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Summary of Abbreviations


CCC		Clinical Contact Centre
CHARU	Cymru High Acuity Response Unit
CID		Criminal Investigation Department
COP		College of Paramedics
DOM		Duty Operations Manager
EAP		Emergency Ambulance Paramedic
ECG		Electrocardiogram
ED		Emergency Department
EMT		Emergency Medical Technician
FLO		Family Liaison Officer
HCPC		Health Care Professions Council
JRCALC	Joint Royal College Ambulance Liaison Committee
LPC		Least Preferred Co-Worker Scale
ME		Medical Examiner
MDT		Mobile Data Terminal
MTC		Major Trauma Centre
NHS		National Health Service
PCR		Patient Clinical Record
PDP		Personal Development Plan
PTSD		Post-Traumatic Stress Disorder
ROLE		Recognition of Life Extinct
RTN		Regional Trauma Network
SP		Senior Paramedic
SPR		Specialist Resource
STP		Senior Trauma Paramedic
SWTN		South Wales Trauma Network
TRiM		Trauma Risk Incident Management Referral
WAST		Welsh Ambulance Services NHS Trust








Introduction
I am currently employed within the UK ambulance service, as a Senior Paramedic specifically assigned to the trauma network as a trauma desk senior clinician. This has been my current role since 2021. My paramedic career began in 1996 beginning as an Emergency Medical Technician (EMT), then qualified as a paramedic in 1999.
My career has been varied yet rewarding throughout, my knowledge skills and expertise has developed allowing me to care for my patients. I am also a Paramedic Placement Educator working with the university supporting the educational and clinical needs on an operational basis for student paramedics.
My specific role is unique as it provides a dual function for the Regional Trauma Network (RTN) and the ambulance service. For the trauma network, the trauma desk is based within the ambulance control room overseeing trauma calls, where I provide remote specialist advice to ambulance clinicians pre-hospital, nurses and doctors within hospitals who are involved with the care of major trauma patients. Clinical management, patient movements and hospital destinations have evolved over recent years, depending on the specialty needs of the patients. This will mean bypassing their nearest hospital to reach a Major Trauma Centre (MTC), in doing so, will spend a longer time with a critically ill patient and l aim to empower them to do so. I have a close working relationship with other healthcare professionals most notably hospital consultants. I can facilitate conference calls between hospital teams to discuss trauma patients and provide remote clinical support to ambulance clinicians regarding clinical practice guidelines and patient group directives.
As a senior paramedic for the ambulance service, as part of the clinical leadership team I am at the forefront of clinical practice, clinical leadership, guidance and ensuring adherence to established clinical practice and future updates. As a specialist ambulance response, it allows me to be tasked to the most appropriate incidents to provide not only patient care but clinical leadership also.
Having spent most of my career within the ambulance service and working closely with other NHS professionals I have gained exposure to a variation of leadership and management styles. Leadership styles have evolved over the last two decades and this dissertation aims to explore and critically evaluate a variety of leadership theories.
Part one will research, critique, and appraise five leadership theories and the relevance they bring to the workplace. As new leadership styles have been introduced and adopted, with the evidence available alongside personal leadership experience and behaviours will help identify the benefits and risks in introducing them into practice. The chosen theories will be evaluated with specific relevance to the pre-hospital workplace and critically examine the effectiveness of each leadership style. Each theory will be considered on its own merits and the suitability each theory brings to leadership management, and whether one style of leadership fits all given situations. To conclude, recommendations will be given based on the evaluation, personal experience, and exposure in leading and inspiring a team.
Part two will reflect on a personal leadership experience from the author, relevant to the leadership styles discussed in part one. The decisions made, behaviours and traits from the author and the team involved will be explored and critiqued with a personal development plan created as a result. Areas of reflection and personal learning will be identified with future recommendations. Personal and professional development surrounding leadership styles, the impact of leadership on the author and the effect on the team involved will conclude part two.










Part I

Critical Evaluation of Leadership Theories

Leadership theories seek to explain how and why people become good leaders. These such theories generally focus on the characteristics of leaders, but some focus on the behaviours and traits that potential successful leaders can adopt to improve their own leadership style when faced with a variety of challenging situations (Benmira & Agboola, 2021).

Early evidence suggests that aspiring leaders were born with leadership abilities. In other words, one had to be a born leader to succeed as they would already own internal characteristics such as confidence, intelligence, social skills, and charisma. More recent theories have evidenced that owning certain traits, allow those to become natural leaders, and that experience and personable skills play a key role and can be classed as one of eight leadership styles (Benmira & Agboola, 2021).

This essay will discuss five of these different leadership theories related to paramedics working in an emergency environment. Discussion will revolve around the critical analysis of the researched literature, each concluding with personal experiences of each leadership type, with the benefits and the pitfalls in the paramedic leadership workplace. The five leadership theories discussed will be firstly compassionate, secondly situational, thirdly transformational, then contingency and lastly authoritarian leadership. 

These theories have been selected based on personal experience, cultures, belief, and personal preference. Due to the nature of the paramedics working environment, these theories have led to a variety of outcomes, both positive and negative which have allowed the author to develop personally and reflect on strengths and weaknesses as a senior paramedic with the ambulance service. 


Compassionate Leadership

As one of our greatest leaders, The Dalai Lama once said ‘that a good leader is motivated by compassion and wisdom, with the results of actions can benefit everyone, not just ourselves or some immediate convenience. We should be able to recognise and forgive ignorant behaviours of the past and gain strength to constructively solve the problems of the present’ (Lama, 2023).

A compassionate leader within an organisation is to display empathy, and be sympathetic, thoughtful, and able to promote a caring and compassionate workforce within. This leadership style within the healthcare setting ensures all those who are involved with delivering care are heard (Poorkavoos, 2016). A compassionate leader will be aware and have a genuine interest in seeing their team perform and thrive, although this can be within or outside the workplace. It is an interpersonal process involving noticing, feeling, understanding with appropriate action taken to meet needs of the sufferer by employing empathy and sympathy (Banker & Bhal, 2018). 

Shuck (2019) identified that compassionate leadership was a unique field but held similarities to other leadership theories. Notably, transformational, servant, distributed, authentic and collective leadership styles. Whilst there is no defined theoretical guidance, it draws from ideas across these other leadership styles, so mainly focusing on which element of leadership affects organisational culture (Shuck et al, 2019). 

Rao and Sutton (2020) stated that responsibility towards their workforce tends to get magnified during times of crisis most notably during the COVID-19 pandemic. To prevent a disaster turning into a catastrophe, by building on the cultural and physiological protection through compassionate leadership a sense of togetherness is created. When compassion and empathy is demonstrated during times of crisis this can be critical in this style of leadership (Rao and Sutton, 2020).

Compassionate leadership within the NHS researched by Dawson and West (2021) confirms that lower stress levels occur who work with supportive teams and good team leadership. For staff wellbeing, compassionate leadership increases staff awareness and engagement, resulting in improved outcomes for organisations, which ultimately leads to a reduction in financial cost in the long term. Those that have high quality care, with a compassionate style, will be a positive impact on patient welfare, staff health benefits and clinical outcomes (Dawson and West, 2021). 

This, in contrast to other NHS trusts without compassionate leadership have been reporting increased levels of workload, less influences over decision making and leads to NHS organisations with poorer patient outcomes (West et al 2022). Foster (2022) researched the changes in compassionate leadership within the NHS as it was once perceived as a fluffy topic and bared no relevance to businesses.

Research has since suggested otherwise as being compassionate is not just a benefit to the workplace as it helps leaders to manage a team effectively, monitor the performance of individuals and teams, but is also the humane and right thing to do (Foster, 2022).

The Kings Fund (2019) raised concerns that compassionate leadership would have a detrimental effect on preventing tough conversations as could be seen as bullying if challenged, and not having a firm management hand to ensure commitment and high-quality performance as this can be lost. (The kings Fund, 2019). Existing literature has focused on providing accounts of what has worked, rather than theoretical evidence de Zulueta (2015) suggests that without clear guidance the development of compassionate leadership may be problematic (de Zulueta, 2015).

Conversely, West (2022) stated there are many myths surrounding a compassionate leader which need to be addressed. There is a risk of favouring the majority and taking the easier option, which could increase the risk to patients if they are not prioritised to 
their needs. Also, feel the inability to challenge the status quo and the team will be at risk of being influenced and driven in another direction by those with seniority only and not necessarily best placed clinically. Leading by compassion alone, it would prove difficult to challenge current conditions, impose necessary change resulting in a stagnant healthcare organisation (West, 2022).
 
My personal experience is that compassion is a fundamental trait for paramedics. Leaders who are compassionate are approachable and empathetic and will lead successful teams. Being exposed to traumatic incidents is stressful, upsetting and can take its toll mentally. Compassion needs to be provided not only to colleagues but to patients, families and bystanders that witness accidents and medical events also. Being compassionate is a solid foundation to become a successful leader in the ambulance service, with the addition of other leadership styles to enhance the overall ability of the leader.

Situational Leadership 


Paramedics collaborate with others and combine resources to act in the best interests of patients, whilst this can be particularly rewarding for paramedics and other health care professionals, it also comes with many sizeable challenges. Working within a very dynamic environment, paramedics must adapt regularly and quickly to a situation, thus leading to situational leadership (Willis & Dalrymple, 2020). 

Situational leadership is a process whereby leaders tailor their leadership to their team’s needs, recognising that not on-one size fits all and that a situational leader adapts their own behaviour to suit the unique needs of each situation (Mulders, 2019).

The situational leadership theory came to light in a book called ‘Management of Organisational Behaviour: Utilising Human Resources’ composed by Paul Heresy and Ken Blanchard (1984). Hersey and Blanchard state that a situational leader would have to adjust their situational style as their team or staff can amend their ways also to ensure their performance is optimised (Thompson and Glase, 2018). 

Hersey and Blanchard (1984) argue that a leader's ability to lead, will depend upon certain mitigating factors. By recognising and understanding, will enable leaders to adapt their leadership, and influence their surroundings and teams much more successfully, than if they were subsequently ignored (Thompson and Glase, 2018).

Bourgeault (2020) argues that a good situational leader, is to manage a crisis beyond the clinical need, and to recognise that flexibility in responding to staff with empathy and open communication and encourage each other to be open and honest to allow staff to succeed. This has been highlighted more so during the pandemic. A situational leader can judge each individual situation on its own merits and choose the most appropriate style of leadership, reinforcing that one size does not fit all (Bourgeault et al., 2020).
 
In contrast Yukl & Gardner (2020) argues that there are downsides to situational leaderships as it requires a lot from leaders and not for the faint hearted. It requires continuous assessment of staff and careful decision making in choosing the correct approach for every eventuality. It involves precision planning and attention to detail, which can feel daunting, especially to new leaders (Yukl & Gardner, 2020). 

Arguably this can be overcome with practise, it is a powerful tool, and the more situational leadership is practised, knowing staff’s strengths and weaknesses grows, the more natural it will become, and should be persevered. Paramedics work regularly with certain teams and will learn their strengths and weaknesses, learn their capabilities, and will form a cohesive team, especially in emergency situations (Yukl & Gardner, 2020). 
 
Banwart (2020) argues further that focus is more on short term accomplishments rather than long term targets. Whilst it is clear from the theory the focus is on the immediate task at hand, there is still room for longer term objectives and achieved with less urgency in a more calm and less stressful environment. When planning long term tasks, it can be beneficial to utilise the short-term goals as steppingstones to accomplish greater objectives (Banwart, 2020).

Banwart (2020) goes on to say that situational leadership can be inefficient and inflexible, where other leadership styles could be considered instead, and it is not possible to continuously evaluate situations. Although this perspective is understandable it is deemed subjective. Paramedic practice in an emergency supports the short-term goal initially, as patient care is task driven with the aim of providing care, and sometimes life-saving treatment to the patient (Banwart, 2020).

Stoller (2020) defends this, as using a leadership style that is not right for their team, simply wastes time. To combat this, it would be prudent to pause, weigh up options and then continue with suitable changes made to achieve the set task. Paramedics are well 
versed in this as their work environment is very dynamic, the variety of healthcare professionals who may encounter, as well as non-clinical environments such as beliefs, cultures, and specific needs of staff (Stoller, 2020).

My personal view of situational leadership is a style I use frequently, it suits my personality, and I have positive outcomes. No two situations are the same, during a typical day, I deal with pre-hospital incidents, working with professionals from ambulance service staff through to hospital consultants, all with varying personalities and backgrounds. As a senior paramedic leading and working through the pandemic, situational leadership has enabled me to manage and continue to manage my short-term goals of managing situations. 







Transformational Leadership 

Leading through Inspiring, encouraging, motivating, and demonstrating high standards, in return for a team who are loyal, successful and drive change for the benefit of others within a company. These traits demonstrate Transformational Leadership (Hansbrough and Schyns, 2018).

Transformational leadership concept was first introduced by James MacGregor Burns in 1978 in his book titled ‘Leadership’. Burns (1978) defined this concept as a process where leaders and their team aid each other in raising levels of morale, performance, and motivation, thus achieving higher levels of success (Burns, 1978).

This style of leadership was explored further by Bernard M Bass (1985), known as Bass’s Transformational Leadership Theory. Bass (2006) measured the impact of success, and the ability of the leader to inspire other team members to become like them. Bass further explored the psychological mechanisms that are the foundation of the theory as the followers of a leader must feel trusted, adoration, loyalty, and respect. It can make or break a company (Bush, 2018).

What sets aside a transformational leader from other styles is there are specific traits that make it successful. Bass (2006) suggested, firstly, to set clear goals, with excellent communication resulting in high expectations. Secondly, has a model of integrity, fairness and encourages others by motivation. Thirdly, is ethically and with high moral standards, provides support, recognition and stirs the emotions in people. Lastly, encourage the team to look beyond their own interests and inspires those to reach the improbable (Groves, 2020).

Jambawo (2018) states that integrity and honesty are core beliefs and healthcare staff are driven by these beliefs. The importance of strong transformational leadership in the ambulance service is reinforced through employer's values such as respect for others, having open and honest discussions and owning one's own decisions. Over the last five decades, there has been a transformation in healthcare, and skilled leaders are required to maintain core values and beliefs, ensuring that the cultures of an organisation are promoted (Jambawo, 2018). 

Conversely Hawkins (2017), transformational leadership has attracted a great deal of criticism. There is a risk that the leaders' values and beliefs will be imposed on the team and vital decisions will be missed. Those that adopt this style can also be adversely influenced by passion and emotion therefore unable to make clear decisions at hand (Hawkins, 2017).

Beauchamp et al (2021) further argues that transformational leadership is primarily focused on the end game, or the outcome, and this can result in the finer details of those smaller steps failing. Although this style of leadership is not for everyone, with the ambulance service being a patient centred care service, focusing on specific tasks, teams are empowered to act in the best interests. Job satisfaction of saving lives naturally increases levels of morale, performance, and motivation (Beauchamp, et al 2021). 

Transformational leadership works well in the ambulance service as it can be seen to be a hand in hand transition as evidence-based practice leads and will transform paramedic practice, which will require a transformational style leader. Staff development, confidence and morale would expect to improve (Tabassi, et al 2017). 

From my personal experience, colleagues and teams working together are very humble and rarely look for praise. This is something that the pandemic has changed, where encouragement, togetherness and praise was seen daily. We all knew what needed to be done in the short term, which in turn achieved our long-term goal. As a result, continue to build on paramedics existing clinical practice, which the pandemic has changed, better care for patients at home, managed closer to home, and a more patient cantered care is at the forefront of ambulance paramedics. 

Contingency Leadership 

The very first contingency leadership style was developed by an Austrian psychologist Fred E Fielder in the 1964 in his published journal ‘A contingency model of leadership effectiveness’ (Fielder, 1964).

Fielder (1964) states that effective contingency leadership is dependent upon the presenting situation. It focuses on whether an individual leadership style suits the situation. Fielder is clear in his theory that a leader can be effective in one situation and not so in another (Fielder, 1964).

Dinh et al (2014) further supports that to succeed, there must be a strong relationship between the leader and teams with clear outline objectives and the tasks at hand. This determines whether the leader is a relationship or task orientated person. Furthermore, this theory assumes that leadership styles are behaviours, therefore cannot be influenced or modified (Dinh et al, 2014).

In identifying a leadership style, Fielder (1964) determined whether a leader is a relationship or task orientated leader, Fielder created a scale called the Least Preferred Co-Worker Scale (LPC). The LPC asks the leader to think about a person who they would least rather work with, and then to rate each element and total up the scores. There are two outcomes, firstly a high score indicates a pleasant leader and is relationship orientated, and secondly, a lower score outcome more likely to be a task orientated leader who is difficult and cares less about people (Ivanoska et al, 2019).

Wilkinson et al (2017) argues that a contingent leader recognises and encourages leaders to practice self-awareness, a key quality for making decisions. A contingent leader will determine when their skills are most and least impactful. A contingent leader can assess the conditions and situations which are considered and can bypass other leadership theories and focus solely on themselves as a leader (Wilkinson et al, 2017). 

In contrast, Mitchell et al (1970) argued that contingency leadership styles have evolved, and flexibility is essential. Fielder believed that as our natural leadership style is fixed, it seemed obvious to change the leader, not allowing for flexibility. Mullins (2016) agreed that it is too rigid of a leadership style, if one cannot alter the situation given, the theory clearly states that the only answer is to hand over leadership. Although it can be testing to admit that a leader's expertise conflicts with a particular situation, delegation is necessary for effective leadership. The theory isn’t clear to those who fall into the middle range of the LPC scale, essentially just saying to work out which you are. Furthermore, a contingent leader may discourage those from doing a good job, especially if the perception of leadership style and situation is at odds when they are simply not (Mullins, 2016). 

In paramedic practice. It could be argued that a contingent leader would work well in paramedic practice within certain situations whereby inflexible decisions are needed. It is also quite common for delegation of leadership if a scene is being managed well. However, with the ambulance service being a diverse employer, cultures, and beliefs it would be more beneficial and rewarding to adopt a blend of other leadership styles (Hilton et al, 2021). 

My personal view of contingency leadership style within the 21st century ambulance service is not to be used in isolation. Leadership styles will vary upon the situation and not one size fits all. I must be mindful of staff, patients and stakeholders and contingency leadership feels more out of date now and I can utilise other more empowering theories to manage incidents.

Authoritarian leadership

Authoritarian leadership, sometimes also referred to as autocratic leadership is defined as a leadership style in which the leader will be the final decision maker and have total control over the team regarding the situation or task at hand. Providing all information is at hand to the leader, little or no input is required from the team and advice will not be sought (Burnes, 2020).

Known as Lewin’s leadership theory and aided by a group of researchers it was first published in 1939. It is a simple theory and provides clear expectations of firstly, what needs to be done, followed by when it should be done, ending with how it should be done. There is a clear division between leaders and the assembled team (Hussain, et al 2018).

With this early study, Lewin and his colleagues were very influential which provided a springboard for more defined leadership theories. Therefore, developing three leadership styles. Firstly, authoritarian leadership (Autocratic), secondly, participative leadership (Democratic) and thirdly, delegative leadership (Laissez-Faire) (Greist, 2023).
 
Cherry (2020) argues that authoritarian leaders can be perceived as dictatorial and controlling as the focus is on both command by the leader and control of the team, which can be useful. It is best applied when there are time restraints for group decisions and the situation at hand calls for rapid decision making especially in an emergency (Cherry, 2020).

Stantou (2017) identified that authoritarian leaders to succeed require certain behaviours and traits such as, confidence to make decisions with little or no participation from others, adhere closely to policies and guidelines and provide direct supervision. Stantou (2017) further stipulates that there is significant benefit when quick decisions are required usually during stressful, high intensity situations. This strong leadership style works well with this clear division (Stantou et al, 2017).

In relation to paramedic practice an authoritarian leader would be a positive attribute especially when these high pressure, quick decision-making situations are encountered. Blaber (2018) supports this theory as having a defined leader within a small team who leads and asserts themselves during a resuscitation incident which has benefits to both patient and staff (Blaber, 2018).

Opposing this Ocel (2018) argues that an authoritarian style leadership can create dysfunctional and hostile environments, often causing resentment against the leader. Working against rather than with can occur leading to detrimental outcomes. Ocel (2018) emphasis that the success will depend on the ability, the qualifications and having the respect of others around them, if not then the leader is likely to fail in leading a team (Ocel, 2018).

Rosing (2022) identified that this leadership style has a positive impact when working with junior or less experienced healthcare professionals who require specific tasks and direction. Rosing argues that a team can feel hindered and subsequently lack confidence in decision making (Rosing et al, 2022). However, Cork (2018), recognises that a blend of authoritarian and participative approach will overcome this concern by allowing team members to participate and engage in the decision process which in turn will build the confidence, the surrounding team will feel they are an important part of the team. However, the leader be the ultimate final decision maker (Cork et al, 2018).

When encountering serious incidents authoritarian leadership in my experience has had a positive impact on both the team's performance and subsequent patient outcome, more so when utilised with another leadership style, compassionate. Personally, experience is key, as this will determine the appropriateness of authority required, and when the emergency or urgency has passed and when to revert to another leadership style. This could be a transformational stance for decision making. To be successful in my opinion, it must be justified and proportionate, as anything beyond would be seen as unnecessary, hostile and a bullying personality, ultimately then being disliked and losing respect of your team.



Conclusion
In relation to paramedic practice, five leadership theories have been reviewed in depth with recent literature and personal experience. These theories have been critically evaluated for their suitability within the pre-hospital environment, notably senior paramedics.  Each of the five theories were critiqued for their effectiveness, positive and negative impacts in an acute setting. Personal experience has also been reflected, drawing on the relationship between leading a team of pre-hospital clinicians, paramedic practice and its effectiveness.
It is clear from the research that one leadership theory cannot be used in isolation due to the ever-changing landscape of pre-hospital care. Each leadership theory brings benefit on its own merit, and with a blended approach has positive outcomes on leadership.
Within the ambulance service, and even more so since the COVID-19 pandemic, it is clear from research and experience that compassionate leadership needs to be the foundation of an effective leader. With this foundation supported by several other leadership styles will build trust, build morale, resulting in a proud workforce which ultimately leads to better patient experience.
Leadership is seen to be a pivotal role in the pre-hospital arena to ensure the safe management of unwell patients, which can have huge variables with evolving situations, thus becoming a developmental motivation of the team involved. As a result of the dynamic situation paramedics find themselves in for example, urgency, circumstance, the individuals' strengths and weaknesses and beliefs, in this evaluation utilising a single management in isolation would have a negative impact on staff and the organisation.
It is recommended best practice to manage a team successfully with a blended approach of different leadership styles according to the presenting situation. Leadership in healthcare, specifically pre-hospital, is never clear cut and requires fluidity for the leader to succeed, therefore it is recommended not to solely rely on one leadership theory at a given time. A successful, respected, and effective leader needs to build upwards from a compassionate style incorporating other styles to suit the situation at hand.




















Part II
Part II of this essay will critically explore the author's personal real-life experience accounts of a leadership situation in a pre-hospital emergency setting. This reflection will explore the type of leadership styles used, the behaviours of both the author and the team involved, exploring both positive and negative outcomes. Being a retrospective analysis, supported with the authors insights preference evaluator, a personal development plan will be created to support the author for future development within the senior paramedic role.
As a paramedic my knowledge and skills are underpinned by several professional bodies and organisations. Notably there are five bodies. Firstly, the Health Care Professions Council (HCPC), secondly, the College of Paramedics (COP), thirdly, the Joint Royal College Ambulance Liaison Committee (JRCALC), then, the South Wales Trauma Network standard operating procedures (SWTN) and finally the Welsh Ambulance Service trust behaviours (WAST).
As the Welsh ambulance is my main employer, the trust has developed seven new behaviours, and I am expected to uphold and promote the following values and beliefs. These are, to take ownership, to practice ethically, to show belief in others, to respect others, to broaden understanding, to improve the service, to be inclusive of the whole team (WAST, 2022).
‘What is reflective practice?’ Donald Schon (1974) states it is a way of leaning from one’s experience and actions by thinking critically and creatively about the experience, this in turn will enhance learning and self-reflection which is a very personal thing and will be defined differently by other people. There is one correct way of defining what reflection is or how it should be done as personal circumstances and personal behaviour will define reflection (Schon, 1974).
The author has chosen Gibb’s Reflective Cycle (Gibbs, 1988)) It follows a nice simple flow which will enable the reader to understand and follow with ease the circumstances of the incident and identified learning. The HCPC bounds the author to ensure anonymity of both staff, patient and the family involved, as stated in the standards of conduct (2016) and the protection of data (1998).
A forward note to the reader, this reflection contains details surrounding the death of an infant in their home, there is no graphic content, and with Layman’s terms used, when possible, for ease of understanding.

Description
My job title is officially a Senior Trauma Paramedic (STP). This is because of the dual role split between the SWTN and WAST. As this reflection was during a WAST based shift I will refer to myself as an SP.
I was working a late shift, 14:00 - 02:00 on a specialist resource (SPR) response car called a Cymru High Acuity Response (CHARU) at a Senior Paramedic (SP) grade. My role is multi faced, firstly, to respond to the most seriousness of 999 calls and provide lifesaving clinical care to those most in need. To support this, I have received additional training and enhanced drug formulary over and above that of a paramedic. Secondly, clinical leadership and senior clinician decision making on scene. This would include, termination of resuscitation, resuscitation in special circumstances for example drowning victims, maternal resuscitation, and multiple patient scenarios. And thirdly, staff support and wellbeing.
Although I am a paramedic with twenty-two years of experience, I had only been an SP for a few months, so I was still embedding into the role.
I hadn’t been booked on shift for long, when my Mobile Data Terminal (MDT) and handheld radio alerted me with a siren noise which is different to the standard notification of a call which is a double beeped. This siren noise is different because it notifies a red call or often known through the TV and media as a category one, life threatening emergency call. The MDT shows details of the location of the emergency and depending on how much information is available at that time the age, sex, and nature of the emergency. Red call allocations are sent to resources within seconds of coming into the ambulance control room or Clinical Contact Centre (CCC).
My driving route was automatically plotted to the satellite navigation screen, and I could see the address was a ten-minute drive away. As I began to drive out of the ambulance station car park, my dispatch desk in CCC was calling me on the radio. They pass a verbal update over the airwaves as it is not safe to receive updates to the MDT screen as I am a solo responder driving. I was told that I was responding to a six-month-old who was unconscious and not breathing, it was uncertain if there was bystander cardio-pulmonary resuscitation (CPR) ongoing. 
There was also another paramedic responding in a rapid response car (RRV) also ten minutes away, an emergency ambulance paramedic crew (EAP) twenty minutes from scene and a critical care doctor team known as the Emergency Medical Retrieval Service (EMRTS) were also around twenty minutes away from scene.
These types of emergencies trigger a multiple resource response which is best placed to provide the best chance of survival to the patient. Being an infant in this case the police are also contacted for an immediate response, this is routine for any child under the age of eighteen because of a death in the community. It quickly becomes a multi-agency response.
No matter how experienced one is, these calls always trigger anxiety. Your body floods with adrenaline, heat rate increases, perspiration, and wet hands. I still had to get to the scene safely, making my way through busy school traffic, being visible to other road users for them to make way safely for me. My mind was clear, and I was going over potential scenarios, what I was going to do when I arrived.
Approaching the address, with the other paramedic a few yards in front of me, we arrived outside the house, and the scene looked chaotic with panicked bystanders outside the front door. From this point I realised the seriousness, as on occasion these calls are sometimes not as serious as once thought as information from the caller is updated.
I pulled up behind my colleague who I knew, and as I approached the boot of his car to gather equipment to take in, he said to me that he hasn’t been to this type of call before. I reassured him that I had on several occasions, and we would go in and go through this together. I asked him to grab the defibrillator monitor and primary response bag, and I got hold of the paediatric bag, drugs box and suction unit. This equipment would allow us to assess and perform resuscitation. As we walked up the drive, I again looked over to him and said, ‘you will be fine, it is just like any other cardiac arrest you have been to, just see it as a small person’.
It is important to gather as much information as possible, although my priority was the child. As I walked into the room with my colleague behind, I was greeted with the child lying on the living room floor with no-one else there, there was no active CPR ongoing. I noticed toward my right-hand side in the corner there was an adult female on her knees crying.
My colleague looked shocked, seemed quite frozen. I asked him directly to apply the defibrillator pads to the child specifically one to the front and the other to the back of the patient, as I undid the sleep suit worn it was quickly evident to me that the child was cold. I touched the child’s face and checked for signs of life, breathing and pulse but both were absent. I asked my colleague to let me know when he had done the task. 
Once complete, we looked at the monitor screen together, and it showed a flat line known as asystole meaning there was no heartbeat. I wasn’t expecting to see one either. The child’s arms and body were stiff, I asked my colleague to check, and he nodded in agreement. I was able to ascertain that there had been a period of a few hours where the child had been alone in the bedroom upstairs, suggesting that the child had sadly died sometime before being found.
Resuscitation attempts in a paediatric patient must be attempted in all cases, except in certain conditions. One of those is the presence of rigor mortis which is stiffening of the joints and muscles of a body which appear a few hours after death. It is only seen in a condition unequivocal with death. A decision must be made, and it is one of the most difficult but important decisions a paramedic will ever make. I said to my colleague that attempts to resuscitate would be futile and would create false hope. I asked him if he agreed as it is important that he is included in the decision making and is happy not to continue, he agreed.
The timeframe has only been one to two minutes from the point of arriving on scene, I asked him to remain with the child and keep the monitoring attached and to cover the child’s legs and chest with a small blanket which was next to him, and I would go and speak to the mum.
These calls do not only mean I am dealing with the child, but the parents and those that have witnessed this tragic event also. Although nothing could be done to help the baby, it was time to care for the mum. The first few moments after recognising life extinct (ROLE), this is the official term, will be remembered by the family forever and must be handled carefully. I went over to who was the mum, she was distraught, she knew her baby had died, I had to inform her that her baby had passed away, I had to use the word ‘died’ when giving bad news, so that there would be no confusion, followed up by if there was any possibility of us helping then we would have done everything possible. If we did attempt then it would have given false hope, and involved many other professionals unnecessary for example, other pre-hospital crews, nurses, and doctors.
The mum had her sister with her at the time when I told her the news, and stayed with her whilst I went back to my colleague. I asked him if he was okay, which he nodded yes too. I radioed my dispatch desk and told them to stand down all other responding resources and to keep the EAP running to scene as the baby will need to be taken to the emergency department (ED) later.
I kept the mum and family informed of everything we would be doing. Now that the quick decisions needed in a lifesaving emergency is over, my SP role is to ensure my colleagues excel and feel confident in what they are doing, despite all their training, when it comes to real life it can be very different. Before we could hand the baby to mum, there was a medical process to follow first, to confirm ROLE. My colleague who appeared more comfortable, I asked him if he wanted to do the medical checks, I was glad that he said yes. I then duly took him through the required steps.
Firstly, to listen to the heart to confirm there was no heartbeat, followed by looking at the pupils, then printing off the thirty second electrocardiograph (ECG) rhythm strip showing asystole, lastly note the time of ROLE. 
A quick visual check for bruises or anything which needs to be highlighted to the police officers. Then he could remove the monitoring equipment, begin to pack the equipment away and take the bags back to his response car.
A few moments later the police officers arrived followed by the ambulance crew. Also, there were members of the public outside the house who had been drawn there due to seeing numerous emergency vehicles so wanted to see what all the commotion was about.
The ambulance crew who I both knew, a male paramedic who was newly qualified less than one month service and a female emergency medical technician (EMT) who had several years’ service. It was my role to provide them a handover and to bring them up to speed. The police officers had been introduced to the mum. The police attend as they act on behalf of the medical examiner (ME) and the coroner, as is customary with any sudden death.
The story began to emerge around the circumstances leading up to the event, as the mum explained to the officers that she had put the baby to bed, on her bed some five hours earlier. When she went up to check, she noticed that a nappy bag somehow was around the baby’s face and neck. Carefully, the officers began to remove items of bedding and the clothing in evidence bags, which is normal in a situation like this.
I knew my female colleague reasonably well, not only is she a very caring person, but also a mum herself. I have also seen her faced with similar situations in the past and she would bring a positive behaviour to this incident. She wanted to be involved to support the mum, and we agreed together, with the baby’s mum approval of course, to pick the baby up, to dress the baby in an outfit of her choice and wrap in a baby blanket and hold her whilst she sat next to mum. This was an incredibly brave and touching thing to do which I am sure the family will remember to this day.
Compassion and empathy, yet firm and controlled emotion is important to manage and survive an incident like this. Due to the number of personnel on scene, I decided to take a step back to allow the ambulance crew to manage the scene, whilst my other response colleague was tasked with completing the paperwork as he arrived on scene. 
The newly qualified paramedic I asked to make sure the ambulance saloon was warm with the blinds closed and the lights dimmed. I then liaised with the police sergeant on scene about the next stage. My initial input with regards to resuscitation efforts had been completed, my focus was now on allowing my team to manage the next stages and I would be there to support and provide a link between the ambulance, police, and hospital clinicians.
All paediatric deaths in the community are to be conveyed to the most appropriate ED with a paediatric department, this is to ensure that appropriate examinations and blood tests can be undertaken by a consultant paediatrician at the request of the coroner. The surroundings of a mortuary where we would take adult patients who have died in a public place is certainly not appropriate, as family could stay with their child, as part of the grieving process if they wished to. I made direct contact with the paediatric consultant via the ED emergency pre-alert phone to inform that we would be en-route with an estimated time of our arrival.
Police investigating officers (CID), a family liaison officer (FLO) and a duty operations manager (DOM) from the ambulance service will await our arrival at the ambulance bay outside the hospital too. This is formality, not for any criminal suggestion, but to ensure there is professional support on hand for the family and to ensure that due process is adhered to on behalf of the coroner.
I informed my colleagues of the plan, asked if they were all okay, and when mum was ready. I asked a police officer if bystanders could be moved a respectful distance away. Due to patient confidentiality and data protection, at no-time would those watching would have been told any information. As they were neighbours and friends of the family, it would not take long for them to realise that a sad incident had occurred, especially when the family walk to the ambulance with baby in arms.
My colleagues supported her to the ambulance, along with a police officer chaperone, the onlooking bystanders behaved impeccably, standing in total silence. In a slow-moving convoy out of respect for the family, we weaved our way through the rush hour traffic. I suggested to the paramedic driving the ambulance to proceed with caution with blue lights flashing with the occasional siren noise if necessary due to the heavy traffic.
On arrival at the ambulance bay, my DOM met with me and asked if I was okay. As this part of the hospital can be quite busy with activity, plans had been done to ensure a moment of quiet whist my team exited the rear of the ambulance. We were met and taken though to the paediatric cubicle in the resuscitation room. My colleague who was first on scene, agreed beforehand to provide the clinical handover to staff, with my ambulance colleagues carrying the baby with mum alongside. At this point the mum wasn’t comfortable carrying the baby and declined the offer.
My colleague asked me to check over the patient clinical record (PCR), which had been perfectly completed. Although PCRs are completed well, in these cases it is recommended to be triple checked, as a copy will be required to be sent to the coroner.
All in all, from the time of the call to the handover at hospital took three hours. Evidence has shown that undertaking hot debriefs (Twigg, 2020) immediately following an incident, especially a traumatising incident helps reduce the effects of Post-Traumatic Stress Syndrome (PTSD), enables those involved to rationalise and recover. It gives the opportunity to talk openly and ask any questions or raise concerns.
These hot debriefs should ideally last no more than five to ten minutes. Topics included would be for example, reflection and any thoughts for learning, what went well and anything that could have been done differently. It is also important to make sure that everyone is okay, mentally, and emotionally (Twigg, 2020).
The one thing that the team felt unanimously was the correct decision in not to perform resuscitation efforts. From a clinical point of view and a supportive point of view. A feeling of guilt is natural, and we ask ourselves, ‘what would have happened if we got there sooner?’ Or ‘if only I did this instead?’ The nursing staff all asked us how we were also, which was appreciated too. What gave my team comfort is that the outcome would have been the same regardless of an earlier response time as the baby had died some time ago, and our primary focus of care and our subsequent actions toward the mum and family was correct and proportionate.
As clinicians and human beings’ underneath, we did ourselves proud under challenging circumstances, the care and compassion showed to the family will no doubt be remembered by the family forever. The team appreciated my support also and thanked me for supporting them which made their experience a whole lot easier to process and being involved with making decisions also.
As my team involved were nearing the end of the shift, I requested to the CCC staff to make them unavailable under the traumatic incident stand down category, which would allow them to return to their base station together uninterrupted for a cup of tea, relax and unwind before their journey home with a rare on-time finish for them.
I however, in contrast still an another eight and a half hours left of my shift to complete. Part of my shift was in CCC to cover the major trauma desk until nine pm due to absence. This gave me the opportunity to chat to the team on the dispatch desk, whom I would have talked with on the radio, as they very rarely get an update of what happens at scene. They would have experienced some anxiety and stress, as they would be responsible for allocating the appropriate resources and response. With the discussions had, they would benefit from a debrief, which would also give them closure of the incident also. 
The shift in CCC was quiet, which allowed me to reflect over the incident, the decisions I had made. I felt reassured everything that could have been done, had been done. Also, another SP happened to call into CCC, which gave me the opportunity to chat to him also, which again was beneficial. After leaving, I attended several routine calls, meeting with other ambulance crews, just like any other shift. In contrast remained uneventful, also with a rare on-time finish.
Feelings
Although the outcome and the future for the family is a truly sad one, my feelings regarding the overall incident, the clinical management and the staff wellbeing is positive and really couldn’t have gone any better. I was proud to wear the uniform, to be a senior paramedic and to be there for the people of Wales. I was proud of my team who always held themselves together professionally, who displayed the correct amount of care, compassion, and empathy. As a team we worked well together along with our individual assigned roles, and I am grateful for their support in allowing me to fulfil my role too. There was zero conflict between any staff involved.
I have attended similar cases to this as a paramedic, and I felt a sense of achievement that I was able to manage a stressful situation with success after only being in the SP role for a short period of time. Post incident I felt some disappointment with the role I played as a senior clinician. On reflection I came to realise that this is a somewhat natural feeling being in a new role. It is about making split second decisions which can impact on a lot of other people. Being a private person, I keep a lot to myself, I do tend to play scenarios over in my head still knowing that I will come out at the end with the same answers. As a I have a private and unassuming character, I rarely show emotion. Putting on the WAST uniform, in a sense gives me a feeling invulnerability, I feel myself feeling emotional in private, a bit like turning a tap on to let some emotion out, which gives me that bit of space I need to carry on.
Evaluation
The incident could not have gone any better. Although the baby could not be saved, how we handled everything afterwards as soon as we realised that that part of the emergency was over went without a hitch. How this type of incident pans out can be quite unexpected as one never really knows how a family can react in the aftermath of such a tragedy. In a way, the team and I orchestrated events in such a way that the family just let themselves be guided by us, and they embraced that. What also was impressive, was that my team had not worked together before, as being newly qualified and new to the ambulance service. Apart from the guidance I showed my colleague early on, each team member showed unwavering commitment to their roles and what was required of them.
As some my colleagues had not experienced an incident like this before, I made sure that I supported them with my own skills, knowledge, and experience. By taking the lead, which was expected of me, as holding a more senior position, people look to you for guidance and decision making, even though paramedics make decisions daily, it is sometimes easier to look to someone else in extreme situations, especially if outside of their comfort zone.
Overall, I firmly believe that I demonstrated sound leadership, by means of delegating appropriate tasks to those who felt comfortable and confident. Nurturing and supporting those who I knew, and was aware of their lack of exposure, to take them through methodical steps without anxiety which in turn will prepare them mentally for any similar future incidents. All tasks were completed promptly and without panic, and there was no conflict in the decision-making process amongst us.
I was compassionate to my colleagues, with a blend of transitional and transformational leadership styles. Following the outcome and subsequent discussions with my team, I believe that the overall leadership of this incident was a success.
My leadership foundation is compassionate leadership, and the quality I demonstrated supports this foundation. By means of caring, supportive and being aware of everyone’s ability, followed up with post incident openness will allow my team to thrive going forward. By being aware of my teams’ capabilities and comfort zones, all parties felt comfortable in their roles, without being pushed too far.
Analysis
In a highly stressful incident like this one described, initially a quick assessment followed by stepwise approach tasks can quickly overwhelm staff cognitively which will subsequently affect decision making and panic could creep in. I was acutely aware that my team involved could become overwhelmed if I didn’t take appropriate steps in the decision-making process. Certainly, during the initial stages, we didn’t know what would greet us on arrival, which naturally increases our anxiety level. My decision to be calm and systematic especially with my first colleague kept everything into perspective and orderly, even to the point of him telling me when he had completed a task, it gave us that sense of teamwork, yet I was in overall charge. In a way without him realising as I kept him involved with decisions, rather than being demanding with continuous orders, which I have witnessed previously from colleagues.
A post team brief was successful with no issues raised; I offered a Trauma Risk Incident Management Referral (TRiM) referral to those involved as a matter of routine. It is a confidential service which is triggered following a traumatic incident, and it is a follow up call from a trained in-house counsellor to safety net staff if there are any future concerns. Also, their respective DOMs are notified also for their awareness.
As the incident evolved, I was able to take a step back and allow my team to naturally control the incident itself, this allowed them to be comfortable, and confident and express themselves with the family and the other emergency services on scene. This will allow them to be confident in their practice, after all, they are clinicians and own their decisions, and are all competent, and must be allowed to practice so, as autonomous clinicians.
Conclusion
This incident allowed me to be adaptive in my leadership style. Underpinned with compassionate leadership, I used a blend of situational and transformational leadership also. In reflection, I believe, I demonstrated a positive and sound delivery of these styles. There was a moment of authoritarian leadership at the beginning, but that quickly faded once the initial critical assessments had been done. It was purely done to ensure my colleague remained calm and composed, and soon blended into situational and transformational leadership style.
It is impossible to adopt one style of leadership as there was so many variables in place. Such as, decision making, cognitively overloaded colleagues, distressed family, distressed members of the public who aided the mum and police officers who have witnessed a deceased child. With my experience, and drive to become an SP, with the importance the role brings to the pre-hospital arena. By seeing the overall incident from a leader my bandwidth was maintained, with situational awareness ranging from the decisions to made, the decision not to attempt resuscitation and to move to comfort management for the mum and family, whist ensuring the baby was still at the centre of our care.
I was lucky that the female EMT was so willing to look after the baby from changing and dressing her to holding her for the mum. That was a part of the incident I knew I wouldn’t need to be concerned with, as it was achieved with care and professionalism throughout. All the team played their part, from supporting the family, their discussions with other clinicians, to a safe and smooth travel to the hospital.
I am dependable, caring and in my relationships - as with everything else, I have a strong sense of duty. My decision making is consistent, practical, and appropriate with unshakeable and well-though-out plans. My key strengths are that I maintain rules and procedures, practical in finding solutions. My management environment, theories and ideas have been tried and tested, meeting own goals rather than competition and provide a key role within a successful team.
These are some of my highlighted positives from my Insights Discovery Profile pages (The Insights Group Ltd, 2023, p7-19), which on reflection was evident in this case. The need for reassurance and potential conflict was not needed in this incident as this was highlighted as one of my weaknesses and doesn’t perform well with problems head on (The Insights Group Ltd, 2023, p7, p19). It bared no relevance therefore wasn’t an issue here.
The last part of my Insights Discovery Profile was classification for conscious and less conscious wheel position with my insights result, placing me as a supporting and observing position respectively (The Insights Group Ltd, 2023, p20) which was demonstrated in this reflection. With the aid of my discovery insight report, going forward I will be mindful of the suggestions made surrounding my strengths and weaknesses and continue to make positive strives as a senior paramedic.

Action Plan
This reflection has allowed me to delve into my leadership style, which has identified the multi-faceted levels of leadership styles required to manage an incident and team effectively. Within the pre-hospital setting, one cannot rely on one single leadership style.
To further develop my own development, I undertook a simple questionnaire based on the psychologists Kurt Lerwin’s leadership framework to support the insights discovery profile. It revealed that I would tend to lead to a democratic style of leadership, while actively involving team members in some decision-making processes, which bares similarity to the discovery wheel, 
Going forward with this supportive information, I aim to achieve development opportunities by way of a Personal Development Plan (PDP) (see appendix 1). As my job description and operating procedures are different to other SP’s where they have been allocated a team, my STP role involves supporting all ambulance clinicians who contact me via remote advice on the trauma desk. When operational, I will provide clinical leadership and support, the same as that of the other SP team. I am one of four STP’s, and we provide support across South, Mid and West Wales. It is important within my role to support my colleagues.
I have clinical hours which I will intend to use, to engage either face to face or virtually, on the importance, the use, and significant positive changes to the trauma network. Also, to share the positive outcomes to patients when they require ambulance clinicians care if they are involved in major trauma. I will also include workshops on management of trauma patients, skills stations with equipment, and airway management skills station which would support my other SP colleagues across the region. It is important for my road colleagues to know who I am, that I am a real person on the end of the phone. It will ultimately encourage staff to contact me (and my team) to prompt those no decision in isolation discussions.
In summary, I have reflected personally on a particular challenging incident which needed someone to lead, and I was lucky enough for it to be me. I say that as the outcome was a sad yet positive experience for my team, it is what we are here for after all. I am aware of my strengths and weaknesses, if feel confident that I am well experienced clinically, emotionally, and physically for my leadership role with the ambulance service. I can develop the trauma network, which is only just in its infancy, alongside the leadership of an evolving workforce young and old, especially those that are embarking on their career after graduating from university, they will need that SP leadership team, which had been previously missing.
The NHS is under continuous scrutiny, with higher than ever expectations and I can say with confidence that I look forward to the challenges that will bring in providing excellent patient care alongside my leadership performance.
This assignment has made me realise more than ever that although we are clinicians wearing a green uniform, we are all human. No-one comes into work to do harm. We all have personal issues which we bring to work, sometimes it is unavoidable. The pandemic has changed the way we treat and lead our lives and being a paramedic during the pandemic changed me as a person forever, some good, some bad, but ultimately my compassion to others is unconditional to all, and I will continue to be a compassionate leader.
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Appendix 1 – Authors Personal Development Plan

	Development Area
	Development Activity & Date to Complete
	Resources & Support Required
	Measures of Success
	Review Method & Review date

	Leadership:
Further Understanding & Reading
	PGCert Leadership in Emergency Services / 2024
	Attend Virtual Session Via Zoom / Group Activities / Written Assignments / Study Time / CPD Hours
	Successful Completion of Assignments By Deadline
Award of PGcert Certificate
	Feedback From Tutors
Completion of Course 2024

	Leadership:
Conflict Resolution / Management
	Consolidate Discovery Insights 2023/2024
	Open Discussion with My Peers / On-Line Study / Promote Reflective Practice / CPD Hours
	Increase Self Knowledge Alongside a Change in My Leadership Skills
	PADR
Feedback From Staff and Peers

	Leadership:
Challenging Conversations
	Challenging Conversations / 2024
	Self-Study / Online Resources Videos / Role Playing / CPD Hours
	Successful Completion of Set Tasks / Certificates
	Ongoing Assessment
Initial Date End 2024

	Team Engagement / Development
	Promote Trauma Desk Role / Benefit of Contact (Ongoing No End Date)
	Teams Meetings / Sort Location / Advertise Events on Intranet / Roadshows / Clinical 12
	Feedback To Trauma Desk on Positive / Negative Interactions with the Desk
	6 Month Project / Feedback / Similar to SP Rideout Feedback Form Review / End 2024

	Team Engagement / Development
	Airway Management Sessions / Drop In / For Staff Compliance & Competency
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