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The Welsh Ambulance Services University NHS Trust (WAST) is the national ambulance service for Wales, providing essential pre-hospital care to a population of just over 3.1 million people across both urban and rural communities (Welsh Ambulance Services NHS Trust, 2021). It delivers Emergency Medical Services (EMS), Non-Emergency Patient Transport Services (NEPTS), the NHS 111 Wales service, and integrated health and social care teams. In April 2024, WAST achieved University NHS Trust status, reflecting its growing emphasis on leadership, education, and research as part of its long-term organisational strategy (Welsh Ambulance Service, 2024).
Over the past decade, WAST has undergone a significant transformation, with leadership increasingly recognised as a critical factor in addressing complex challenges such as rising service demand, an ageing population, and the ongoing impact of the COVID-19 pandemic (Health Education and Improvement Wales, 2023; The King’s Fund, 2020). The trust has invested in both operational and cultural change, embedding leadership development at all levels in line with the NHS Leadership Academy’s Healthcare Leadership Model, which emphasises compassion, collaboration, and continuous improvement (NHS Leadership Academy, 2013). This has marked a shift away from leadership being seen solely as the remit of senior management towards a culture where frontline leaders actively shape service quality and workforce resilience (West, Bailey and Williams, 2017).
The introduction of the Senior Paramedic (SP) role in 2021 is a key example of this leadership focus. Designed to strengthen clinical oversight and operational decision-making, the role involves mentoring and supporting Paramedics, Emergency Ambulance Practitioners (EAPs), and Emergency Medical Technicians (EMTs), while maintaining a higher scope of practice and acting as lead clinician at incidents (Welsh Ambulance Services NHS Trust, 2021). As an SP, I am responsible not only for clinical excellence but also for fostering staff development, ensuring safe practice, and promoting a positive team culture. My approach is informed by my diverse background in emergency nursing, maritime medical response, and pre-hospital care, all of which have provided opportunities to lead teams in highly pressured environments.
Leadership in WAST is shaped by the unique demands of pre-hospital care, where leaders must be able to adapt to rapidly changing situations, support their teams in moments of crisis, and contribute to wider service improvements (Care Quality Commission, 2019; NHS England, 2022). This essay critically evaluates five leadership styles relevant to my role: transformational, transactional, situational, servant, and authentic leadership, drawing on leadership theory, UK healthcare policy, and my own professional experiences.
Transformational leadership, first described by Burns (1978) and further developed by Bass (1985), focuses on inspiring and motivating individuals to exceed expectations through the development of a shared vision. It comprises four core components: idealised influence, inspirational motivation, intellectual stimulation, and individualised consideration (Bass and Riggio, 2006). In the context of WAST, transformational leadership is highly relevant for building staff morale, encouraging innovation, and supporting continuous professional development in a high-pressure environment (NHS Leadership Academy, 2013).
In my role as a Senior Paramedic, I have applied transformational leadership when implementing an open-door policy that allows staff to drop in for informal discussions and debriefs after challenging calls. This approach creates a safe and relaxed environment where staff feel comfortable sharing experiences, reflecting on their performance, and seeking advice. Often, these conversations have led to practical changes in the way we approach clinical scenarios, because staff contributions have been used to shape procedural adjustments. This reflects the NHS Leadership Academy’s (2013) emphasis on inclusive and compassionate leadership, where listening and responding to team needs directly improves service delivery.
For example, during a particularly challenging winter period, a paramedic came to me after a distressing paediatric cardiac arrest. We discussed the call in detail, explored both the clinical and emotional aspects, and identified a gap in confidence around advanced airway management. Following this, I arranged a skills refresher session for the team, which was well received and improved performance in subsequent incidents. West, Bailey and Williams (2017) highlight that transformational leaders strengthen resilience by creating psychologically safe spaces for open dialogue, which in turn enhances staff engagement and patient outcomes.
One of the key strengths of transformational leadership is its capacity to develop people beyond the immediate requirements of their role. By encouraging reflective practice, critical thinking, and professional growth, transformational leaders help create a workforce that can respond effectively to the evolving challenges of pre-hospital care (Care Quality Commission, 2019). This is particularly important in WAST, where rapid changes to clinical pathways and operational targets require staff to adapt quickly (Welsh Ambulance Service, 2025).
However, there are also limitations to this leadership style. It can be highly demanding on the leader’s time and emotional energy, as providing meaningful individualised support to multiple staff members requires significant commitment (Giltinane, 2013). In addition, transformational leadership is less effective during time-critical incidents such as major trauma or cardiac arrest, where clear, directive decision-making is required immediately (Francis, 2013).
Despite these limitations, transformational leadership remains an effective approach in WAST when used in the right context. By focusing on motivation, inclusion, and personal growth, it supports the development of confident, adaptable, and engaged clinicians who are prepared to meet both current and future demands of the service (NHS Leadership Academy, 2013; West, Bailey and Williams, 2017).
Transactional leadership, as described by Burns (1978) and further developed by Bass (1990), is built on the principles of structure, clear expectations, and performance management through reward or corrective action. In the ambulance service, this style is particularly useful when ensuring compliance with policies, maintaining operational discipline, and safeguarding patient safety (NHS Improvement, 2016).
I found myself using a transactional approach when working alongside police medics during training sessions on managing medical emergencies in custody, including cardiac arrests. The police medics brought valuable operational experience from their own environment, but their clinical practice needed to align with NHS and WAST standards to ensure patient safety. I set out clear objectives for the training day, including adherence to current resuscitation guidelines, appropriate use of equipment, and accurate documentation.
During a simulated arrest scenario, one police medic omitted a key airway intervention. I paused the exercise, explained the omission, and referred back to the agreed clinical protocol. I reinforced the importance of following these guidelines to ensure both patient safety and legal protection, linking it to the Resuscitation Council UK (2021) standards and the operational competence requirements set out by the Health and Safety Executive (2020).
The strength of transactional leadership in this situation was its clarity. The police medics knew exactly what was expected, received immediate feedback, and had the opportunity to correct their actions in real time. This reflects NHS Improvement’s (2016) emphasis on structured feedback as a tool for maintaining safety and accountability. It was particularly important in this context because, unlike WAST-employed clinicians, police medics do not receive daily exposure to certain high-acuity emergencies, meaning that strict adherence to agreed protocols helps mitigate risk.
However, transactional leadership has limitations. While it ensures consistency and compliance, it does not actively promote innovation or encourage deeper reflective practice (Francis, 2013). If used excessively, it can feel rigid and may discourage initiative, particularly among experienced practitioners. In this case, I mitigated that risk by debriefing after the exercise in a more open and supportive manner, allowing the medics to share their perspectives and explore alternative approaches within safe practice boundaries (NHS Leadership Academy, 2013).
In WAST, transactional leadership is a vital tool for ensuring governance and clinical safety, particularly when working with external partners or newer clinicians. By setting clear expectations and holding people accountable, it helps to maintain high standards of care while ensuring that essential procedures are followed consistently.
The Situational Leadership Model, developed by Hersey and Blanchard (1969), is based on the idea that no single leadership style is best in every situation. Instead, leaders should adapt their approach according to the competence and commitment of the individuals they are working with. This flexibility is particularly valuable in WAST, where crews vary widely in skill level, clinical exposure, and confidence (NHS Leadership Academy, 2013).
I recall an incident where I was called to the back of an ambulance waiting outside a busy Emergency Department with a patient who had been handed over from the hospital for ongoing monitoring. An Emergency Medical Technician (EMT) was caring for the patient, who had a cannula in situ from the ED. The ED doctor had ordered an IV drug to be given before the patient left the hospital site. Without prior discussion, the EMT administered the drug, despite not being trained or authorised to give IV medication under WAST’s scope of practice (JRCALC, 2022).
In that moment, my leadership approach had to be tailored to both the situation and the individual. I recognised that the EMT had acted with the intention of helping the patient and following the doctor’s instructions, but they had overstepped their scope of practice, which posed significant governance and safety risks. I immediately took a directive approach to ensure the patient was safe, documented the event, and clarified the limits of EMT practice in accordance with JRCALC (2022) and NHS governance standards (Care Quality Commission, 2019).
Once the immediate issue was resolved, I shifted to a more supportive and coaching style. We sat down and discussed why IV administration is limited to clinicians who are specifically trained and assessed for competence, the legal and professional implications of working beyond scope, and how to escalate situations like this in the future. This reflects Benner’s (1984) novice-to-expert model, which emphasises tailored supervision as a key element in developing safe and competent practitioners.
The strength of situational leadership in this scenario was its adaptability. In the acute phase, I needed to be directive to manage clinical risk. Once that was under control, I could adopt a more developmental approach, helping the EMT learn from the incident without damaging their confidence. NHS Leadership Academy (2013) guidance supports this kind of adaptive approach, noting that leadership effectiveness is enhanced when the leader can match their style to the competence, confidence, and motivation of the team member.
One limitation of situational leadership is that it relies heavily on the leader’s ability to accurately assess an individual’s competence and confidence in real time (Thompson and Glaso, 2015). Misjudging this balance can result in either undermining confidence through excessive supervision or risking safety through insufficient oversight. In this case, my existing professional relationship with the EMT and awareness of their clinical experience helped me make an informed decision about how to manage the situation.
Situational leadership remains a valuable tool in the SP role, enabling the flexibility needed to respond effectively to the varying abilities and experiences of team members in both clinical and non-clinical situations, while ensuring that patient safety and staff development remain at the forefront.
Servant leadership, first described by Greenleaf (1977), is characterised by a leader’s commitment to prioritising the growth, wellbeing, and development of others. In healthcare and emergency response settings, it closely aligns with the NHS values of compassion, inclusivity, and patient-centred care (NHS Leadership Academy, 2013; NHS England, 2022).
An incident that stands out for me took place while I was on duty and responded to a call at a public beach. A young group of volunteer lifeguards, most in their late teens, had rescued a casualty from the water following a drowning incident and had already commenced CPR by the time I arrived. I was the first healthcare professional on scene. The lifeguards were visibly shaken but determined to continue their efforts. I quickly assessed the patient, confirmed the quality of their interventions, and introduced myself to take the clinical lead.
My priority was not to remove them from the situation, but to support and guide them so they could remain actively involved in the resuscitation. I provided clear instructions, reassurance, and calm explanations of each step as we progressed. This approach maintained their confidence, allowed them to continue contributing, and ensured the patient received safe, effective care.
When additional emergency resources arrived, the patient was transferred into the care of the attending ambulance crew. I then facilitated an informal debrief with the lifeguards on the beach. We reviewed what had gone well, discussed areas for improvement, and acknowledged the emotional impact of the event. This mirrors Eva et al.’s (2019) findings that servant leadership fosters trust, resilience, and team cohesion.
The strength of servant leadership in this situation was the combination of clinical oversight with emotional support. By focusing on the lifeguards’ learning and wellbeing, rather than simply taking over, I helped them process the incident and take pride in their actions. NHS England’s Compassion in Practice framework (2012) emphasises that leaders who demonstrate empathy and support in challenging situations can strengthen both individual and team performance over the long term.
However, servant leadership carries certain risks. In high-stakes emergencies like a drowning, supporting others must never delay or compromise patient safety. There is also the potential for the leader to absorb some of the emotional burden from those they are supporting, which, over time, can contribute to burnout (West, Bailey and Williams, 2017). In this case, I balanced the need for their involvement with my responsibility for clinical safety, stepping in fully when required but allowing them to operate within safe parameters.
Servant leadership, when applied carefully, is a powerful approach in both formal and informal emergency contexts. It supports skill development, fosters confidence, and reinforces the compassionate, inclusive culture that WAST and the wider NHS seek to maintain (The King’s Fund, 2020).
Authentic leadership, as defined by Walumbwa et al. (2008), is grounded in self-awareness, relational transparency, balanced processing of information, and a strong moral compass. In healthcare, this approach is particularly valuable for building trust and promoting a culture of openness, both of which are essential in high-pressure environments such as the ambulance service (NHS England, 2022).
One incident that stands out involved a patient being cared for on the back of an ambulance outside the Emergency Department due to significant bed shortages. The patient required ongoing monitoring and reassurance while awaiting admission. The situation was frustrating for the crew, who felt their time could be better spent responding to other calls, and distressing for the patient, who was anxious and uncomfortable. As the Senior Paramedic on scene, I made a conscious decision to address the situation openly.
I explained to the crew and the patient the reasons for the delay, ensuring they understood the wider system pressures without minimising their concerns. I then sat with the patient for a short time, reassuring them that despite the wait, they were still receiving appropriate care and that their safety and comfort remained our priority. This kind of honest communication is an example of relational transparency, a core component of authentic leadership (Walumbwa et al., 2008). It also reflects the Care Quality Commission’s (2019) emphasis on openness and candour in healthcare practice.
The strength of authentic leadership in this scenario was its ability to reduce anxiety and frustration by ensuring that both the patient and the crew felt heard, respected, and informed. According to the NHS Leadership Academy (2013), authenticity builds credibility, which in turn enhances team morale and patient trust. By being honest about the challenges and showing empathy, I was able to foster a sense of solidarity and maintain confidence in the quality of care being delivered.
However, authentic leadership also has limitations. Goffee and Jones (2005) caution that complete transparency is not always possible, particularly when information is sensitive or still evolving. In emergency situations, leaders must also balance openness with the need to project calm authority, especially when their team looks to them for reassurance. In this case, I ensured that while I acknowledged the pressures we were under, I also reinforced the professionalism of the crew and the stability of the patient’s condition.
In WAST, where operational pressures are a daily reality, authentic leadership plays a vital role in sustaining trust between leaders, teams, and patients. By remaining approachable and credible, and by demonstrating integrity in both words and actions, authentic leaders can foster a culture of openness and resilience that benefits both staff and the communities they serve (West, Bailey and Williams, 2017).
The role of a Senior Paramedic within the Welsh Ambulance Services NHS Trust demands a leadership approach that is both flexible and context-driven. The operational environment is fast-paced, unpredictable, and often emotionally charged, requiring leaders to make quick decisions while maintaining the highest standards of patient care and team support. My experiences have shown me that no single leadership style can meet every challenge we face. Instead, the ability to draw on different styles, depending on the situation, is essential.
Transformational leadership has proven invaluable when motivating and inspiring colleagues, particularly when embedding new ways of working or creating safe spaces for reflection, such as through my open-door policy. Transactional leadership has been essential for maintaining safety and governance, especially when working with external partners like police medics, where clear expectations and adherence to protocols are non-negotiable. Situational leadership has allowed me to adapt my approach to match the competence and confidence of individual clinicians, as in the case of the EMT who administered IV medication outside their scope of practice. Servant leadership has helped me nurture others’ skills and confidence while managing high-pressure incidents, such as the drowning at the beach involving young lifeguards. Authentic leadership has enabled me to build and maintain trust, even in difficult operational circumstances, by being open, honest, and consistent in my communication and actions.
Each of these styles brings unique strengths and potential drawbacks. The skill lies in recognising the context, understanding the needs of the team and the patient, and selecting the most appropriate approach. This adaptability is not only a personal leadership strength but also reflects the broader direction of WAST, which has increasingly embedded leadership development at all levels of the organisation in line with NHS Leadership Academy principles (NHS Leadership Academy, 2013; The King’s Fund, 2020).
In practice, my leadership is rarely one-dimensional. It is common for an incident to require a shift from directive, transactional leadership in the acute phase, to servant or authentic leadership in the debrief. Similarly, transformational leadership often underpins service improvement work, but situational leadership ensures that training and support are tailored to individuals’ learning needs. This dynamic, blended approach allows me to balance operational effectiveness with compassion, ensuring that both patients and staff receive the support they need.
Leadership in WAST is ultimately about people – patients, colleagues, and the communities we serve. By maintaining a broad repertoire of leadership styles and applying them with care, I can contribute to a service that is resilient, adaptive, and capable of meeting the complex demands of modern pre-hospital care. In doing so, I am not only fulfilling my responsibilities as a Senior Paramedic but also playing my part in shaping the future culture of the organisation.

Component 2-Reflection and Personal development plan
When I first stepped into the Senior Paramedic (SP) role within the Welsh Ambulance Services University NHS Trust (WAST), I thought my diverse background had prepared me for anything. Years in emergency nursing, maritime medical response, and pre-hospital care had taught me to work under pressure, to lead in uncertain conditions, and to make clinical decisions quickly. I also believed that I already had a strong grasp of leadership. I considered myself a leader who naturally leaned towards transformational and servant styles, wanting to inspire and motivate others while putting the needs of my team first. At the time, I assumed that these qualities alone would translate seamlessly into the demands of senior pre-hospital leadership.
It did not take long for me to realise that the ambulance service presented a very different set of challenges to those I had previously faced. WAST operates in a uniquely complex environment, often with integrated health and social care teams. It also works in partnership with other emergency services and health boards, making effective leadership not just a clinical skill, but an operational necessity. The Welsh Government (2021) has made it clear in A Healthier Wales: Our Workforce Strategy for Health and Social Care that leadership in NHS Wales must focus on compassion, collaboration, and adaptability in order to meet rising demand, an ageing population, and persistent post-pandemic pressures.
From my nursing background, I was familiar with Gibbs’ Reflective Cycle (1988) and had used it extensively to work through challenging incidents, breaking them down step by step to explore what happened, what I felt, and what I could learn. In the hospital setting, this slower, more deliberate form of reflection worked well. However, I soon discovered that the realities of pre-hospital care in WAST often left little time for lengthy analysis. Decisions had to be made in seconds, learning points had to be identified quickly, and changes in approach had to be applied almost instantly.
This is why I now prefer Driscoll’s ‘What? So what? Now what?’ model (2007). Its structure is simple, direct, and perfectly suited to the unpredictable nature of pre-hospital work. It allows me to identify the key aspects of an incident without becoming bogged down in excessive detail, while still ensuring that the emotional, relational, and leadership dimensions are considered. This is consistent with the NHS Wales Leadership Framework, which emphasises rapid but thorough reflection as a driver of service improvement and workforce resilience (Health Education and Improvement Wales, 2020).
As a Senior Paramedic, I am expected to lead in dynamic and often high-stakes situations. The Welsh Government’s NHS Wales Planning Framework 2022–2025 (2021) makes it clear that frontline leaders are crucial in delivering both immediate patient care and longer-term system improvements. This dual responsibility means that my role is not just about clinical leadership on scene, but also about fostering team development, ensuring adherence to national clinical guidelines, and creating an environment in which staff feel supported and able to contribute.
In my early days as an SP, I believed that having the answers was what made a good leader. I thought my clinical expertise was the most important factor in decision-making. Over time, through a mixture of positive experiences and mistakes, I have come to understand that leadership in WAST is more about listening, adapting, and enabling others to perform at their best. As West et al. (2017) highlight, high-quality leadership in healthcare hinges on creating a psychologically safe environment where contributions are valued and where leaders balance operational demands with compassion.
Two incidents in particular stand out as milestones in my leadership journey. The first, an early cardiac arrest involving an i-gel airway, revealed my naivety in not listening to a colleague’s concerns. I chose to maintain scene momentum rather than adapt to their suggestion, and in doing so, missed an opportunity to improve patient care. The second, months later, was a bariatric cardiac arrest requiring multi-agency coordination under difficult circumstances. This time, I listened actively, communicated clearly, and ensured that all agencies worked together towards the patient’s best interests. These two moments capture the shift in my leadership behaviour, from a task-focused, directive approach to a more adaptive, inclusive style.
In this assignment I will use Driscoll’s model to reflect on both scenarios, drawing on my experience and learning to show my leadership development. I will also integrate feedback from colleagues, peers, and patients to critically analyse my own leadership styles and behaviours. In doing so, I hope to illustrate not only how my approach has evolved, but also how I plan to continue developing my leadership in line with the strategic goals of NHS Wales and the wider vision for health and social care in WAST. 
When I think back to my first months as a Senior Paramedic, one incident in particular stands out as a clear example of my inexperience in pre-hospital leadership. It was a cardiac arrest call — a situation I had managed countless times in my nursing and pre-hospital career — but this time my decisions carried the weight of being the lead clinician and the person others looked to for direction.
I arrived to find a crew already performing CPR. The patient had an i-gel airway in place, and on first glance, ventilation appeared adequate. My colleague quietly suggested that we consider changing it, as they had spotted signs that it might not be sealing properly. In that moment, I made a decision to carry on without making the change. My reasoning was that any interruption to compressions could affect the patient’s chances, and I believed the airway was “good enough” to continue with. I did not stop to explore my colleague’s concerns or weigh their observation against my own judgement.
At the time, this felt like decisive leadership. I was confident, task-focused, and keen to maintain momentum on scene. However, reflection has shown me that what I thought of as strong leadership was, in fact, a failure to listen and an inability to adapt. The i-gel was never fully secure, meaning the patient’s airway management was suboptimal. This, in turn, may have compromised their oxygenation and overall chances of survival.
Using Driscoll’s (2007) model, the “What?” is clear, I chose not to act on a colleague’s suggestion to change an airway device during a cardiac arrest. The “So what?” lies in the recognition that leadership in the ambulance service is not just about rapid decision-making; it is about harnessing the collective expertise of the team. The NHS Wales Leadership Framework (HEIW, 2020) emphasises the need for inclusive leadership, where leaders value and integrate contributions from all team members. My failure to listen in this situation contradicted that principle and, potentially, patient safety.
The “Now what?” became a turning point in my leadership development. I resolved to actively seek input from colleagues, even in high-pressure scenarios, and to create an environment where they felt their observations would be considered. This is supported by O’Hara et al. (2015), who found that ambulance crews function most effectively when communication flows freely and contributions are acknowledged, especially during complex resuscitations. I also began to make hot debriefs a routine part of my practice, as recommended by JRCALC (2022), allowing the whole team to reflect immediately after an incident and share both successes and learning points.
In the months following this event, I received informal feedback from colleagues that they appreciated being asked for their perspective in real time. This encouraged me to keep developing my active listening skills and to use open questions during incidents — even something as simple as “What do you think?” can prompt valuable contributions. Welsh Government (2021) guidance on clinical governance within NHS Wales reinforces that effective communication and collaborative working are essential to delivering safe care and maintaining public trust.
Critically, this incident also revealed how my leadership style at the time was heavily influenced by transactional elements. I was focused on maintaining order, ensuring the scene ran smoothly, and avoiding deviations from what I saw as the “plan.” Transactional leadership, as described by Burns (1978) and Bass (1990), can be effective in enforcing standards and structure, but it risks stifling initiative if overused. In this case, my rigidity meant I missed an opportunity for improvement.
Transformational leadership, on the other hand, encourages leaders to inspire and enable their teams to exceed expectations through shared vision and trust (Bass and Riggio, 2006). In retrospect, incorporating transformational behaviours here, such as pausing to consider my colleague’s perspective and explaining the rationale for the decision, could have strengthened both the clinical outcome and the team’s confidence in my leadership. The Welsh Government’s A Healthier Wales strategy (2018) supports this approach, highlighting that the future of healthcare delivery depends on leaders who are both visionary and collaborative.
I have also reflected on the emotional aspects of this decision. Part of my reluctance to change the i-gel came from a fear of “losing control” of the scene. As a newly appointed SP, I felt an unspoken pressure to prove myself as competent and decisive. West et al. (2017) note that self-awareness is central to effective leadership, particularly in healthcare, where confidence must be balanced with humility. This incident taught me that admitting uncertainty or taking on board another’s suggestion does not diminish authority, in fact, it can strengthen it.
Feedback from a trusted colleague after the incident confirmed this. They told me that while they understood my decision to maintain compressions, they felt dismissed and reluctant to speak up again. This hit me hard, as it contradicted the kind of leader I wanted to be, one who empowered others and valued their expertise. It made me realise that leadership credibility in WAST is built not just on clinical competence, but also on relationships, trust, and the ability to make space for other voices.
From a patient perspective, communication also plays a role, even in scenarios where they are unconscious. Families often remember how the team communicated and worked together during a resuscitation. The Welsh Government’s Once for Wales Concerns Management System (2021) underlines the importance of openness and candour, not only in incident reporting but also in real-time interaction with patients and relatives. In this i-gel case, my focus on the task meant I missed opportunities to explain to the family what was happening, something I now make a point of doing whenever possible.
The learning from this experience has shaped much of my practice since. I now see leadership in WAST as a blend of styles, where transactional elements are used to maintain safety and compliance, but transformational and servant leadership qualities are brought in to foster trust, inclusion, and development. I consciously slow my thinking in high-stress situations, even if only for a moment, to check in with colleagues and consider their perspectives. I also use structured debriefs not just as a procedural step, but as a genuine opportunity for shared learning.
In many ways, this incident was my first real “leadership audit” in the SP role. It forced me to confront the gap between the leader I thought I was and the leader I wanted to be. It highlighted the importance of psychological safety on scene, as described by Amy Edmondson (1999), where team members feel safe to speak up without fear of being ignored or criticised. This has since become a cornerstone of my leadership approach, whether in clinical settings, training environments, or routine operational work.
Ultimately, the i-gel incident was not just about a missed airway change. It was about my shift from seeing leadership as directing and controlling, to seeing it as listening, enabling, and adapting. It was a difficult lesson to learn so early in my SP career, but it laid the foundation for the progress I would make in later incidents, progress that became clear during the bariatric cardiac arrest I attended months later, where communication, collaboration, and adaptability were the key to success.
Several months after the i-gel incident, I was dispatched to a bariatric cardiac arrest that would test every part of my leadership capability. This time, I was determined to lead differently, drawing on the hard lessons I had learned about communication, listening, and shared decision-making.
The call came in as an immediate life-threatening emergency. I was on duty as a solo responder with a medical student observer. When we arrived, the patient’s family were performing CPR in a cramped living room. The patient was extremely large, with his head pressed up against the sofa. Under normal circumstances, I would have moved the patient to gain full 360-degree access, but given his size and the physical constraints of the room, this was not possible. Immediately recognising the complexity, I requested P1 back-up as soon as I entered the property.
The first crew to arrive was the local fire and rescue service. Their initial support focused on creating space for us to work and considering how we could safely move the patient if ROSC was achieved. Shortly after, the police arrived following a social media post claiming there was a bomb threat at the address. This was an unexpected development that added a layer of operational risk and complexity to an already challenging scene. The situation now required not only clinical leadership but also multi-agency coordination to manage patient care and scene safety simultaneously.
This time, unlike the i-gel incident, I did not operate in isolation. I immediately began liaising with the operational commanders from each agency, ensuring that they were aware of the medical priorities while I understood their operational needs. JESIP principles (Home Office, 2022), which underpin effective joint working between emergency services, emphasise the importance of shared situational awareness and joint decision-making. By maintaining open channels of communication, we ensured that each service could perform their role without obstructing the others, and that everyone had a clear understanding of the overall plan.
Within the ambulance team, I delegated roles clearly and openly. The attending ambulance crew took over compressions and airway management, the fire service began planning the extrication route, and the police secured the perimeter and managed the bomb threat concern. I kept the medical student nearby so they could observe but out of the way of key operational activity. Unlike the i-gel incident, I made a conscious effort to check in with the crew, asking directly if they felt the airway was effective and if any adjustments were needed. This ensured that if concerns arose, they could be raised without hesitation.
After sustained resuscitation efforts, we achieved return of spontaneous circulation. The patient now required advanced critical care support, so I requested the Emergency Medical Retrieval and Transfer Service (EMRTS) to provide post-ROSC sedation and optimise management before transport. This decision reflects the NHS Wales principle of ensuring that the right care is delivered in the right place by the right team (Welsh Government, 2018). I also contacted control to arrange a bariatric-capable vehicle for safe transfer, liaising with Duty Operational Managers (DOMs) to coordinate resources.
Throughout the incident, I prioritised communication with the patient’s family. I explained what we were doing, why we were doing it, and what the next steps would be, in a way they could understand without overloading them with clinical jargon. Research by Paramedic Evidence-Based Education (Jones et al., 2021) and guidance from the Welsh Government’s Once for Wales Concerns Management System (2021) stress that families remember not only the outcome, but also how they were treated during critical incidents. Involving them respectfully, even during intense medical interventions, can reduce trauma and improve their trust in the service.
Reflecting through Driscoll’s (2007) model, the “What?” was a complex cardiac arrest involving multiple agencies and operational challenges. The “So what?” was the realisation that my ability to communicate clearly, delegate effectively, and adapt to changing circumstances directly influenced both the smooth running of the scene and the clinical outcome. The “Now what?” is to continue embedding these behaviours into my everyday practice, ensuring that I maintain an inclusive, calm, and structured approach even in unpredictable situations.
From a leadership theory perspective, my approach during this incident was a blend of situational and transformational leadership. The situational element (Hersey and Blanchard, 1988) came in recognising that different team members had different skill levels, responsibilities, and operational priorities, so my leadership had to be adapted accordingly. The transformational element came through motivating and uniting the team under a shared goal, the patient’s survival, and fostering an atmosphere where everyone’s input was valued and acted upon. Bass and Riggio (2006) note that transformational leaders raise the performance and morale of their teams, and I could see that morale on scene remained high despite the stress because communication was open and mutual respect was maintained.
Servant leadership also featured heavily here, particularly in the way I prioritised the family’s needs and made space for colleagues to contribute their expertise. Greenleaf’s (1977) principles of servant leadership align closely with NHS Wales’ vision for compassionate leadership (NHS Wales, 2019), where the leader’s role is not to dominate but to facilitate the success of the team and the wellbeing of those affected.
Colleague feedback after this incident reinforced that my calm and inclusive style helped maintain order despite the bomb threat distraction and the physical constraints of the environment. One crewmember said they felt “heard” and that their suggestions were taken seriously, which contrasted sharply with the feedback I had received after the i-gel incident. This suggested to me that the conscious changes I had made to my communication style were being noticed and appreciated, not just by me but by those I worked alongside.
From an operational perspective, this incident also demonstrated the value of understanding and applying JESIP principles, particularly “Co-locate, Communicate, Co-ordinate, Jointly understand risk, and Shared situational awareness” (Home Office, 2022). By physically positioning myself where I could liaise with all agency leads, I ensured that clinical, operational, and safety priorities were managed in parallel without conflict.
In the debrief that followed, both EMRTS and fire service colleagues commented on the clarity of communication on scene. The DOM also fed back that resource allocation was made easier because I kept control informed with accurate, timely updates. This reinforced for me that leadership in WAST is not just about the immediate clinical care, it extends to how well you manage the flow of information between the frontline and control, between agencies, and between the team and the public.
This incident was, in many ways, the opposite of the i-gel scenario. Instead of focusing narrowly on the task in front of me, I kept my attention wide enough to manage the whole scene, ensure everyone had a voice, and adapt as new information emerged. The positive outcome was not just that we achieved ROSC, but that the scene remained coordinated and safe despite the multiple layers of complexity.
Looking back, the contrast between these two incidents marks a significant point in my development as a Senior Paramedic. The i-gel incident taught me the dangers of overconfidence and the importance of listening. The bariatric cardiac arrest showed me what is possible when I apply those lessons, when I slow my thinking, seek input, and lead collaboratively. Welsh Government (2018) policy on prudent healthcare speaks directly to this, advocating for leaders to make the best use of available skills and resources, ensuring that care is both effective and efficient.
The personal and professional satisfaction I took from this incident was far greater than in any other cardiac arrest I had led. It confirmed that the changes I had made to my leadership approach were not only improving my relationships with colleagues, but also directly benefiting patient care. This has given me confidence to continue developing a leadership style that is adaptable, inclusive, and rooted in clear communication, exactly the kind of leadership that WAST needs to navigate the complex, multi-agency challenges of modern pre-hospital care.
Reflecting on the two pivotal incidents in my early months as a Senior Paramedic in WAST, I can clearly see the transformation in my leadership approach. The first incident, involving the i-gel airway, revealed how my initial confidence in my clinical ability could overshadow my openness to others’ perspectives. I was task-focused, directive, and assumed that preserving momentum was the most important priority. In hindsight, this approach, while well-intentioned, neglected the importance of listening, sharing decision-making, and creating an environment where team members felt safe to challenge decisions. This aligns with research by O’Hara et al. (2015), which found that pre-hospital teams are most effective when communication is inclusive and all members are empowered to contribute, especially under pressure.
The bariatric cardiac arrest several months later marked a turning point. I applied the lessons from the i-gel incident by actively seeking input from colleagues, maintaining open communication with multiple agencies, and keeping the patient’s family informed throughout. This incident demonstrated my growing ability to balance clinical priorities with scene management, inter-agency coordination, and the emotional needs of those involved. The positive feedback from colleagues confirmed that my leadership behaviours had shifted towards being more inclusive, adaptive, and collaborative.
Analysing these events through leadership theory, my early approach in the i-gel incident leaned towards a transactional style, where structure and task completion were prioritised over relational aspects (Bass, 1990). In contrast, the bariatric arrest required a situational approach (Hersey and Blanchard, 1988), adapting my style to different individuals and agencies on scene. Elements of transformational leadership (Bass and Riggio, 2006) also emerged, as I sought to inspire cooperation and maintain morale under challenging conditions. Servant leadership principles (Greenleaf, 1977) were evident in how I prioritised the wellbeing of the patient’s family and the professional development of the medical student observer.
In the Welsh healthcare context, these shifts are significant. NHS Wales and the Welsh Government (2018) emphasise prudent healthcare, the need for leaders to make the best use of available resources, and the value of collaboration across boundaries. WAST’s commitment to compassionate and inclusive leadership (WAST, 2024) aligns closely with my progression from directive decision-maker to collaborative facilitator. The bariatric cardiac arrest incident demonstrated the application of JESIP (Home Office, 2022) principles in practice, ensuring shared situational awareness and coordinated multi-agency working, essential skills in modern pre-hospital care.
Ultimately, the comparison between these two incidents illustrates my development from a leader who acted primarily from personal clinical confidence to one who sees leadership as a shared responsibility. I now understand that my role is not to have all the answers, but to create the conditions where the collective expertise of the team can be used to achieve the best possible outcome. This is a shift from being the “hero” to being the “conductor”, ensuring all parts of the system work in harmony.
This journey has been shaped by critical reflection, particularly using Driscoll’s (2007) model, and by actively seeking feedback from colleagues and peers. It has also been influenced by the broader values and strategic priorities of NHS Wales, which promote collaboration, compassion, and inclusivity as key leadership behaviours.

[bookmark: _Toc594311003]Personal Development Plan
To build on these lessons and continue my development as a leader within WAST, I have created a personal development plan structured around three key areas: communication, adaptive leadership, and inter-agency coordination.
1. Enhancing Communication Skills
 While I have made significant progress in creating open channels for communication, I want to further refine my ability to convey complex clinical and operational information clearly and concisely under pressure. Research from the Welsh Government’s Health and Social Care Workforce Strategy (2020) highlights the importance of effective communication in high-stress environments for maintaining safety and team performance. My plan includes:
· Undertaking advanced communication training, such as the “Leadership for Quality Improvement” programme offered by NHS Wales, focusing on briefing and debriefing techniques.
· Continuing to conduct hot debriefs after critical incidents, incorporating structured feedback loops to capture lessons learned and share them across teams.
· Seeking 360-degree feedback from colleagues and partner agencies after multi-agency incidents to identify areas for improvement in clarity, tone, and inclusivity.
2. Developing Adaptive Leadership Skills
 The bariatric cardiac arrest reinforced the importance of being able to shift between leadership styles depending on the needs of the situation and the people involved. To strengthen this flexibility, I plan to:
· Engage in further study of situational and transformational leadership models, particularly in the context of emergency services, drawing on resources from the NHS Leadership Academy and academic literature.
· Shadow senior leaders in other healthcare and emergency service roles to observe different approaches to high-pressure leadership.
· Apply adaptive leadership principles in both clinical and non-clinical settings, reflecting after each incident using Driscoll’s model to analyse what worked and what could be improved.
3. Strengthening Multi-Agency Coordination Skills
 Given the increasing frequency of complex, multi-agency incidents in Wales, I will focus on refining my ability to coordinate across organisational boundaries. This aligns with Welsh Government (2022) policy on integrated care and the JESIP model for joint emergency services working. Actions will include:
· Completing the JESIP Joint Organisational Learning (JOL) online modules to deepen my understanding of inter-agency communication protocols.
· Participating in multi-agency training exercises, such as those run by Local Resilience Forums, to practise leadership in simulated major incidents.
· Building stronger working relationships with local fire, police, and EMRTS teams by attending joint briefings and debriefings wherever possible.
4. Embedding a Culture of Compassionate Leadership
 As highlighted in NHS Wales’ Leadership Principles (2019), compassionate leadership is key to staff wellbeing and performance. I aim to:
· Model openness and vulnerability in my own leadership, admitting mistakes when they occur and using them as learning opportunities.
· Continue to involve patients’ families in care discussions where appropriate, ensuring they feel informed and supported.
· Mentor junior staff and students, offering guidance that balances clinical instruction with emotional support, especially after distressing incidents.
5. Measuring Progress
 To ensure my development plan is having an impact, I will:
· Keep a reflective journal of critical incidents and leadership challenges, analysing them using Driscoll’s model and noting changes in my approach.
· Review feedback from colleagues every six months to track improvements in communication, adaptability, and coordination.
· Align my personal objectives with WAST’s strategic goals and the Welsh Government’s Healthier Wales plan, ensuring that my growth as a leader supports wider organisational and national priorities.
By focusing on these areas, I aim to continue evolving from the leader I was during the i-gel incident, confident but narrow minded in focus, to the leader I was becoming in the bariatric cardiac arrest, inclusive, adaptive, and able to bring people together under a shared purpose. My ultimate goal is to embody the type of leadership that NHS Wales and WAST envision: one that is compassionate, collaborative, and capable of delivering the highest standards of care in the most challenging circumstances.
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