient can’t hear them. 

It is also beneficial to conduct a debrief after a high pressure incident has occured (Walker et al., 2020). A structured debrief is a useful tool to unpick and discuss what happened during an incident, and is an opportunity to discuss any challenges or achievements that occurred during the incident (Snowdon, 2021). The STOP5 debrief model devised by Walker et al. (2018) has been widely accepted in healthcare to help structure an effective and succinct debrief that can be conducted after an incident (Walker et al., 2020). The debrief should ideally be friendly, and honest discussion to provide closure to the incident that has just occured and provide teaching points for the future (Fanning and Gaba, 2007).

Conclusion
This written reflection, regarding a clinical incident where I took a leadership role, has been an extremely useful  and eye opening task. Often one’s work and how one presents themselves at work doesn’t necessarily receive any reflection or self assessment. As clinicians  we can often overlook how a previous situation went, whether it had areas that went well or required improvement, and then we move onto the next emergency call out without learning from previous experiences. 
Working as a clinical leader within the ambulance service, it is of paramount importance to reflect on my own leadership ability and how this then affects my team and ambulance crews that I work with. This process allows time for me to critically evaluate my leadership skills and benefit from learning how to become a better leader to better assist my colleagues I work with, as well as taking notice of how my leadership style directly affects the team members I work with.

I have discovered my leadership style is relatively fluid and changes depending on the task in hand, and who I am working with, but also that my leadership style is well suited to what is expected of me from the ambulance service. Reflecting through a structured format, following the Gibb’s reflective model (Gibbs, 1988) has encouraged me to delve into the theory behind different leadership styles and their benefits and challenges, and comparing this to my own style has been very useful. The culmination of this work is to create an action plan or personal development plan, to move forward, continuing to improve as a leader. I will go into this in the next section.

Action Plan
Below is a table laying out my personal development plan, this will highlight areas that I feel require development and how I will achieve this and measure the progress that I am making.














Personal Development Plan (PDP)

	Area to be addressed
	Actions to improve this area
	Resources or extra support required
	Priority 
	Review Date
	Improvement made?

	Communication and training between different emergency services
	. Organise multi disciplinary training and invite ambulance staff to join.
. Research into the skill set of different emergency services, especially services not worked with regularly.

	. Liaising with locality managers and health board clinical leads to keep training official with the ambulance service and organise training space.
	3 / 5 
	Sept 2022
	

	Managing expectations as a leader
	. Practice managing expectations of team members and colleagues.
. Request feedback from team members and colleagues on this skill.

	. Require support from my team to offer feedback when requested.

	5 / 5
	Oct 2022
	

	Reduce use of transactional leadership style 
	. Request feedback from team members and colleagues on this skill.
. Practice conscious awareness of what leadership style I am using, and whether it is the best for the situation.
	. Requires support from team members and colleagues to provide feedback when time allows.
	 3 / 5
	Oct 2022
	

	Providing feedback to team members
	. Design written prompt sheet.
. Dedicate feedback time to team members after serious incidents.
	. Research online to create a recognised prompt sheet that is tried and tested.
	 4 / 5
	Oct 2022
	

	Conducting hot debriefs to team members after serious incidents
	. Follow STOP5 approach to provide a structure debrief 
	. Print proforma for STOP5 approach to help structure debrief, until it is memorised.
	 5 / 5
	May 2022
	

	Conduct regular reflection post incident 
	. Take time at the end of each day to make notes on how leading incidents went for me to aid reflection.
	. Requires time commitment from myself to allow for reflection.
	 2 / 5
	Oct 2022
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