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Leadership has always been a fundamental aspect in any sector but has a particular importance within healthcare due to the unique challenges faced by this area (NHS Leadership Academy, 2013). Clinical leadership as stated by Joseph and Huber (2015) is the process of implementing and improving both organisations and individuals’ practice to improve patient safety, care and quality outcomes. The Kings Fund (2018) have added to this and noted that over recent years there has been a greater emphasis on leadership styles and how that leadership is delivered.
As a registered paramedic it is imperative to “understand the concept of leadership and its application to practice” (Health & Care Professions Council, 2014, p.12) as set out in the standards of proficiency. Over recent years there has been a determined drive within Welsh Ambulance Services NHS Trust (WAST) to deliver better care for patients and support for staff by improving its leadership structures. Part of this new change has been an introduction of new clinical and managerial leadership roles, such as the Senior Paramedic (SP). This role is aimed primarily around clinical leadership, mentorship and supporting staff to excel in their clinical practice. There is also a drive for changing poor practices and supporting staff in maintaining this higher level of service delivery by promoting the highest standard of evidence based clinical practice. These aspects should help drive improvement in patient outcomes.
It is important for all (registered and non-registered) clinicians to reflect upon their own working relationships and all aspects of their practice. This assignment will involve two important parts. The first will aim to critically evaluate five different leadership styles and their relevance to the workplace which for this assignment, is WAST. The five leadership styles to be included within this assignment are compassionate, ethical, transformational, authentic, and emotional intelligence. The second aspect will encompass a reflective assignment exploring and critically evaluating my own leadership qualities and skills and how they can have an impact on others within the working environment.
Brown, Treviño and Harrison (2005) state that ethical leadership is considered to be a newer concept of leadership and is about a leader demonstrating typical, or what we would consider to be normal, ethical conduct through their interactions with those they lead. That is showing ethical traits when they conduct themselves, their personal actions, and interpersonal relationships. An ethical leader would always promote this ethically based good conduct to their followers via a two-way equal communication and decision-making. An ethical leader would display a range of leadership qualities that are ethically sound such as honesty, caring, integrity, trustworthy and empathetic (Brown, Treviño and Harrison 2005).
[bookmark: _Hlk100047913]Brown and Treviño (2006) found that ethical leadership enables a leader to participate in unambiguous communication regarding ethical issues and this would encourage others to act in ethical ways by reinforcing other ethical conduct. In relation to WAST this enables the organisation to have a strong ethical focus with their leaders and ensure that staff are providing ethically based decisions at the forefront of their decision making.
Kalshoven, Den Hartog and De Hoogh (2011 & 2013) adds to this and found that employees are more likely to perceive managers as trustworthy and will have faith in their decisions if these employees are led by ethical leaders. Freire and Bettencourt (2020) agreed and state that ethics lead to a better relationship with staff and that organisations, particularly in healthcare, develop ethical training for their leaders.
A study conducted by Zhenng, Epitropaki and Graham (2021) using self-concept and social information processing (which is how individuals perceive themselves and how leaders interpret social cues) of a cohort of around 2000 participants found that ethical leaders align their followers values with those of that organisation and encourages followers to have an ethical voice. 
This would be beneficial for WAST to have the understanding that their leaders are not only leading ethically (with all the traits listed above) but that employees are also more likely to have faith in that leaders decision making. This will aid in the Senior Paramedics task of supporting better cultures and clinical practices within the organisation.
Hoch et al. (2016) when compiling a meta-analysis found that leadership approaches based in ethics, allowed a wide variety of positive employee outcomes. This included a higher trust in managers, greater engagement in their role, greater role satisfaction and an increase in positive outcomes. With relation to WAST if staff have faith in the leaders striving to make improvements and changes of culture and clinical practice, and the people making the change ensure, then according to Hoch et al. (2016) that change is more likely to be widely adopted and possibly to a high standard. It is noted that not all the data was collected from healthcare settings.
[bookmark: _Hlk100047931]While there are positives to ethical leadership Sharif and Scandura (2014) believe that ethical leadership has not proven itself in relation to big scale organisational change. They state that of the few studies of ethical leadership and its ability to encourage or drive change they failed to evaluate the influence of ethical leadership on an employee’s readiness to change. 
If WAST are trying to fundamentally shift the attitude of staff in the way they practice and to deliver a higher quality of care to patients, this would constitute a big scale organisational change. Granted it does appear to be more positive than negative in relation to ethical leadership, this has to be done carefully and thoughtfully.
Therefore, it seems that ethical leadership could help WAST identify the characteristics or traits required of an ethical leader to help support staff, enable them to have satisfaction within their role and develop trust. While ethical leadership can encourage staff to embrace change, if they feel it is done ethically, but it does not offer a clear map of how that change is delivered and that change appears to be a slower pace or more difficult to achieve. It appears that organisational behaviours are changed slower via an osmosis style of change. Looking at appendix 1 of WAST behaviours, there are a lot of different behaviours looking at different aspects of culture and workplace behaviour. To make all that change will take time, effort and a team approach.
While there is a lack of evidence around this claim and I was unable to find further research supporting this, possibly because of the newer concept of ethical leadership. However, it does make logical sense that ethical change would be slower as it involves changing staff and organisational attitudes, and it would therefore take longer to achieve. It might be the case that while ethics is important in a leader, another style of leadership may offer more benefits in the way of cultural and organisational change. 
Authentic leadership was first formulated by George (2004) and states that the authentic leaders would have a positive and powerful impact upon their organisations. This would be achieved by these leaders promoting positive behaviours and a positive ethical climate. This would empower followers to have greater self-awareness, be better at processing information and doing it a positive and ethical way (Sparrowe, 2005). 
Cooper and Nelson (2006) add to this by stating it would also foster positive self-development and greater self-esteem within the team. Walumbwa et al. (2008) carried out research in developing a tool for identifying authentic leaders. While the research involved people completing questionnaires, which can lead to bias and issues around reliability as it is the participants views upon themselves or a situation, Walumbwa et al. (2008) found that an authentic leaders play a large role in encouraging long-term motivation, better engagement of staff and higher levels of performance. Using tools to identify these leaders could be beneficial to an organisation looking to develop future leaders.
[bookmark: _Hlk100047826]A systematic review by Alilyyani, Wong and Cummings (2018) found that authentic leadership did improve staff productivity, greater job gratification, higher levels of staff engagement and an overall positive environment. They also found a reduction in what were deemed as negative workplace behaviours, but also reduced feelings from staff such as burnout.
Authentic leadership could be used widely within WAST. If tools such as the questionnaires were used to identify possible authentic leaders and give them the tools to ensure that they were able to leader authentically we could see the benefits listed above. Especially in such a fundamental role as the SP and the change that is hoping to develop but it would be important that those in these leadership roles were authentic leaders. 
While Hassan (2024) identifies there are issues with questionnaires such as lack of flexibility, response bias (not answering truthfully, or answering as they think the questioner wants answered), low response rate or misinterpretation of the questions. 
[bookmark: _Hlk100047794]There are some possible negatives in relation to authentic leadership. While now outdated and written prior to George (2004) coining the term authentic leadership, Clements and Washbush (1999) state that if a leader is open and honest, then their personal dysfunctional aspects would affect their leadership and can adversely cause a negative impact. A more contemporary view is Einola and Alvesson (2021) who believe that authentic leadership could cause identity trouble as managers are encouraged by others to be seen as ambitious and falsely to live up to a formula causing unauthentic leaders. Iszaat-White et al. (2021) also raises the issue around the origins of outcomes. An achievement cannot be solely attributed to a leader the same way authentic behaviours can be solely attributed to leadership.
The above criticisms while limited and difficult to find, from a practical standpoint do make sense. If you have people who either are not, or do not appreciate the importance of, authentic leadership it could have damaging effects such as being ineffective or even detrimental. Being in WAST for a decade there is already an apathetic, suspicious and at times disenfranchised view of leadership from a significant minority of the workforce and the wrong leader could exacerbate these issues. However, on the balance of probabilities I believe that authentic leadership is a theory that could be applied to the ambulance service and could be beneficial. It could aid the ambitions and be a driving force of the leadership needs within WAST.
Emotional intelligence (EI) is the ability for a person to understand their own, but also the teams’ emotions in relation to everyday environments, and how these can impact upon their lives. It enables the person to use emotional information to guide thinking, behaviours and be able to adjust their emotions to different environments and emotional intelligence is important in understanding the role emotions have on our decision-making (Goleman, 1995). 
[bookmark: _Hlk100048013]In recent times the importance of understanding and being able to use emotional skills has become increasingly important (Ashkanasey et al. 2000; Druskat and Druskat, 2006). Brown and Moshavi (2005) believe that the use of EI in leadership could present the opportunity for a more holistic understanding of the factors that affect leadership, productivity and morale. These include things such as interpersonal skills and better communication.
Being in a leadership role within WAST is quite a unique position. A leader would be required to deal with the wide breath of human resourcing type concerns. That could be personal or family issues but also understand the wide range of patients that we attend. Not only our more traumatic patients but our typically lower acuity patients who can also influence our staff. Anecdotally I can recall staff telling me that a typical routine call had left them upset because of the resemblance to their own family, or the difficult personal circumstances that patient was in. Being able to have a leader who has EI and the talent and the ability to understand, interpret and respond appropriately with emotions would be of huge benefit to a leader within WAST. 
[bookmark: _Hlk100048144]There are some cautions when using EI as explained by Lindebaum and Cartwright (2010) who identified that to establish if someone shows the traits of EI it is reliant upon a self-report measure and is assessed via a questionnaire. Some issues with this, is that a person could present perceived or preferred models of behaviour, with untruthful or incorrect answers. They go on to discuss however that other research by Mayer, Salovey and Caruso (2004) and Petrides, Pita and Kokkinaki (2007) that considerable progress has been made against these issues in further testing and how the testing is delivered. 
As an organisation we still need to be aware of the issues around this, and the possible inherent bias that could affect leadership within WAST. At such a critical time we need to ensure that with emotional intelligence we have the right members of staff in the right positions who are suited and can show EI. This will be of huge benefit to the organisation as Gardner and Stough (2002) noted that leaders who had EI were found to be more committed and successful. A EI leader would also be of benefit for staff by increasing staff satisfaction and ensuring greater productivity (Lam and O’Higgins, 2012). 
It is unclear if EI has all the answers to the difficulties of leadership with WAST and the wider healthcare sector currently but could certainly be an aspect of it. Due to the array of challenges from different aspects of the organisation, both internally and externally, a leader would undoubtedly benefit from being aware of and having EI.
There has been a concerted effort in recent years to ensure that while there is a fast and widespread change technologically. While outside pressures such as staffing and funding throughout the NHS has affect the ability to deliver leadership and care, the patient must remain at the centre of what we do. 
Gault et al. (2017) explain that compassionate leadership is a leadership style that has compassion at its core. This means that the leader through clear and open communication with followers can discuss any problems, have a peer-to-peer conversation tackling any issues required. Compassionate leadership also has relationships at its core by getting to know and understand staff on a more personal level there is a better emotional connection and greater trust. 
[bookmark: _Hlk100048259]Virginia (2013) stated that compassionate leadership helps to achieve common goals and a shared responsibility in relation to health outcomes. It also requires leaders to have a focal point of caring and compassion as an underpinning value and practice. This is for both patients and for their staff. West (2021) agrees with this and states that if you have followers who are being led by a compassionate leader, it results in staff being better engaged with greater motivation. He argues this will then lead to higher quality of care delivered to patients. Edwards, Till and McKimm (2018) while agreeing with the above, added that by having compassion at the core of the organisation and an individual’s thinking and leadership, will encourage the learning from mistakes and will constantly seek improvement and will benefit staff and patients.
The report by Francis (2013) which highlighted some of the failings around compassionate leadership with a more integrated drive to place the importance of patient care, compassion and quality of the care we deliver and highlighted the importance of leadership within healthcare.
Compassion should be a huge part of the care we provide our patients and it should not be too difficult to ensure that we translate those abilities to our staff. While there are clearly failings which Francis (2013) has pointed out, being led by a compassionate leader has some organisational and individual benefits. From my own experiences within WAST there is a palpable feeling of staff feeling unheard, let down and after a two-year global pandemic, burnt out. 
This style of leadership could enable leaders in positions of authority with the ability to make changes for these staff, to whom they have developed close relationships with, and improve their working life. This would then translate to patient care. Part of this has been achieved in my area where the SP deployment has changed slightly to support staff in the clinical aspect of their work. After discussion with higher management anecdotally they have disclosed that the official complaints from staff around feeling unsupported have reduced, from what they state was previously a significant number.
[bookmark: _Hlk100048393]Catarin et al. (2014) explained that one of the pitfalls of compassionate leadership is that it cannot be simply switched on when required. They also state that added to this if compassion is forced it will lead to an inauthentic compassion that could lead to depression or distress in the caregiver. Fernando and Condesdine (2014) found in a questionnaire that there were four main distinct factors relating to a practitioners inability to provide compassion. They found staff were burnout, external distractions (including procedural issues) and difficult patients or families and complex clinical situations. All these aspects are something to be considered within WAST as each is a particular issue and anecdotally have all been disclosed to me by different staff. 
To overcome these barriers we would need to consider a few things that was succinctly put by Zulueta (2016). They believe that for compassionate leadership to succeed an organisation must foster leaders who demonstrate compassionate leadership, that are combined with an appreciation and empowerment of others. Zulueta (2016) goes on to state that “leadership should support, engage and enable staff and patients in a meaningful way” (p.9). While thinking of innovative ways to overcome the barriers of COVID.
Allison-Napolitano et al. (2013) states that transformational leadership is where a leader can inspire those who follow to achieve extraordinary things and will help the those to develop their own leadership abilities.  A transformational leader is also able to calibrate staffs goals an objective to match that of the leader, group, and wider organisation.
There have been many studies looking at the impact that transformational leadership has on innovation and modernisation within an organisation (Le and Lei, 2019; Dappa, Bhatti and Aljarah, 2019; Aldhanhani and Abdullah, 2020) and have found that transformational leadership leads to innovation and modersiation improving within an organisation.
[bookmark: _Hlk100048946]Other studies have looked at organisational performance (Morales, Montes and Verdu´-Jover, 2008; Atan and Mahmood, 2019) and found that transformational leaders have a positive impact upon performance. While some studies have found transformational leadership has improved both organisational performance and innovation (Tang et al. 2020). It must be stated however that all these studies have been conducted outside of the healthcare settings and most have used questionnaire style methodology that can lead to other such bias including reporting bias (Hassan, 2024). However, with the wealth of studying around transformational leadership it is a style that needs real consideration.
[bookmark: _Hlk100048995]Contrary to the above, a study by Hoch et al. (2016) found that the development of newer theories than transformational, such as ethical, servant and authentic styles, had highlighted the relevance of a moral deficiency dimension within effective transformational leadership. While transformational leaders will be effective in leading and creating change, and bringing their followers with them, they must have a moral substance to their leadership. Hoch et al. (2016) believes that by including a moral or ethical dimension to transformational leadership it would make that transformational leader more effective in all outcomes according to their meta-analysis.
Within WAST transformational leadership is going to be a style that needs considering. With the requirement of senior paramedics to be able to provide such drastic and wide sweeping changes to the way in which care and training is delivered to patients and staff, a transformational leader may support delivery of that. Not only deliver that change but also inspire followers to develop their own transformational leadership style and help embolden the next generation of organisational leaders. Care does need to be taken as mentioned by Hoch et al. (2016) that the important moral aspect of that leadership is incorporated, especially as it is a healthcare-based organisation.
In conclusion, this assignment has critically evaluated five different leadership styles of compassionate, ethical, transformational, authentic, and emotional intelligence. It has also considered their relevance to the workplace.
Leadership is an important aspect of study within my role as an SP because of the direction of change and leadership within WAST. There is a huge drive for cultural and practical changes around the way care, training and support for patients and staff is delivered. Leadership and how that leadership is delivered is incredibly important at such a vital point of the organization and its ambitions.
This assignment has critically evaluated five leadership theories and their relevance to the workplace. From this evaluation it is clear that all of these styles are an important aspect of being a leader. Ethical leadership is fundamental for healthcare leadership. Being ethical enables us to offer the best care to our patients and to our staff with better communication (Brown and Treviño, 2006). However, it is unclear if it will offer the huge amount of leadership change that is required in the culture of WAST (Sharif and Scandura, 2014).
Authentic leadership supports staff engagement, encouragement and greater motivation and a reduction in negative workplace behaviours (by Alilyyani, Wong and Cummings, 2018). For this to be effective however it must be ensured that the leaders are true authentic leaders and not living up to what is expected, not who they truly are (Iszaat-White et al. 2021).
Emotional intelligence could produce a more holistic style leader with better productivity and morale (Brown and Moshavi, 2005). However there are issues noted with how leaders understand their EI via questionnaires (Lindebaum and Cartwright, 2010). 
A compassionate leader enables staff to engage in caring and compassionate care with better engagement and greater motivation (West, 2021). However Condesdine (2014) found that there are external and internal factors that can affect this and all are present within WAST.
Transformational leadership has improved both organizational performance and innovation (Tang et al. 2020) but Hoch et al. (2016) believes that by including a moral or ethical dimension to transformational leadership, would make that transformational leader more effective in all outcomes.
Adding to what Hoch et al. (2016) is where I stand on these leadership styles. There is not one leadership style that is complete in its offerings. It is therefore likely that to be an effective leader it will require a combination of different leadership styles. While many of these leadership styles share common traits and characteristics. In the role of the senior paramedic a specific combination of different leadership styles such as the trust and ethical aspects of ethical leadership. With the openness and honesty of authentic leadership, merged with the motivated change delivered by a transformational leader. The holistic and person-centered approach of emotional intelligence and compassionate caring aspects of compassionate care. To be an effective leader within WAST will require an amalgamation of these different leadership styles and further study of other leadership styles that are not discussed here. But having the awareness of different leadership styles and an awareness of my own leadership style will prepare me for my leadership journey.
This is a reflection reviewing my leadership styles and behaviours with relation to an incident I have attended in my role as a Senior Paramedic. The role of the Senior Paramedic is to support staff, provide clinical leadership and improve clinical standards. This reflection will be analysed using Gibbs Reflective Cycle (Gibbs, 1988). Gibbs reflective cycle was developed by Graham Gibbs to give structure and enable learning to be achieved from different experiences. It uses a framework to examine experiences and due to its cyclic nature can lend itself to repeated or common experiences (Gibbs, 1988). This is a common tool used in healthcare, and I use this tool due to familiarity of the types of incidents I can attend in my role as pre-hospital practitioner. The model covers six stages which are description, feelings, evaluation, analysis, conclusions and an action plan.
The event to be reflected upon took place during an operational ride out with another less experienced paramedic, on an emergency ambulance, where we had a call around 15:00. We had just come from the hospital, where had been since 06:00 that morning.
We were called to a female who was having difficulty in breathing. The female was bariatric, and we were told that the patient has chronic health problems, including cardiac failure. We were met at the property by the patients husband who said the patient needed to go to hospital because she was so short of breath. 
When we went into the property the patient was on her own oxygen, and I could see a large folder with the patient notes. Reading through the patients notes it was stated that the patient had end-stage respiratory failure and had a host of medications to support her symptom management. The patient was adamant that she needed to attend hospital and that she wanted to be fixed because her breathing was getting too difficult.
During our time at the property, I had a further contact via our radio that there was a major traffic collision where a patient has had a traumatic amputation, but I was unable to attend as I informed control that I was already with this patient and would not be able to attend the higher acuity call.
The patient did not want to hear from us as a crew that we could arrange for specialist teams to attend the patients’ property and offer support at home to manage her symptoms, the patient just stated she wanted to go to hospital and would not consider any other options. I also discussed with the patients’ own GP, who did not speak to me directly, but through the receptionist. Who advised if we cannot support the patients pain, she needs to go to hospital.
On arrival to the Emergency Department (ED), we were advised patient was CPOC positive (highly infectious form of C-Diff). This meant she had to be barrier nursed and would therefore need a cubicle. There were already around 10 vehicles waiting outside ED and no capacity for this patient. On the back of the ambulance the patient stated she needed to urinate. I advised that there was nowhere in the hospital to get the patient to the toilet, because the triage rooms were all full. The bariatric commode would not fit on the back of the ambulance and there was no bariatric wheelchair to take the patient into the hospital. 
Eventually I had to put incontinence pads on the chair the patient was sat on. We then left as it was the end of our shift. I got back to station and drove back to the hospital. On my arrival, the night crew had said the patients’ husband had come and taken the patient home, after the patient had contacted him.
After the incident I contacted my palliative care lead who put me in touch with a palliative consultant to discuss the case.
When we originally arrived at the property I was frustrated. I was frustrated that we had been waiting outside the hospital all day. I was frustrated that there were higher acuity incidents ongoing that I could have supported with. I was frustrated that this patient couldn’t appreciate how busy the hospital was, and if they had listened to my advice and remained at home the hospital would have come to them (as the patient had access to specific pathways). I was frustrated that the GP did not have a conversation with me.
I was trying to ensure that the patient did not have an unnecessary admission to hospital, but the patient kept demanding that we take her to hospital. I began to feel annoyed as I was thinking to myself why hadn’t the patient just take herself to hospital if she wanted to go.
When it was decided that the patient was going to hospital, I became a less engaged with the overall situation as I felt that my views and opinions were not wanted by this patient. I then drove to us to hospital.
When I got to hospital and I could see the delays I had a feeling of dread seeing the array of ambulances as we had been there all morning. My first instinct was that I was worried the patient was going to be difficult and demanding, and that I would have little authority to meet any of the patients requests around the delays and getting seen by a doctor.
After a short time and handing over to the nurses in the ED I was back on the ambulance where the patient stated she needed to urinate. Initially I felt a little irked of needing to take the patient to the toilet as it was not a straightforward trip to the toilet due to the patients’ size and her CPOC.
When the difficulties of the patient being able to go to the toilet became clear, my attitude and feelings completely changed. I felt helpless and hopeless that I could not support the patient as they require me to, and as I am required to. I felt despair at my inability to make the patients situation better and had a horrible sense of powerlessness to be able to help or support this patient. I tried everything to arrange the patient being able to go to the toilet with dignity but unfortunately was unable to.
After my return to the hospital and on hearing the patient had gone home with her husband I had a crushing feeling in my chest of guilt. Over the several days every time I thought about this patient, I had a genuine chest pain and a feeling of anxiety. It really upset me that I kept thinking of how I had initially treated the patient, and then how I was unable to help the patient at the hospital. 
I also felt that I had let down the paramedic I was working with. I did not show effective leadership at this call and what I demonstrated to my colleague was how not to be an effective clinical leader. On my return to work a few days later I contacted my clinical and palliative care lead.
In evaluating this incident there are both good and bad aspects. I will first discuss the bad aspects and then look at the positives.
My communication with the patient and her family was poor as was my communication with my colleague at that time. My communication was not good enough. I have no doubt that my non-verbal communication skills were likely non-inviting or conducive to an engaging and meaningful conversation. Likely me taking calls on the radio during conversations would have added to the barriers around communication and building a relationship. I should have been stronger with the GP, requesting to speak to the GP directly not through the receptionist.
I noticed that I had become a little abrupt with both the patient and her husband. I then felt that the patient became more stubborn in her insistence to attend hospital. I do not know what the member of staff I was working with thought of the situation. I did not even take into consideration what she may have thought. I can only imagine that I was not putting myself in a positive light. 
I was bothered that the patient would not take my advice around the options of avoiding hospital and would not take my advice that at this time being at hospital was not the best thing for her. While I did not say this specifically, the patient has an incurable disease that is going to kill her. Going to hospital would not have helped this. What she needed was symptom management, I tried to explain but clearly I was not providing effective leadership here to do that. 
When we attended hospital, my frustration turned to upset then despair once it was clear the patient needed to use the toilet. It became clear that I could not facilitate the patient using the toilet. I had attempted to remove patients from the triage room but was advised that one of the patients had a highly infectious disease that meant the whole bay had to be disinfected. 
The patient was too large to get into our wheelchair and there were no bariatric wheelchairs available for me to take the patient to the hospital toilet. I found myself turning to my less experienced colleague for moral support, which she offered, in stating there was nothing else we could do. I felt a personal responsibility for the position we were in. The difficult and awkward position I now believed I had put the patient, my colleague and myself in, due to my lack of leadership at scene.
When I came to the hospital and found that the patient had gone home, the crew who took over from us made comments to the effect of ‘she was hard work, glad she has gone’. I found these comments incredibly annoying and inappropriate.
The patient must have felt humiliated and embarrassed having to urinate on the back of an ambulance. While this is both a good and bad aspect. Bad because the patient’s’ dignity was affected. But I had exhausted all other options, and this was the only feasible work around. I made sure the doors were closed and tried to maintain the patients’ dignity as best I could.
Positives of this call were that I did, eventually, realise my attitude and communication was poor initially. My communication improved and the patient did thank me before I left to go home. I am glad that the patient eventually went home, although not under the best circumstances, but clinically that was the best place for her. I just hope that she had some rest and peace when she went home.
I also recognised after the incident that this event needed reflecting upon and so I contacted my clinical line manager who put me in contact with our palliative care lead. This led to a further meeting with a palliative consultant who I was able to have a sit-down chat with. I expressed my concerns, and he gave me some insight into his point of view and his view of my actions on that incident.
Positively I have also used this incident when dealing with other patients, if I ever find myself becoming frustrated, or even if I disagree with a patient on their wishes, I remember how I was on this incident. I then aim to be remained or even be more empathetic, compassionate and understanding of the patient’s wishes. I know that I do not wish to feel like I did after this call again and have strived to ensure it does not happen again.
When trying to understand why this incident ended up as it did there are several aspects to consider. Part of the reason I believe as to why I had an apparent inherent bias against this patient is that I was aware that there were other calls in the community that were of a higher priority. On the way to this patient, I was already thinking that I did not want to go back to wait in hospital and that the hospital was in the busy state it was. This probably added to my hostility toward admitting the patient to the ED. 
Looking back at this incident I worry that I was being unduly abrupt and rude to the patient because of her insistence of attending hospital, in my view at that time, unnecessarily. I am embarrassed about the way I approached the patient and should have gone into the address with a clear mind. However, there were factors the reason as to why I feel I was likely more prone to having this view.
The fact I was contacted by control to discuss my availability for a higher acuity call also frustrated me. I remember thinking I could offer the more acutely unwell patient that I could not attend, much more immediate help than my current patient. I also believe that my inherent annoyance with the patient fed into me not trying to push harder with the doctor. Having an unprofessional sense of, if the patient wants to wait outside ED, she can.
With relation to the patient requiring the toilet, it was becoming overwhelming, and I was becoming desperate. I felt initially that had the patient listened to me then we would not have been in this situation. But on reflection, had I been more empathetic, sympathetic compassionate and engaging with the patient and her family at the property I may have had more chance in referring the patient and thus, avoiding this whole situation.
Had I done everything I should have with this patient. That is, be more empathetic, approachable and shown better communication skills to the patient and her family, she might have listened more about the views of alternative disposition to hospital. However, I should have also respected the patients’ wishes more and understood that just because the patient has an incurable, progressive and chronic disease that does not mean the patient cannot go to hospital. 
In my frustration and general lack of self-awareness and had I been thinking more clearly, I could have arranged for the patient to attend an acute medical ward. The patient would have gone to hospital has per her wishes, and it may (although unlikely) had been a lesser wait than outside the ED. 
My ability to critically think at how better I could manage this situation and patient was also reduced as I had not considered other options to attending hospital. My colleague also reiterated to the patient that she was unlikely to be satisfied attending the ED but did so in a much calmer and collected manner. 
This led to me taking a step back in leadership as I convinced myself that my colleague had the better rapport with the patient. This was not leadership, or delegation, this was capitulation to the situation. I took a step back when what I needed to do was take a breath and re-evaluate my approach to this patient. I had also failed to fully consider the patients and families wishes.
In contacting the appropriate clinical leads for reflecting and understanding this call, I now think part of that was trying to redeem my leadership credentials (see the email in the appendix 2). This email was also sent to the colleague I was working with, to offer full transparency. I was trying to demonstrate how I was ‘owning my decisions’ as one of the WAST behaviours (appendix 1).
When reflecting at my frustration around he crews comments on this patient, the views of the crew were probably like my internal thoughts at the house with the patient. This is a very poor attitude to have with patients and does not show leadership, I think I was probably projecting my frustrations out at the crew as it was almost as if a mirror had been held up to me.
When looking at this incident and my own leadership style I feel that there are some important parts of leadership where I have let myself down. For example George (2004) states authentic leaders promote positive behaviours and a positive ethical climate. Walumbwa et al. (2008) states that authentic leaders encourage long-term motivation and better engagement. In this scenario I failed at that initially. By being a non-authentic leader I could have reduced staff motivation and engagement, which as an SP providing a operational clinical ride out could be incredibly detrimental.
I would like to think however my actions, open and honest reaction to my failings of leadership after the event and in the application of this reflection would mitigate any potential negatives I may have created. This was relayed back to me when the colleague I was on the ride out with, informally praised me on my email to my clinical supervisors.
With relation to ethical leadership, Kalshoven, Den Hartog and De Hoogh (2011 & 2013) found that employees are more likely to perceive a leadership as trustworthy and have faith in their decisions. In this incident I failed to initially provide ethical leadership, and I hope that did not affect my ability to be seen as trustworthy. They also found that ethics leads to a better relationship with staff. While they do not specifically state the cause or effect of poor ethical leaders, I can only assume that it would be the case that an unethical leader, or leader not demonstrating ethical traits, would have the opposite effect. Or at least would have a detrimental effect on their perceived leadership or their practical ability to lead effectively. 
Tang et al. (2020) found that transformational leadership has improved organisational performance and Mahmood (2019) found that transformational leaders have a positive impact upon performance. In this incident I was not a transformational leader. I did not go into the incident providing transformational leadership where I could have considered alternative pathways, contacted more specialist resources to attend scene or used better communication skills to convince the patient of the benefits of not attending ED. Had I been able to carry out those interventions the colleague who was on their ride out could have gone away from that ride out looking to make transformational decisions, safely, properly, within their scope of practice. 
By the time we had got to the ED in a transformational sense I was on the back foot. I was trying to mitigate the damage I felt I had already done and my thoughts of providing leadership to my colleague was not in my thinking. I was fully focused on my patient at that time. While that is not on its own a bad thing, overall, my role as an SP is to provide clinical supervision, support and leadership. The situation had got away from me. I had therefore missed a huge opportunity to provide a small example of transformational leadership and in general positive leadership to this member of staff.
I do hope however, that for the colleague in attendance to have seen me open myself up personally and professionally after the incident may have provided transformational leadership in a way that was not clinical but personal. I hope that my colleague saw it is okay to admit when you do not get something right and admit that, reflect, and change your practice moving forward. Something this incident has enabled me to do.
Gault et al. (2017) states that compassionate leadership is a style that has compassion at its core. Again, while at the beginning of this incident I would argue I was not a compassionate leader. By the time I realised the difficulties that were coming for the patient outside the ED I felt I engaged my compassionate leader and making the difficult decision that the only option we had was to look after the patients’ personal needs on the back of the ambulance. My compassion there was about patient dignity and respect. I also believe that my openness and honesty after the events in seeking further support and guidance may have gone some way in helping me re-establish my compassionate leadership.
I also believe that while I had let myself down in my compassionate leadership at the start of this incident due to my attitude and communication style. This led to the patients’ difficulty outside the ED and my own helplessness. Then the days after the incident, with relation to the anxiety and chest pain I was having when thinking about the patients’ potential indignity, shows that I was then and afterwards a compassionate person. 
Catarin et al. (2014) talks about this by stating that compassionate leadership simply cannot be switched on or off as required. While I accept, I was having a bad day and there were external factors that may have played into my lack of initial compassion and empathy, such as ongoing political issues around the SP role within WAST. I believe that I am overall, a more compassionate leader. This is because the fact this incident had such a huge impact upon me, after the events, my reflecting upon my failings I hope support my view that I have compassion and that I am a compassionate leader.
I still feel that if I had made a better first impression, made a better connection with the patient and her family, took the patients concerns and addressed them and used all my communication skills to their most, that we could have avoided this patient going through the ordeal I believe they went through. We could have arranged a more suitable area within the hospital for them to attend and had a more pleasant, comfortable and dignified wait outside the hospital.
I believe that the reason this call affected me so personally and emotionally after the event is because of how poor my leadership and attitude was at the beginning of this incident. I think, had I been an exemplary leader, provided the highest standards of compassionate, ethical, and authentic leadership. While also having a high standard of emotional intelligence, and then the patient still decided to go to hospital (which after all is their right). 
That when we then arrived at hospital, and had faced the same difficulties outlined above, I would not have come away from that incident feeling I had let the patient, my colleague or myself down. I would not have come away from that incident feeling that I had been a poor leader. I might have been frustrated at the hospitals inability to see the patient. Or frustrated that we had spent most of the day outside the ED, but I do not think it would have affected me so personally because if I had demonstrated those leadership styles, and been a positive leader I would have felt that I did all that I could do to avert the difficulties faced in this incident. 
When reflecting upon the whole incident, there are several aspects that I feel have led to a poor outcome. My initial mental state on arriving at the patients address. I was frustrated about the delays at the hospital. I knew there were other unwell patients in the community. I felt as a clinical case, the outcome for this patient would have been more beneficial utilising another aspect of the healthcare. All of these internal and external factors affected my leadership of both the scene and of my role to clinical lead.
The difficulties and hospital and my personal emotions after the incident could have been avoided if my poor approach and leadership style had not led to this downward spiral of events where one problem them compounded upon the next.
I am proud however of my candid approach to my failings, as this incident was from 2022, and the email in appendix 2 from the same time. I believe it shows that while my approach to my work has improved, my core feelings and beliefs of what is right or wrong has not. I recognised during and after this incident that it did not go correctly and that I needed to seek further, expert opinion as to why things went wrong and how I could put in safe working systems to try and avoid this happening in the future. 
In conclusion, this assignment has critically evaluated and analyse five leadership theories and considered the relevance of these theories to my own workplace environment. I have also explored my own leadership styles and behaviours during an incident that has been critically reflected upon. Ultimately the whole experience, including this reflective work and the studying of theoretical leadership styles has made me an improved leader and an enhanced clinician.
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Appendix 1: WAST Behaviours
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Appendix 2: Email 2-3 days after the incident
Some aspects of the email are redacted for confidentiality purposes, but no content from the original email has been changed.
Good afternoon,

Just a follow up email regarding our conversation we had yesterday, and an update.

On [REDACTED] I attended a female patient in the community. Incident number was [REDACTED]. The call was coded as a RED call for agonal/ineffective breathing. We attended a patient who had called us after she says her husband contacted her GP surgery and was told that they were no longer taking appointments. She advised that she had fallen a week ago and over the last two hours had increased pain in her left leg and upper back. This in turn was affecting her breathing. Patient has poor mobility and is plus sized.

The patient told us that she had been admitted to singleton hospital in January where she was given a DNAR due to her heart failure, and she was aware what this meant. The patient advised us that she was on permanent oxygen for the pulmonary oedema (secondary to her heart failure) and her mobility was poor. The patient advised us that she could not control her pain. She had taken 2x500mg paracetamol 2 hours previously and has fentanyl patches. She advised that she is unable to take codiene because of adverse reactions and wanted something to help with her pain and would "go to hosptial to get out of pain."

We had read her district nursing notes and there was no MAR chart visible but had a bag containing midazolam and glycopyporrinum bromide, however as her district nursing notes didn't have anything in relation to palliative care etc. Patients husband was also unable to give us further information as he was so anxious about his wife's health. When I asked the patient about palliative care she seemed perplexed. I assumed that these drugs were there for when the patient became palliative as I had seen this previously and there was no MAR char.

Because of the uncertainty around the patient PMH I contacted the GP. The patients GP is in [REDACTED]. I spoke to the receptionist who advised that she would contact the on-call GP. After speaking to the receptionist she advised me that after speaking to the on-call GP that he advised if the patient has pain that cannot be managed that the patient "should be admitted." After discussing this the patient she said wanted to attend hospital for this pain (pain score given to us was a 5/10 and says she normally has a 2/10 score).

Patient has an large adapted wheelchair that doesn't fit in the house. So with oxygen the patient had to walk outside to the larger wheelchair (this is how she normally has to leave the house). We were then able to use an outside stairlift for the external stairs to her house, which could accommodate her wheelchair.

On arrival to ED we were advised patient was CPOC positive (highly infectious form of C-Diff). This meant she had to be barrier nursed and would therefore need a cube. There were already around 10 vehicles waiting outside Morr ED and no capacity for this patient. She then advised us that she needed to use the facilities. Unfortunately there was no space within the department. We were unable to get a commode onto the ambulance because the barriatric commode was too large for the ambulance. While we were waiting for blue react to be cleared (with two other complex patients) so the patient could use the commode the patient become very upset and agitated. I continually apologised and kept asking the charge nurses for the space but they were unable to help us. Patient says she would not allow us to help her with a pad as she only using them for urinary use not faecal, and the patient was too large for a bed pan. 

I felt completely helpless and embarrassed that this patient had to suffer this way. At one point we put incontinence sheets on the chair and floor because I was worried that there was nothing else we could do and the patient kept telling us how much she needed the toilet. I cannot understate how awful and powerless I felt and can only imagine the suffering of our patient.

The patients daughter phoned her while we were outside and I had a discussion with her. She advised that mum was palliative care. The patients daughter went on to say that she was under the SPICE team and in fact had access to district nurses in relation to breakthrough pain. The patients daughter is a member of WAST. I could do nothing but completely and unreservedly apologise to the family which they accepted. I did state that if I had known around the palliative care that I would have tired everything within my power avoid an ED admission and help mum at home. I did state that the GP told me and that I assumed (clearly now incorrectly) that the GP had read her notes and that admission was suitable for this patient.

We left Morriston ED as we had finished our shift to go back to base. I went back to Morriston ED on my way home after I had finished work and the night crew advised me that the patient had self-discharged and got her husband to pick her up. I phone the daughter later that evening to apologise further and she advised me that they had contacted the GPOOH who was arranging for the on call pain/district nurses to attend.

There are few calls in my 10 years in the ambulance service that I have gone home and worried about, but this was one. I had a terrible shame in the care I had provided for this patient and really felt that I had let down the patient and family. I want to provide the best possible care for all my patients and I feel that I had fallen short on this occasion. I always strive to provide holistic, patient centered care that is individual and appropriate for each patient and on this occasion I felt I let my patient and family down.

The reason I am emailing you Beth is because of our discussions around the possibility of getting some short of sheet, notice or something in the patients notes to just advise us of this. After talking with the patients daughter, she feels that the district nurses may have taken the notes/MARS charts to update, hence why they weren't on scene. But a simple sheet at the front with either a colour (yellow/green) or a border or sorts to make ambulance crews aware of the numbers to contact. A brief history, and useful contacts.

I must also state my disappointment at the engagement of the GP. I am frustrated I didn't further demand a conversation with the GP directly and took them at their word without a clinician to clinician conversation. DATIX will follow for you to look at please. After a conversation with my HBCL I am also disappointed I didn't speak to the UPCC (a pathway in SBUHB) which is something I have reflected on.
[REDACTED]  - I will complete a DATIX asap to raise with the GP surgery.
[REDACTED] - Just wanted to share my experience as I don't want any other patients or staff to be in this situation.

Please feel free to give me a call if you want to discuss it further.

Thank you,
Lance.
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