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Component 1
Introduction
Leadership and leaders are the enablers to organisational success. It manifests in diverse styles each with its strengths and limitations. This essay will critically evaluate motivation, followership and prominent leadership styles, dissecting their theoretical foundations and their practical applications within the NHS. My role as a Senior Paramedic within the ambulance service requires me to provide clinical leadership to staff, ensuring they are clinically safe, confident and competent in their practice. 
The leadership theories and styles I will discuss are transactional leadership, transformational leadership, servant leadership, compassionate leadership and situational leadership. I will consider how these leadership styles and theories could be used within my role and what barriers they may present, using some real examples from my practice.

Main Body
Gary Yukl (2006) defines leadership as “the process of influencing others to understand and agree about what needs to be done and how to do it, and the process of facilitating individual and collective efforts to accomplish shared objectives”. Peter Northouse (2010) defines leadership as “a process whereby an individual influences a group of individuals to achieve a common goal”. 
These definitions have a common theme. They discuss followers, influence and common goals, they don’t discuss authority. There is no focus in these definitions of hierarchy which is where leadership and management early practices believed was essential in completing tasks and improving productivity of a workforce.
Modern leadership practices explore how we can influence staff or ‘followers’, how we motivate people and how we engage them to meet organisational goals (Mullins, 1985). Studies started in the 1920’s where psychologist started focusing on the needs of the workers to improve productivity. Motivational theories then started to explore how staff are motivated and what role a leader play within these.  Therefore, it’s important to touch on motivational theories before leadership because as Keith Grint (2010) states ‘if the followers decide not to follow, everything else is irrelevant’.
The study of motivation is concerned with why people behave in certain ways (Mullins, 1985). In the context of a work environment, what is their driving force to perform or achieve organisational goals? Early thinking was always monetary, the better staff were paid, the better they performed (Smallman, 2015). Although, even though this is still seen as a motivator, modern theories have found broader concerns such as career development, work/life balance, and personal growth. In fact, this week in a conversation with a student Paramedic, she stated she could not wait to qualify so she can move higher. 
Hertzberg’s Two Factor Theory (1959) (Pendleton, 2012. Pp16) looks at Hygiene factors and Motivator factors to explore job satisfaction and therefore motivation. The hygiene factors are extrinsic that look at salary, job security and relationships with co-workers, where the intrinsic motivator factors explores achievement, recognition and the nature of the work. Hertzberg’s work showed that you need an element of the two but evaluated that people need enriched jobs to truly thrive.Figure 1: Maslow’s Hierarchy of Needs (McLoed, 2024)

Another popular theory is Maslow’s Hierarchy of Needs which was initially published in 1943 (Mullins, 1985). Maslow believed people were needy and always wanted more. By meeting their basic needs and building on a hierarchy you would get the optimum results out of workers. These needs are shown in Figure 1. Even though, these elements have different importance for different people it’s recognised if organisations have an understanding and strive to fulfil these needs, staff will be more motivated and productive.
Michael West an Organisational Psychologist has taken Maslow’s hierarchy of needs a little further in recent years and explored the core needs of health and social care staff at work (The Kings Fund, 2022). He looks at eight Key factors that are grouped into three core needs that if met can transform workers and in turn, the safety and quality of the care they provide. The ABC of these needs starts with Autonomy, the need to have control over ones working life. Secondly, Belonging, to feel valued, respected and supported. Aswell as, connected to others. Lastly, Contribution. The need to experience effectiveness and deliver valued outcomes. West is quite clear in his published articles that the enablers to delivering the core needs of staff are the leaders.
 
Leadership has been a topic of research and conversation for many years, exploring how leaders and leadership has changed over the years. Some as far back as Plato in 380BC, to how Hitler became a leader in WW2, up to modern day NHS which is where my interest in leadership sits (Grint, 2010). There are two leadership styles that can have overarching themes for many leadership concepts, some which can clearly be used in the context of the NHS and more specifically the Emergency Services.
Khanin (2007) discusses transactional and transformational leadership theories as the brainchild of Burns in 1978. These two theories outline some of the earlier ideas of leadership within the NHS. 
Transactional leadership is a leadership style that is based on an exchange process of reward and punishment to instigate motivation and followership. Initially discussed by Burns in 1978 but later critiqued by Bass in 1985 it’s been a talking point of whether this is a stand-alone leadership style or whether it is linked to transformational with a degree of both styles getting the best out of staff.
Transactional leadership adopts a hierarchical approach where the leaders give the orders or direction, and the staff follow or obey. It’s based on legitimate authority, where clarity of goals and objectives are given (Mullins, 2013). It appears to the self-interest of the followers. If I do X, I get Y. It focuses on achieving short term SMART goals and is very effective in identify non-complex issues early and uncomplicated to rectify (Miller 2022). For quality and safety this is an effective way of noting errors and addressing these early before.
Transactional leadership has a role within the NHS and emergency services. We have a long term plan but with short term goals throughout. In the emergency services, for patient safety sometimes direction is needed, there are polices and guidelines that must be adhered to and the leaders within the organisation are the ones that ‘police’ compliance. There is an element of reward or punishment as non-compliance brings the potential for discipline through a review process, capability policies and risk of dismissal. The reward element is much more difficult to foster within an organisation as big as the ambulance service or NHS as monetary reward is not an option, days off is not always possible. Plus, within my role as a frontline leader it is not within my power to reward these. Although, rewards can be fostered by good feedback on a job well done, a tap on the back or direct compliments from patient experiences and outcomes but this is difficult to quantify. 
When you explore transformational leadership, it takes a very different approach. It moves away from hierarchy or having a ‘boss’. Its main values sit within trust and respect for staff and equally for the leader. Lesley Hayes (Tedx Talks, 2015) looks at transformational leaders holding the ‘Why’, asking where are we and where do we want to go. The team or staff holds the ‘How’, asking how as a team do they achieve the goal. Simon Sinek (2019) discusses how leaders are responsible for the people who are responsible for the job. Leaders must transcend their own interest, don’t take credit for the wins but take responsibility for the failures. Be a positive role model and lead from the front, know your team and understand what their needs are, while supporting them grow.
Transformational leaders focus on the people as they are the ones that will get us to the end goal. A leadership style which has been adopted by the NHS and the ambulance service is Compassionate Leadership (HEIW, no date). This style of leadership is transformational in its approach. It focuses on how we can look after our staff, support them and nurture them. Staff who feel included, listened too and supported will look after patients through quality and safety which is a key vision for anyone working within health and social care. 
When we consider leadership within the NHS, compassionate leadership is the one that sits above all the rest. It forms its own umbrella as it subsumes collective and inclusive leadership (West, 2019). Exploring that if we are compassionate, we include everybody, we involve everybody, listen to everybody, and empathise and help everybody. 
Great teamwork is developed from compassionate, collective and inclusive leaders. Everyone has a voice, everyone is responsible for delivering great care. Compassionate leaders create conditions where there is a sense of support and community. This leads to innovation and great performance which is vital for health care teams (West, 2019). This is where the ABC of core needs discussed earlier really comes into play.
Health Education and Improvement Wales (HEIW, no date) discusses four compassionate behaviours to help and navigate leading in a compassionate way. Firstly, Attending. Paying attention to the ones we lead and listen with fascination. Understanding, taking time to truly listen to understand their challenges. Empathising by feeling the pressures and strains without being overwhelmed which leads onto helping or serving. This is where leaders can help staff to overcome obstacles and provide support and resources. 
Within my role as a Senior Paramedic (SP), one of the key tasks I try to conduct is a debrief process after a traumatic or high acuity incident with the ambulance crew. This requires giving time and the space to share the trauma they have seen, discuss what went well and if there are any learning points. Part of my role is responding to only high acuity patients, so I can empathise with the staff as I have and still do walk in their shoes. It is important that staff do not go home without a management plan. Is it simply to sleep, write a reflection or speak to our wellbeing services. You must approach this in a compassionate way and give the staff as much time as they need and really listen. 
A study conducted by Eaton-Williams and Williams (2023) looked at how frontline ambulance staff working throughout the COVID-19 pandemic felt in relation to preparedness and well-being. What the study concluded was that ambulance staff in crisis desired both inclusive and compassionate leadership. It added that leadership should aim to engage in honest dialogue and attentive listening.
Although, research has show that compassionate leadership comes at a price, particularly in the health and social care setting. Papadopoulos (et al,2020) looked at an international study where they reviewed managers leading with compassion and discovered three themes of barriers. Firstly, a barrier faced by managers while leading compassionately feared losing authority and being ‘seen as weak’, which can result in managers moving back to rule, task and results focus. There is also an element of the individual personality, do managers feel confident or have the skills and knowledge. The second theme looks at the system barriers. Lack of time was the most prevalent. Giving each member of the team time is time consuming, this can lead to stress and burnout. This is also echoed in the research found during the COVID-19 pandemic by Eaton-Williams (2020). Some have referred this to ‘compassion fatigue’. The third theme was staff related. Although, there was no clear evidence of this, it was the potential for staff to misuse this compassion, which leads to reduced mutual trust and respect.
When you consider compassionate leadership, there is an element of the leaders giving up recognition of achievements, staying behind to support staff and prioritising staff needs over their own. This form of leadership is Servant leadership. A leadership style coined by Robert Greenleaf in 1977 (Yukl and Gardener, 2020) There is limited research or mention of this within the NHS but for a leader to help build the respect, trust and safety of the staff this ‘extra mile’ needs to happen. 
Lussier (2016) discussed the attributes of effective servant leaders such as service to others, earning and keeping others trust, effective listening and helping others to discover their potential. As you can see, this overlaps quite considerably with the key attributes and behaviours of a compassionate leadership. It’s a value based, ethical leadership style that really focuses on the individuals.
Servant leaders must attend to the needs of their staff (or followers) and help them become wiser, healthier, and more willing to accept their responsibilities (Yukl and Gardener, 2020). By completely understanding your staff is how best to serve their needs and help them grow.
Within the health and social care setting, servant leadership has its barriers. Following the same themes as compassionate leadership, servant leadership is time-consuming. You really must know your staff, spend time listening and act. It also requires a complete culture change particularly in the emergency services when critical incidents don’t have time to build on these. 
Within my role as a SP, I can end a long twelve hour day but there is always a staff member who wants to run a query by you, whether that is ‘did they do the right thing’ or simply to access the store room for extra consumables and equipment. I will always stay and will always give staff the time of day. I will listen to their concerns or needs, and I will try to aid them in overcoming whatever is their concern. It takes time to build psychological safety to discuss concerns and keeping that trust and respect is something I plan to keep. The downfall for this, every day runs over by an hour, often conversations lead to a follow-ups adding to my workload, plus a disgruntled husband at home due to another delayed dinner or another bed time missed with the children. It is clear to see how burnout and stress is prevalent in frontline leaders, as we are at the forefront, dealing with everyone’s issues as well as our ever-growing workload.
As discussed, these transformational and value-based leadership styles take time. You have to spend time with staff, build trust and respect and reinforce the purpose of the organisation. Working in the ambulance service, time is not always on our side. The ground work of trust and respect may or may not have already been built but what happens in a crisis? What happens when we attend incidents of time critical life or limb scenarios? Researchers started exploring more than just leaders and followers traits, it looked at the readiness of followers in different situations. This became Situational leadership (adaptive or life-cycle theory).
This theory looks at the readiness of staff, their training and experience and how much support a leader needs to give, depending on the situation they are facing. Hersey and Blanchard in 1988 (cited in Goodson et al, 1989) looked at this new leadership approach with four leadership styles underpinned by two behaviours. Firstly, how much support and guidance does the leader have to give the followers. The extent at which the leaders tell the followers what to do and how to do it. Named as task/directive behaviour. Secondly, how much socioemotional support and recognition/reinforcement does the leaders provide, naming this as relationship behaviour. 
The leadership styles are categorised as S1-S4 as discussed by The Center of Leadership Studies (no date). S1 looks at telling or direct leadership style. The leaders in this uses high amounts of task behaviour. The leaders make decisions on the task and the follows do what they are told. It’s a short-term approach to get things moving and is beneficial for new unexperienced staff members. S2 is selling or coaching leadership style. This is both task and relationship behaviour as it still requires task direction from the leaders, but the followers have confidence and can have dialog.
S3 is participating which requires a relationship behaviour focus and less task focus. It’s used when staff or followers have sufficient knowledge to complete a task but may have some trepidation. S4 follows a delegating which requires a low level of both task and relationship behaviours. The follower is competent and motivated to deliver on the task at hand.
To help make this clearer, there was a recent Road Traffic Collison that I attended where situational leadership was used to help deliver the tasks where preservation of life and limb was the goal. I attended a high speed car crash in the early hours of the morning. My back up was a Newly Qualified Paramedic (NQP) fresh out of university. He had little experience with the high acuity, multiple patients that he was faced with. This was a time critical incident, so I quickly moved to a direct leadership approach (S1) where I gave simple tasks to complete holding closed loop communication. My second back up crew was a very experienced Paramedic where we together delegated the tasks (S4) between patients and scene management. Two different people, two very different approaches to addressing the needs of the patients we attended. 
Although, it is possible to misalign the actions and expectations. Misjudge the experience and readiness of staff, particularly in the emergency service where there are many staff that are unknown to me. Getting the wrong approach, could mean putting an unexperienced staff in a more stressful situation or disengaging an experienced member of staff by removing their autonomy.

Conclusion 
The NHS today is in crisis. It is a wicked problem with no clear solutions. Staff shortages, staff retention and morale are apart of the wider problem our health service faces. So how do we improve these? Michael West has discussed through his work with HEIW and the Kings Fund through various articles, podcasts and vodcasts that are leaders are our enablers. Compassionate leadership should be at the forefront of how we approach our staff. Collective and Inclusive leadership allows everyone to be a part of something, bringing diversity to our leadership styles. Servant leadership offers that valued based leadership where staff are heard and supported. 
Although, in the unique field of emergency medicine, I believe we need situational awareness. Awareness of the incident, the task and the staff. Situational leadership with an underpinning of compassionate leadership, in my opinion is how best to lead in my unique work environment.
There are barriers to all these leadership styles within the NHS but the benefits outweigh these. It’s part of my learning to navigate these leadership styles, I have made mistakes but most importantly, I have learnt from them.

Component 2
As I move into the second component of this assignment, we move into more of a reflective element. Reflecting and reviewing what leadership means to me as a clinical leader, a Paramedic and an individual. Using psychometric assessments, feedback from others and critically reflecting on my own interpersonal skills to really explore my own leadership style and behaviours. Through candid reflection I will explore my own learning and areas for development as I embark on a leadership career within the NHS. As a registered health and social care professional, the Health Care Professions Council (HCPC) requires us to practice reflection to recognize, reflect and resolve (HCPC, 2021). It is something that has been embedded within me from the beginning of my Paramedic training 15 years ago and something I actively still do today.
Reflective practice can have a huge impact on us as individuals, teams and as an organisation. It allows us to identify and appreciate positive experiences and allows us a constructive way to identify errors. As individuals we all learn in different ways and reflection allows individuals to learn through positive experiences or from situations they found challenging (HCPC, 2021).
Reflecting in the emergency services enables individuals to protect their mental health and provides a space to discuss best practice but to also learn how things could have gone better. The Nursing and Midwifery council (NMC, 2024) also prompt reflection for wellbeing and points to critical self-reflection to ensure safe practice and to learn from mistakes made. Similar to the HCPC, the NMC encourage their student nurses and midwives to reflect to become resilient, caring, reflective lifelong learners. As a leader within the NHS, these spaces and opportunities need to be supported and encouraged, so staff can become more confident, insightful and it can foster a psychologically safe culture. 
As a leader, reflecting is hugely important by understanding the value of self-reflection and actively incorporating it into their leadership practices. Leaders serve as role models for their teams by regularly engaging in reflection and using it to aid improvement (Evans, no date). An element I found hugely effective is through story telling. There is a huge wealth of evidence that has found story telling can be a powerful tool in stimulating change (Holmes, 2012). The showing of vulnerability from leaders, particularly in the emergency services, is one way to encourage an open culture of quality improvement. 
Within my role as an SP, I often story tell of my own mistakes or my own learning from reflection. The following two reflections I am going to discuss are ones I use regularly. There is so much I can draw from both reflections that can be used in several circumstances.
 
Although, before I review these reflections, it is important to point out that even though reflecting is a valuable tool to learn, it’s important to do this in a structured way. Holmes (2012) discusses that managers often don’t reflect because of uncertainty of where to focus attention, what questions to ask or lack of time. To overcome these barriers is where reflection models become beneficial. There are some downsides to using models as they imply following steps in a defined way, or models may not apply to all situations (University of Cambridge, no date). Reflective practice is a continuous, not a single process and you will see when I reflect on the incident below, I am still reflecting and learning on this one incident. 

Using a model can significantly enhance the quality and effectiveness of reflection. It can provide structure and focus helping people to systematically analyse their experiences (University of Hull, 2024). Gibb’s reflective cycle guides people through a series of steps and questions for a comprehensive reflection (Gibbs, 1988). Gibbs’ reflective cycle is the one I use most often as it provides me with a structure and prevents my reflection becoming vague. Although, Gibbs’ model is used often with success by healthcare professionals, Health Education England (no date) suggests Gibbs could offer a broader, more critical reflective approach. An analysis of a person’s values, assumptions and beliefs would provide a more in-depth personal view for quality development. 
From reviewing Gibbs reflective cycle it is easy to identify that this model explores the emotional response by reflecting on ‘feelings’, not just the actions taken. All models provide a structured way for learning and development, as you can identity patterns and use the learning from mistakes to apply insights to future experience. For example, Kolb’s Experiential Learning Cycle puts emphasis on our learning as a direct result of our experiences and reflections (Kolb, 1984), Gibbs stages encourages an action plan for our development from what we have learnt (University of Cambridge, no date).
As explained, reflective practice is a huge part of my professional practice, not only because it is a requirement of my registration with the HCPC but I am a reflector by nature. Alongside Gibbs reflective cycle, I also use Borton’s reflective model, later adapted by Driscoll (2007) for its simplicity of three questions and it’s focus on action from learning (Borton, 1970). It is a quick reflection that you can do during your working day.
At the beginning of my leadership journey, I was working as a Clinical Team Leader (CTL) and I attended an incident that did not go so well. I have reflected on this often and each time I have embarked on new learning, it has brought me back to this incident and shines a new light on it. I have chosen to use Gibbs Reflective Model for this because it helps to really analyse the different stages of this incident and my profound learning that has come from it. I will also be using my Insights report, to help evaluate my own strengths and weaknesses for better self-awareness. The relevant pages of this report can be found in Appendix 2. To protect the identity of the other member of staff, I have referred to them as Colleague X or just X.Picture 2: The University of Edinburgh, 2020


Description
I was first at scene to a multiple patient and vehicle Road Traffic Collison (RTC). As soon as I arrived, I co-located with the Police and Fire Response Service (FRS) and conducted an initial triage of the patients. I developed a plan of how many patients could be discharged at scene, how many could travel to the hospital in their own transport and how many required an ambulance for care and transport. I radioed into my control room, informing them of what resources I required.  
As emergency ambulances (EAs) started to arrive, I assigned ambulance crews to patients in order of need. During this period a more experienced CTL (Colleague X) arrived. X went straight to the Fire Service and Police, ignoring me. Colleague X developed their own plan and made no attempts to see what the original plan was that I had made.
The new plan that X came up with and started to action differed to my plan, which required more vehicles and bringing patients back to the scene that I had deemed safe to travel to hospital in their own transport. I approached X and explained what I had found and why I had made the decisions. X made it clear, in front of other colleagues and emergency services that my plan was not a good one.
This angered me and I spoke out of turn to other colleagues regarding the inappropriate way X was handling the scene. Unfortunately, I did not know that these other colleagues had a close personal relationship with X and informed her of my negative comments.
After the incident concluded, I was requested by X to meet at the nearest station to discuss the incident. I did not know at this time that my comments to other colleagues had been shared with X and the meeting back at station was to discuss this, not the incident. The discussion turning into a raised voice aggressive argument. Little was said on my part and X shouted a lot. X spoke about my poor clinical decision making, my lack of leadership and my unprofessional behaviour. During this encounter, I sat and refused to engage, remaining silent, until X had calmed down and started speaking to me as an adult. This infuriated X further and the discussion ended negatively without a conclusion, leading to emails sent to our senior managers.
After a short period of time, a discussion with senior clinical leader and some personal reflection, I sent an email to X explaining my decision making at the scene and what had led me to speak unprofessionally about them. I also apologised and our relationship has now improved, if not better, and we regularly refer to this incident as a learning point on both parts.
Feelings
I was newly into the role as a CTL and when I received the call I was nervous. As a Paramedic of 10 years, the clinical side to this incident wasn’t the daunting part. It was leading this incident as well as being first on scene. 
On arrival I was met with chaos. A main road through the Rhondda Valleys was blocked, a multitude of other emergency services present and people everywhere. They all wanted to speak to me. Initially I felt overwhelmed with what was expected of me, but quickly found some courage and demanded some order. I took lead and systematically I made my way through the chaos and formulated a plan that I believed utilised the limited resources that were available well. 
There was relief when my ambulance colleagues started arriving and even more when X arrived as I had always held her clinical knowledge and opinions high. When X arrived and moved around the scene, I felt ignored which very quickly turned to disbelief and then anger. I felt like she undermined the proper process of incident command but most importantly, me. The negative remark she made to me in front of others hurt. My insights report identifies my possible weaknesses are that I am readily hurt by other’ negative comments and actions which was very evident in this incident and I believe led to the following situation. X was criticising my clinical decision making and she done it in front of people that I had just built a professional relationship with.
I started to worry what others would think of me. I felt bruised, which is when I spoke out. My frustration came out to my colleagues where I expressed how X had taken over, undermined me and I believed that the decisions they were making were not in the best interests for everyone involved. 
I had seen a different side to X. Not as clinically excellent as I had first thought, not as calm under pressure and far from professional. When I was requested to return to a nearby station, I had planned to tell X how unprofessional they had been. How they didn’t follow incident management protocol but mainly for poor communication. I felt nervous but found strength to uphold my own clinical decision making and moral compass. 
When I arrived, it was clear X had something to say. My anger dissipated to confusion and fear as I realised my comments about X had been shared with them. X started shouting and aggressively pointing fingers towards me. I remained seated in silence, telling myself not to rise to X’s levels, to stay calm. I believed I would be the better person by doing this, to try and claw back some of the reputation I may have lost. I kept repeating to stop shouting and pointing fingers so we could have an adult conversation. Towards the end of this encounter, I felt proud of the way I had dealt with the confrontation. I had kept calm and it was X who should be ashamed. 
After the incident, I still felt anger towards the whole situation. The way I was undermined at scene and the way I was spoken to. One of my senior clinical leaders was back on station and I asked for his advice. I explained the situation to seek feedback on my clinical decision making and was elated when my clinical leader agreed with the decisions I had made. My Insights report highlights my needs are for an encouraging mentor with regular feedback and encouragement. This need I have for support and feedback, I had lost from X, which on reflection, is why I sort this from a more senior clinical leader. This clinical leader was the one to suggest an apology to help with the future team working. 
Looking back on this situation now. I still believe that I was right in the decisions I had made, and it still frustrates me that I was undermined in such a public way. Although, anytime I now have the urge to vent my frustrations, this incident and the learning from my Insights report helps me to hold it back (most of the time). I am glad that the apology I gave helped regrow and rebuild our working relationship.

Evaluation
When I review this incident, I view the experience overall as a negative one on my behalf. I did not manage my frustrations well and as a leader I should have been setting an example. I should have been able to find another way to communicate with X at the scene, been assertive enough that X would have understood my decision making instead of letting the frustration and anger build. 
On speaking with my clinical leader, the support and honest feedback he gave me helped me overcome the anger and frustration. We discussed if my decision making was as sound as I believed it was but also about the hurt I had caused. Due to his recommendation, the apology came and was accepted.
When I look back at the way I held myself in the confrontation back at station, I believed I managed it well.  It is highlighted in my Insights report that when I am interacting with others, I am acutely aware of what is and is not appropriate behaviour. I did not engage in the aggression or the shouting, which could have escalated the situation further and prevented the recovery of our relationship that has happened since. 
Although, this particular thought process has been squashed since studying communication theories.

Analysis
The initial element of the incident I believe went well due to my experience of 10 years front line and my ability to stay calm under pressure. I had just started my Post Graduate Diploma in Healthcare Leadership, so I was able to put the theory into practice, when liaising with other emergency services and commanding the scene from my arrival.
The things that did not go well was my inability to control my frustration and emotions. As discussed earlier, from reviewing my insights report it highlighted that I can be hurt by people ignoring me and likes to be appreciated for the service offered to others. My possible weaknesses discussed that I can be overly concerned with the opinions of others, readily hurt by others’ negative comments and can be seen as a ‘push-over’. 
My own morals and values have been challenged and it angered me. My Insights seems to have read the situation well. What failed in this incident was that I was unaware of this, triggering me to speak out unprofessionally to others. From reading around Human Factors in Paramedic practice as part of my current role it has highlighted that cognitive processes, situation awareness and decision making are inhibited by distractions and interruptions (Rutherford, 2022, pg120). Some of these factors or distractions are overloaded and stress which depicts the situation was in during the whole duration of the incident.
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Description automatically generated]Later in my career, I was developing a communication presentation to assist leaders with communication. This was when I first came across Transactional Analysis (TA). TA is a method used to analyse the process of communication with others, requiring us to be aware of how we think, feel and behave when interacting (Murray, 2023). It is recognised that the human personality has three ‘ego states’ – The Parent, Child and Adult. By recognising which ego state someone is communicating in allows us to intervene to improve communication. In a workplace environment an Adult to Adult state is deemed to be the best way to communicate as it is respectful and reduces conflict (Murray, 2023). Reviewing this theory alongside the confrontation back at station, revealed it did not go as well as I had originally thought. I believed I was the mature one, the adult, sitting there, refusing to listen, making demands. When in fact, I was being the child and X was being the Parent (see Picture 3). My communication had failed me throughout this incident, both from not understanding my weaknesses and selecting the wrong form of communication when the opportunity was there to try and fix it. If I had approached this communication as an Adult Ego state, we may have come to a resolution or at least an understanding.
Conclusion
No matter what leader you are, if you cannot communicate effectively, you are not going to get the followership (DuBose, no date). You will not gain the respect of staff and an incident will not run as smoothly. I had been unprofessional, acted out on my emotions and X was right to have angered by this. I displayed no emotional intelligence, as I did not understand or manage my emotions. I demonstrated no self-control, and this risked my trustworthiness with my colleagues, not use with X.
This incident has made me much more aware that I vent when I am frustrated. It has improved my emotional intelligence so I can take back control of my emotions. Giving me time to process whether venting is in anyone’s best interests. My Insights report has shone a light on my weaknesses and made me much more situationally aware. I now have a better understanding of what my triggers are or how my situation awareness can be effected has allowed me to step back and take a moment. Gary Rutherford (2022, pg111) discusses how asking a few questions can help. Some of these questions are, are other members of my team ‘on the same page’? Do we have a shared mental model? This reflection in action has improved my leadership highly, all because of this incident. 
This incident has helped me develop a personal development plan as there is clearly much learning and developing required for me to become an effective leader. Instead of completing an Action Plan under the stages of the Gibbs reflective model, I have incorporated this directly into a PDP that I have attached in Appendix 1.

Throughout my university learning and my leadership journey within WAST, there is another incident that I have in the past reflected on which highlights the positive growth I have embarked on to improve my leadership skills. There are several elements of the incident I am about to reflect on that I have used to show both positive and negative outcomes. I have used this incident to explore my communication, my leadership, my clinical skills and multi-agency engagement. For this purpose, I will be using this incident to reflect on my growth as a leader. I have referred to this incident earlier when I explored situational leadership. This incident I will discuss using Borton’s model of reflection.
What?
I attended a multiple patient RTC at 5am in February. I was unavailable at the time of receiving the call as I was restocking my drugs after previously attending a cardiac arrest. 
I made my way to the incident and was in regular contact with control. I was informed that it was a one car vehicle RTC on an A road with 3 patients. As I got closer, I was informed water was involved but there was no clear information on whether the patients were in the water or not. 
On arriving at the scene, it was carnage. Patient 1 was receiving CPR from the Fire Services, Patient 2 appeared unresponsive, face down near a stream coming off the mountain and Patient 3 was in the police car. After a quick triage, I gave a very quick update to control and started assisting the fire service with Patient 1.
The fire service on this incident were phenomenal. Their training in cardiopulmonary resuscitation (CPR) enabled me to deliver the best care for this patient. Although, due to the severity of the situation, the FRS need guidance. With my instructions and support the FRS delivered all the chest compressions and eventually took over breathing for the patient, allowing me to conduct other clinical interventions that is needed in a traumatic cardiac arrest.
During this resuscitation, a Duty Operations Manager (DOM) arrived. He liaised with me, and I asked if he could help manage the scene from a Command point of view and to review Patient 2 and Patient 3. This DOM was experienced in trauma management so together we prioritised the patients need and arranged getting resources to the scene. This involved a Senior Paramedic, EMRTS (Emergency Medical Retrieval and Transfer Service – provides prehospital critical care by a Consultant and Critical Care Practitioners) and 3 EAs.
The first vehicle that arrives was sent to treat Patient 2 and the second vehicles was a single manned vehicle with a Newly Qualified Paramedic (NQP) This was his first traumatic incident and to use the phrase was a rabbit in the headlights. He needed clear direct commands to complete tasks. 
Following the incident, I conducted a hot debrief with FRS and with some of the ambulance service staff. I then requested a cold debrief so we could have some closure and find any learning points. Debriefing after a clinical incident is a way to facilitate discussions of individual and teams’ performance, identifying excellence as well as errors (Gilmartin et al, 2020). A hot debrief is done immediately after the incident with a focus on ‘how are you?’ and a cold debrief often down weeks later with the aim to educate staff and improve patient safety (Silber-MacMahon, 2021).

So What?
Even though this was a horrendous incident, made worse by the freezing temperatures, the time of day and the fact I was 11 hours into an already mentally draining night shift, I believe this incident went well because of the leadership I provided. I was able to be situationally aware and as a leader was able to harness the individual abilities of the team to accomplish the objective at hand (Rutherford, 2022, pg131).
I believe I had learnt from varying leadership positions and my post graduate education. I had the opportunity to practice these through a few years and then had it all reinforced when I trained on the CHARU (Cymru High Acuity Response Unit) response car. My training for the Charu specialised in high acuity patients, human factors and providing clinical leadership through closed loop communication.
What worked well within this setting was adopting a situational leadership approach. I had to quickly determine which leadership style (S1-S4) would best suit the person and the situation or task. This was not an easy task when I knew few of the people that attended, the time of day and the environmental factors.
To review these in a little more detail. When I first arrived and started assisting the FRS, I knew they had good CPR training and would have most likely have had experience on delivering it. I knew their goal was to save life and assist me. I was able take a coaching style of leadership where they required direction but were able to follow with confidence.
When the DOM arrived, I quickly established that we had similar experiences and skill level so a delegating leadership style was taken. This worked well as we were able to complete multiple tasks with minimal checking in. Even though we did not know each other, we understood the aim which was to save life and we both knew how to achieve this.
The back up EAs that arrived were very late into their shift, they don’t attend as many high acuity incidents as me, but they have the skills. They have sufficient knowledge but may have trepidation, a participating, relationship focus leadership style (S3) was required here.
With the arrival of the NQP, as discussed earlier a direct leadership style was required. They lacked the experience and exposure, thus being direct was a perfect solution to getting things done.
At the end of the incident, situational leadership was no longer required. I need to be with the staff, I needed to listen to their concerns, assess what their needs were and help them overcome these. On reflecting, I had moved into compassionate leadership. I stayed on scene, passed my finish time, listening to the frustrations of the NQP at being unable to focus. I also passed on my thanks and positive feedback to the Fire service during their hot debrief as they really did make my job easier.

Now What
The feedback I received following this incident was second to none. I received 360 feedback from the staff directly regarding how well I ran the scene and helped them but also from senior managers who had heard of the incident. I am someone who thrives on feedback as discussed earlier, so this was a great confidence boost.
There were two things I took away from this incident. Firstly, there was one task that wasn’t completed because of a failure in communication. I identified that this was because closed loop communication was required in this scenario. The NQP who was assisting me, needed clear and direct communication but sometimes I did not deliver on this.
Secondly, is to look after myself. I spend so much time, checking in on my colleagues, remaining on scene, meaning I had worked a 15-hour shift. My insights reports highlight an area for development as ‘focusing on her own needs rather than those of others’. This is a development that I am focusing the most on and features in my PDP.

Conclusion
The overarching leadership style that the Welsh ambulance Service wants their leaders and managers to take is compassionate leadership. This leadership style is invaluable in supporting and enabling staff to thrive at work. Developing compassionate leadership is a cultural change where communication is key, ensuring staff are heard and necessary actions taken. In the emergency services, bringing compassion to direct leadership means urgent tasks are completed, but supporting the wellbeing of staff through critical and sometimes traumatic experiences is paramount.
What I have learnt through my leadership journey is that reflecting on past experiences allows you to learn and develop. Evaluating what has worked well and what could have gone better. Improving your own emotional intelligence to become more self-aware is not just about learning from clinical incidents but is just as important in leadership situations. This module of my post graduate certificate has allowed me to reflect deeper than ever before, by reviewing and assessing my core values through my insights report and applying this to past reflections. Shining a new light on why things worked well, but most importantly why they did not go so well. The key message I have learnt, is that we are always learning and developing in the NHS and I am still on this learning journey but now with a plan to move forward.
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Appendix 1
Personal Development Plan
Utilising a SMART plan – Specific, Measurable, Achievable, Realistic and Timely
	Specific
	Measurable
	Achievable
	Realistic
	Timely

	Become more aware of Human Factors, Situational Awareness and Decision Making
	Applying the theory to practice. 
Receiving 360 feedback from others.
	By reading Human Factors in Paramedic Practice by Gary Rutherford and applying that I learn
	Having a better understanding of human factors will make me a better leader. It will help me to understand the non-technical elements to paramedic practice.
	Within 1 year

	Self Awareness
To increase my self awareness to improve my emotional intelligence to better understand my emotions and behaviours and their impact on myself and others
	Keep a daily diary to record reflections and identify trends.

Seek feedback from others
	Fully reading my insights report, paying particular attention to my blind spots.

Spend 15 minutes each evening
	Better understanding myself and sharing this with my close team will allow me to make better decisions, improve my relationships and work better as a leader and a team member
	Become a routine.

	Improve Communication by enhancing my active listening, verbal communication techniques
	Attend communication workshop organised by WAST

Participate in online courses

Seek feedback from colleagues and managers 
	Allocated time every month to explore communication learning
	I have in the past failed in my communication so the new learning will help me to advance my career in leadership and learn lessons from the past
	3 Monthly review with managers for feedback


Within 1 year to complete online course

	Looking after myself
	Having a better work/life balance. Saying ‘no’ from time to time so I can get home on time
	Start with exercise and walking the dog, healthy meals and not taking work home.
	By focusing on self-care, I can reduce stress and increase my overall productivity and happiness
	From today!
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Key Strengths & Weaknesses
Possible Weaknesses

Jung said *wisdom accepts that all things have two sides”. It has also been said that a weakness
is simply an overused strength. Kaylee's responses to the Evaluator have suggested these areas
as possible weaknesses.

Kaylee's possible weaknesses:
« Overly concerned with the opinions of others.

« Fails to recognise the finer nuances.

* Unduly affected or influenced by others' opinions.

+ Can be impatient over relatively small issues.

+ May appear too smooth to some people.

« Seenas a “push-over’ by being easily manipulated.

« Puts too much effort into ensuring everyone's comfort.

* May take criticism of her work personally.

« Readily hurt by others' negative comments or actions.

+ Focusing on superficial analysis and failing to appreciate subtle underiying trends.

Personal Notes.




image7.png
Kaplee John. &) insights’

Management
Managing Kaylee

This section identifies some of the most important strategies in managing Kaylee. Some of these
needs can be met by Kaylee herself and some may be met by her colleagues or management.
Go through this list to identify the most important current needs, and use it to build a personal
management plan.

Kaylee needs:
«  Regular reinforcement of goals, activities and timeframes.
« Help in delegating tasks and recognising priorities.

+ More frequent evaluation and appraisal.

+ You toretain control of the process.

+ An understanding manager, who is mentor and coach, and who is consistent, patient and
calm.

+ A*walkabout manager whose presence is obvious.
+ Amanager who is patient, firm, fair and consistent.
« Regular feedback and genuine encouragement.

« Regular reminding of the business demands.

« Steady, firm, overall guidance.

Personal Notes.
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Interacting with Others

Placing a high value on her harmonious relationships, it is not surprising that people tur to
Kaylee for encouragement, nurture and support. She trusts her own insights into relationships
and their true meaning, regardless of accepted or alternative beliefs. Acutely aware of what is
and isn't appropriate behaviour, she is often seen as gracious, charming, personable and social.
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She is very accepting of others in her desire for happy relationships. Kaylee probably prefers.
more relaxed social interaction. Do not assume this to be an indication that she is not serious
about important issues.

Usually exciting for most of those involved, her activities do tend to leave some others exhausted
by the process. She may experience her emotions with unusual intensity when under pressure.
She s an effective, if unobtrusive leader, encouraging others to freely participate in her projects.
She is careful not to hurt colleagues feelings and will take peoples well-being into account
whenever possible. She is unprejudiced, open-minded and tolerant of everyone - including
herself.

Kaylee's feelings play a prominent role in her life and she manages to inject a friendly element
into any work she is assigned to or involved in. She may leamn to develop many differing aspects
of her personality in an effort to win others' approval. Shifting attention inward for long periods
may produce anxiety for her as she prefers to look outward towards others for her emotional
securiy. In trusting the evidence of what she senses, she does not attribute unseen motives to
others. She tends to take people and situations at face value. Kaylee is alert to other peoples’
‘emotions and interests and can deal well with complex or complicated people.
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