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From extreme to mundane? The changing face of paramedicine in the UK Ambulance
Service
Introduction

Although management and organisation studies (MOS) has paid little attention to the
occupation, there is an enormous literature on paramedics and paramedicine in other
disciplines. Unsurprisingly, most of this focuses on timely, successful and cost-effective prehospital care, “the technical and physical aspects of varying trauma management” (Williams,
2013a: 512). Still, a considerable number of studies do consider paramedics’ experience of
their occupation. On the whole these represent it as a form of ‘extreme work’ (Granter et al.,
2005) - physically and psychologically risky, perhaps traumatic; intensely effortful; fast-paced
and target driven; ethically demanding; based on problematic shift patterns; carrying an
unpredictable workload; and having a persistently low status amongst healthcare occupations.

In this chapter we begin by outlining this representation. We then discuss the significant
changes in UK paramedicine in more recent times. In particular, the last 15 years have seen a
marked movement away from a ‘scoop and run’ model, where critically ill or injured patients
are stabilised before a dramatic, lights and sirens race to an emergency department, to a ‘treat
and refer’ or ‘treat and discharge’ approach. In part, this reflects the increasing trend for 999
calls to the English ambulance service being made for or by people with mental health
problems, social care needs, minor injuries and/ or symptoms of chronic conditions, rather than
emergency cases. At the same time, demand for ambulances increases year on year – so much
so that volunteer first responders are now routinely used across the country.

To address these challenges, new paramedicine specialisms are emerging, including those
where incumbents deliver primary healthcare. The scope of the profession is also expanding
more generally to encompass community-based assessment, management and treatment of
patients. The most recent example at the time of writing is new legislation enabling paramedics
to independently prescribe medication for their patients (College of Paramedics, n.d.).
Moreover, the route into UK paramedicine has changed. Currently, the minimum entry
qualification is a higher education diploma, and the first diploma graduates are now entering
the profession. However, in March 2018, the Health and Care Professionals Council ratified a
recommendation from their Education and Training Committee to raise the threshold level of

qualification for entry as a paramedic to degree level. This will come into effect from 2021
(Health and Care Professionals Council, 2018).

After mapping these changes, we review preliminary findings as to the new demands they pose
for paramedics, and conclude by tracing some of the ways in which MOS researchers could
address significant gaps in the literature on this rapidly changing occupation. These build on
already-established MOS concepts such as workplace emotions, occupational stress and dirty
work. Research of this kind is important because of its implications for understanding how
changes to paramedic work may affect job satisfaction, retention and – of course - patient care.
Paramedicine as an ‘extreme’ occupation

As we have suggested, the overwhelming representation of paramedicine in the extant
literature is of an extreme form of work, with very high injury and fatality rates, as well as
excessive rates of medical retirement compared to other healthcare jobs. For example,
Bentley and Levine (2016) suggests levels of ill health and poor fitness rose significantly
amongst US paramedics between 1999 and 2008. One reason for this high occupational risk
is that paramedics may be working on patients with infectious diseases, with needles and
bodily fluids and in scenarios like natural disasters and terrorist attacks (eg, Corman, 2017;
Garus-Pakowska et al., 2017a, 2017b). Equally, paramedicine is physically demanding and
ergonomically problematic, involving a lot of lifting, stretching, twisting and bending, often
in cramped conditions like the back of a moving ambulance or in patients’ homes. Loading
and unloading patients into and from ambulances is often carried out solo in urgent situations
due to time pressures; and obese, non-cooperative or unconscious patients pose especial
challenges during stretcher transfer. As such musculoskeletal disorders are very common
amongst paramedics (eg, Fischer et al., 2017; Garus-Pakowska et al., 2017b; Prairie et al.,
2017). Equally patient transport is often undertaken at high speed, involving drivers who may
be tired from shift-work. Paramedics also frequently need to eschew seatbelts whilst
attending to patients in transit. And wearing seatbelts carries ergonomic risks because of the
need to physically compensate by tensing within the restraint when the ambulance decelerates
or accelerates (eg, Maguire and Smith, 2013; Arial et al., 2014).

Another risk factor in paramedicine is vicarious trauma - the work necessitates proximity to
life-threatening injuries, illnesses and death, sometimes on a mass scale and often with a

patient’s family or other bystanders watching triage and treatment efforts (eg, Brady, 2015;
Clompus and Albarran, 2016). Paramedics are also commonly the targets of violence from
patients and their families and bystanders – including intimidation, sexual harassment, verbal,
physical and sexual assault (eg, Corman, 2017; Maguire et al., 2018; van Erp et al., 2018).
Taylor et al. (2016: 156) suggest male paramedics especially may under-report such violence
for fear of appearing weak. This connects to claims around the masculinist occupational
culture of paramedicine, discussed later. They add that female paramedics can be seen as soft
targets; and that many of their US respondents see violence as part of the job, perhaps not
warranting an official report. And yet these respondents felt largely untrained for such risks.
Research by Boyle and McKenna (2016, 2017) amongst Australian paramedic students also
indexes violence experienced during placements, adding that these respondents often failed to
disclose this because they worried about the career repercussions.
Furthermore, paramedicine involves working on patient, bystander and one’s own emotions,
to ensure patients remain as calm as possible, receive excellent medical care and feel listened
to. As Ahl and Nyström (2012: 34) suggest, paramedics therefore need to be able to “deal
with patients’ vulnerability, anxiety and suffering”. Similarly, Ayub et al.’s (2017) study of
US paramedics identified challenges associated with “family-member presence and providing
information to the family during interventions” (page 233) when treating children. As for the
paramedic themselves, emotional processing can continue afterwards, especially following
distressing cases (eg, Wireklint Sundström and Dahlberg, 2012; Avraham et al., 2014).
Unlike staff in emergency departments, paramedics also typically work in small teams, and
lack the information, equipment or medication available in hospitals (eg, O’Hara et al., 2015;
Harenčárová, 2017). Relatedly, research identifies the ethical challenges involved in
decisions around resuscitating or giving oxygen to end of life patients (eg, Tataris et al.,
2017; Leibold, 2018; Waldrop et al., 2018); or working in rural areas, where the paramedic
may know the patient or their relatives so managing professional boundaries becomes
difficult (eg, Jervis-Tracey et al., 2016; Pyper and Paterson, 2016). Likewise, self-harming
patients present specific dilemmas of balancing their right to refuse treatment with “the
state’s interest in the preservation of life” (Rees et al., 2017: 65).

Further, paramedics are shift-workers who have to be constantly alert, responsive and flexible
because their workload is entirely unpredictable. They have to be “prepared for the unprepared”
(Wireklint Sundström and Dahlberg, 2012: 573), and of course the decisions they make – often

in conditions of significant uncertainty - can be a literal matter of life and death (Corman, 2017;
Harenčárová, 2017). Relatedly, fatigue is predictive of levels of depression, anxiety, stress,
burnout and post-traumatic stress disorder (PTSD) amongst paramedics. Early morning starts,
split shifts, nightshifts and quick turnovers between shift patterns are especially problematic in
this respect.

UK ambulance service performance targets and their potentially inimical effects have also been
discussed. One example is ‘Call Connect’, introduced in August 2008 to NHS ambulance trusts
in England and Wales. This required ambulance services to respond to 75% of life-threatening
‘category A’ calls in 8 minutes, and 95% of urgent ‘category B’ calls in 19 minutes. The clock
started when the call was routed to the ambulance despatch team. Perverse outcomes have been
reported as a result, like a paramedic suggesting “As an ambulance service if you get to a patient
in 8 minutes and if they die, you succeed; but if you get there in 9 minutes and the patient
survives, you fail” (quoted by Wankhade, (2012: 385 – original emphasis). Equally, sometimes
rapid response vehicles, driven by a single paramedic, were despatched and recorded as a
response, so the call lost its place in the queue. As such, Ann describes being alone with a
patient for 90 minutes waiting for an ambulance, when he was “completely grey, had no radial
pulse, [and I] couldn’t get a line in cos he was completely shut down” (quoted in Clompus and
Albarran, 2016: 4). More recently, the Ambulance Response Programme sets out revised
response times and targets, but these are actually tighter than those in Call Connect. Category
1, to patients with life-threatening illnesses or injuries, require a response within 7 minutes on
average; and category 2 calls to emergency cases within 18 minutes (Webber, 2017).

Time is a factor in another sense. Corman quotes Jake on the subject of medical assessment on
arrival at a scene: “We’re trying to play a chess match, [to think] 3, 5 moves ahead … [it’s]
contingency planning all the time. The what-ifs” (2017: 608 – original brackets and ellipsis).
And, if paramedics don’t have detailed or reliable information from despatchers, they need to
assess emergency patients especially extremely quickly to decide on a care pathway (eg,
Fjeldheim et al., 2014; O’Hara et al., 2015). The pressure of targets means there is less time to
spend with patients anyway, whether at the scene or handing over at the emergency department,
which UK targets suggest should be done within fifteen minutes (Clompus and Albarran,
2016). Simpson et al. (2017) report accounts from paramedics whereby delays in ‘off-loading’
at hospital affect transportation decisions, the severity of a patient’s condition notwithstanding.
Their respondents also talked about receiving ‘welfare checks’ from despatch when they were

nearing the performance indicator of 20 minutes at a scene, regardless of the patient’s medical
needs. They perceived these as ‘hurry ups’. Similarly, McCann et al. (2013) suggest their
paramedics were harried back out to answer calls immediately after handing patients over to
emergency department colleagues.

Additionally, the literature on paramedicine as an occupation discusses its persistently low
status, identifying a lack of respect from other healthcare professionals and patients alike, a
view that paramedics provide little more than a patient transportation service and their
perceived lack of influence at work (eg, Hansen et al., 2012; O’Hara et al., 2015). In the UK,
McCann et al. (2013) suggest that, despite ever-increasing clinical expectations,
paramedicine’s recognition as a profession in 2000, a legally protected title and the 2009
establishment of a professional association, “paramedics are still struggling to secure those
meaningful forms of status, occupational closure, and work autonomy associated with other
emerging professions” (page 751). As regards autonomy especially, their paramedics’ fear of
litigation or making errors, and/ or feeling unsupported by their managers, meant they often
self-limited their behaviour at work. For instance, one respondent discussed the records he
keeps of explanations for departing from standard protocol, such as a recent memo on oxygen
administration. These participants were also constantly under technological surveillance whilst
on the road, via radio connections to base and remote monitoring of the position of ambulances.

It is therefore unsurprising that several studies investigate the incidence of drug and alcohol
abuse, depression, anxiety, burnout, post-traumatic stress symptoms and full-blown PTSD
amongst paramedics (eg, Pilgrim et al., 2016; Luftman et al., 2017; Regehr and LeBlanc,
2017). An online survey, conducted by MIND as part of their Blue Light programme, saw
69% of UK ambulance service personnel reporting work-related mental ill-health. 39%
suggested they would be treated negatively at work should they disclose this (College of
Paramedics, 2016). Stanley et al. (2016: 26) observe that, vicarious trauma aside, the
occupational experiences of paramedics “may also lower [their] fear of death”, so they are
more likely to consider, attempt or succeed in suicide. Of course they also have access to
“highly lethal suicide means” (ibid.). The MIND survey found that 35% of respondents had
considered suicide because of occupational stress (College of Paramedics, 2016). In contrast,
Brady (2015: 32) suggests being “constantly reminded of death, dying, human fragility and
their own mortality” makes paramedics more prone to death anxiety than those in other

caring jobs. He claims students in particular may feel unable to reveal death anxiety to
colleagues for fear of appearing weak.
Other work examines factors said to affect paramedics’ vulnerability to mental ill-health,
such as gender; educational level; length of service; level of resilience; confidence in coping
with stressful situations; social and organisational support; sense of occupational purpose;
being involved in mass casualty events; and surviving childhood abuse (eg, Michael et al.,
2016; Rybojad et al., 2016; Stanley et al., 2016). Coping strategies of varying effectiveness
are also discussed, including debriefings; venting negative emotions; peer or management
support; counselling; disassociation, detachment, denial and compartmentalisation; telling
war stories; black humour and banter; and unburdening to family and friends (eg, Boyle,
2005; Charman, 2013, 2014; Ogińska-Bulik and Kobylarczyk, 2015; Tangherlini, 2000).
Equally, there are claims around the ‘tough guy’ or ‘John Wayne’ culture in paramedicine,
despite it being a caring profession. This is said to create challenges for paramedics because
of the emphasis on emotional control during calls and ‘back-stage’ (eg, Williams, 2012,
2013a, 2013b; Avraham et al., 2014; Stanley et al., 2016). Boyle’s (2005) study of Australian
paramedics suggests this culture may mean those who express distress or ‘inappropriate’
emotions to colleagues are ostracised or harassed. She underlines the tensions here: “As part
of their duties as “caring” paramedics, the […] on-road staff are expected to perform as
emotionally complex individuals while simultaneously adhering to a strict hegemonically
masculinist code of conduct” (page 49). There is other evidence of a poor employment
culture in paramedicine, including bullying, intimidation and sexual harassment of female
paramedics by their colleagues (Bigham et al., 2014).

Altogether, paramedics emerge from this occupational research as quantitatively and
qualitatively overloaded. As well as the personal costs of physical and psychological ill-health,
the literature emphasises employer costs around sick days, early retirement and labour turnover
plus the negative effects on performance and patient outcomes. A reader of the preceding pages
might therefore think incumbents in this profession are in terrible distress. However, as this
chapter will go on to show, UK paramedicine is changing fairly radically, and in many ways is
becoming increasingly advanced as its professionalisation project expands. The portrayal of
ambulance services as sites of extreme work is – in many important ways – less and less
accurate.

Paramedicine as a changing occupation

From secondary to primary care

One very commonly cited statistic from the Department of Health’s (2005: 8) Taking
Healthcare to the Patient review of the ambulance service is that only 10% of 999 calls involve
life-threatening cases. The review asserts that:
“Many patients have an urgent primary (or social) care need. This includes large
numbers of older people who have fallen in their homes (around 10% of incidents
attended), some with no injury; patients with social care needs and mental health
problems; and patients with a sub-acute onset of symptoms associated with a long-term
condition such as diabetes, heart failure and chronic obstructive pulmonary disease
(around a further 10% of incidents attended)”.

Indeed in England during 2013-2014, something like a third of 999 calls to the ambulance
service saw the patient being assessed and treated where necessary at the scene, with no transfer
elsewhere in the NHS resulting (Quigg et al., 2017: 365). The Department of Health review
also suggests demand on the British ambulance service is rising by 6-7% annually due to our
ageing population; public confusion over alternatives to calling 999, like NHS 111 and urgent
care centres; reduced out of hours provision by GPs; and under-recruitment of GPs and fewer
healthcare workers per se (eg, Andrews and Wankhade, 2014; Evans et al., 2014; O’Hara et
al., 2015).
Indeed, as Armstrong et al. (2012: 64) suggest, “Some patients who are marginalized by ill
health and/ or financial burdens use the ambulance service instead of their general
practitioner”. These groups are often referred to in the literature as ‘superusers’. Scott et al.
(2014) undertook a systematic review of literature focusing on superusers. Common themes
were that they have not suffered any trauma but instead call an ambulance because of an
existing medical problem. Scott et al. remark that it is nonetheless important not to demonise
superusers because they actually have complex health and social care needs. Ford-Jones and
Chaufan (2017) agree, emphasising the need to scrutinise claims that the increasing number
of ‘mental health calls’ represent an abuse or misuse of emergency healthcare provision.

Otherwise, we fail to acknowledge that what look like mental health problems might actually
be “reasonable responses to increasing social exclusion, as the neoliberal state retreats from
providing more basic social services toward promoting expanding opportunities for capital
accumulation” (page 3 – original emphasis).

Specialisation in paramedicine

In order to address these demands on the ambulance service and improve patient care, new
specialisms in paramedicine are developing, such as critical care paramedics, advanced care
paramedics, intensive care paramedics, emergency care practitioners, community paramedics
and extended care paramedics. These specialists are trained to a higher level or in a wider skill
set. In the UK, they work in GPs’ surgeries, nursing homes, emergency departments, minor
injury units, urgent care centres and walk-in clinics as well as pre-hospital emergency care (eg,
Evans et al., 2014; O’Hara et al., 2015; Simpson et al., 2017; Bennett et al., 2018). Critical,
advanced or intensive care paramedics are trained in procedures like fracture or joint reduction,
surgical airways, ultrasounds, central venous access, thoracotomies and thoracostomies. The
intention is to reduce preventable pre-hospital mortalities and ease the burden on other
healthcare services. The community-based roles – emergency care practitioners, community
paramedics and extended care paramedics – fill gaps in primary care provision, identify and
treat low acuity patients, provide preventative care like cervical smear tests and health
promotion, look after patients with mental health problems or drug impairment and provide onsite medical care for those in residential homes. They are said to be especially useful in rural
areas with little access to out of hours primary or emergency care, where no other primary
medical care exists locally and where higher levels of smoking, obesity, substance abuse and
serious injury are likely (eg,; Mulholland et al., 2014; Choi et al., 2016; O’Meara et al., 2016).
Overall these specialisms move paramedicine from the ‘scoop and run’ approach of
stabilising critically ill or injured patients and transporting them to definitive care towards
providing more ‘wrap around’ healthcare in situ. Indeed the occupation’s scope of practice is
widening across the board, so generalist paramedicine increasingly involves communitybased assessment, treatment and management per se, without further referral where possible
(eg, Heath and Wankhade, 2014; Wankhade and Brinkman, 2014; O’Hara et al., 2015).
However, as observed by management and organisaional scholars in research on many
workplace settings undergoing change, these changes are also creating unexpected outcomes

and knock-on effects. As paramedics are increasingly drawn into unplanned primary care in
particular, many report concerns that their critical care skills are deteriorating. This last
observation leads us to the new landscape of paramedic experience.

Changing demands in paramedicine

With the shift to more primary care provision especially, there are some intriguing if underdeveloped findings about paramedicine which describe the challenges this creates. In a
development not dissimilar from those explored in policing by Bacon and by Charman in the
present volume, Campbell and Rasmussen (2012) suggest their Canadian paramedics did not
want to deal with patients’ psychosocial issues, and expressed concern that their duties had
expanded to include “a lot of social work, counselling”, as one put it (pages 93-94). Examples
included patients with addictions or mental health problems and vulnerable elderly people.
These respondents felt the skill sets required for paramedicine and for social work were too
divergent “to be done well simultaneously” (page 94). Equally, Prener and Lincoln (2015: 613
– original ellipsis) cite Mannon’s observation that “bringing into the healthcare system those
who otherwise would not get there, giving care and attention to the neglected and forgotten …
the counterpart of the social worker in the field of health care seems to be the urban EMT1 and
paramedic”.
Similarly, McCann et al.’s (2013) UK ethnography found that paramedics are now being called
more frequently to patients who are drunk or high on drugs, and that the level and intensity of
the abuse to which they are subject have risen as a result. These paramedics said they are often
“left to sweep up” in particular cases because they might be the only emergency service
available (page 767). Also in the UK, Clompus and Albarran (2016: 4) discuss their
paramedics’ reactions to non-emergency calls to patients with mental health issues, social
needs or substance use problems. Carol remarked:
“I still have to go on blue lights to a fall … someone on the floor who is not usually
hurt … there’s a great gap in the system where nobody picks up [these] people … So
they send an ambulance … I get really angry thinking “why are you wasting all our
time?”” (original ellipses, emphasis and brackets).
1

Emergency medical technician.

Ann, relatedly, talks about losing her compassion when she is called out to patients who are
drunk and won’t cooperate. Taylor et al.’s (2016: 157) US paramedic and EMT respondents
made similar comments, referring to being treated as a taxi to hospital for non-emergent cases,
and even being called out to help somebody to reach a remote control. They say there are no
repercussions for callers who abuse the system, and that these people don’t seem to realise that
emergency medical staff have to respond to all 911 calls in the same way – ie, driving at full
speed, with lights and sirens. As we have discussed, transport of this kind is risky in and of
itself. Similarly, Boyle (2005) says most of the calls her paramedics dealt with were non-urgent,
especially during the day and the early part of night shifts. These required high levels of
emotional labour, especially surface acting – like maintaining a neutral expression to entice
intoxicated patients into the ambulance. Like the respondents in Clompus and Albarran’s study,
Boyle’s paramedics expressed discomfort about dealing with non-urgent cases, describing
elderly patients as ‘humpers’ or ‘geries’ (2005: 53) or likening the work involved to taxi
driving, as did Taylor et al.’s participants.

On the other hand, Corman (2017) discusses how some calls may necessitate persuading a
patient that they do need to be transported to the emergency department. Julie talked about:
“a fellow who’s having a heart attack and he refused to go, and my way to convince
him was I said, ‘Well I’ll just stand here and wait for you to die then. And then when
you die (pause) I’ll have all the consent I need. And I will zap you back to life and
then I’ll take you to hospital.’ … I had to be the biggest bitch to get him to go to the
hospital with me” (page 618 – original brackets and ellipsis).

Strategies for this, Corman adds, vary, so at other times being very charming is more
appropriate. The situation is complicated by the fact that these Canadian paramedics have
limited discretion to leave patients at home/ on scene, seemingly regardless of the severity of
their condition. Nonetheless, again they differentiate between ‘good’ or ‘holy hairy’ and ‘shit’
or ‘bogus’ calls which might involve a spot that has burst or trapped wind (Corman, 2017,
2018). Jake also remarked that he much preferred night shifts because “you don’t get the BS
that you get during the day” (2017: 619), like answering calls for nursing home patients.

In a much earlier study, this time from the US, Palmer (1983) calls his paramedic respondents
‘trauma junkies’ because “calls involving multiple casualties, physical trauma and fast-paced
action were deemed to be the “real work” of emergency medical services personnel. Calls
evoking less sophistication of response behaviour are devalued” (page 162). Palmer talks of
the ‘high’ that ‘real work’ produced because it allowed the paramedics to use their most
advanced skills and preserved their occupational self-image. Donnelly et al. (2015) agree that
emergency medical services personnel tend to be thrill seekers. They quote one EMT as saying
“There’s nothing cooler in this world than a Ford F350 Ambulance driving code three2 … the
wrong way down a two way street as people look at you in awe is really cool” (Brian, page 216
– original ellipsis). Klee and Renner (2012) also suggest paramedics may have a ‘rescue
personality’, including a predilection for risk taking. On the other hand, Palmer cites
respondents discussing ‘pukes’, where calls involve a patient who may literally be vomiting
but equally could be exaggerating the severity of their symptoms. He quotes Metz to the effect
that these calls are seen as “nonessential calls, abuse calls, nothing calls, nonemergency calls,
and nuisance calls” (page 167). Like Boyle and Clompus and Albarran, Palmer suggests
paramedics resent such calls and may even become hostile, handling patients roughly or
assessing them carelessly. In such conditions, paramedics’ storytelling and griping about an
undeserving public, pointless callouts and illogical, risk-averse call prioritising sounds very
similar to what is shown in dozens of studies of ‘police culture’ (see Charman, this volume).

However, the only studies we located which foreground these issues are the aforementioned
work by Prener and Lincoln (2015) and research on Australian paramedics by Simpson et al.
(2017). Prener and Lincoln’s US paramedics and EMTs saw many patients with mental health
problems. These participants report that patients often smelled bad due to alcohol consumption
or incontinence, say, as well as having to keep their guard up lest patients became combative.
They also questioned whether cases involving patients with psychiatric issues represented
actual emergencies. One respondent suggested “If a homeless alcoholic is found – there’s
nothing really wrong with him. I do not know who’s supposed to take care of that guy, but
definitely not us” (page 616). As Prener and Lincoln point out - echoing others – where patients
are labelled as misusing or outright abusing the system this may affect the treatment they
receive. Some respondents said they were less compassionate with these patients. They were
also aware, however, that onlookers could react badly to this, with one commenting:
2

The US term for driving with lights and sirens.

“When I walk up to that guy and go “hey, get in” . . . [bystanders] don’t know that
that’s probably the second time I’ve taken him today and the last time I took him he
shit all over himself and the stretcher, so it’s not good for anybody. It doesn’t put a
good image forward for EMS, and we’re not actually helping [the patient]” (page 617
– original ellipsis and brackets).

Respondents also said attending to these patients meant ambulances were sometimes not
available for real emergencies, and – like Taylor et al.’s participants – felt responding to
‘psych’ calls reinforced that it is acceptable to call 911 in these instances.

Turning to Simpson et al. (2017), despite acknowledging that Australian paramedicine
increasingly involves attending non-emergent patients, their respondents still regarded ‘high
acuity’, ‘good’ or ‘sexy’ calls as ‘legitimate’ work. One commented:
“generally as ambulance practitioners, we like the blood and guts and gore and the glory
jobs and the front page of the paper jobs and … the routine stuff where picking people
off the floor can be a little bit – it’s not glamorous, it’s not fun, there’s no adrenalin
rush involved in it” (page 5).
These calls are described as ‘frustrating’, ‘annoying’ and ‘routine’, and – once more - as
possibly taking staff away from ‘real work’ (page 8). The wider point Simpson et al. make,
echoing Prener and Lincoln, is that these perceptions of what real paramedicine is explain
whether a specific call is deemed to be legitimate. This then informs how staff approach each
case. On the other hand, some participants reported a felt need to ‘cover their arses’ by taking
all patients to hospital so they would not be “hung out to dry” – the “you call, we haul”
approach (page 9). Granter et al. (2018) discuss the complexities of the ambulance responder
role in terms of the ‘edgework’ involved in navigating between the desire for interesting,
worthwhile, high acuity patient episodes on one side and the need for an easier, less
demanding shift on the other.
Like the overwhelming majority of ‘police culture’ studies, much of the above literature
portrays ambulance work as retaining much of its traditional blue-collar, work culture. But
that culture is changing fast. The recent introduction of a higher education degree route into

paramedicine is now producing its first graduates. Kennedy et al. (2015), noting the paucity of
research on students transitioning into the profession, emphasise the lack of attention during
degree programmes to the emotional impact of this occupation (also see Williams, 2012, 2013a,
2013b). They observe a generalised anxiety about the job’s demands in interviews with new
Australian graduates, also noting their desire to ‘fit in’. Many feel a sense of separation from
their older, more experienced colleagues, who - they think - expect graduates to enter fully
equipped for everything paramedicine can throw at them. Simpson et al.’s (2017: 6)
participants also talked of lacking education in managing older fallers, and educators in the
sample confirmed this. As such a belief that these cases were not ‘real work’ was reinforced
by this gap in their training, which carried over into inattention to a recent protocol introduced
to support decision making during such calls.

Ross et al. (2016: 2) suggest media representations of paramedicine are influential in
perpetuating the stereotype of “lights, sirens, and dramatic resuscitations”. Their study of
Australian paramedic students concludes that these participants chose their degree based on
wanting to help people, but also having an exciting career and saving lives. Again this points
to a potential gap between what entrants expect and the realities of the occupation. And
O’Meara et al. (2016: 7 – original ellipsis) quote a Canadian paramedic educator in Ontario as
follows:
“A lot of people who come into my program are looking for the lights and sirens and
trauma and excitement, and when we start talking about something with a slower pace
in community paramedicine, then we take them back … a lot of students sort of walk
in the door going, I want to drive fast, lights and sirens and car crashes and all that
good stuff, and when you say, well in actual fact that’s about five percent of your
career, 95 percent of your career looks much more like community paramedicine.”

Having now established what seems to be the new face of contemporary paramedicine, in the
UK and elsewhere, we now discuss how MOS scholars can contribute to what is as yet an
understudied set of occupational demands.

Discussion

Johnston and Acker (2016: 3) suggest stereotypes of the paramedic include trauma junkies,
rescue personalities, silent heroes and lifesavers, yet also index “the shift towards low acuity
patient pathways and primary care interventions”. They remark that, as the profession
changes, there is a real need to question these images in terms of the professional identities of
contemporary paramedics. It is precisely this kind of research which MOS scholars are wellequipped to undertake. We now identify some key directions in this regard.

Emotions

The literature on emotions and organisations is now paying more concerted attention to
boredom as an emotion with workplace implications. Skowronski (2012), for example,
identifies consequences of workplace boredom, including alcohol abuse, lower job
satisfaction, absenteeism, reduced performance and counterproductive behaviours. He
develops a theoretical framework to research coping strategies, focused on how workers look
to raise their levels of stimulation. It rests on classifying boredom as a stressor. These coping
strategies, Skowronski suggests, may have positive and negative effects on organisations, and
he singles out worker autonomy as a potentially important mediator.

Van Hooff and van Hooft (2014) also develop a theoretical framework of the consequences
of workplace boredom, differentiating between bored behaviour as a response and the
consequences of boredom (including depression and counterproductive behaviours). For
them, bored behaviour is unlikely to ameliorate boredom. Something which they think will
have this effect, however, is ‘job crafting’ - the ability to change the boring characteristics of
one’s work, which has clear parallels with autonomy. Similarly, Mael and Jex (2015) develop
a model for assessing both antecedents and consequences of boredom at work. Their starting
point is that boredom “has been called a socially devalued emotion, one considered trivial by
others …. [which] is also likely to elicit little managerial sympathy and may be blamed on the
employee himself or herself” (page 132). But they suggest it nonetheless generates
‘maladaptive’ responses including job dissatisfaction, accidents and counterproductive work
behaviours. Mael and Jex provide a multi-faceted definition of boredom, distinguishing
between ‘episodic’ and ‘chronic’ boredom, for example, as well as ‘situational’ (specific to
certain job stimuli, say) and ‘global’ (much more pervasive in an individual’s life) boredom.

Our first observation is that these psychologistic models of workplace boredom are ripe for
application to paramedicine, for example to assess whether they can be used to analyse
aspects of its shift towards more primary and social care. Skowronski’s (2012) claim that
some jobs allow much less leeway for interest enhancement seems germane here, as this
seems to be increasingly true of paramedicine. Van Hooff and van Hooft’s (2014) suggestion
that job crafting comprises a positive way to ameliorate workplace boredom is unlikely, on
the other hand, to be relevant because paramedics have no discretion in deciding which calls
they answer. Mael and Jex (2015) imply that episodic boredom - which might well be
experienced in response to non-emergent calls in paramedicine, and which they say
characterises police work - is probably less harmful. However, expectations play a significant
role here, so workers may “experience considerable boredom when jobs do not always live
up to expectations” (page 145). The nascent literature on how paramedics experience nonemergent calls and some of the material on paramedic education suggest these were not the
sorts of cases they hoped for or expected. Equally, Simpson et al. (2017: 7) identify the
possibility of “getting “burnt out” on low acuity work”. They also point out that assuming
such calls are routine is risky for the patient because it could well produce “a cursory
examination, poor information gathering, and sub-optimal clinical decisions”.

The second observation is that more sociologically informed studies of emotions and
organisations have had little or nothing to say about workplace boredom (for a notable
exception, see Phillips (2016) on boredom in the police service). Some work has been done
on emotional labour and associated concepts in paramedicine (eg, Williams, 2012, 2013a,
2013b), but this largely understands the occupation as extreme. We see an interesting
opportunity here to explore emotional labour and emotion work in more depth as they relate
to non-emergent cases.

Occupational stress

In their systematic review of research testing the Job Demand-Control model, Häusser et al.
(2010) establish that the additive effects of job demands and job control predict both job
satisfaction and emotional exhaustion. Job demands include time pressure, quantitative or
qualitative overload, role conflicts and physical and emotional demands. Job control (which
roughly overlaps with autonomy) encompasses someone’s ability to use particular skills at

work, but also decision authority - “the extent to which a person is autonomous in taskrelated decisions, such as timing and method control” (page 3). The model proposes that high
demand, low control occupations will produce higher levels of stress and lower well-being,
and vice versa. Paramedicine is particularly interesting in this regard because it can combine
qualitatively high workload – tasks which are difficult in themselves – with episodes of
quantitatively high workload, on busy shifts. But it also requires its incumbents to manage the
transition from dealing with a trauma case, say, to one where an elderly person has fallen, as
well as coping with stop-start work flow. As such paramedicine appears to generate very
variable emotional, not to say physical, demands, often within one shift, as our discussion of
boredom also indicates.

More than this, however, paramedics continue to have some opportunity to use the skills they
were trained in – ie, treating emergent patients - but this is not the case across the board. They
also report dealing with cases for which they feel significantly under-prepared, like Prener
and Lincoln’s (2015) ‘psych’ calls. Equally, they have almost no decision authority when it
comes to timing - in particular how quickly they have to answer a call, although they often
retain discretion (sometimes considerable levels of discretion) over how long they spend on
scene or the duration of patient handover. The complexities of the Job Control-Demand
model as it applies to paramedicine therefore warrant further investigation.

Another interesting concept in the occupational stress literature is what Semmer et al. (2016)
describe as illegitimate tasks, which “do not conform to what can appropriately be expected
from someone in terms of his or her role” (page 33). They suggest illegitimate tasks have
received little attention in this discipline, and report the results from their empirical
investigations of this phenomenon. Semmer et al. are careful to point out that tasks become
illegitimate when employees feel they should not be doing them. They also differentiate
between tasks which are categorised as unreasonable – seen to lie outside the worker’s
occupational ambit, expertise, authority or experience – and tasks which are categorised as
unnecessary, perhaps because of organisational inefficiencies. One central point is that
“illegitimate tasks affect one’s professional identity, and thus, the self, because role
expectancies are violated” (page 49). These findings suggest illegitimate tasks are predictive
of levels of employee well-being and strain at work. Again this concept offers an interesting
avenue for occupational stress researchers to study paramedicine. Some studies suggest
paramedics regard certain cases as illegitimate tasks, ‘pukes’, ‘humpers’, ‘geries’, ‘bogus’

and ‘psych’ calls amongst them. In other words, these are unreasonable. This perspective also
connects to the literature modelling workplace boredom but takes a slightly different
(although still psychologistic) approach.

Dirty work
In Ashforth and Kreiner’s (1999) influential development of Hughes’ (1958, 1962) original
formulation of dirty work, dirt derives from three socially constructed forms of ‘taint’:
physical, where work is deemed dirty in itself or carried out in dangerous or unsanitary
conditions; social, where workers interact with stigmatised groups, or undertake menial or
servile tasks; and moral, rendering the work morally repugnant or focusing on the dubious
means needed to carry it out. The dirty work literature has been instructive across a broad
range of occupations, including studies on professions in the same ballpark as paramedicine,
such as policing, nursing and social care.

However, what is intriguing about paramedicine for dirty work researchers is the changing
nature of the profession allied with what might be seen as its dirty qualities. Emergent cases
could be deemed physically dirty of course, because they involve dealing with bodily fluids
and excretions, blood especially. Paramedics can also work in very risky situations and are
vulnerable to violence. But there is also the dirt which may attach to the bulk of their
workload, the cases which involve, to reprise Prener and Lincoln’s (2016: 613) argument,
“the neglected and forgotten”. Hughes’ (1958: 51, 1962: 7) argument that dirty work consists
of socially necessary activities which most of us nonetheless disdain is relevant here, as well
as McMurray’s (2012: 127) suggestion that dirty work becomes dirty precisely because it
involves tasks that the majority of us neither want to acknowledge nor undertake. There may
well be a social taint operating in these non-emergent cases because the patients involved are
indeed ‘the neglected and forgotten’. As such, the work of a paramedic could be likened to
that done by the Samaritans. In McMurray and Ward’s (2014), study, these volunteers spoke
of taking calls from people who had been banned from accessing public services like
community mental health provision and had no other avenue for expressing their distress.

Equally, paramedics may resent the physical dirt entailed in treating non-emergent cases.
Recall, for example, the remark made by one of Prener and Lincoln’s (2015) respondents
about a patient defecating on a stretcher. We suggest they may react differently to the same

bodily fluid or excretion depending on the case, with emergent patients perhaps being seen as
less dirty because they have a legitimate reason for their excretions as well as for the
emergency call being made at all.

Conclusion

This chapter has established that research on paramedics is overwhelmingly focused on the
various elements which affect the quality of pre-hospital emergency care. However, the
literature that considers the experience of paramedicine as work usually presents it as an
extreme occupation – fast-paced and highly time-pressured; risky; involving significant levels
of vicarious trauma and the need to manage one’s own and others’ emotions; characterised by
problematic shift patterns; involving considerable ethical decision making; and underservedly
lacking in status. Incumbents suffer disproportionately from work-related physical and
psychological complaints and paramedicine has concomitantly high levels of occupational
fatality, injury and medical retirement. Notably, very little of this occupational research has
been carried out by MOS scholars.
But the profession is also moving away from the traditional ‘scoop and run’ model. Demands
for ambulances continues to rise and, to tackle this, new critical care and community
specialisms are being introduced in paramedicine. The generalist paramedic’s scope of practice
is also widening. There are some indications in the extant research that this poses quite different
demands from those associated with emergency cases. But this theme is under-developed.
There is a genuine need to understand more about how paramedics in the UK – and elsewhere
- experience non-emergent calls as they make up more of their workload. This changing
caseload could also have significant implications for job satisfaction (consistently reported as
low), labour turnover (consistently reported as high) and patient care. MOS researchers
sensitive to the qualitative complexities of the social context in which work happens (including
the real and perceived roles of, for example, professional, occupational and managerial
identities, and the behaviours and symbols of ‘the public’ or ‘the street’) are – we contend ideally positioned to address these gaps in the literature as the research base on this fascinating
occupation continues to grow.
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