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I currently work for one of the largest National Health Service (NHS) Ambulance Service Trusts in the United Kingdom in the clinical leadership position of Senior Paramedic (SP), a post I have held since its inception in April 2021. My career in the ambulance service spans the last decade and I have been fortunate to witness and experience a period of transformation within the Trust and have thus worked under leaders and managers with varying leadership and management styles. 

I entered the Trust direct from higher education as a newly qualified paramedic (NQP) in November 2010, at a time I now recognise as being the beginning of significant organisational change, with the publication of the first of several modernisation documents; “Working Together for Success” in early 2011 (Welsh Ambulance Services NHS Trust, 2011).

Following several years working as part of a crew on an emergency ambulance (EA), I took up a rapid response vehicle (RRV) paramedic position and six weeks later became a Clinical Team Leader (CTL). I held this position from November 2017 until January 2021 when the role evolved into that of Duty Operations Manager (DOM) and I moved across into an SP position four months later. I have also previously worked for my employer as a Community Paramedic and was seconded to a different Health Board area as an Advanced Paramedic Practitioner (APP) during the Winter and Spring of 2018. 

As an SP, my principle role is the clinical leadership of a defined group of ambulance clinicians to ensure safe delivery of excellent patient care (Welsh Ambulance Services NHS Trust, 2019). I am expected to drive improvement against clinical performance indicators and lead in the development and dissemination of ambulance clinical practice, including the governance that surrounds it.

Outside of my paid employment, I currently hold two voluntary leadership positions for other organisations; I am the Deputy Station Officer (DSO) for Her Majesty’s Coastguard (HMCG) as part of a semi rural Coastguard Rescue Team (CRT) and the Chairman of a Surf Lifesaving Club (SLSC).

As DSO, I am expected to provide both incident ground leadership as an Officer in Charge (OIC) and pastoral and operational support to a team of 15 Coastguard Rescue Officers (CRO) in conjunction with the Station Officer (SO) and a team of Senior Coastal Operations Officers (SCOO). 

As the Chairman of an SLSC, I provide direction and leadership to a committee who are responsible for the day-to-day running of a medium sized sports club. I have previously been involved with the National Governing Body for Surf Lifesaving as Technical Director, leading a team of regional leads whose responsibilities included implementing and ensuring that organisational policies and procedures for lifesaving qualifications were cognisant and compliant with the requirements laid down by the International Lifesaving Federation (ILS) and the International Lifesaving Federation of Europe (ILSE).

In the first section of this assignment, I will provide a critical analysis of five leadership theories and give consideration to their relevance to my workplace before identifying a model that is appropriate for use in my role as an SP.

In the second section, I will critically evaluate my own leadership qualities and skills and assess their impact on those I lead. This will allow me to identify areas for improvement and develop a personal development plan to address these. 

One of the earliest leadership theories is that of the ‘Great Man’ where the leader is viewed as an entity with naturally occurring features that make them a successful leader and thus presumes that: leaders are born and not made. Following criticism of this theory, the ‘trait approach’ to understanding leadership was developed (Sivaruban, 2021) to further define what makes a ‘Great Man’. This approach centres around the personal attributes of leaders, thus resulting in the paradigm that individual personality traits produce replicable situational behaviour that remains constant over a given time period; essentially individuals were considered to be born with characteristics which when taken as a sum of the whole, define them as leaders.

Multiple list of characteristics or traits have been proposed throughout the twentieth century, however, researchers have not been successful in delineating a definitive list of traits that define a leader and herein lies a major weakness of the trait approach to leadership.  This lack of definitive traits gives rise to ambiguity around the results of studies into the trait approach to leadership, thus undermining the validity of these lists of proposed traits; the breadth of characteristics proposed is such that it can encompass the majority of individuals and therefore is not specific enough to truly identify leaders per se. 

Further to the difficulties arising from the broadness of the traits identified by twentieth century researchers, is a lack of situational specificity as some traits are recognised to be of less importance when placed in differing contexts. As a result of this, there is inevitably an element of subjectivity and a lack of rationale (Fleenor, 2006) in identifying those traits that are considered to be of increased value to leadership. Even if this trait identification were possible and there was robust and valid data to support a definitive list of traits, a further weakness of the trait approach to leadership is the underpinning idea that traits are innate and rely on tacit knowledge that cannot be learned or taught (Winkler, 2010).

Northouse (2016) criticises trait leadership research for not correlating traits with outcomes. This weakens the trait approach to leadership when considered in the context of organisational outcomes, as it is unclear whether leadership traits have a causal relationship with team performance and goal attainment; suggesting the trait approach fails to provide robust insight into how leadership affects organisational performance.    

Despite these concerns, there has been renewed interest in the trait approach to leadership during the early part of the twenty first century. There has been some recognition that those traits identified as being displayed by leaders are different from those displayed by those who follow (Winkler, 2010) and that those traits demonstrated by successful leaders can be identified through psychometric testing. Indeed, this has been something of a focus in the identification of healthcare professionals moving into senior leadership roles (Judge et al, 2002). Frequently identified are traits relating to emotional intelligence (Goleman, 2000) and it is due to the nature of the trait approach to leadership in looking at the role of the leader alone, uninfluenced by external factors, that allows for the identification of the characteristics associated with successful leadership. Conversely this could also be seen as a negative aspect of the trait approach as it does not take into account external or situational factors, nor the complex interplay between these that can exert influence on the leader.

In my experience, in my organisation, the trait approach is not particularly evident when considering our organisational leaders, however aspects of the organisational culture are based around figures such as previous chief executives, operations directors and board chairpersons, who are spoken of with fondness or disdain depending on their achievements or perceived traits and therefore it is only in the eye of the beholder that I see evidence of the trait approach to leadership in practice. 

The theory of situational leadership conceptualises the influence that differing situations have on the leader by forcing them to adopt different leadership tactics that are dependent on the situations that they find themselves in (Northouse, 2016). 

Gopee and Galloway (2017) explain that there is not a single optimal leadership approach to all situations and therefore the success of the approach taken is contingent upon not only the nature of the task but also the prevailing circumstances and point in time at which leadership is undertaken. Proponents of situational leadership theory suggest that optimal leadership is dependent on two domains: those of the relationships between leader and task and that of leader and team (Thompson and Vecchio, 2009). 

As followers motivation and skills (also described by Northouse (2016) as ‘competence and commitment’), vary over time, situational leadership theorists postulate that the leader’s style must have varying degrees of directiveness and supportiveness to match this variation (Northouse, 2016).
Four leadership styles have been identified (delegating, supporting, coaching and directing), focusing on either the task domain (directing and delegating) or the team domain (supporting and coaching), each style appropriate for follower variation (Coolen et al, 2015).  

Leaders therefore must assess the context in which they are leading and then decide which style of leadership will have the greatest impact on the team or followers (Benmira & Agboola, 2021).

Situational leadership is widely used by organisations worldwide as a training model for their leaders due to its simplicity, practicality and applicability across a wide range of industries (Northouse, 2016). The applicability likely arises from the prescriptive nature of the theory; essentially the less competent the follower, the more directive the leader needs to be and the less committed (but still competent) team requires a more supportive and less directive style of leadership (Ellis, 2019).

Situational leadership theory treats leaders and followers as individuals with varying needs; it empowers leaders to be flexible in their approach to leadership to ensure followers needs are met to enable them to perform at the highest level (Lynch, 2015).

Barr and Dowding (2019), recognise that the early work on situational leadership theory has been challenged, not least due to a paucity of published research on the subject (Thompson & Glasø, 2018). In addition to this, or perhaps resultantly, there is ambiguity around how competence and commitment amongst followers is gauged and what proportions of commitment are attributable to confidence and motivation respectively (Northouse, 2016). 

The situational leadership model does not take into account other factors affecting followers, such as personality, gender or race, which, if considered, may suggest that differing leadership styles would be preferable (Papworth et al., 2009).

Finally, it is important to recognise that situational leadership theory does not consider the difference in leading either a team or a team of individuals. Northouse (2016), questions whether the leader should match their leadership style to the overall development level of the group or to those individuals that comprise the group and identifies this discretion as a key area of required further research to underpin situational leadership theory. An understanding of situational leadership theory is key to the SP role as we often lead ad hoc teams that have not worked together previously and have to adapt our leadership style as such; indeed, I reflect in detail about the use of situational leadership theory in part two of this assignment. 

The central tenet of transformational leadership theory as first attributed to Downton (1973) by Northouse (2016) is that of the leader as motivator, improving team performance through the dissemination of a future vision of success (Barr and Dowding, 2019). This leads to improved follower motivation, morale and performance (Odumera & Ifeanyi, 2013). Further to this, Barr and Dowding (2019) note that both leaders and followers are symbiotically affected; each increasing the level of morale and motivation of the other in the pursuit of a shared vision of success. 

There is much debate in the literature about not only the components that define transactional leadership and the individual influence each exerts. These components broadly include idealised influence (charisma), inspirational motivation, intellectual stimulation and individualised consideration (Horwitz et al., 2008), with the ultimate outcome of successful transformational leadership being the empowerment of followers allowing for the transcendence of self-interest for the sake of others (Northouse, 2016).  Transcendence, of course, being the peak of Maslow’s hierarchy of needs (McLeod, 2018) with each preceding need met through the individualised consideration of the follower by the transformational leader to ensure these needs are met (Horwitz et al., 2008).     

The discourse around transformational leadership theory has ensured that there is a wealth of high quality research on the topic in general and it’s relationship with healthcare (Sfantou et al., 2017) and improved patient outcomes (Fischer, 2016, Hudson, 2020). Unfortunately, despite an abundance of literature, the concepts of transformational leadership still lack clarity; the identified components lack definition due to the range of characteristics and activities contained within each component and the existence of crossover between elements (Fischer, 2016, Northouse, 2016).

Even with an emphasis on the leader-follower relationship, transformational leadership theory has come in for criticism, as it can be comparable with early leadership paradigms. Due to the charismatic or idealised influence component of the transformational leader who is used to “transform” follower behaviour, it can be argued that this is analogous to parts of the trait theory of leadership along with it’s inherent criticism being equally applicable to this part of transformational theory. 

From an healthcare perspective, Fischer (2016), has suggested that transformational leadership contains teachable principles; a significant finding when considering that transformational leadership is a key component for organisations striving to provide high quality healthcare (Masood and Afser, 2017) and improve the performance for the healthcare professionals employed within (Chu et al, 2021).

As an SP working in an organisation that is undergoing significant transformation at present, particularly regarding the delivery of clinical care (Welsh Ambulance Services NHS Trust, 2020) and whose role is primarily focused on ensuring the provision and deliver of high quality care from a team of clinicians, the concepts of transformational leadership are highly applicable to my practice as a senior clinician, clinical leader and agent of organisational change.  

Adaptive leadership is defined as being “the practice of mobilising people to tackle tough challenges and thrive” (Heifetz et al., 2009). Adaptive leadership is a relatively new theory of leadership behaviour and as such suffers somewhat from a limited empirical evidence base when compared to other leadership theories, ergo receives criticism for lacking delineation and needing further refinement due to the breadth of behavioural concepts included in the approach (Northouse, 2016). 

Heifetz and Linsky, (2002), developed a framework for addressing organisational challenge and implementing solutions that allow staff to thrive and adapt effectively to proposed change. They identified that a significant barrier to organisational transformational change was an inability to differentiate between and approach differently, technical and adaptive challenges. 

Technical challenges are situations with a clearly defined problem and solution that can be implemented (Bailey et al., 2012, Heifetz, 2009) through rules and procedures that already exist within an organisation (Northouse, 2016).

An adaptive challenge can require many inputs and changes in the ways of thinking and acting, that cannot be solved by improving technical expertise alone (Cojocar, 2008, Kuluski et al., 2020). This implies that a change of organisational culture is required, facilitated through the adaptive leader by an adaptive process (Corazzini et al., 2014).

The adaptive process relies on 6 leader behaviours: gaining oversight of the on-going change in order to identify the adaptive challenge. Regulating distress to ensure forward momentum is not lost. Maintaining disciplined attention on the adaptive challenge to ensure focus is not lost. Giving work back to the people to prevent dependence on the leader as director emerging, thus losing engagement and creativity. Protect leadership voices from below to ensure all voices are heard and given equal credence (Cojocar, 2008, Northouse, 2016).

DeRue (2011), sees adaptive leadership as a theory that extends the paradigms of existing leadership literature, including trait and situational theory. The theory has been applied widely in the healthcare setting; from use by healthcare professionals to support patients to respond to adaptive challenges in managing chronic conditions (Thygeson et al., 2010), enabling a joined up approach to  “flattening the curve” of the SARS-CoV-2 (Covid-19) pandemic in the UK (Warraich et al., 2020) and indeed, internationally (Laur et al., 2021), to improving paramedic non-technical skills in a cohort of Indian paramedic students (Mantha et al., 2016).

Adaptive leadership theory has weaknesses; not least the lack of empirical research previously discussed, but also significantly: the fundamental premise that an adaptive leader need not follow existing rules and procedures (because they resolve technical problems), in search of resolution of the adaptive challenge faced; a concept that is one of the key advantages to an adaptive approach (Al Rhabi et al., 2017). This can cause difficulty for team members who may view this as morally or ethically suboptimal, leading to disengagement with a concomitant reduction in productivity. Further, change is made quickly in response to adaptive challenge and therefore risk arises that a change project may be ended prior to successful outcomes becoming evident.

I’ve been lucky to witness and utilise aspects of adaptive leadership theory during the on-going global pandemic, particularly in the early stages when the virus was classified as a high consequence infectious disease (HCID), prior to being downgraded on the 19th of March 2020 (Martin et al., 2020, Public Health England, 2021). In particular, the behaviours demonstrated by my Health Board Clinical Lead (HBCL) and Regional Clinical Lead in canvassing my opinion as related to considerations for resuscitation whilst wearing differing levels of personal protective equipment (PPE) and Termination of Resuscitation (TOR) align very closely with those espoused by Heifetz and Linsky (2002). As a result of these experiences and further reading, I believe that adaptive leadership principles have a place in the toolbox of the leader, not only within my organisation, but also the wider NHS (Wilson, 2014). 
 
Compassionate leadership is highly important when considering leadership challenges within the NHS, given the positive correlation between the mental and physical wellbeing of staff and the quality of care provision: effective leadership improves patient outcomes by improving staff morale and therefore performance (Hewison et al., 2019).

West et al. (2017), identify the four components of compassionate leadership as being: authenticity – giving individual attention to team members and identifying the problems they face, understanding – working with individual team members to understand the problems they face, empathy – to increase motivation, commitment and engagement of the team through empathising with them and finally, helping – taking action to support individuals or the team to overcome problems by implementing or supporting them to implement tangible, workable solutions.  

Compassionate leaders must be self-aware and treat themselves with compassion in order to lead with compassion (Massie, 2017) by controlling their own emotions to remain calm and respond appropriately in high stress situations (de Zulueta, 2021), which are commonly found in patient facing arenas across the NHS but also significantly for my colleagues and I, are faced by senior paramedics in the delivery of emergency, urgent and unscheduled care.

Whilst self-awareness is frequently cited as being a key trait for those demonstrating compassionate leadership, Fuchs (2019), suggests that ‘advantage blindness’ can be a weakness of compassionate leadership if not properly recognised or addressed due to the inherent inequality it causes. Essentially as leaders, we may have had advantages over those in our teams, due to social constructs (such as those around race, gender or sexuality), which can create power imbalances and prevent team members offering up concerns or suggesting innovation, consequently having an adverse affect on team engagement, wellbeing and productivity, thus having a negative impact on patient care and safety. 

A significant strength of compassionate leadership theory becomes apparent if it is viewed as an adjunct to other leadership theories. In 2016, de Zulueta published a wide-ranging review paper suggesting that (amongst others), transformational leadership theory, adaptive leadership theory and leadership theories of the ‘leader as servant’ paradigm are most closely compatible with the components encompassed by compassionate leadership theory and therefore the style of leadership and management delivered to teams by a compassionate leader is “primarily coaching and supportive” in nature. This then allows for service improvement from the bottom up and shares the weight of the leadership role, important when considered in the context of West and Bailey (2019), who explain that “top down national solutions” (for the pressures faced by the NHS), are not achieving high quality patient care and are undermining the health and wellbeing of NHS staff. 

These issues, along with those of inequality have been widely recognised across the NHS such that all staff in NHS England who hold a formal management or leadership position are expected to embody behaviours commensurate with compassionate leadership principles to build increasingly compassionate and inclusive behaviour within their teams (NHS England 2020). 

It is for this reason that compassionate leadership theory is highly relevant to my role as an SP with my core role responsibilities being closely aligned to the improvement of the quality of patient care delivered by my team. If I can embed compassionate leadership principles into my leadership style the evidence base suggests that I will therefore empower my team to achieve this (O’Toole et al., 2021, Sinclair et al., 2016) across all patient demographics we encounter (Gould et al., 2017, Vogus and McClelland, 2020).

The NHS in general and my organisation more specifically, have come under significant scrutiny during the first two decades of the 21st century, with multiple enquiries and reviews that have highlighted the need for strong leadership to effect organisational improvement (Department of Health, 2005, Francis, 2013, McLelland, 2013). This will ensure the consistent provision of ethical, high quality patient care (Darzi, 2008, Edwards et al., 2018), particularly in the face of rising demand laid at the door of health care providers with an expectation of the provision of joined up, effective health care delivery in Wales (Welsh Ambulance Services NHS Trust, 2014, Hedges, 2016).

Initially, the transformational model of leadership was the preferred mode of leadership to drive these changes within the NHS and my organisation (Welsh Ambulance Services NHS Trust, 2009); however, recent policy has suggested that a situational leadership approach would be more appropriate, (Blaber and Harris, 2014). This suggestion is further supported by principles contained within the NHS Clinical Leadership Competency Framework (CLCF, NHS Leadership Academy, 2011), the NHS Wales leadership qualities framework (National Leadership and Innovation Agency for Healthcare, 2005) and the current NHS healthcare leadership model (NHS Leadership Academy 2013).

More recently, Edwards et al., (2013), and NHS Improvement (2016, now defunct), have concluded that “compassionate and inclusive leadership is the leadership style required”.

With this context in mind and the huge shift in leadership and staff behaviours that I have personally experienced during the pandemic, I would suggest that an adaptive leadership approach is of most relevance to my organisation, however this must be underpinned by compassionate leadership behaviours due to the on going psychological stress, distress and pressure caused by the COVID-19 pandemic and it’s excipient social and political service stressors (Vindrola-Padros et al., 2020 Gemine et al., 2021 and Newman et al., 2021).

In this second part of the assignment, through a process of critical reflection, I will explore and critically evaluate some of my own leadership qualities and skills whilst assessing the impact of these on my colleagues before using this to formulate a personal development plan identifying areas for improvement and a pathway to achieve this.

As previously mentioned in the first part of this assignment, I began my career with the an NHS ambulance service trust at the beginning of a time of great transformational change with multiple political and socio-economic drivers, against a political backdrop of austerity and the introduction of an era of prudent healthcare within Wales (White, 2014). In the early years of my career, the organisation was adapting to the requirement to provide high quality care to patients at home, allowing them to be treated and either discharged at scene or referred onwards to other health care providers (Mason et al., 2007, Woollard, 2006) due to an at the time yearly increase of 6.5% in demand for attendance by UK ambulance services (Department of Health, 2005), to a population that was rapidly changing in demographic (McLelland, 2013, Moran and Nairn, 2017).

The role of the paramedic broadly comprises four areas, with varying emphasis on each area specific to each individual paramedic’s career stage, goals and aspirations. These areas are broadly described as: clinical practice, research and development, management and leadership and education (Post registration - paramedic career framework, 2018). It is expected that upon qualifying, an NQP, as a registered health care professional, will undertake activities relating to leadership as part of their daily role (Digital Career Framework, 2020). Indeed, this is embedded in the Health and Care Professions Council’s standards of proficiency for paramedics, section 4.7, which demands registrants “understand the importance of…supervision and mentoring” (Health and Care Professions Council, 2014), and the standards of conduct performance and ethics for registrants, section 4, which deals with delegation, oversight and support (Health and Care Professions Council, 2016).

It would be remiss to consider my role as a clinical leader of a team of clinicians comprising varying degrees of knowledge, experience and career progression without giving some consideration to how clinicians develop as they progress through their journey within healthcare. It is outside the scope of this assignment to consider this in detail but I believe it is important, as the leadership each clinician requires will vary depending on whereupon they are in their development. 

Benner (1984) perhaps best illustrates the process of practitioner development in her seminal work relating to the development of nursing staff from novice practitioner (equivalent to an NQP fresh from training), to expert practitioner (equivalent to an APP with an enhanced scope of practice), through the application of the Dreyfus five stage model of skill acquisition (Benner, 2004); a process that has been shown to be equally applicable to other healthcare professionals (Gardner, 2011). I feel that this is particularly relevant in the context of situational leadership, where the posited development levels of the followers can be likened to the developmental stages on the Novice to Expert continuum. An example of this would be the equivalence of the novice practitioner, our NQP colleague, to the low competence, high commitment development level of the follower requiring a high level of directive and supportive behaviours encapsulated in a coaching style of leadership that the situational leadership model describes.

Of course, for this coaching style of leadership to be effective, the NQP must be self aware enough to accept that a gap in their knowledge, skills or behaviour exists and be willing to be supported to fill it (Blaber and Harris, 2014). Unfortunately, in my experience, this can be challenging as the Dunning-Kruger effect (Dunning et al., 2003) can come into play, imparting a barrier to this self-awareness due to the NQP over estimating their own abilities, through a lack of experiential learning. It is here when trying to lead colleagues with a high level of unconscious incompetence that my interpersonal skills as a leader are of the utmost importance. 

Interpersonal skills are the qualities and behaviours a person uses to interact with others effectively. In employment, the term ‘interpersonal skills’ refers to an employee’s ability to work well with others whilst performing their job role (Barakat, 2007). 

Interpersonal skills comprise a diverse range of qualities that can appear quite vague, but include attributes such as: active listening, dependability, motivation, flexibility, team working and communication, both verbal, non-verbal and para-verbal (Chichirez & Purcărea, 2018). Interpersonal skills are recognised as being difficult to teach, yet are key to the successful functioning of an organisation.

High quality interpersonal skills allow leaders to lead their teams to perform at a high level. An approachable leader, who is trusted and credible, encourages open and honest communication with team members, which allows for joint ownership of tasks. Interpersonal skills form the basis for good, effective two-way communication, which is invaluable for performance management by ensuring there is no confusion around task allocation, roles and responsibilities. 

The concept of emotional intelligence is widely perceived to have a positive correlation of a person’s knowledge, skills and abilities in the workplace along with a high level of interpersonal skills and being successful in the leadership and management arena (Mayer et al., 2004). Emotional intelligence is described as the capability of individuals to recognise their own emotions and those of others, using this ability to guide thinking and behaviour and managing or adapting one’s own emotions to achieve one’s goals (Colman, 2009).

It is posited that leaders with high levels of emotional intelligence are able to improve performance through their ability to better understand the feelings and therefore motivating factors relating to their teams which, along with an innate ability to better conduct difficult conversations using high levels of diplomacy and tact leads to a higher level of satisfaction and therefore motivation, with a concomitant resolution of conflict which would otherwise adversely affect the functioning of the organisation. 

If a leader has poor interpersonal or communication skills, poor relationships with colleagues will generally arise. If the leader is known for this, it will impact on the willingness of followers to frequently engage with that leader and potentially this will only happen when essential for staff to do so. This could in turn mean that the leader only has limited information with which to make decisions and choose in which direction to focus the teams and their own efforts. If there are barriers to communication, there can be no joint ownership of tasks, which can lead to an appearance of top down direction from the leader, which can lead to the formation of negative perceptions with a concomitant lowering of morale. Poor communication can also lead to team members not fully understanding what is expected of them, what they are trying to achieve and how they are performing, which creates an ideal atmosphere for morale and thus productivity and motivation levels fall.

A further example of how poor communication skills can impact on an team member is where a well intended compliment doesn’t reassure the staff member that they have done a good job or met expectations, it could even be perceived as sarcastic or false. This could potentially erode the credibility of that leader in the eyes of the staff member and sour a good working relationship thus affecting productivity having a negative effect on the organisation. 

One of the most important interpersonal skills I utilise on a daily basis is my ability to communicate with my team; a large part of the SP role is to attend and provide senior clinical leadership to colleagues at high acuity incidents (that are attended infrequently by crews). It is in these circumstances that my communication skills are of significant importance as communication errors have been identified as the root cause of a high proportion of adverse events (Umberfield et al., 2019).

I recently attended a call to support an NQP and a trainee EMT (TEMT) at a maternity call. A 22 year-old female had spontaneously started to deliver at a gestational age of 28 weeks at home and was known to already be at high risk of complications due to having pre-eclampsia, which can cause maternal seizures. On my arrival at the property, there was a lot of emotion and distress from multiple family members, which was adding to the stress of the situation for the crew. The patient was positioned on all fours on the bed, with the NQP attempting to gain intravenous access for drug and fluid therapy should it be required; she briefed me that the baby was crowning and delivery was imminent. The TEMT was looking a bit overwhelmed by the situation and had started laying out an area to resuscitate the baby should it be required. Following a per vaginal (PV) exam, I established that the baby was not crowning, rather, a leg had been delivered prior to spontaneous membrane rupture; this baby was being born “en caul” and was at high risk of requiring resuscitation (Malik et al., 2018). The amniotic fluid was stained with faeces, suggesting that the baby was in significant distress. 

I relayed this to my colleagues, ensuring that they were aware of the seriousness of the situation and the potential clinical course ahead (foetal or neonatal death), being careful to use terminology that would not cause distress to the expectant mother. I directed the TEMT to continue with what he was doing and some additional items that we would require. The NQP was struggling to gain access, I recognised that I could achieve this fairly quickly, but due to competing priorities, suggested a different strategy for her to follow that would increase her chance of success before excusing myself and stepping into the next door room to contact the air support desk in ambulance control to request support from a doctor led pre hospital critical care team. 

Unfortunately, all critical care assets were deployed elsewhere and following a brief discussion with the Critical Care Practitioner (CCP) in control, we took a decision to rapidly extricate the patient to a neonatal critical care team at the nearest central delivery suite (CDS) available to us which was a 15 minute journey utilising blue lights and sirens. The CCP agreed to contact the Cymru Inter Hospital Acute Neo Natal Transfer Service (CHANTS) top cover consultant to locate the nearest available neo natal intensive care unit (NICU) bed, which would be required if the baby survived the delivery.  

I spoke briefly with the patient’s mother and friend to explain we would be leaving shortly; they could not travel with us, and the risk to mother and baby. I had to be quite direct with this conversation as, due to their distress, they became obstructive and were hindering the crew’s attempt to remove the patient from the property. 

Once on the EA, the NQP had not managed to gain access, but at this point, that became a secondary consideration as the labour was now progressing significantly. A community midwife arrived as we were about to leave and joined us on the EA. I gave a brief handover and outlined the plan, which was essentially to rapidly transport this patient to definitive care and be prepared to deliver and resuscitate the baby en route. The midwife agreed and I directed the TEMT to make progress through the heavy traffic but to not exceed the speed limit by more than 10 miles per hour.

As we left, the NQP was still setting up resuscitation equipment that she was handing to me at the foot of the trolley. I delivered the rest of the baby, with no spontaneous rupture of membranes. The midwife was unsure whether to open the amniotic sac and told me she had never been in this position before and didn’t know what to do for the best. I found this challenging as I was looking to her for her experience and knowledge in attending childbirths in the community.

I could immediately see that the baby was likely deceased and beyond medical help. The midwife was of the opinion that if we did not open the sac, the baby may continue to be oxygenated by the umbilical cord and if we opened the sac, we would have to resuscitate the baby. Following a brief discussion, I persuaded her we should open the sac with the rationale that if there were signs unequivocally associated with foetal death, we would not resuscitate and could communicate that to the hospital team, freeing up the NICU bed and team for another patient who may require their services. This was the course of action followed and foetal maceration was immediately evident; the baby was sadly deceased. 

I was expecting the midwife to break this news to the mother, however she did not immediately and from looking at the NQPs face, I could see that she was shocked and distressed. I was acutely aware that this was the first childbirth she had attended in her career and would be looking to me to take the lead. As the midwife blanketed the baby, I broke the news to the mother, who was inconsolable. I offered the mother her son to hold, which she did.

I passed an update to both my CCP colleague and to CDS to ensure that any resources being prepared for our arrival could be stood down and utilised for a different patient should they be required. On arrival at the hospital, the NQP was unable to accompany the patient to the ward and removed herself to sit in the front of the EA in an attempt to compose herself and bring her emotions under control. 

Having left the patient and baby in the care of staff at the maternity unit, I sat with the TEMT and the NQP in private and conducted an informal clinical debrief to ensure that both were understanding of the decisions made and had the opportunity to ask questions. I tried to ensure that both were aware that the outcome was unavoidable, that the baby had likely died prior to their arrival at scene from an as yet undetermined irreversible cause and that their assessment and management could not have been improved upon.  

On reflection, I feel that what this crew lacked was the experience to make the decision to leave scene (ambulance crews would normally prepare to deliver at scene if part of the baby is visible except in the most exceptional circumstances, which this was) and the awareness of the bigger picture in that this baby would likely either not survive or need early input from a neonatology team. 

The team that assembled at this call was lacking in experienced and required both a delegative and directive style of leadership. I had to offer guidance and direction to both the NQP, TEMT and midwife at various times throughout this episode of patient care as and when the team required it. I also had to take over some of the decision making around patient care. Whilst recognised as being necessary in some situations, Blaber and Harris (2014) caution that care must be taken when using a directive leadership style to ensure communication with the team is of the highest standard so that all present understand the leader’s decision making. By delegating some tasks, I recognise that I was placing the responsibility for those onto the team; which can increase stress and reduce cognitive function. I believe that this is a good example of the use of situational leadership theory, where I was able to adapt my style of leadership to the development level of the individuals comprising the team. 

Having previously undertaken a situational leadership style self assessment tool as part of a team leader development programme with my employer, I know that I have a strong affinity for displaying the coaching style of leadership and a weak affinity for utilising a directive and delegating style of leadership. This may be in some part why I found this call challenging, as I was using techniques and styles to lead my team that I would not naturally choose. 

Clear communication was key during this call and is particularly important when we consider that whilst attending high acuity calls, their nature requires immediately available resources to respond across locality boundaries. Resultantly, staff will be working in ad hoc teams with colleagues whose names, grades and scopes of practice they may not be familiar with. This creates obvious barriers to communication and increases the cognitive loading required to perform effectively at all levels, but perhaps most significantly for myself, in a leadership role, where task delegation and scene management is key to ensuring the delivery of optimal patient care. 

I believe I can also draw parallels between the role I hold as an SP in my paid employment with the role I hold as DSO for HMCG whilst acting as OIC at incidents I attend where I lead a team to effect the rescue of a person or persons in distress on the coast. In my experience, HMCG teaches a much more directive style of situational leadership to OICs, where my communication must be clear and precise to ensure direction I give is followed. 

Recognising that my communication impacts so much on my leadership, I have undertaken to gain some 360-degree feedback around my communication, a summary of which is provided in appendix 2. On review, this confirms to me an area in which I need to develop, which is my verbal delivery of information to large groups of people. This was highlighted by a member of the SLSC committee I chair and hinted at by my line manager (the SO) on the CRT I lead: “can be quiet at times when face-to-face”. Conversely, in the feedback, a manager who attended a lecture I delivered did not give any constructive feedback on the way I deliver to large groups of people suggesting that it was at the least of an acceptable standard. I recognise myself that I am softly spoken and introverted in nature; I do not like to be the centre of attention and this is something that I have repeatedly reflected on and try to improve upon. 

This is supported by the outcomes from the Insights Discovery profile that was generated from my responses to the Insights Preference Evaluator, which I completed in May of this year. This is based on the four psychological types typified in Carl Gustav Jung’s work on modelling personality and suggests my preferred typology is that of an “observing coordinator” (The Insights Group Ltd, 2021). As part of this, the report suggests I have a reserved and quiet demeanour, which I feel is accurate. Consequently, I do not want to draw attention to myself and feel uncomfortable presenting to large groups, particularly when the information I am delivering can potentially be contentious or the basis for conflict.

This came to the fore fairly recently when I attended a series of stabbings in an urban area as an operational commander for my employer. I had a run time of approximately 15 minutes to the incident, which meant I had several updates from CCC to give me some situational awareness over and above that which others already at scene would have had. The major concern in the early stages of this incident was the distance between patients and the concern that these could be the initial casualties reported from a marauding terrorist attack (MTA) incident.  

As part of my paid employment, I work within the organisation’s Special Operations Response Team (SORT), which provide an uplift capability to the trust in response to significant, major and specialist incidents, of which response to MTA, ballistic or bladed weapons attacks is included. As an operational commander with additional SORT training I am very conversant with the dynamic nature of the potential threat picture and specific risks to responders. I have completed several training sessions and practical exercises as a commander deploying to these types of scenarios and have had to learn a very directive style of leadership specific to these incidents with which I have had to work hard to become comfortable in applying. 

On my arrival at this incident, I was updated to say the first patient was time critical and needed to leave scene, all was in hand and I was required at the Forward Control Point (FCP). En route to the FCP, I came across a member of staff who had unilaterally decided to leave the first patient to assist with the second and was walking unescorted outside the incident cordon. I stopped my RRV and gestured to him, informing him that he was to remain with his crewmate, patient and vehicle, within the incident cordon, under protection from the armed police. I was aware that he was also required to transport the first patient to hospital; they could not leave without him. I had to be very direct and display a manner that did not encourage discussion or compromise, as my first concern was for his safety and my second was the tactical decision making of what resources we had where and what was required. I was aware that we had enough resources already with the second patient but on reflection, recognise that this paramedic would not have known that, however I needed him to do what I wanted immediately. The paramedic complied and returned with a police officer to the first patient. 

Having dealt with the incident I was made aware that this paramedic was unhappy with the manner in which I had communicated with him and I took the first opportunity to meet with him and deal with any conflict that would arise as part of my leadership. The paramedic was an NQP who had not responded to a stabbing previously in their career and had not considered the possibility of anything further than an assault by persons known to each other and had made the assumption that the scenes were safe. The NQP had had previous positive interactions with me where I had utilised a coaching style of leadership to assist with his developmental needs so my change in leadership style was unexpected. 

On reflection, this NQP’s personality is likely the opposite of mine. He is very extraverted with a brash personality and coarse manner, which if I’m honest, I find challenging and on occasion borderline inappropriate. Using some of the techniques learnt during the Insights Discovery workshop I attended earlier this year, I would class this colleague as having predominantly a red colour energy, which is the opposite of my predominantly blue colour, so it perhaps unsurprising that conflict arose in this instance. This links in closely with my perception of the Dunning Kruger effect in action; the red personality traits suggest a confidence in his abilities that makes this colleague want to take immediate action without direction, despite not recognising that he doesn’t possess a full picture of what is occurring at that point in time and resents taking direction from a manager who on a bad day can appear reserved and cold towards him. 

Reviewing my Insights Discovery profile suggests that strategies that would be ineffective in communicating with this opposite type include “sticking rigidly to business issues”, “expecting to “rail road” him” and “limit his range or scope of activity”. I recognise that these are all things I did during out brief interaction at scene which I could’ve managed better if I’d been more open and had given a full rationale for my directions – I also recognise that this is something I felt I couldn’t do at the time due to competing priorities for my attention and the risk of cognitive overload or loss of bandwidth (Allen, 2019). In this situation I was also influenced to some extent by the anchoring bias and consequent framing effect (Hearns, 2019) of the information from CCC, which put me in the mind set of a commander responding to a significant incident of a potential MTA scenario with the resultant change in my situational leadership style from high supportive/low directive behaviour to a high directive/high supportive approach. As a direct result of this, I did not display the compassionate leadership that is recognised as being so important within the NHS (Ali and Terry, 2017) at that point in time. 

Having completed several leadership self-assessment questionnaires, the results frequently come back as a team-focused leader. Using the Blake and Mouton managerial grid, which assesses leadership style through Likert scoring against a series of statements, my leadership style is classed as a “team leader”. This is further substantiated by the outcome when I apply the management style inventory questionnaire, which puts my leadership style squarely in the “team builder” quadrant. This test is similar to the Blake and Mouton assessment, so it is perhaps unsurprising that the outcome is the same. Both of these outcomes suggest that my preferred leadership style has a high task, high relationship focus. This is based on McGregor’s ‘Theory Y’ style of leadership and I would suggest that my own beliefs and values generally concur with the views espoused by that theory (Northouse 2016). 

I believe that I do try to relate to my team on a personal level, be approachable and honest with an open door policy and I believe that this does in turn create a happier, more productive and enthusiastic workforce. With this in mind, it perhaps explains some of my personal discomfiture at utilising such an authoritarian style of leadership although I do rationally recognise that it is sometimes, albeit rarely, necessary to ensure patient and staff safety in what can be a rapidly changing environment. Significantly, one of my lowest scoring statements showed me that when correcting mistakes, I am sometimes concerned about jeopardising relationships. Whilst this will ensure that I am approachable and well regarded by my team, there is potentially a risk that I am not direct enough in confronting poor practice or behaviour. I am very aware that I do not like conflict and never have. 

To further understand this aspect of my personality and how this impacts on my leadership, I assessed my approach to conflict management using the Thomas-Kilman conflict mode instrument, which describes my behaviour in relation to conflict management against two variables; assertiveness and cooperativeness (Shrivastava, et al., 2018). This demonstrated that I have a strong preference to take a compromising approach to conflict or an avoiding approach to it. 

An avoidance approach to conflict is sometimes appropriate (such as where that conflict would impact on the delivery of patient care) in the role of an SP, where the conflict can be postponed until a time that is more appropriate to resolve it, although it runs the risk that I may appear as ‘weak’ or unwilling to manage conflict. Further to this, conflict is not always negative, with the potential for new ideas, ways of working or solutions to problems arising from it when it is managed appropriately. 

My compromising approach to conflict management can be useful as it resolves the conflict fairly rapidly, however it does not give an optimal solution to either party as both will have had to come to a middle ground. Therefore there is a possibility that team members may continue to harbour ill feeling or resentment, thus impacting negatively on performance. Whilst a compromising approach to conflict has the ability to deal with conflicting values simultaneously, it is recognised that compromised solutions require on-going justification by leaders thus increasing workload (Oldenhof et al., 2013).

With regard to my Insights Discovery profile, there is evidence to suggest that my preference for using a compromising approach to conflict arises from my decision-making, which is described as “logical, objective and analytical” (The Insights Group Ltd, 2021, P6) which allows me to make practical decisions through deductive reasoning; I would naturally seek a compromise that seems viable in the given situation due to “an ability to note what is needed … and act accordingly” (The Insights Group Ltd, 2021, P6). Unfortunately, my analytical nature could potentially make team members involved in conflict feel defensive as I could be perceived as detached or uninterested in their feelings. This could have a knock on impact on service delivery at an individual and team level as poor staff wellbeing has been shown to increase clinical and conduct related error prevalence (Lipman et al., 2021). 

Having considered my leadership skills and critically reflected on two scenarios where I have used different styles of leadership, I have identified several developmental areas in my leadership practice that I have included in a personal development plan shown in appendix 3. To ensure I utilise appropriate and effective resources, I have assessed my preferred learning style using the Honey and Mumford Learning Styles Questionnaire. The answers I gave to the self-assessment suggest I have strong preferences for the ‘reflector’ and ‘theorist’ styles of learning thus giving a preference to using easily accessible e-learning resources when developing my personal leadership skills. Using a Visual Auditory Kinaesthetic (VAK) learning styles tool, I have a strong preference for both visual and kinaesthetic learning styles, which supports the use of both e-learning tools and with regard to preparation for the Diploma of Immediate Medical Care (DiMC) examination, high fidelity simulation to ensure I grasp and become confident in using key advanced clinical skills and techniques. When considering activities to develop my team, I have to ensure I consider the likely variation in learning styles across the team and plan a range of activities using different methods of communicating information to team members. This will ensure new skills are learnt and retained, or existing skills are reinforced, thus ensuring on-going competency and confidence in their use (Ibrahim & Hussein, 2016) with a concomitant improvement in the quality of patient care delivered.

Having reflected on my leadership skills and gained a better understanding of my personal preferences due to my internal beliefs and values, not least those highlighted in my personal Insights Discovery Profile, I feel that I am better positioned to develop as a leader within my organisation - an NHS ambulance service that I am both proud and privileged to work for. Whilst this process has been uncomfortable at times due to a requirement to honestly self reflect on some of the decisions I have made and approaches I take to obstacles in my working life, it has been a positive experience. I believe I am comfortable using situational leadership theory to adapt my approach to both individuals within my team as well as different teams that I lead, both at incidents and generally to improve service delivery. I have a greater appreciation of the requirement for compassionate leadership, which was something I subconsciously demonstrated but it is now firmly fixed at the front of my consciousness. I believe I previously demonstrated compassionate leadership principles due to my personal beliefs and core values but having now reviewed literature that demonstrates how important it is in creating an environment where quality improvement, staff learning and staff development become the norm ("Compassionate and Inclusive Leadership – NHS Senior Leadership Onboarding and Support", 2021), I shall strive to develop my communication, emotional intelligence and empathy to alleviate distress and angst amongst my team and enable them to continue to drive improvement and care for their patients to the highest standards.
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Appendix 1

List of Abbreviations

APP		Advanced Paramedic Practitioner
CCP		Critical Care Practitioner 
CDS		Central Delivery Suite
CLCF		Clinical Leadership Competency Framework
CHANTS	Cymru Inter Hospital Acute Neo Natal Transfer Service
CTL		Clinical Team Leader
CRT		Coastguard Rescue Team
CRO		Coastguard Rescue Officer
DiMC		Diploma of Immediate Medical Care
DOM		Duty Operations Manager
DSO		Deputy Station Officer
EA		Emergency Ambulance
ESM		Educational Support Manager
EMT		Emergency Medical Technician
FCP		Forward Control Point
HBCL		Health Board Clinical Lead
HCID		High Consequence Infectious Disease
HMCG	Her Majesty’s Coastguard
ILS		International Lifesaving Federation
ILSE		International Lifesaving Federation of Europe
MTA		Marauding Terrorist Attack
NHS		National Health Service
NICU		Neonatal Intensive Care Unit
NQP		Newly Qualified Paramedic
OIC		Officer in Charge
PPE		Personal Protective Equipment
PV		Per Vaginal
RRV		Rapid Response Vehicle
SP		Senior Paramedic
SCOO		Senior Coastal Operations Officer
SLSC		Surf Lifesaving Club
SO		Station Officer
SORT 	Special Operations Response Team
TEMT		Trainee Emergency Medical Technician
TOR		Termination of Resuscitation
VAK		Visual Auditory Kinaesthetic
WAST		Welsh Ambulance Services NHS Trust



Appendix 2

360 Degree Communication Feedback

	Organisation
	Role
	Feedback
	Respondent

	HMCG
	DSO
	Clear and precise communications but can be quiet at times when face-to-face. Written communication accurate - own notes can be difficult to read but logs and documentation completed neatly and legibly
	Station Officer

	HMCG
	DSO
	Key and relevant information given clearly and rapidly by radio transmission and face to face. Briefings are well structured, clear objectives and methods disseminated so I and the rest of the team know what is expected of us and what we are trying to achieve
	Coastguard Rope Rescue Technician
(Team member)

	SLSA Wales
	Trainer
	Clear and concise explanation of procedures, given in layman’s terms exemplified by giving real life examples to contextualise concepts being taught in face to face sessions
	Beach Lifeguard
(Course delegate)

	Surf Lifesaving Club
	Chairman
	Communication by email, instant messaging and face-to-face. Written communication is always articulate and correct grammar and punctuation used even when communicating informally.
Verbal communication to a large audience could be improved by work on tone and pitch of voice.
	SLSC Committee Member

	Ambulance Service
	SP
	When leading is able to concisely share mental model and examination findings to ensure entire team working on same understanding of a clear treatment pathway and understanding of what is required individually
	SP

	Ambulance Service
	SP
	I find [name deleted] extremely approachable, he will always listen to a query and never make me feel like I’m wasting his time. He will give me his full attention and ensure I know what I am saying is important to him. He will always give an honest answer and if he does not know will find out the answer to my query
	Paramedic

	Ambulance Service
	SP
	Working alongside [name deleted] operationally on shift I have witnessed him communicate with a range of individuals (managers, colleagues, patients, family members, members of the public) in a variety of methods (in person, over the phone or radio). Throughout all interactions [name deleted] is always polite, being courteous is never overlooked. Even during the most intense patient interactions [name deleted] maintains a calm demeanour and treats all staff with respect no matter their grade or experience.
	DOM

	Ambulance Service
	SP
	I have seen [name deleted] give an MRT presentation to a room of colleagues of varying clinical expertise. Despite providing clear information, numerous colleagues asked questions about matters which had been previously addressed. [name deleted] demonstrated patience and the ability to explain certain aspects in varying methods to ensure all the audience understood before the session was complete. His body language never hinted of any exasperation, he listened to all enquiries and responded to them all in turn.
	LM

	Ambulance Service
	SP
	As a colleague and MRT team member I can attest that [name deleted] tailors his professional correspondence to meet his audience. Official MRT deployment correspondence to the team is formal and structured, while professional e-mails between colleagues more casual in wording and style. All correspondence, even when informal, has correct spelling, grammar, punctuation and appropriate wording.
	Paramedic

	Ambulance Service
	SP
	[name deleted] writes concise, clear and content appropriate IIMARCH briefings for the MRT deployments. These are sent out to every MRT member prior to their shift. During the pre-deployment briefing he always checks everyone has had a chance to read it and provides the opportunity for questions in an open forum. There are rarely any questions as his briefing documents include all relevant deployment information in a succinct manner.
	Paramedic

	Ambulance Service
	SP
	I have had the privilege to see safeguarding referrals and patient clinical records (PCR’s) completed by [name deleted]. These are always professionally completed to the highest standard, structured in order for ease of reading and clarity. The language used is always tailored to the specific audience. PCR’s include appropriate clinical abbreviations as only trained clinicians will read them, while safeguarding referrals being sent to non-clinicians in the Local Authority contain no abbreviations and only clinical information in Layman’s terms.
	Safeguarding Specialist Paramedic

	Ambulance Service
	SP
	I was fortunate enough to have [name deleted] as one of my Practice Placement Educators (PPED’s) while on placement as a student Paramedic. He was without doubt the best PPED I had throughout all my placements, not only due to his clinical acumen but his ability to provide feedback, without making me feel as though I’d done anything wrong. He provided constructive criticism in an appropriate time and place, allowing me to learn from my mistakes and discuss ways to improve in a productive and encouraging manner. I will always be grateful [name deleted] was able to converse and mentor in a manner which provided a safe, nurturing and positive learning environment. He never made me feel like there was even such a thing as a ‘stupid question’ as he welcomed questions, discussions, suggestions and would consider alternative ideas or approaches.
	Student Paramedic

	Ambulance Service
	SP
	As a colleague who is still learning and can often find themselves on scene with a patient without knowing exactly what should be done, [name deleted] is an individual whom I can always phone for advice or guidance. I am able to explain to him the situation and he will suggest things to consider and enable me to come to my own conclusions without having to tell me what he would do in the same position. He can instruct in a way that empowers me and makes me realise I knew what I should do all along – I’m not sure how he does it!
	NQP
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Appendix 3

Personal Development Plan

	Developmental Need
	Development Activity
	Resources or Support required
	Measure of Success
	Review Method and Review Date

	Leadership Skills
PGCert in Professional Practice (Leadership in Emergency Services)
	
Complete enrolled course at University of Wales Trinity St David
	
Protected time to attend online taught component

Time for own study in relation to course, including completion of assignments

Availability of SP colleagues for peer support

	
Successful completion of assignments leading to award of PGCert

Feedback from academic staff and peers
	
Completion of course in 2022

Completion of assignments

	Leadership Skills
Having challenging conversations
	
Complete personal reflection on recently held challenging conversations

Complete NHS Leadership Academy Courageous Conversations e-learning module

Complete NHS Leadership Academy Conversations about painful subjects e-learning module



	
Time for own study to complete reflection

Protected time to undertake online component

	
Self assessed improved ability to manage challenging conversations

Feedback from SP colleagues and line managers


	
PADR November 2022

On going feedback from staff and managers

	Leadership Skills
Emotional Intelligence, Empathy and Compassion


	
Review emotional intelligence and reflect on application in practice

Complete NHS Leadership Academy The power of emotional intelligence e-learning module

Complete NHS Leadership Academy Compassionate leadership in crisis e-learning module


	
Time for own study to complete reflection

Protected time to undertake online component

Conversations with staff about their expectations of their SP and experiences of being led by myself 

	
Feedback from staff

Feedback from SP and DOM colleagues

Feedback from line managers

Reflections on interactions with team 
	
PADR November 2022

On going feedback from staff, SPs, DOMs and managers

	Team Development
NQP consolidation
	
Ensuring NQP colleagues have ride out shift within first 6 months of qualification and annually thereafter
	
Resource department to ensure SP crewed with NQP

DOMs to share induction paperwork for NQPs 

Educational Support Manager (ESM) to share NQP progress through portfolio of competencies to identify areas of concern if present

	
Feedback from NQP, ESM, DOM

Action plan developed if area requiring support identified

Reduction in reported concerns involving NQPs
	
Reviewed at 6 month, 1 year and 2 year end of NQP period

	Team Development 
Airway management
	
Running drop in sessions relating to airway management to improve care provided to patients requiring airway management

Sessions to be run quarterly
	
Airway training manikins and airway training equipment

Laptop, projector, white board and marker pens

Room suitable for training to be available

SP colleagues to help run sessions

Staff to attend sessions
 
	
Engagement of staff with the day – numbers of staff attending

Feedback from staff attending and SP colleagues

Reduction in reported concerns relating to airway management
	
Seek feedback from staff during ride out shifts

Review of reflective airway logs and airway monitoring compliance data on a monthly basis



	Personal Skills
Completion of Diploma of Immediate Medical Care (DiMC)
	
Attend DiMC training sessions with Medserve Wales (within next 5 years)
	
Financial support for examination fees/travel/accomodation at Royal College of Surgeons in Edinburgh – apply for WAST bursary

Time for own study and to attend taught training sessions 

	
Successful bursary application

Successful completion of DiMC examination in Edinburgh
	
Completion of DiMC examination

Receipt of qualification certificate

Review progress in PADRs 2022-2027

	Personal Skills
Own resilience and wellbeing 
	
Ensure time given to own interests and hobbies – on going

Complete NHS Leadership Academy Leaders; looking after yourself e-learning module

Complete NHS Leadership Academy Personal resilience: an anchor in the unknown e-learning module

	
Ensure familiarity with organisational resources for wellbeing and mindfulness

Good time management to ensure time available for self

Protected time to undertake e-learning as part of CPD
	
Feeling of wellbeing and reduction in perceived stress levels
	
On going self assessment

PADR November 2022

	Personal Skills
[bookmark: _GoBack]Presentation Skills
	
Develop confidence in delivering to larger groups of people
Become familiar with and implement Presentation Skills Medical Leadership Development Tool when delivering presentations
Attend NHS leadership online presentation workshop

	
SP colleagues to provide peer feedback

Time for own study and to reflect on use of tool and workshop when delivering presentations

	
Academic presentation feedback

Feedback from peers
	
Completion of PGCert 2022

Increased confidence when planning presentation delivery

	Personal Skills
Time Management
	
Learn how to better plan workload and manage time

Set regular objectives to ensure academic and professional work is completed on time – on going
	
Time for research and reflection

Wall planner to show competing priorities at a glance
	
Academic assignments completed on time

Pre ride out paperwork and clinical case studies competed prior to ride out shifts

Ride out feedback given within a week post ride out
	
On going self assessment and review of working practices using Microsoft Planner to track progress

Assessment feedback
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