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Thesis Abstract 

Section one of this thesis is a meta-synthesis of qualitative literature exploring the 

emotional experiences of emergency ambulance personnel. Thorough searches of the 

literature were conducted in key databases, resulting in 16 studies being included in the 

synthesis. A meta-ethnography approach was followed, resulting in three overarching themes: 

moral distress, the emotional intensity of ambulance work and emotional regulation. The 

findings are considered in relation to related literature and theories. Several clinical 

implications and recommendations for future research are discussed.   

Section two is a qualitative study exploring the emotional experiences of emergency 

ambulance call handlers. Call handlers are the publicôs initial point of contact to UK 

ambulance services and have critical information to obtain, in order to arrange an appropriate 

response. Twelve call handlers participated in semi-structured interviews, which were 

analysed using Interpretative Phenomenological Analysis. Three superordinate themes were 

identified: being more than a robot: ñyouôre not a robot and neither is the person on the end of 

the phone and neither is the patientò, belonging to a team: ñwe call each other the green 

familyò and the unknown: ñif you try and think about whatôs going to happen next, youôd not 

be able to come to workò. The results are discussed in relation to theoretical perspectives, 

relevant literature, clinical implications and future research recommendations. 

Section three is a critical appraisal of the research process offering reflections on the 

ambiguity around the call handler role, the researcherôs previous experience, call handlersô 

interest in the research and the potential relationship between emotional suppression and 

identifying or naming emotions. The complexities of managing the roles of a researcher and a 

practising clinician and the potential role for clinical psychologists in ambulance services are 

also discussed.  



Declaration 

This thesis records the work undertaken for the Doctorate in Clinical Psychology at 

the Division of Health Psychology at Lancaster University between November 2018 and May 

2020. The work presented within this thesis is the authorôs own, except where due reference 

is made. This thesis has not been submitted for the award of a higher degree elsewhere. 

 

Jennifer Benkoff 

May 2020 

 

 



Acknowledgements 

Firstly, I would like to thank all call handlers who showed interest in the study and to 

those who participated for their time. I am very grateful for my field supervisor, the 

emergency operations centresô management teams and the research and development team at 

the ambulance service for their support in facilitating this study. I would also like to thank my 

academic supervisors, Dr Ian Fletcher and Dr Sabir Giga, for their support and advice 

throughout this process. Finally, I want to thank my fiancé, family and friends who have been 

so supportive, understanding and encouraging throughout my training.  

 



Contents 

Section One: Literature Review 1-1 

Abstract 1-2 

Introduction 1-3 

Methods  1-7 

Results 1-11 

Discussion 1-20 

References  1-29 

Figures & tables 1-41 

 Figure 1: Flow diagram of screening stages 1-41 

 Table 1: Search terms   1-42 

 Table 2: Meta-ethnography stages 1-43 

 Table 3: Study characteristics 1-44 

 Table 4: Themes 1-46 

Appendices 1-48 

 Appendix A: Full details of search terms 1-48 

 Appendix B: CASP scoring 1-49 

 Appendix C: Journal guidelines 1-51 

Section Two: Research Paper 2-1 

Abstract 2-2 

Introduction 2-3 

Methods  2-8 

Results 2-11 

Discussion 2-21 



References  2-28 

Tables 2-35 

 Table 1: IPA stages   2-35 

Appendices 2-36 

 Appendix A: Interview topic guide 2-36 

 Appendix B: Example of coding and emergent themes 2-38 

 Appendix C: Participant superordinate themes for each overarching 

superordinate theme 

2-40 

 Appendix D: Journal guidelines 2-41 

Section Three: Critical Appraisal 3-1 

Main text 3-2 

References 3-13 

Section Four: Ethics Section 4-1 

Research Protocol 4-2 

Application form for ethical approval and Health Research Authority approval 4-16 

Appendices 4-40 

 Appendix A: Recruitment poster 4-40 

 Appendix B: Recruitment email 4-41 

 Appendix C: Participant information sheet 4-42 

 Appendix D: Consent form 4-45 

 Appendix E: Interview topic guide 4-46 

 Appendix F: Debriefing information 4-48 

 Appendix G: Ethical approval letter 4-49 

 Appendix H: Health Research Authority approval letter 4-50 

 Appendix I: Local Research & Development approval letter 4-52 



1-1 
 

 

 

 

Section One: Literature Review 

Emergency Ambulance Service Personnelôs Experiences of Emotions: A Meta-synthesis 

 

Word counts: 

Abstract: 227 

Main text: 7,699 

 

Jennifer Benkoff 

Doctorate in Clinical Psychology  

Division of Health Research, Lancaster University 

 

Target Journal: Emergency Medicine Journal 

 

 

Jennifer Benkoff 

Doctorate in Clinical Psychology 

Furness College  

Lancaster University 

Lancaster  

LA1 4YW 

j.benkoff@lancaster.ac.uk 



1-2 
 

 

 

ABSTRACT 

Background: Ambulance work is physically, emotionally and cognitively challenging, with 

frequent exposure to traumatic and complex situations. Whilst many studies have discussed 

emotions evoked by ambulance work, to date this literature has not been synthesised to create 

wider understanding. Therefore, this meta-synthesis aimed to synthesise the existing literature 

to deepen the understanding of their emotional experiences. 

Methods: Five key electronic databases were searched for relevant qualitative studies 

meeting the inclusion criteria. Included studies were appraised using the Critical Appraisal 

Skills Programme checklist for qualitative research and by categorising them in relation to 

their relevance and potential contribution to the synthesis. A meta-ethnography approach to 

data synthesis was followed.  

Results: Sixteen studies were identified and synthesised, resulting in three overarching 

themes: moral distress, the emotional intensity of ambulance work and emotional regulation. 

Conclusions: This review highlights the emotions experienced as a result of the difficulties 

and challenges associated with ambulance work, particularly in terms of moral distress and 

the emotional intensity of working with patients and callers, which both elicit a range of 

emotions that ambulance personnel often do not have time to process, requiring the need for 

emotional regulation. Several clinical implications for ambulance services are discussed, 

particularly regarding organisational issues and the development of workplace support or 

interventions. Recommendations are made for future research in several areas.  

 

Keywords: ambulance personnel, emergency medical services, emotions, meta-ethnography  
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Working in the ambulance service, and in emergency services generally, is widely accepted 

as a challenging and stressful occupation[1-3]. For the purpose of this review, the term 

ñambulance personnelò refers to all members of staff working for emergency ambulance 

services, including those based in Emergency Operation Centres (EOCs), such as call 

handlers and dispatchers, and those typically working from ambulances (referred to as road-

based personnel for clarity), such as paramedics and Emergency Medical Technicians 

(EMTs). Ambulance personnelôs work can be physically, emotionally and cognitively 

demanding, with frequent exposure to challenging and potentially traumatic or dangerous 

situations, in which they are at risk of physical or verbal assault, in addition to the negative 

impact of long hours, shift work and organisational stressors[4-9]. These various challenges 

that ambulance personnel are required to manage often have a negative impact on their 

physical and psychological health[10-12].  

Whilst prevalence rates of specific difficulties vary across the literature, a recent meta-

analysis indicated that ambulance personnel (excluding staff based in EOCs) have prevalence 

rates of 11% for posttraumatic stress disorder (PTSD), 15% for depression, 15% for anxiety 

and 27% for general distress[11]. Additionally, a study of over 4000 paramedics and EMTs 

reported that 37% had contemplated suicide and 6.6% had attempted suicide, with 86% 

having experienced critical stress (defined as stress as a result of a single critical incident or 

the accumulation of stress over time)[13]. In comparison to the general population and to fire 

service personnel, ambulance personnel were reported to have significantly lower job 

satisfaction and significantly higher physical and mental health difficulties[14]. Consistently, 

in a study comparing 26 occupations, ambulance workers ranked the highest in terms of the 

negative impact on physical health, as well being considered to have one of the most stressful 

and least satisfying occupation[15]. Although ambulance personnel based in EOCs, such as 
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call handlers and dispatchers, are often not included in research exploring the impact of 

ambulance work, the literature that does include them reports similar issues[10]. 

In England, ambulance staff have consistently had the highest sickness absence rates (average 

of 6%), in comparison to other National Health Service (NHS) organisations (average of 4% 

for all organisation types) from 2009 to 2019[16]. Whilst there are no statistics reported by 

the NHS regarding reasons for sickness absence, a survey by the health workers union, 

Unison, reported that a third of ambulance workers surveyed had had an absence due to 

work-related stress, with some reporting that they were concerned about the repercussions if 

they voiced this and others wanting to leave their profession[17]. Moreover, a report from 

NHS England indicated that reasons for leaving the ambulance service included the stressful 

nature of the job, lack of pay, bullying and issues with shift work and reported a turnover of 

between 9% and 17% of staff in 2017/2018[18]. This high turnover of staff and a high 

vacancy rate further increases the pressures and demands on ambulance personnel, which 

contributes towards sickness absence, further increasing the pressures and demands again. 

Therefore, being able to break this cycle by reducing staff sickness is essential, however to do 

this, further understanding of the impact of the pressures faced by ambulance personnel is 

required.  

There are several theories used to attempt to understand and explain why ambulance 

personnel (alongside other groups of healthcare professionals) are affected by their work. 

Burnout, described as physical and psychological exhaustion as a result of a reduced ability 

to cope with the daily environment, is a well-recognised risk to healthcare professionals. It is 

considered to be a combination of three key factors: emotional exhaustion, depersonalisation 

and reduced personal accomplishment[19-20]. Burnout is theorised to develop from an 

assertiveness-goal achievement response, occurring when goals cannot be achieved and often 

resulting in frustration, increased efforts, reduced morale and a perception of loss of 
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control[21]. Studies with ambulance personnel have indicated a high prevalence of burnout, 

with increased rates being associated with being a paramedic (compared to being an EMT), 

being a dispatcher (compared to being a paramedic), working in the service for more than 

five years and an increased weekly call volume[22-23]. Burnout was also reported to be 

associated with increased sickness absence and intentions to leave the job[23].  

A second theory, secondary traumatic stress (STS), is described as stress resulting from 

helping traumatised others, which can involve feelings of guilt and distress after being unable 

to save an individual from harm[21, 24]. In a study of ambulance personnel, moderate levels 

of STS were found, however moderate levels of resilience, a positive change in outlook and 

posttraumatic growth were also reported[25]. Although there appears to be little research 

specifically with STS in ambulance personnel, STS has been described as being similar to 

PTSD, with the exception that STS applies to those affected by the trauma of others[26]. 

Many studies of PTSD in ambulance personnel take into account secondary traumas (for 

example[27]), therefore suggesting that STS may be more widely experienced by ambulance 

personnel. 

A similar concept, considered by some to be a crossover of burnout and STS[28], is 

compassion fatigue, which is described as ña state of exhaustion and dysfunction biologically, 

psychologically and socially, as a result of prolonged exposure to compassion stress and all it 

invokesò[29]. Compassion fatigue can present in various ways, including exhaustion, anger, 

reduced empathy, reduced work-related satisfaction or enjoyment and an impaired ability to 

care for patients[30]. On the other hand, compassion satisfaction, defined as the positive 

aspects of helping, is thought to be protective against compassion fatigue[31]. The research 

regarding compassion fatigue and satisfaction has tended to focus on emergency service 

workers as whole or hospital-based medical professionals, with varied levels of compassion 

fatigue and satisfaction being reported[32-34]. Factors such as self-blame, emotion coping, 
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collective efficacy, age, intensity of care required and supportiveness at work have all been 

reported to be associated with compassion fatigue and/or satisfaction[33, 35-36].   

Emotional labour has also been explored in emergency and healthcare personnel. Emotional 

labour is defined as ñthe management of feelings to create a publicly observable facial and 

bodily displayò[37], often requiring the suppression of deeper or personal emotions, in order 

to meet organisational demands. A review of emotional labour in healthcare professionals 

(including ambulance personnel) reported that common sources of emotional labour were 

managing distress, suffering, trauma, death, anxiety and anger[38]. In a study of EMTs, the 

surface acting or management of emotions associated with emotional labour had a 

significantly stronger positive relationship with work exhaustion and a significantly stronger 

negative relationship with job satisfaction, in comparison to deep acting of emotions[39], 

indicating the possible negative effects of emotional labour.  

Emotions clearly have a significant role in burnout, STS, compassion fatigue, compassion 

satisfaction and emotional labour, therefore gaining insight into and further understanding the 

emotional experiences of ambulance personnel is necessary to understand and potentially 

prevent or reduce these difficulties and the staff sickness rates that they contribute towards. In 

addition, it may also assist in developing organisational changes or support or other services 

for those affected by their work. This aspect may be particularly relevant in light of research 

indicating concerns around the ineffectiveness or unhelpfulness of current work-related 

interventions typically available in ambulance services[40-41].  

However, the current literature has focused more on specific mental health difficulties, such 

as the prevalence of PTSD (for example[11]), and has somewhat neglected work-related 

emotions. Although the existing qualitative research has tended to focus more on critical 

incidents or experiences related to specific situations or groups of patients, many studies have 
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involved discussions of the emotions experienced by ambulance personnel in relation to their 

role. However, to date no existing review synthesising the literature on the emotional 

experiences of ambulance personnel can be identified. 

Therefore, this review aimed to synthesise the literature on the emotional experiences of 

ambulance personnel to deepen the understanding of their roles and the emotional challenges 

they face.  

METHODS 

The review followed the Enhancing Transparency in Reporting the Synthesis of Qualitative 

Research (ENTREQ) guidelines[42] and was pre-registered with PROSPERO 

(CRD42019159138).  

Systematic literature search 

Search strategy 

A systematic search was completed in five databases: PsycINFO, Medline, CINAHL, 

EMBASE and Academic Search Ultimate. Scoping searches were initially conducted to 

refine the search terms and a subject specialist librarian was consulted to finalise the search 

strategy. The search strategy used a combination of subject headings and keyword searches, 

as demonstrated in Table 1. Not all subject headings were available in each database. Details 

of full search terms for each database are demonstrated in Appendix A. No limits were placed 

on publication date, with each database being searched from its inception to 13 December 

2019. 

 

----------------------------------------INSERT TABLE 1 HERE----------------------------------------- 
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After duplicates were removed, all articles were screened for potential relevance by title and 

abstract. The full texts of the remaining articles were assessed against inclusion and exclusion 

criteria. The reference lists of all identified papers were also manually searched for any 

additional unidentified literature. 

Inclusion and exclusion criteria 

Studies were included if they were an original research article, peer-reviewed and published 

in an academic journal and available in English and in full-text. They were included if they 

used qualitative methods (including mixed-methods), focused on the individual experiences 

of emergency ambulance personnel of their work and involved at least one theme and 

sufficient discussion relating to the emotions experienced by ambulance personnel.  

Studies were excluded if they focused on interventions or if they also involved other groups 

of personnel (such as those from fire or police services) and the data from ambulance 

personnel could not be extracted. Studies were excluded if the results were not organised into 

themes and if the results did not include quotations from participants. Studies were also 

excluded if participants were voluntary workers, due to several differences being identified in 

the existing research between voluntary and paid emergency workers, such as differing 

motivational factors[43] and levels of personal accomplishment[44]. 

Critical appraisal  

The included studies were critically appraised using the Critical Appraisal Skills Programme 

(CASP) checklist for qualitative research[45]. This checklist comprised of 10 items covering 

three broad areas: the validity of the results (focusing on the appropriateness of the design), 

the results (focusing on data analysis, consideration of ethical issues and clarity of findings) 

and how valuable the results were. The CASP qualitative checklist was designed specifically 

for qualitative synthesis, accessible in terms of understanding and administration and reported 



1-9 
 

 

to be the most commonly used appraisal tool for qualitative synthesis[46]. As used in 

previous reviews (such as[47]), numerical scores were used to indicate if each of the 10 items 

had been fully addressed (3), partially addressed (2) or not addressed (1), resulting in each 

study being given a summary score between 10-30. This scoring system was used to address 

the issue of studies often only partially meeting the CASP items and there not being an 

appropriate response for this (the original CASP responses are ñyesò, ñcanôt tellò or ñnoò), 

but also to allow a brief summary of quality.  

As the quality of reporting does not always equate to the relevance or quality of the data, the 

included studies were also appraised by categorising the papers based on a judgement of their 

conceptual richness and relevance, taking into account the CASP ratings. A ñKey Paperò was 

considered to be conceptually rich with the potential to make an important contribution to the 

synthesis due to its high relevance and analytical strength and a ñSatisfactoryò paper was one 

which had potential to add value to the synthesis, having either high analytical power and 

sufficient relevance or high relevance and sufficient analytical power. A ñFatally Flawedò 

paper was considered to have substantial methodological weaknesses to the extent that it was 

not appropriate to make use of the results, such as not providing participant quotations[48-

49]. These categories are commonly used in meta-synthesis, often alongside the CASP (for 

example[49-50]). The critical appraisal process was completed independently by the lead 

researcher, with guidance from the supervisory team. 

However, it is acknowledged that the use of critical appraisal tools and ratings with 

qualitative research is debated upon for several reasons, including low inter-rater agreements, 

a focus on methodological rather than conceptual quality and a lack agreement over what 

constitutes ñgoodò quality in qualitative research[47]. Additionally, there is reportedly no 

evidence for excluding studies based on their critical appraisal improving the quality of meta-

syntheses[48]. Therefore, this critical appraisal was not for the purpose of excluding studies, 
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but to gain an understanding of the various strengths and weaknesses of the studies and how 

this may influence the synthesis. This prevents potentially important and relevant findings 

being overlooked based on subjective and debatable ratings or poor quality reporting, which 

could result in a biased synthesis[51].  

Synthesis 

This meta-synthesis followed Noblit and Hareôs meta-ethnographic approach[52], which is 

frequently used in published healthcare research[53-54]. This inductive method aims to 

develop new interpretations, going beyond the findings and interpretations of individual 

studies. Noblit and Hareôs approach has seven phases, which are intended to be iterative and 

overlapping and are based on making constant comparisons[52]. The phases are described in 

Table 2. This approach states that studies may be related in terms of being comparable 

(reciprocal translations), being relatively oppositional (refutational translations) and/or being 

dissimilar but related, resulting in a new layer of understanding (line of argument). A recent 

review of meta-ethnographies, which reported additional direction on applying steps four to 

six of the meta-ethnography methodology, was also used to guide the synthesis[55]. The 

synthesis was completed independently by the lead researcher, with guidance from academic 

supervisors. 

For the purpose of this review, only second-order data (the descriptions and interpretations of 

the authors and not participant quotations) were synthesised. This is due to the limitations of 

including primary data in syntheses, such as ethical issues of using qualitative data beyond its 

intended purpose and methodological issues, such as the effects of distance from, and 

therefore lack of familiarity with, the data set[56]. Quotations from participants are only used 

in the results of this meta-synthesis to illustrate the themes.  
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----------------------------------------INSERT TABLE 2 HERE----------------------------------------- 

 

RESULTS 

A total of 7,569 articles were initially identified through the database searches, with 4,795 

remaining after duplicates were removed. The titles and abstracts of these articles were 

screened for potential relevance, resulting in 71 articles remaining, which were assessed 

through their full-text. At this stage, 55 were excluded, resulting in 16 articles remaining[57-

72]. No further studies were identified by manual reference list searches. A flow diagram of 

numbers of studies identified and excluded at each stage can be seen in Figure 1.  

Study characteristics 

The aims, setting, sample, method of data collection and method of analysis for each included 

study are displayed in Table 3. The 16 studies ranged in date from 2003 to 2019 and were 

conducted across nine countries. Only three studies involved ambulance personnel based in 

EOCs, with the majority focusing on road-based personnel, primarily paramedics, EMTs or 

ambulance nurses.  

Critical appraisal s of included studies 

The CASP scores ranged from 19[64] to 26[59], with 10 being the lowest possible score 

(indicating poor quality) and 30 being the highest possible score (indicating good quality), 

indicating that all were of at least moderate quality. Many of the studies with lower scores 

had very brief methods sections. The CASP item least commonly reported was regarding 

consideration of the relationship between researcher and participants, whereas the most 

commonly met items were regarding a clear statement of aims, the appropriateness of 

qualitative methodology and reporting the value of the research. Seven papers were 
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categorised as a ñKey Paperò and nine were considered to be ñSatisfactoryò. No papers were 

considered to be ñFatally Flawedò. The CASP rating scores were not an indicator of whether 

a paper was a ñKey Paperò or a ñSatisfactoryò paper (all lower scoring papers were not 

ñSatisfactoryò and all higher scoring papers were not ñKey Papersò). The categories and 

CASP summary scores for each study can be seen in Table 3 and full details of CASP criteria 

scores are demonstrated in Appendix B.  

 

----------------------------------------INSERT TABLE 3 HERE---------------------------------------- 

 

Themes  

The synthesis resulted in three overarching themes: 1) moral distress, with subthemes of 

ósituationalô and óorganisationalô; 2) emotional regulation; and 3) the emotional intensity of 

ambulance work, with subthemes of ótrauma and distressô and óreward and growthô. 

Examples of concepts from each study for each theme are presented in Table 4. 

Moral distress: ñthe issue of us not being able to do what weôre supposed to doò 

This theme illustrates the moral distress that ambulance personnel appeared to experience in 

relation to their work. Moral distress occurs when an individual has awareness of the morally 

right action to take but is unable to complete it due to other obstacles. For the participants 

included in the synthesised studies, their obstacles appeared to be split into two subthemes: 

ósituationalô and óorganisationalô.  

Situational  

Many studies involved in the synthesis discussed ambulance jobs or calls in which 

participants were unable or found it difficult to help because of obstacles relating to the 
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specific job, call or event. These obstacles were often also related to the individualôs 

interaction with the situation, for example, a lack of experience in rarer types of injuries. The 

moral distress experienced during and after these events typically created feelings of 

powerlessness, helplessness, guilt, self-blame, failure, insecurity, grief, sorrow, self-doubt 

and vulnerability.  

One of the main obstacles, typically creating feelings of helplessness, guilt and 

powerlessness, was when the patient was already dead or too unwell to help upon arrival: 

ñAnd then thereôs the issue of us not being able to do what weôre supposed to do. Thatôs save 

somebodyôs life. Okay. Thatôs our job. You know, thatôs sort of the peak of our job. And we 

werenôt able to do thatò[65].  

Some studies discussed the difficulties and added distress and pressures of others (such as 

family) being at the scene and how this could create a barrier to ambulance personnel 

following what they determine to be the appropriate action. For example, in continuing CPR 

in the presence of bystanders: ñSometimes you just keep going to show them that youôre doing 

some more, and knowing the patientôs dead. Iôve been in a few situations like that, where [as 

if whispering to a colleague]óHey this guyôs dead but weôll just keep goingôò[58]. Another 

obstacle involved the increased pressure and responsibility when the patient is a child: ñThen 

you get performance anxiety, because you really want to do well, if there is any time you 

want to do everything absolutely right, itôs when you have a small child . . . Because they are 

just at the beginning of their lifeò[69].  

Moral distress related to situational obstacles often appeared to be related to feeling out of 

control in a situation, either due to the environment, such as the surroundings or presence of 

others, or due to the medical status of the patient. For example: ñSo, itôs one of those things 

where you walked out of the call and what the hell just happened, and what could we have 
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done, and that type of thing. It makes you think, well, maybe I shouldnôt be doing this. It sort 

of undermines your confidence in the job or your ability to do the jobò[65]. It seemed that the 

reduced confidence and sense of capability as a result of these calls may further affect the 

perceived sense of control and confidence in similar future calls. 

Organisational  

Across many of the included studies, moral distress also seemed to be caused by obstacles 

relating to organisational processes or limitations. These obstacles again evoked a range of 

emotions, but appeared to be more frustrating, angering and stressful, in comparison to 

situational obstacles.  

Some studies discussed participants feeling frustrated, overwhelmed, unprepared and lacking 

in control regarding their organisationôs lack of appropriate resources and the consequences 

this could have in providing care. A lack of knowledge and training also caused concerns and 

a sense of vulnerability and created obstacles for ambulance personnel, however it also 

appeared that the amount of training received could never be enough: ñit doesn't matter, 

however much I know doesn't matter, because in that situation, I might not have the right 

knowledge or ability to do the right thingsò[67]. Lack of support from supervisors and 

managers, particularly emotional support or support following traumatic incidents, was also 

frequently discussed and appeared be associated with a range of fears among ambulance 

personnel, including fear of losing their job, fear of being seen as weak, fear of making 

mistakes and fear of emotional scenes. Such fears seemed to add pressure to already 

pressured tasks.  

Some of the included studies reported difficulties relating to understaffing, a high workload 

and a lack of time, with concerns being raised about the impact this has on their work: 

ñWeôre not given time to care a lot of the time nowò[61]; ñRight now, our system is under-

staffed as is every other system, so the workload is heightened; so youôre doing more calls, 
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youôre doing more emergency driving, youôre doing more patient contact; the more calls you 

do, the more stressors you pick up, and the more conflict you try to resolve, and that just 

plays on you by the end of the dayò[71]. This, as well as many studies also reporting 

ambulance personnel feeling undervalued and unrecognised at work, appeared to be 

demotivating, frustrating and exhausting.  

Emotional regulation: ñA calm person in the middle of a stormò 

Many of the included studies reported participantsô needs and attempts to regulate their 

emotions, often to protect themselves or to help them focus on the situation at hand. One of 

the main ways that this was attempted was described as emotionally detaching, numbing or 

distancing. For example: ñWhen Iôm resuscitating, I generally detach from the patientôs 

emotional side. I do not relate to it, because there is no one to talk to. I relate only to the 

procedures, what needs to be doneò[59]. 

There were differing views towards how helpful emotionally detaching was, with some 

studies suggesting that it was protective and necessary, including one study reporting 

participants feeling pride in their objectivity. Some studies discussed there being a 

ñmachismo attitudeò[64] or a ñget over itò culture[57], where there is little acceptance of 

emotional responses to calls: ñIf it does affect them [other EMTs], they shouldnôt be in the 

jobò[64]. These attitudes or cultures tended to result in ambulance personnel being reluctant 

to access support or being concerned about being perceived as weak or unfit for work. Some 

studies also raised concerns about the impact of emotions on patients or their families, such 

as emotions resulting in errors, causing difficulties in focusing on the task at hand and even 

creating dishonesty and false hopes for families. For example: ñDuring the work you are so 

deeply emotional, committed and focused on the patient that your field of vision gets very 

narrowed. I even had difficulties finding the gear inside the ambulanceò[68]. 
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On the other hand, some studies reported acknowledgement of emotions being a sign of 

expertise and discussed the participantsô concerns of the long-term or wider impact of 

emotionally detaching. These concerns included long-term emotional numbness or instability 

and struggling to experience emotions outside of work. For example: ñwhen I come home, I 

have to turn that back on again [emotion]é I have to be a whole person, not just a calm 

person in the middle of a storm doing the best I can. It doesnôt always come back I guess, this 

empathetic feeling person doesnôt always reappear and other people in my life have said that 

Iôm [now] very cold and disconnectedò[57]; ñYou almost treat your spouse like another call... 

there is a [emotional] deficit thereò[71]. 

Many studies also included discussions around emotionally connecting with patients and/or 

their families, with the general conclusion being that connecting or identifying with the 

patient, caller or family increased emotional distress and hindered detachment, making 

emotional regulation more effortful. For example: ñYou get a totally different feeling of 

empathy when you can identify with them then in that way, and of course you feel at the same 

time when youôre doing it that it takes a lot more energyò[60].  

The emotional intensity of ambulance work: ñevery call is a personal challengeò  

This theme illustrates the intense emotions associated with ambulance personnelôs day-to-day 

roles. A range of emotions were discussed across the studies, which often had a significant 

impact on ambulance personnel, both in and out of work. 

Trauma and distress 

Across the studies, commonly discussed aspects included the frequency and impact of 

encountering traumatic events and the distress and difficulties associated with this, including 

anger, stress, alienation, despondency, compassion and irrationality, with emotional and often 

unwanted memories being evoked. Many studies reported how the pain, distress and stress of 
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others (patients, family, bystanders) elicited the ambulance personnelôs own distress, for 

example: ñThe father was crying and was disconsolate; it hurt me so to see himé I had great 

difficulties not to start crying. Life felt so unfairò[68]. Furthermore, the repeated nature of this 

and the complexity of some of the situations they faced were reported to be significant 

stressors.  

Several studies also discussed events being traumatic as the patient triggered thoughts about 

family or friends. For example: ñmajor ones that I feel impacted upon meé cot deaths of 

young childrené The first one was obviously very difficult because I just hadé my 

youngesté it was a question of me looking back and just seeing my own child thereò[61]. 

Across many of the studies, regardless of their focus, situations involving patients who were 

children or young people appeared to be especially difficult and emotion-evoking, for 

example: ñI have 12 years of experience in this job. I swear to God when I arrive at a burn 

scene, where the victim is a little burnt kid, I feel distressed!ò[63]. A study of experiences of 

emergency work with children provided further discussions around the increased stress with 

child patients, including experiencing ñspecial feelingsò, uncertainty due to the rareness of 

serious child calls, uncertainty with using the equipment with children, barriers in accessing 

the child with the parent also in the ambulance and the additional effort being required to 

achieve a calm exterior and to engage with the child[69]. It appeared that calls where the 

patient was a child were difficult for multiple reasons, requiring greater cognitive and 

emotional demands. 

Across the studies, the fast pace of the work or the combination of a high workload and time 

pressures appeared to have an impact on ambulance personnelôs ability to process traumatic 

or distressing jobs or to manage the psychological demands of their work. As a result of this, 

despite ambulance personnel attempting to separate home-life from work-life, the impact and 

processing of work-related trauma and distress often seemed to be experienced after work: 
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ñthat knocked the wind out of me afterwards that night, particularly when youôre lying in bed, 

it just flashes back to you because I might have been looking at my own son lying there on the 

stretcher with blood everywhere...that one had an effect. It took a lot out of meò[64]. The lack 

of time also appeared to contribute towards the ability to prepare for traumatic events, 

however it also seemed that such events were impossible to prepare for: ñMy first traffic 

accident is still on my retina. You werenôt prepared enough for what you would see and how 

it would be and it is still impossible to prepare themselves for those events and I can see itôs 

still the same for the newcomersò[68]. The impact of such incidents also provided a sense of 

the long-term emotional impact of ambulance work. 

Finally, the included studies also reported ambulance personnelôs fears of illness or death for 

themselves or relatives, as a result of exposure to the variety of injuries and illnesses that they 

treat: ñYou start thinking that it will happen to you, some kind of CVA [cerebrovascular 

accident]. Thereôs nothing more frightening than that. As a paramedic, I would even know 

what was happening to me. We often talk about how frightening it will be if we actually 

understand that we are in a catastrophic situationò[59].  

Reward & growth  

This subtheme relates to emotions evoked by the more positive aspects of ambulance work. 

Ambulance personnel experienced many elements of their role as rewarding or satisfying, 

primarily in terms of the importance of their role and being able to make a difference: ñI can 

honestly say I go home at the end of every single day and Iôve made a difference to at least 

one personé Not many people get that kind of satisfactionò[62]; ñwhen people come up to 

you and tell you how much they appreciate your helping them . . . that makes so much of a 

difference; itôs very rewardingò[70]. It appeared that being able to make a difference was 
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valued more, or perhaps focused more upon due to the more frequent occurrence, than being 

able to save a life. 

Other emotions associated with this theme included pride, satisfaction and enjoyment from 

relationships with colleagues and the excitement of the role, as well as feelings related to 

personal growth, such as internal security, value and self-worth. For example: ñEvery one of 

these patient categories you meet, you lose some of your insecurity or it is pushed away and 

diminishes and you realize that: wow! I actually managed this excellentlyò[67]; ñEach and 

every one of us who has been working for many years has a long list of patients at whom they 

can point and say, [emphasizing each word]  óIf it were not for me, he would not be 

hereôò[59]. Additionally, some studies reported participants having a deepened appreciation 

and gratefulness for life as a result of their work: ñseeing what can happen in an instant, 

literally in an instanté It just makes you realise how short a life can be, and to just make the 

most of it while you have it, while you have your health and are able to do things as 

wellò[57]. 

Whilst this subtheme was involved in over half of the included studies, it was often only 

briefly discussed and not fully explored. There was a significantly greater focus on the 

difficult aspects of ambulance work. Despite this, some authors reported that the rewarding 

aspects of the role balance out or outweigh the difficult aspects, for example: ñEMTs tend to 

highlight the pros and accept the cons as an inevitable part of the professionò[70] and ñthe 

pressures of the role are great, but were they unmanageable, there would not be a core of 

committed staffò[62].  

 

----------------------------------------INSERT TABLE 4 HERE---------------------------------------- 
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DISCUSSION 

This review aimed to synthesise the literature on the emotional experiences of ambulance 

personnel to deepen the understanding of their roles and the emotional challenges they face. 

From the sixteen studies that were identified, three overarching superordinate themes 

emerged: moral distress, emotional regulation and the emotional intensity of ambulance 

work. The context and aims of the studies, their limitations and their critical appraisals should 

be considered when interpreting these findings.  

Moral distress 

One of the main findings of this review was that ambulance personnel experience moral 

distress in relation to their work. Moral distress is reported to occur when the ethically 

appropriate action is known but unable to be followed, resulting in having to act in conflict 

with personal or professional values and undermining integrity and authenticity[73-74]. 

Consistent with it being found to be a common issue in ambulance work, moral distress can 

also be caused by personal values being incompatible with the workplace environment and 

culture, which is considered to be a particular challenge in fast-paced settings, where there is 

less opportunity for recovery, and in settings where there is a greater frequency and intensity 

of decision making[75]. 

Whilst moral distress is rarely discussed in the existing literature in relation to ambulance or 

other emergency workers, it has been commonly studied in the nursing profession and is 

considered to be a problem they frequently face, with associations being made between moral 

distress and job dissatisfaction, retention difficulties, burnout and reduced psychological and 

physical wellbeing[75-78]. Consistent with the findings of this review, a study of critical care 

nurses found that moral distress involved feelings of anger, fear, anxiety, powerlessness and 

hopelessness and a lack of support[76]. Additionally, the study also found that moral distress 
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was likely to increase in frequency and intensity with the increased complexity of medical 

equipment, organisational reforms to increase efficiency, staffing shortages and high 

workloads[76], factors which are all likely to affect ambulance personnel too. A further study 

of emergency department nurses reported that moral distress is caused by organisational 

difficulties, such as high-acuity, high-demand and insufficient resources[75], consistent with 

the óorganisationalô subtheme in the present findings, referring to organisational barriers 

causing moral distress.  

More recently studies have drawn links between moral distress and compassion fatigue. For 

example, a study of neonatal intensive care nurses reported a significant positive correlation 

between the intensity, but not the frequency, of moral distress and compassion fatigue[79], 

indicating the potential impact of single events involving moral distress. However, 

compassion fatigue has also been reported to occur when moral responsibilities have been 

unable to be fulfilled[80], leading some to conclude that compassion fatigue is a form of 

moral distress[81]. More research is required in this area to explore if or how moral distress 

and compassion fatigue are related, particularly in terms of ambulance personnel. 

Emotional regulation 

Another key finding of this review, was the role of emotional regulation amongst ambulance 

personnel. Emotional regulation refers to strategies or processes used to influence or manage 

what emotions are experienced and when and how they are expressed. Grossô model of 

emotional regulation refers to three types of strategies: attentional deployment (redirecting 

attention or focus), cognitive change (altering the meaning of situations to change the 

emotional impact) and response modulation (suppressing the emotion or the expression of the 

emotion)[82]. Whilst emotional labour can be considered part of emotional regulation, the 

findings of this review go beyond emotional labour, as the included studies reported 
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ambulance personnel needing to regulate their emotions primarily to protect themselves, 

rather than solely to present themselves in a socially acceptable way to the public to meet 

organisational demands. 

This review primarily identified response modulation strategies, in the form of distancing, 

detaching, numbing or other expressions referring to the avoidance or suppression of 

emotions, whereas cognitive change strategies were rarely discussed. Some emotional 

regulation strategies, particularly those involving suppression or avoidance, as found in this 

review, have been associated with emotional distress and symptoms of anxiety, depression 

and posttraumatic stress[82-86]. These strategies have often been considered to be ineffective 

or have a maladaptive role in terms of mental and physical health[85-87], highlighting the 

potential for emotional regulation to have a significant impact on staff wellbeing, sickness 

absence rates and retention in ambulance roles. Despite this, the current findings indicated 

that emotional suppression was considered necessary by some to enable ambulance personnel 

to do their job and consistently, previous studies have also concluded that regulating 

emotions is essential to cope with work-related difficulties and stressors in similar 

populations[87-88]. However, the potential negative impact suggests that organisational 

changes may need to be explored to reduce the seemingly high level of potentially 

dysfunctional emotional regulation strategies required. Interventions or training may reduce 

the frequency, impact or need for maladaptive emotional regulation strategies and encourage 

the development of more adaptive strategies, such as cognitive appraisal strategies, which 

could be used alongside current strategies, for a more adaptive balance.   

One of the aspects of emotional regulation discussed in this review was regarding ambulance 

personnel needing to hide their emotions from colleagues due to concerns about being 

perceived as weak, indicative of the culture and stigma around emotional expressions in 

ambulance services. This finding is supported by the introduction of Blue Light Programme 
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in the UK in 2015, which recognised the high levels of stigma faced in emergency services 

and aimed to change the views towards mental health and improve support[89]. However, 

with the funding for Blue Light Champions being recently reduced[90], there is the danger of 

this stigma increasing, which is likely to further impact upon emergency personnelôs 

willingness or ability to express emotional difficulties and access appropriate support.  

Emotional intensity 

The potentially traumatic impact of ambulance work (in particular critical incidents) has been 

the focus of several studies with ambulance personnel. Ambulance work is generally reported 

to be stressful, challenging and traumatic, with many studies reporting on the psychological 

and physical impact[11-12], however this review highlighted the overwhelming range and 

intensity of emotions that ambulance personnel experience at work.  

Whilst most studies included in this review were based on road-based personnel, the studies 

that did involve EOC-based personnel suggested that they are similarly affected by their 

work. Consistently, a recent review of the stressors faced by EOC-based staff across all 

emergency services reported similar findings, particularly in terms of operational distress, 

such as repeated exposure to traumatic calls, a high workload and the enjoyment and 

excitement of emergency work[10]. However, whilst the review of research with EOC-based 

staff discussed support from peers and satisfaction from relationships with peers being a key 

factor[10], to the extent that it was a sub-theme, the present meta-synthesis found that peer 

support and relationships was discussed minimally, with some studies even reporting 

ambulance personnel feeling unsupported, isolated and untrusting of colleagues. This may be 

due EOC-based staff typically being based in a larger team in comparison to ambulance 

personnel based on the road, or may be a result of the variation in settings, contexts and 

organisations in the current review or the aims of the included studies. Other studies and 
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reviews have also reported that the shift work associated with ambulance work has a 

significant impact on physical and psychological health and well-being[6], however the 

present meta-synthesis did not identify this as being a common dissatisfying or stressful 

aspect of ambulance work. 

Finally, whilst this meta-synthesis recognised that there are rewarding and satisfying 

elements to ambulance work, there was a substantially greater volume and focus on 

dissatisfying elements. Although this may have been affected by the aims of the studies, it 

may also be influenced by negativity bias, the brainôs natural tendency to attend to, focus on 

and process negative information more than positive information[91]. The lack of research on 

the positive aspects of ambulance work has been noted in previous studies[10, 59], however 

further efforts need to be made to attend to this gap in the literature.  

Strengths and limitations of included studies 

The key strengths of the studies included in this meta-synthesis were that they reported clear 

aims, which were appropriate to qualitative methodology, that they used many participant 

quotes in their results, that most studies used clear and well-known methods of analysis and 

that there were generally clear recommendations for future research and practical 

implications. However, for several studies, their methods sections were very brief resulting in 

lower CASP scores as they omitted key information, particularly in terms of the justification 

for their methods and in detailing their analysis process. Additionally, in some studies the 

results section was brief, often with a greater reliance on participant quotes to describe the 

themes, instead of author descriptions or interpretations. Information about the relationship 

between researcher and participants was very rarely discussed. However, it is acknowledged 

that the brevity or absence of these sections may have been a result of journal word limits, 

which often are more appropriate for quantitative studies.  



1-25 
 

 

A further limitation of the included studies was that there was heterogeneity between studies, 

in terms of their methods of data collection and analysis, participants (number and job roles) 

and settings and contexts, which varied widely, for example from the Swedish ambulance 

service, which is has a registered nurse in every ambulance[67], to Iran where ambulances are 

manned by EMTs with significantly less education[66].  

Strengths and limitations of the review process 

This meta-synthesis had a number of strengths, including the comprehensive search strategy, 

guided by a subject specialist librarian. Whilst the search strategy retrieved many unrelated 

articles, this was felt necessary to gain the best balance of specificity and sensitivity, to 

increase the likelihood of all relevant articles being identified. However, it is acknowledged 

that this review may be subject to publication bias, due to its focus on peer-reviewed journal 

articles. Further strengths of this review were the use of well-established critical appraisal 

tools designed specifically for qualitative research[45-46, 48]. This process revealed that all 

papers included were either a ñKey Paperò or a ñSatisfactoryò paper, indicating the strength 

of the data. Whilst no papers were classified as ñFatally Flawedò, is it acknowledged that 

studies that may have fallen into this category were likely to have been screened out by the 

exclusion criteria (for example, studies without participant quotations or results organised 

into themes).  

Another strength was in the meta-ethnography methodology, which is a widely used method 

and commonly used in published healthcare literature[47, 53-54]. The meta-ethnography 

process has several strengths in itself, including a key strength of its attempts to preserve the 

meaning of the individual studies[92], however it is also argued that there are methodological 

concerns around this, such as combining research from different theoretical perspectives[93]. 

Whilst there is reported to be a lack of direction or definition[93], others have argued that in 
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comparison to other synthesis methods, the meta-ethnography approach is the most 

explicit[94]. To compensate for this potential limitation, further guidance was sought from 

recent literature with more detailed information on each of the analysis stages[55]. A 

particular limitation of the meta-ethnography approach is its absence of guidance on selecting 

studies for inclusion (in terms of searching for literature and inclusion criteria) and appraising 

studies[92-93]. Therefore, as recommended by studies reviewing the meta-ethnography 

process (such as,[95]), these aspects were developed and conducted similar to those 

standardly used by systematic review methods.  

Finally, a limitation of this review was that the process was completed independently, which 

may have affected the results and conclusions. Ideally, a second researcher would have 

repeated at least a proportion of each stage of study screening and selection, critical appraisal 

and analysis, however this was not possible due to time and resources restrictions.  

Clinical implications and recommendations 

This review has several practical implications for ambulance services and professionals who 

support ambulance personnel. The findings of this synthesis assist in further understanding 

the emotions experienced by ambulance personnel in their day-to-day work and the potential 

long-term emotional impact. These findings may be used to inform service policies and 

procedures and highlight the need for a greater level of support, understanding and 

recognition by managers and supervisors. This synthesis also suggested a need for a change 

in the culture of ambulance services, in terms of their being greater explicit awareness of their 

work being emotionally difficult and accessing support being normalised.  

The present findings may also be important to consider when developing appropriate and 

accessible support or interventions and in reducing the barriers to this support. This is likely 

to be particularly important in light of the funding cuts to Blue Light Champions in the 
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UK[90] and the controversy surrounding Critical Incident Stress Debriefing, a commonly 

used intervention model[96-97]. Ambulances services may benefit from individual or group 

interventions and/or consultations based on appropriate therapeutic approaches, for example 

Compassion Focused Therapy (CFT)[98]. CFT is based on three emotion systems: a threat 

and protection system (associated with anger, anxiety and disgust), a drive and excitement 

system (directing to rewards and resources and associated with vitality and achievement) and 

a soothing and contentment system (associated with safety, wellbeing and connection)[99]. 

CFT focuses on balancing the systems and facilitating the developing of the soothing and 

contentment system and involves compassionate mind training, which refers to developing 

compassionate skills and attributes[98]. Given the high level of threat and drive seemingly 

involved in ambulance work, ambulance personnel, as individuals and/or as groups, may 

benefit from CFT approaches. 

This meta-synthesis highlighted important gaps in the literature in several areas. Firstly, there 

is a lack of research with ambulance personnel based in EOCs, such as call handlers (also 

known as emergency medical controllers, emergency medical dispatchers or operators) and 

dispatchers, with only three out of 16 studies in this synthesis including EOC-based 

personnel. It is therefore recommended that future research looks further at the experiences of 

ambulance personnel based in EOCs. Secondly, few of the included articles focused 

specifically on the emotional experiences of ambulance personnel. Emotions were typically 

discussed as part of a wider aim; therefore, were sometimes not discussed in-depth and, on 

several occasions, studies discussed participants being ñemotionalò or having ñdifficult 

emotionsò without exploring or stating what the emotions were or how they were 

experienced. Therefore, it is recommended that future research specifically aims to explore 

the emotions of ambulance personnel in relation to their work, to gain a more in-depth 

understanding of this.  
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Furthermore, given the findings of this review relating to emotional regulation and moral 

distress, further research is required to widen the understanding of these theories in 

ambulance personnel. Finally, in comparison to the negative or dissatisfying aspects of 

ambulance work, there was limited discussion of the positive or satisfying aspects of 

ambulance work. When discussed, it was often explored much more briefly and with little 

exploration, such as stating that there were satisfying or rewarding elements, but with little 

further information about what these elements were or what made it feel this way. Therefore, 

this meta-synthesis also recommends that future research involves greater discussion of the 

positive aspects of ambulance work. 

Conclusions 

To conclude, this meta-synthesis identified sixteen studies exploring the emotional 

experiences of ambulance personnel. The findings indicated the many difficulties and 

challenges faced by ambulance personnel and the emotions that these frequent and persistent 

experiences elicit. In particular, this review highlighted that, in addition to the emotional 

intensity of daily work, ambulance personnel also experienced moral distress, which created a 

range of difficult emotions that they often did not have the time to process, as they needed to 

face the next patient, requiring emotional regulation, often in the form of suppressing or 

detaching from their emotions. Several gaps in the literature were identified by this meta-

synthesis, highlighting a need for further research with ambulance personnel based in 

operations centres, regarding the positive aspects of ambulance work and focusing on 

emotional experiences. It is hoped that this meta-synthesis will also inform practise in 

ambulance services and assist in the development of workplace support or interventions.  
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Figure 1: Number of studies excluded at each stage.  
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TABLE 1  

Table 1: Keywords and subject headings 

Population terms Experience terms 

Keywords Subject headings Keywords Subject headings 

ambulance* paramedics  emotion*  emotion 

emergency medical* first responders psycholog* mental health 

paramedic*  emergency medical 

technician 

psychosocial* psychological 

well-being 

call handler* paramedical personnel wellbeing  

dispatcher* emergency medical 

dispatcher 

well-being  

call taker*  mental health  

emergency dispatch*  stress  

emergency operation cent*    
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TABLE 2  

Table 2: Meta-ethnography phases 

Analysis phase Process 

Phase 1: Getting started Identifying an area of interest worthy of synthesis 

Phase 2: Deciding what is 

relevant to the initial interest 

Purposive searching and selecting studies relevant to the 

selected topic 

Phase 3: Reading the studies Repeated reading and identifying and noting concepts, 

metaphors, terms and interpretations of individual studies 

Phase 4: Determining how 

the studies are related  

Compiling a list of key concepts, metaphors, terms and 

interpretations for each included study, juxtaposing them 

and considering how they are related, whilst considering the 

context of individual studies 

Phase 5: Translating the 

studies into one another 

Comparing each studyôs concepts, metaphors, terms and 

interpretations and their interactions. Translation is defined 

as the ñre-interpretation and transformation of the analytical 

and theoretical concepts provided by individual studies into 

one anotherò 

Phase 6: Synthesising 

translations 

Comparing translations to identify overarching concepts and 

interpretations that transcend individual findings 

Phase 7: Expressing the 

synthesis 

Communicating the synthesis in a suitable format 
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TABLE 3  

Table 3 Characteristics of included studies 

Study Aim Setting Sample Data Analysis KP/SAT/FF 

(CASP rating) 

Adams et al.  

(2015) 

To further understand the experiences of 

emergency medical dispatchers and how best to 

promote mental health and well-being  

3 communications 

centres, EMS, 

Australia 

16 dispatchers  

(6 men, 10 women) 

Semi-structured 

interviews 

Interpretative 

Phenomenological 

Analysis 

KP 

(24) 

Anderson et 

al. (2018) 

To identify the clinical, ethical, cognitive and 

emotional challenges that ambulance personnel 

experience when making resuscitation decisions  

Ambulance 

services across 

New Zealand 

16 road-based 

ambulance personnel  

(8 men, 8 women) 

Semi-structured 

interviews 

Interpretative 

Phenomenological 

Analysis 

KP 

(20) 

Avraham et 

al. (2014) 

To examine the experiences of CIs and the coping 

strategies used. 

Large emergency 

service, Israel 

15 paramedics 

(10 men, 5 women) 

Semi-structured 

interviews 

Thematic 

content analysis 

KP 

(26) 

Bremer et al. 

(2012) 

To analyse EMS personnelôs experiences of 

caring for families when patients suffer cardiac 

arrest and sudden death. 

Large ambulance 

station, Sweden 

10 road-based EMS 

personnel 

(6 men, 4 women) 

Semi-structured 

interviews 

Interpretative 

analysis 

KP 

(25) 

Clompus & 

Albarran 

(2016) 

To explore how paramedics survive their work 

within the current healthcare climate. 

Regional 

paramedic centre, 

UK 

7 paramedics  

(2 men, 5 women) 

Free-association 

narrative 

interviewing  

Free-association 

narrative 

procedures 

KP 

(25) 

Coxon et al. 

(2016) 

To explore the experiences of ambulance dispatch 

personnel, identifying key stressors and their 

impact on well-being. 

Emergency 

operation centre, 

UK 

9 dispatchers 

(5 men, 4 women) 

Semi-structured 

interviews 

Thematic 

analysis  

SAT 

(21) 

Froutan et al. 

(2014) 

To understand prehospital emergency personnel 

experiences during burn events in Iran. 

EMS, Iran 18 EMS personnel 

(gender NR) 

Semi-structured 

interviews  

Content analysis  SAT 

(21) 
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Gallagher & 

McGilloway 

(2008) 

To assess the nature and impact of CIs on health 

and well-being and explore attitudes towards 

support services & their barriers  

Large ambulance 

service, Ireland 

27: 21 EMTs, 6 

emergency medical 

controllers (27 men) 

Semi-structured 

interviews 

Thematic 

analysis 

SAT 

(19) 

Halpern et al. 

(2009) 

To explore experiences of CIs and the emotional 

qualities that characterise them. 

 

EMS, Canada 60 paramedics, EMTs 

& supervisors 

(40 men, 20 women) 

Semi-structured 

interviews & 

focus groups 

Ethnographic 

content analysis 

SAT 

(21) 

Heydari et al. 

(2014) 

To identify the challenges ahead of EMTs in Iran. Emergency 

stations, Iran 

12 EMTs 

(12 men) 

Semi-structured 

interviews 

Content analysis SAT 

(20) 

Horberg et 

al. (2017) 

To explore nursesô experiences of their first year 

of employment in the ambulance service. 

Ambulance 

service, Sweden 

13 nurses (5 men, 8 

women) 

Semi-structured 

interviews 

Content analysis SAT 

(22) 

Jonsson & 

Segesten 

(2003) 

To uncover the essence of traumatic events 

experienced by Swedish ambulance personnel. 

Ambulance 

service, Sweden 

52 nurses & EMTs 

(gender NR) 

Written 

accounts of 

experiences 

Methods of van 

Kaam 

SAT 

(23) 

Norden et al. 

(2014) 

To describe ambulance nursesô experiences of 

nursing critically ill or injured children. 

2 ambulance 

stations, Sweden 

8 nurses  

(3 men, 5 women) 

Semi-structured 

interviews 

Content analysis KP 

(22) 

Patterson et 

al. (2005) 

To identify factors that contribute to recruitment 

and retention of EMTs and paramedics. 

Emergency 

services, USA 

21 paramedics & EMTs 

(12 men, 9 women) 

Focus groups NR (process 

described) 

KP 

(23) 

Regehr & 

Millar (2007) 

To further understand the factors related to high 

levels of occupational stress in paramedics 

Emergency 

service, Canada 

17 paramedics 

(gender NR) 

Long interview 

method 

Thematic 

analysis 

SAT 

(20) 

Smith & 

Burkle 

(2018) 

To explore paramedic and EMT reflections on the 

long-term impact of responding to the 9/11 

terrorist attacks. 

Online/USA 54 paramedics & 

EMTs  

(42 men, 12 women) 

Semi-structured 

interviews 

Thematic 

analysis 

SAT 

(22) 

Key: CI = Critical Incident, EMS = Emergency Medical Service, NR = Not Reported; KP = Key Paper; SAT = Satisfactory paper; FF = Fatally Flawed paper
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TABLE 4  

Table 4 Content from studies for each superordinate theme (in bold) and subtheme 

Study Moral distress Emotional regulation The emotional intensity of ambulance work 

Situational  Organisational  Trauma & distress Reward & growth 

Adams et al.  

(2015) 

Ongoing feelings of 

powerlessness & failure  

Stress from protocols & 

policies 

Shutting down 

emotionally  

Intrusive memories Posttraumatic growth  

Anderson et al. 

(2018) 

Hopelessness & 

frustration    

X Pride in objectivity Death & tragedy as part of 

the job 

Relief 

Avraham et al. 

(2014) 

Guilt for not arriving 

sooner 

Lack of resources 

preventing the ability to 

help 

Detaching from emotions 

& focusing on actions 

Presence of family 

members is distressing 

Self-worth & 

satisfaction  

Bremer et al. 

(2012) 

Guilt & failure when 

terminating CPR 

Being forced to leave 

families feels unethical 

Balancing reason  

& emotions 

Distress when faced with 

family suffering  

Self-confidence in 

caring 

Clompus & 

Albarran (2016) 

X Pressures of the 

workload on caring 

Emotional detaching & 

distancing  

Patients can evoke 

distressing memories 

Reward & satisfaction 

Coxon et al. (2016) X Dissatisfied with 

training 

Emotional detachment Pressures of prioritising & 

multi-tasking 

Valued aspects of work  

Froutan et al. 

(2014) 

X Inadequate training & 

retraining 

X Being affected by the stress 

of victims  

X 

Gallagher & 

McGilloway (2008) 

Overwhelming 

helplessness 

An absence of climate 

of care (from managers) 

Needing to manage 

emotions 

Disturbing flashbacks after 

distressing incidents 

X 
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Halpern et al. 

(2009) 

Powerlessness & guilt 

when unable to help 

Intense anger at 

organisational errors 

Overwhelming 

compassion leads to 

suppressing emotions 

Calls can be distressing  Deepened appreciation 

for life 

Heydari et al. 

(2014) 

Fear of failing or not 

doing something 

Lack of staff & 

equipment 

X Emotional distress from 

scenes witnessed 

X 

Horberg et al. 

(2017) 

Fear of the inability to 

save a life 

Inadequate guidelines & 

support 

X X Pride, happiness & 

excitement 

Jonsson & Segesten 

(2003) 

Powerlessness when 

unable to help or change 

the outcome 

X Impossible to avoid the 

strong feelings  

Impossible to leave 

stressful events behind  

X 

Norden et al. 

(2014) 

Inadequacy when caring 

for parent as well as & 

patient 

Inadequacies of training X Escalating stress with 

critically ill children 

Satisfied when able to 

create security & trust 

with patient 

Patterson et al. 

(2005) 

X  Dissatisfaction with 

rules & policies 

X Intense stress Emergency work as 

rewarding & exciting  

Regehr & Millar 

(2007) 

X Frustrated at lack of 

resources 

Disengaged & 

emotionally distant 

Psychological demands of 

tragic situations 

X 

Smith & Burkle 

(2019) 

Persistent guilt for 

surviving, for responses 

& for failures 

X Loss of emotional 

capacity & capability 

Haunted by memories of 

the event  

Grateful to be alive 
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APPENDIX A  

Search terms 

Search ID Type of search Search terms  

S1 Subject heading Academic Search Ultimate: ñemergency medical 

personnelò OR ñambulance service dispatchingò 

CINAHL: ñemergency medical techniciansò 

EMBASE: ñparamedical personnelò OR ñemergency 

medical dispatchò 

Medline: ñemergency medical dispatcherò OR ñemergency 

medical technicianò 

PsycINFO: ñparamedicsò OR ñfirst respondersò 

S2 Keyword 

(title or abstract) 

ñambulance*ò OR "emergency medical*" OR 

ñparamedic*ò OR "call handler*" OR ñdispatcher*ò OR 

"call taker*" OR "emergency dispatch*" or ñemergency 

operation cent*ò 

S3  S1 OR S2 

S4 Subject heading Academic Search Ultimate: ñmental healthò OR ñemotions 

(psychology)ò OR ñwell-being ï psychological aspectsò 

CINAHL: ñmental healthò OR ñemotionsò OR 

ñpsychological well-beingò 

EMBASE: ñemotionò OR ñmental healthò 

Medline: ñemotionsò OR ñmental healthò 

PsycINFO: ñemotionsò OR ñmental healthò 

S5 Keyword 

(title or abstract) 

ñemotion*ò OR ñpsycholog*ò OR ñpsychosocial*ò OR 

ñwellbeingò OR "well-being" OR "mental health" OR 

ñstressò 

S6  S4 OR S5  

S7  S3 AND S6 
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APPENDIX B 

Critical appraisal scoring 

Table 3 Critical Appraisals 

Study Checklist item Total 

1 2 3 4 5 6 7 8 9 10  

Adams et al. (2015) 3 3 3 2 3 1 2 2 2 3 24 

Anderson et al. (2018) 3 3 1 2 2 1 2 2 2 2 20 

Avraham et al. (2014) 3 3 3 2 3 2 3 2 2 3 26 

Bremer et al. (2012) 3 3 3 2 2 2 3 2 2 3 25 

Clompus & Albarran 

(2016) 

3 3 3 2 3 1 3 2 2 3 25 

Coxon et al. (2016) 3 3 1 2 2 1 2 2 2 3 21 

Froutan et al. (2104) 3 3 2 2 2 1 2 2 2 2 21 

Gallagher & 

McGilloway (2008) 

3 3 1 2 2 1 1 2 2 2 19 

Halpern et al. (2009) 3 3 2 2 2 1 2 2 2 2 21 

Heydari et al. (2014) 3 3 1 2 2 1 1 2 2 3 20 

Horberg et al. (2017) 3 3 1 2 2 1 3 2 2 3 22 

Jonsson & Segesten 

(2003) 

3 3 3 2 2 1 2 2 2 3 23 

Norden et al. (2014) 3 3 2 2 2 1 3 2 2 2 22 

Patterson et al. (2005) 3 3 3 2 2 1 2 2 2 3 23 

Regehr & Millar (2007) 3 3 2 2 2 1 1 2 2 2 20 

Smith & Burkle (2019) 3 3 2 2 2 2 2 2 2 2 22 

Key: 1 = not addressed, 2 = partially addressed, 3 = fully addressed  

Checklist items: 

1. Was there a clear statement of the aims of the research? 

2. Is a qualitative methodology appropriate? 

3. Was the research design appropriate to address the aims of the research? 

4. Was the recruitment strategy appropriate to the aims of the research? 
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5. Was the data collected in a way that addressed the research issue? 

6. Has the relationship between researcher and participants been adequately considered? 

7. Have ethical issues been taken into consideration? 

8. Was the data analysis sufficiently rigorous? 

9. Is there a clear statement of findings? 

10. How valuable is the research? 

For full details of CASP criteria, please see https://casp-uk.net/wp-

content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
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APPENDIX C 

Emergency Medicine Journal author guidelines (https://emj.bmj.com/pages/authors/ & 

https://authors.bmj.com/writing -and-formatting/formatting -your-paper/)   

Submission guidelines 

Please review the below article type specifications including the required article lengths, 

illustrations, table limits and reference counts. The word count excludes the title page, 

abstract, tables, acknowledgements, contributions and references. Manuscripts should be as 

succinct as possible. 

For further support when making your submission please refer to the resources available on 

the BMJ Author Hub. Here you will find information on writing and formatting your research 

through to the peer review process. 

Systematic review 

Systematic reviews summarise and evaluate existing literature to answer a particular question 

(e.g. what is the best method of beta-agonist delivery for patients with acute asthma 

exacerbations.) PRISMA guidelines should be followed and a checklist submitted. 

Registration with PROSPERO is recommended. The methods should include a description of 

the process of literature retrieval, including who the abstractors were and how agreement was 

reached on which articles to include. The exact search terms should be available in an on-line 

appendix. An evaluation of the papers for presence of bias is essential. Meta-analysis is 

optional. This type of paper is considered research and the paper should have a structured 

abstract and key messages. 

Word count: up to 3000 words 

Illustrations and tables: up to 6 tables 

References: up to 40 

Writing and formatting 

These are general formatting guidelines across BMJ, please always refer to journal-specific 

instructions for authors for article type specifications. You can browse the titles on our 

Journals website. If you are looking to submit to The BMJ, please visit this section.  

https://emj.bmj.com/pages/authors/
https://authors.bmj.com/writing-and-formatting/formatting-your-paper/
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You can also refer to our formatting checklist to make sure you have covered everything on 

submission. 

Title page 

The title page must contain the following information: 

Title of the article 

Full name, postal address, e-mail and telephone number of the corresponding author 

Full name, department, institution, city and country of all co-authors 

Word count, excluding title page, abstract, references, figures and tables 

Keywords 

Authors can usually opt to (or are required to) choose keywords relevant to the content of the 

manuscript during the submission process. This assists in the identification of the most 

suitable reviewers for the manuscript. The selected keywords should also be included in the 

abstract itself. 

Authors and Institutions 

On submission of your article through our submission system you will be asked to provide a 

name, email address and institutional affiliation for all contributing authors. In the final 

published article author names, institutions and addresses will be taken from these completed 

fields and not from the submitted Word document. Refer to the BMJ policy on authorship for 

more information. 

Manuscript format 

The manuscript must be submitted as a Word document (BMJ Case Reports and Veterinary 

Record Case Reports request that authors submit using a template which should also be in 

Word format). PDF is not accepted. 

The manuscript should be presented in the following order: 

Title page 

Abstract, or a summary for case reports (Note: references should not be included in abstracts 

or summaries) 
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Main text separated under appropriate headings and subheadings using the following 

hierarchy: BOLD CAPS, bold lower case, Plain text, Italics 

Tables should be in Word format and placed in the main text where the table is first cited. 

Tables should also be cited in numerical order 

Acknowledgments, Competing Interests, Funding and all other required statements 

References. All references should be cited in the main text in numerical order 

Figures must be uploaded as separate files (view further details under the Figures/illustrations 

section). All figures must be cited within the main text in numerical order and legends should 

be provided at the end of the manuscript. 

Online Supplementary materials should be uploaded using the File Designation 

ñSupplementary Fileò on the submission site and cited in the main text. 

Please remove any hidden text headers or footers from your file before submission. 

Style 

Acronyms and abbreviations should be used sparingly and fully explained when first used. 

Abbreviations and symbols must be standard. SI units should be used throughout, except for 

blood pressure values which should be reported in mm Hg. 

Whenever possible, drugs should be given their approved generic name. Where a proprietary 

(brand) name is used, it should begin with a capital letter. 

Figures and illustrations 

Images must be uploaded as separate files. All images must be cited within the main text in 

numerical order and legends must be provided (ideally at the end of the manuscript).  

Colour images 

For certain journals, authors of unsolicited manuscripts that wish to publish colour figures in 

print will be charged a fee to cover the cost of printing. Refer to the specific journalôs 

instructions for authors for more information. 
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Alternatively, authors are encouraged to supply colour illustrations for online publication and 

black and white versions for print publication. Colour publication online is offered at no 

charge, but the figure legend must not refer to the use of colours.  

File types 

Figures should be submitted in TIFF, EPS, JPEG or PDF formats. In EPS files, text (if 

present) should be outlined. For non-vector files (eg TIFF, JPEG) a minimum resolution of 

300 dpi is required, except for line art which should be 1200 dpi. Histograms should be 

presented in a simple, two-dimensional format, with no background grid. 

For figures consisting of multiple images/parts, please ensure these are submitted as a single 

composite file for processing. We are unable to accept figures that are submitted as multiple 

files. 

During submission, ensure that the figure files are labelled with the correct File Designation 

of ñMono Imageò for black and white figures and ñColour Imageò for colour figures. 

Figures are checked using automated quality control and if they are below the minimum 

standard you will be alerted and asked to resupply them. Please ensure that any specific 

patient/hospital details are removed or blacked out (e.g. X-rays, MRI scans, etc). Figures that 

use a black bar to obscure a patientôs identity are not accepted. 

Tables 

Tables should be in Word format and placed in the main text where the table is first cited. 

Tables must be cited in the main text in numerical order. Please note that tables embedded as 

Excel files within the manuscript are NOT accepted. Tables in Excel should be copied and 

pasted into the manuscript Word file. 

Tables should be self-explanatory and the data they contain must not be duplicated in the text 

or figures. Any tables submitted that are longer/larger than 2 pages will be published as 

online only supplementary material.  

Multimedia files 

You may submit multimedia files to enhance your article. Video files are preferred in .WMF 

or .AVI formats, but can also be supplied as .FLV, .Mov, and .MP4. When submitting, please 

ensure you upload them using the File Designation ñSupplementary File ï Videoò. 
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References 

Authors are responsible for the accuracy of cited references and these should be checked 

before the manuscript is submitted. 

Citing in the text 

References must be numbered sequentially as they appear in the text. References cited in 

figures or tables (or in their legends and footnotes) should appear at the end of the reference 

list to avoid re-numbering if tables and figures are moved around at peer review/proof stage. 

Reference numbers in the text should be inserted immediately after punctuation (with no 

word spacing)ðfor example,[6] not [6]. 

Where more than one reference is cited, these should be separated by a comma, for 

example,[1, 4, 39]. For sequences of consecutive numbers, give the first and last number of 

the sequence separated by a hyphen, for example,[22-25]. References provided in this format 

are translated during the production process to superscript type, and act as hyperlinks from 

the text to the quoted references in electronic forms of the article. 

Please note that if references are not cited in order the manuscript may be returned for 

amendment before it is passed on to the Editor for review. 

Preparing the reference list 

References must be numbered consecutively in the order in which they are mentioned in the 

text. 

Only papers published or in press should be included in the reference list. Personal 

communications or unpublished data must be cited in parentheses in the text with the name(s) 

of the source(s) and the year. Authors should request permission from the source to cite 

unpublished data. 

Journals from BMJ use a slightly modified version of Vancouver referencing style (see 

example below) available in Endnote. Note that The BMJ uses a different style. 

BMJ reference style 

List the names and initials of all authors if there are 3 or fewer; otherwise list the first 3 and 

add óet al.ô (The exception is the Journal of Medical Genetics, which lists all authors). Use 

one space only between words up to the year and then no spaces. The journal title should be 
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in italic and abbreviated according to the style of Medline. If the journal is not listed in 

Medline then it should be written out in full. 

Example references 

Journal article: 13 Koziol-Mclain J, Brand D, Morgan D, et al. Measuring injury risk factors: 

question reliability in a statewide sample. Inj Prev 2000;6:148ï50. 

Book: 15 Howland J. Preventing Automobile Injury: New Findings From Evaluative 

Research. Dover, MA: Auburn House Publishing Company 1988:163ï96. 

Chapter in a book: 14 Nagin D. General deterrence: a review of the empirical evidence. In: 

Blumstein A, Cohen J, Nagin D, eds. Deterrence and Incapacitation: Estimating the Effects of 

Criminal Sanctions on Crime Rates. Washington, DC: National Academy of Sciences 

1978:95ï139. 

Abstract/supplement: 16 Roxburgh J, Cooke RA, Deverall P, et al. Haemodynamic function 

of the carbomedics bileaflet prosthesis [abstract]. Br Heart J 1995;73(Suppl 2):P37. 

Electronic citations: Websites are referenced with their URL and access date, and as much 

other information as is available. Access date is important as websites can be updated and 

URLs change. The ñdate accessedò can be later than the acceptance date of the paper, and it 

can be just the month accessed. 

Electronic journal articles: Morse SS. Factors in the emergency of infectious diseases. Emerg 

Infect Dis 1995 Jan-Mar;1(1). www.cdc.gov/nciod/EID/vol1no1/morse.htm (accessed 5 Jun 

1998). 

Electronic letters: Bloggs J. Title of letter. Journal name Online [eLetter] Date of publication. 

url eg: Krishnamoorthy KM, Dash PK. Novel approach to transseptal puncture. Heart Online 

[eLetter] 18 September 2001. http://heart.bmj.com/cgi/eletters/86/5/e11#EL1 

Legal material: Toxic substances Contro Act: Hearing on S776 Before the Subcommittee of 

the Environment of the Senate Comm. on Commerce, 94th Congress 1st September (1975). 

Law references: The two main series of law reports, Weekly Law Reports (WLR) and All 

England Law Reports (All ER) have three volumes a year e.g. Robertson v Post Office 

[1974] 1 WLR 1176 



1-57 
 

 

There are good historical precedents for the use of square and round brackets. Since 1891, 

round ones have referred to the date of the report, square ones to the date of publication of the 

report. Apart from not italicising the name of the case, we use the lawyersô style; be careful 

with punctuation, e.g. Caparo Industries plc v Dickman and others [1990] 1 All ER 568-608. 

Digital Object Identifier (DOI) 

A DOI is a unique string created to identify a piece of intellectual property in an online 

environment and is particularly useful for articles that are published online before appearing 

in print (and therefore have not yet been assigned the traditional volume, issue and page 

number references). The DOI is a permanent identifier of all versions of an article, whether 

raw manuscript or edited proof, online or in print. Thus the DOI should ideally be included in 

the citation even if you want to cite a print version of an article. Find a DOI. 

Cite an article with a DOI before published in print: Alwick K, Vronken M, de Mos T, et al. 

Cardiac risk factors: prospective cohort study. Ann Rheum DisPublished Online First: 5 

February 2004. doi:10.1136/ard.2003.001234 

Cite an article with a DOI once published in print: Vole P, Smith H, Brown N, et al. 

Treatments for malaria: randomised controlled trial. Ann Rheum Dis2003;327:765ï8 

doi:10.1136/ard.2003.001234 [published Online First: 5 February 2002]. 

Online only supplementary material 

Additional figures and tables, methodology, raw data, etc may be published online only as 

supplementary material. If your paper exceeds the word count you should consider if any 

parts of the article could be published online only. Please note that these files will not be 

copyedited or typeset and will be published as supplied, therefore PDF files are preferred. 

All supplementary files should be uploaded using the File Designation ñSupplementary Fileò. 

Please ensure that any supplementary files are cited within the main text of the article. 

 



2-1 
 

 

 

 

Section Two: Research Paper 

Being More Than a Robot: The Emotional Experiences of Emergency Ambulance Call 

Handlers 

 

Word counts: 

Abstract: 249 

Main text: 7,747 

 

Jennifer Benkoff 

Doctorate in Clinical Psychology  

Division of Health Research, Lancaster University 

 

Target Journal: Emergency Medicine Journal 

 

Jennifer Benkoff 

Doctorate in Clinical Psychology 

Furness College  

Lancaster University 

Lancaster  

LA1 4YW 

j.benkoff@lancaster.ac.uk 



2-2 
 

 

ABSTRACT 

Background: Call handlers are the initial point of contact for the ambulance service, having 

important information to obtain during challenging and complex calls, however little is 

known about their emotional experiences. This study aimed to explore emergency ambulance 

call handlersô experiences of work-related emotions. 

Methods: Twelve semi-structured qualitative interviews were conducted with emergency 

ambulance call handlers. The transcripts were analysed using Interpretative 

Phenomenological Analysis.  

Results: Three superordinate themes emerged: 1) being more than a robot: ñyouôre not a 

robot and neither is the person on the end of the phone and neither is the patientò, including 

subthemes of the emotional impact of calls, responsibility and audits: ñthe necessary evilôò; 

2) belonging to a team: ñwe call each other the green familyò and; 3) the unknown: ñif you 

try and think about whatôs going to happen next, youôd not be able to come to workò, with 

subthemes of unpredictability, seeking outcomes and the role of imagination. 

Conclusions: This study reported several novel findings including the impact of the unknown 

and unpredictability, the stressful and re-traumatising impact of audits, the need for emotional 

flexibility and the key role of the callerôs presentation in moderating the call handlerôs 

experience. Additionally, this study highlighted the vital role of the team for call handlers. 

Clinical implications included topics to be incorporated in standard training, the development 

of appropriate support for call handlers and modification of the audit process. 

Recommendations for future research are discussed. 

 

Keywords: qualitative, ambulance, emergency dispatch, emergency medical services, 

emotions
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The nature of ambulance work often means that staff are frequently exposed to a range of 

challenging, complex and potentially traumatic situations, which can result in a range of 

difficulties relating to emotional, physical and mental health[1-2]. However, the existing 

literature has a much greater focus on road-based ambulance workers, such as paramedics 

and Emergency Medical Technicians (EMTs), with little research focusing on ambulance 

workers based in Emergency Operations Centres (EOCs), such as call handlers and 

emergency dispatchers. The few studies with EOC-based staff typically report them feeling 

forgotten about, overlooked and excluded[3-5], which is reflected in their absence in the 

literature.  

Call handlers 

In the UK, call handlers are the initial point of contact for the emergency ambulance service. 

They have direct communication with the caller requesting the emergency service and have 

crucial information to quickly obtain, such as the patientôs location and medical state. The 

information gained about the patientôs medical status affects the decisions made regarding the 

type of response required and the priority rating, which determines whether the patient may 

receive a response in minutes or several hours. Call handlers are often managing callers who 

are scared and anxious and can be in life threatening situations and are required to respond 

quickly and calmly[6]. Furthermore, call handlers are expected to manage a large number of 

calls, with more than 9 million ambulance calls being answered in England in the past year 

(2019-2020), an average of over 25,000 calls per day[7]. In light of all of this, the call handler 

role clearly requires the ability to effectively manage their own and othersô emotions.  

A recent report from the UK National Audit Office on ambulance services concluded that 

there are many challenges currently being faced, including the demand for ambulances 

continuing to grow rapidly with several factors considered to be contributing towards this, 
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such as the lack of availability of primary care services. Other challenges included increases 

in funding not matching the increases in demand, struggles to recruit and retain staff, 

difficulties in meeting response time targets and working within an increasingly complex 

health system[8].  

Sickness absence statistics in England have demonstrated that ambulance staff consistently 

had the highest sickness absence rates (average of 6%), in comparison to other National 

Health Service (NHS) organisations (average of 4% for all NHS organisation types) from 

2009 to 2019[9]. Over the past three years (2016-2019), sickness absence rates for ambulance 

support staff (average of 6%), have been higher than qualified ambulance staff (average of 

5%)[9]. Although NHS statistics regarding the reasons for sickness absences are unavailable, 

a survey by the health workers union, Unison, reported that a third of ambulance workers 

surveyed had had an absence due to work-related stress[10]. 

Theoretical understandings  

Several theories that have been applied to road-based emergency workers may also apply to 

call handlers, although, to date, little research has applied these theories to EOC-based 

ambulance staff. Maslachôs burnout theory[11-12] defines burnout as an internal emotional 

reaction caused by external factors and a psychological state resulting from prolonged work-

related stress. It proposes that burnout comprises of emotional exhaustion, depersonalisation 

and diminished personal accomplishment. The existing research with ambulance personnel 

has reported high levels of burnout in road-based staff[13-14], but little is known about 

burnout in EOC-based staff. A review of burnout in nurses reported that it was higher in 

emergency department nurses compared to other nurses, partly attributed to working in hectic 

conditions and moving from one emergency to the next, with little recovery time[15]. These 

conditions could also apply to call handlers and therefore, the potential for them to be 
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affected by burnout may be high. Consistently, a recent review of EOC-based staff across all 

emergency services concluded that they are at risk of emotional exhaustion and burnout[16]. 

Additionally, due to the high frequency of calls involving contact with callers in need of help, 

each one potentially having an emotional impact, call handlers may be at risk of compassion 

fatigue, which is often described as the ñcost of caringò and results from repeatedly helping 

suffering individuals[17]. Whilst there is little research focusing specifically on ambulance 

workers, the existing literature with other emergency or healthcare workers reports varied 

levels of compassion fatigue[18-20]. However, the research is generally with workers who 

have direct physical contact with patients and who report average to high levels of 

compassion satisfaction, typically resulting from seeing improvements in their patients, 

which tends to mitigate compassion fatigue[18-19]. As call handlers may not be able to 

experience patient improvements in the same way, it is possible that they may experience less 

compassion satisfaction and be more affected by compassion fatigue.  

Furthermore, emotional labour is frequently discussed in the existing literature with 

emergency and healthcare workers, including ambulance workers[21-23]. Emotional labour 

refers to emotional performance being ñsold for a wageò and the need to manage feelings to 

present in an acceptable way to the public[24]. While emotional labour is often discussed in 

relation to those who have physical contact with the public, as it refers to managing body 

language and facial expressions, less is known about how emotional labour affects those 

having telephone contact with the public, who have to manage their verbal responses in 

accordance with organisational guidance. Previous studies of call handlers in similar roles 

(police services and an NHS advice service) have reported that emotional labour is necessary 

at work[25-26]. Therefore, emotional labour may also be experienced by ambulance call 

handlers, although as with other theories, the lack of research with EOC-based staff limits the 

understanding of this.  
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Finally, the theory of emotional regulation refers to the management of what emotions are 

experienced and when and how they are experienced and expressed[27]. Emotional 

regulation strategies can include attentional deployment (redirecting attention), cognitive 

change (altering the meaning of situations) or response modulation (suppressing emotional 

experiences or expressions)[27]. Emotional regulation is considered to enable self-other 

distinction, meaning that without emotional regulation this distinction becomes blurred and 

the emotions of others are experienced personally[28]. While some studies with similar 

populations suggest that emotional regulation can be beneficial, for example in terms of self-

protection and maintaining emotional wellbeing[29], others indicate that some forms of 

regulation (particularly suppression or avoidance) can have negative consequences, such as 

intrusive memories and emotions and long-term physical and mental health difficulties[30]. 

Whilst the nature of call handlersô work likely requires emotional regulation, the extent or 

impact of this is unknown. 

Experiences of UK ambulance workers 

Ambulance work in the UK reportedly compromises the mental health and emotional well-

being of staff, although this is typically based on road-based staff, who have been more 

frequently studied[13]. More recently, the experiences of ambulance dispatchers (who work 

alongside call handlers, but do not communicate with callers) have been explored in the 

UK[5]. This study reported dispatchers experiencing several sources of stress, such as a lack 

of resources, being invisible to the public and multi-tasking, as well as feeling undervalued 

and overworked, with conclusions being made that greater support is required. Further 

research on organisational issues that call handlers face within the NHS 111 service (a non-

emergency advice service) identified that call handlersô work involves high levels of 

communication and emotion work (managing their own and callersô emotions)[31]. 
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Experiences of call handlers 

The existing international research indicates that emergency call handlers may face similar 

challenges to road-based and other EOC-based staff. A qualitative study with Swedish 

emergency call handlers, who manage ambulance, fire brigade and police calls, found 

particular difficulties with uncertainty, communication difficulties and insufficient 

resources[32]. Additionally, qualitative research with Australian ambulance call handlers 

concluded that, despite their physical distance from scene, call handlers can experience 

vicarious trauma through acute and cumulative exposure to traumatic incidents[4]. Although 

the Australian call handler role is similar to the UK, there are significant contextual 

differences. One main difference is that Australian ambulance care is not typically a free-to-

use public service, with patients often having to pay for the service either personally or 

through insurance[33], whereas in the UK, ambulance care is covered by the NHS, incurring 

no cost to the patient. This is significant as a key issue in UK ambulance services is the 

volume of calls that are not appropriate for an emergency service[34-35], an issue that is 

likely to be less frequent if calls incur a cost. In addition to the contextual differences, both of 

these previous studies with call handlers were not focused on work-related emotions, 

therefore highlighting a salient gap in the literature. Additionally, a previous review of 

emergency call handlers has recognised the lack of focus on the positive elements of 

emergency work[16]. This study aimed to address these gaps in the literature.  

The present study 

Although the previous research and theories indicate the importance of understanding work-

related emotions, to date, there is no qualitative research on the emotional experiences of UK 

ambulance call handlers. Therefore, this research aimed to answer the following research 

question: how do ambulance call handlers experience work-related emotions? 
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METHODS 

Design  

The researcher used a qualitative design to gain in-depth understanding into the emotional 

experiences of ambulance call handlers. A qualitative approach was considered to be most 

appropriate for the research question as it allows for exploration and flexibility, which is 

necessary due to there being little existing research on this topic. The data were collected 

through individual semi-structured interviews, to allow for some guidance and consistency 

but also allow for flexibility and further discussion. The data were analysed using 

Interpretative Phenomenological Analysis (IPA)[36-37], which was considered to be the most 

appropriate approach for the research question, given its focus on individual experience and 

its engagement with reflections, thoughts and feelings.  

IPA has developed upon an interpretative epistemological viewpoint[38-39], as it is rooted in 

the fundamental principles of phenomenology, hermeneutics and idiography, with the 

researcher engaging in a double hermeneutic (interpreting the participants interpretation) and 

the primary goal being to explore how individuals makes sense of experiences[37]. 

Therefore, the approach taken was to consider participants realities (and the researcherôs 

reality) as being based on their own interpretations and sense-making of their experiences. 

Accordingly, this was held in mind throughout the research process and the researcher 

attempted to maintain openness to individual understandings and experiences and to avoid 

assumptions as far as possible.  

Patient/public involvement 

Through informal discussions, call handlers, a call handler supervisor and an EOC manager 

reviewed the materials and were asked for their input in the conduct and design of the study. 

In particular, contributions were made towards the topic guide in terms of suggestions for 
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follow-up questions and call handlers confirmed that they would feel comfortable answering 

the questions. The interviews being relatively informal and in a quiet and private room was 

considered important. It was stated that being able to participate during a shift, rather than in 

their own time, would encourage participation. The service fully supported the study and 

EOC management facilitated staff to be able to participant during normal working hours. All 

of those who were spoken to thought that this study was important and necessary. 

Ethical approval and considerations 

Ethical approval was obtained from Lancaster Universityôs Faculty of Health and Medicine 

Research Ethics Committee (FHMREC18089). Research and Development approval was also 

obtained from the NHS Health Research Authority (IRAS:261990) and from the ambulance 

service. All call handlers were provided with written information about the study prior to 

consenting and were reminded of this information before the interview took place. 

Participation was voluntary and participants had the right to withdraw any time before or 

during the interview and up to two weeks following the interview. Restrictions around 

anonymity (such as, the interviews taking place at work and therefore others potentially 

knowing who participates) were made explicit to participants before consenting. All 

participant names used in the results are pseudonyms.  

Recruitment  

The service was a UK ambulance service covering a large geographical area. Call handlers 

within the service were based across three EOCs. Recruitment posters and flyers were placed 

in each EOC and a general noticeboard-type email with the participant information sheet 

attached was circulated to all call handlers in the service. Participants were eligible to take 

part if they had been working as a call handler within the ambulance service for a minimum 

of six months (to allow for the 12-week training period and having sufficient experience of 
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answering calls). If a call handler had had a period of absence for more than a month, they 

needed to have returned work for a minimum of three months to participate. 

Participants were prioritised in the order of contact, with twelve interviews taking place 

before data saturation was achieved. Nine participants were female and three were male. 

Participants ranged in age from 26 to 58 years (mean of 42 years) and the length of time in 

the role ranged from 10 months to 14 years (mean of 6 years). Two participants took part in 

the interviews in their own time, whilst the remaining 10 took part during work time.  

Data collection 

The semi-structured interviews were guided by a topic guide (Appendix A), which was 

developed for the purpose of this study. This guide consisted of broad questions, as well as 

potential prompts and follow-up questions, to facilitate discussion, however also allowed for 

space and flexibility for unexpected issues to arise and be explored. All interviews were 

audio recorded and transcribed and lasted between 45 and 93 minutes.  

Analysis  

The data were analysed using IPA, which focuses on the exploration of individual lived 

experiences, reflexivity and the double hermeneutic[36-37]. The six-stage analysis process 

followed is demonstrated in Table 1. The initial noting and coding in stage two included a 

combination of descriptive, linguistic and conceptual comments[36]. The development of 

emergent themes at stage three focused on the notes from stage two and on reducing the 

volume of the data but maintaining the complexity. In developing superordinate themes 

within transcripts at stage four and across the data set at stage six, themes were clustered 

together. Specific methods of developing clusters or connections included subsumption (a 

theme becoming a superordinate theme and bringing together other themes), abstraction 

(putting similar themes together to create a new superordinate theme) and contextualisation 
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(clustering based on contextual/narrative elements)[36]. To increase rigour and credibility, 

academic supervisors were consulted during the analysis process, particularly in ensuring the 

super-ordinate themes were reflective of the data set. 

 

-----------------------------------------INSERT TABLE 1 HERE---------------------------------------- 

 

Reflexivity 

As the researcher has an interpretative role in IPA, adopting a position of reflexivity, in 

which they have awareness of their own views and their potential impact on research, is 

essential[40]. The researcherôs limited prior experience of the ambulance service and the call 

handler role appeared to encourage participants to discuss aspects of their roles in substantial 

detail, which elicited important insights into their experiences. Additionally, the researcher 

being external to the service appeared to enable participants to speak openly about their 

experiences. Whilst the researcher had some preconceptions about what call handlers might 

discuss, based on the existing literature with similar populations, attempts were made to put 

these aside before the interviews through the use of a reflective journal, which was also used 

to note thoughts or feelings throughout data collection and analysis.  

RESULTS 

The analysis resulted in three superordinate themes: 1) being more than a robot: ñyouôre not a 

robot and neither is the person on the end of the phone and neither is the patientò, with 

subthemes of the emotional impact of calls, responsibility and audits: óthe necessary evilô; 2) 

belonging to a team: ñwe call each other the green familyò; and 3) the unknown: ñif you try 
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and think about whatôs going to happen next, youôd not be able to come to workò, with 

subthemes of unpredictability, seeking outcomes and the role of imagination.  

Being more than a robot: ñyouôre not a robot and neither is the person on the end of the 

phone and neither is the patientò 

This concept was present in all interviews and describes the participantsô perceptions of the 

their role being superficially viewed as requiring little thought and simply following the 

instructions on the system displaying the caller information, whereas in reality they faced 

many decisions and complexities, were required to add the ñhuman elementò to calls and 

were emotionally affected.  

The emotional impact of calls 

All participants spoke of being emotionally affected by calls, with a range of emotions being 

discussed, including anger, joy, relief, upset and guilt, but primarily frustration. The caller, 

rather than the content of the call, seemed to have a key role in how calls were experienced 

by call handlers: ñit depends on the caller that youôre speaking to what frame of mind theyôre 

in, whether theyôre calm, whether theyôre franticò (Grace). One participant spoke of a call 

that appeared very high in severity but was not particularly emotion-evoking because of the 

caller: ñThe guy was really calm because he was in security he knew, you could tell he knew 

his job inside out, there was procedures and it was literally just a flow informationò (Liam).  

Some participants spoke of their experiences of receiving abuse from callers and feeling 

frustrated, annoyed or angry at this: ñ(you have) people screaming at you, sometimes you are 

a bit of a punchbag for the general publicò (Imogen). Calls that were considered 

inappropriate were also a major source of frustration for call handlers: ñ(I feel) angry, 

agitated, sick to the back teeth that youôre not actually doing the job that youôre here to do, 

youôre just dealing with people that are irate and annoyed that theyôve not got the service 
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that they expectò (Grace). It appeared that these calls were experienced this way because call 

handlers felt they were not able to do their job and that it undermined their value and reason 

for being there: ñWeôre just access to healthcare now, weôre not an emergency service 

anymoreò (Chloe).  

Many participants discussed ñswitching offò their emotions during calls and dealing with the 

emotions evoked by the call after the call, at the end of the shift, at home or not at all. There 

were varying attitudes towards the space for emotions as a call handler and towards taking 

time out in-between calls. Some participants viewed these as indicators of the job not being a 

good fit or a sense of not coping well enough: ñif youôre going to be upset all the time, it isnôt 

the job for youò (Grace). Whereas others saw room for emotional responses to calls and felt 

that managing those emotions by taking time out was accepted and encouraged: ñyou are 

allowed and encouraged to just get [yourself] right in case you get another bad callò (Liam).   

Participants also found calls rewarding and felt that their involvement was a privilege: 

ñsometimes we see the remarkable side of people where theyôll go out of their way to help 

othersé you get like a feeling of pride because itôs a privilege that people trust you to help 

them when theyôre in distressò (Jane). Almost every participant spoke of childbirth calls 

being challenging and tense but incredibly rewarding calls. One participant discussed her 

thoughts around why such calls were so rewarding: ñitôs the only call we will ever have in 

this job where everyone is happy at the end of ité with other calls you might be relieved 

when the ambulance turns up, no oneôs going to be thrilled or really happyò (Emma).  

Responsibility 

The weight of responsibility of the role and the potential consequences of their actions 

appeared to be something that call handlers were constantly aware of and added further 

complexity to calls, although it was felt that this was not always understood or appreciated by 
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others (family, the public, management, other professionals). Several call handlers spoke of 

their role being considered by others as one that just follows scripts and procedures and does 

not require decision-making, however they reported that this was not accurate: ñeven though 

weôre not supposed to be making decisions, youôre making decisions all the time, absolutely, 

on every call you know, you question yourself constantlyò (Imogen).  

Participants spoke of the responsibility of the pressure of knowing that their actions and 

responses can be the difference between life and death. For example: ñI just go I hope I donôt 

make a mistake that will cost someoneôs life because you never can tellò (Bethany); ñsepsis is 

a really dangerous thing to have and yet it doesnôt pick up that on the codings at the moment, 

itôs more or less down to somebody like myself thinking I donôt like thisé thatôs when I feel 

anxiousò (Emma). Participants also discussed experiences of feeling responsible for the caller 

(when the caller is not the patient) as well as the patient: ñit can be quite frustrating 

sometimes because youôve got to deal with everyone elseôs [patientôs, callerôs, familyôs] 

emotionsò (Chloe). Additionally, participants felt a sense of responsibility for managing 

themselves during the call and for the safety of the ambulance crews attending the scene. The 

combination of all of their responsibilities can be overwhelming: ñthereôs so much to do in 

one short pace of time itôs so overwhelming and nerve-wracking that so many things can go 

wrongò (Danielle).  

Audits: ñthe necessary evilò 

Call handlers spoke of their calls being audited. The audit process is usually random, 

although there are certain types of calls that are always audited (such as cardiac arrests), and 

involves calls being listened to by a separate team who mark the call handlersô performance 

and compliance with the system. Audits aim to support call handlersô development and 

ensure consistency. Written feedback is provided, classifying the call handler as ñhighly 
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compliantò, ñcompliantò, ñpartially compliantò or ñnon-compliantò (what participants classed 

as ñfailingò). The auditing of calls and the feedback call handlers received from audits was a 

substantial source of frustration, anxiety, despair and despondency. Call handlers felt that 

their calls were being assessed by a process that wanted them to be robots and to rigidly 

follow scripts, however they felt that the callers they were talking to were humans, who 

needed that ñhuman elementò and that the audit process penalised them for that.  

Participants spoke of understanding the need for auditing but that the current process was not 

helpful or supportive: ñaudits (sigh) well audits, theyôre a necessary evil I would say, they 

have to be doneé but some of the things that people get pulled on are just ridiculous and 

they just take it that step to faré itôs just nit picking and that makes my blood boilò (Holly). 

The ñnit pickingò and lack of positive feedback, or generic and repetitive positive feedback, 

appeared to result in call handlers having little value and respect for audits, demonstrated by 

them being willing to risk a negative audit by deviating from the script to do what they 

considered to be best for the patient: ñsometimes for the sake of the patient itôs better to fail 

an audit and get your call sorted than notò (Jane).  

Most call handlers discussed audits creating fear and anxiety in several ways, with one 

participant describing audits as ñour greatest fear in our jobsò (Amy). The potential of a call 

being audited caused anxiety during and after the call, as audit feedback can sometimes take 

weeks to receive. One participant described the impact of having negative audit feedback: ñI 

failed the first audit I was then like hypervigilant like oh my god if I fail another one, if I fail 

another one, because I was so focused on it I made mistakesé my confidence was just 

blownò (Jane). This also suggested that call handlers could become cognitively, as well as 

emotionally, overwhelmed. Finally, some participants also spoke of the delayed feedback 

from audits having a re-traumatising effect: ñthe audit is the one that affects your erm your 
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healing process from the callò (Amy); ñyouôve already gone through that traumaé and then 

theyôre making you go through it againò (Emma). 

Belonging to a team: ñWe call each other the green familyò 

All participants discussed their relationships with other caller handlers, with most reporting 

that being part of the team was one of the greatest positive aspects of their job. They often 

spoke about themselves as part of a collective and many participants likened their 

relationships with their team as being like a family: ñitôs a team job so the team are like your 

family, we call each other the green familyò (Emma); ñweôre like a family because we spend 

more time with each other than we do with our own familyò (Holly).  

Participants spoke of the environment created by their work team for example: ñitôs a very 

positive environment, itôs friendly, I think itôs the most friendly place Iôve workedò (Bethany). 

The majority of participants spoke of the atmosphere and team morale having a significant 

impact on their experiences at work, in some cases more of an impact than the calls 

themselves: ñThe morale of the shift tends to make a big differenceé it can be heavy and like 

loads of bad calls but someone at some point will get a regular caller over there, someone 

will have something horrible or something funny and it affects sort of how you remember 

each shiftò (Liam). 

Several call handlers spoke of others (family, friends, other ambulance staff) not fully 

understanding the call handler role and the difficulties it entails, and therefore being ñin it 

togetherò and having others who do understand appeared to be one of the most important 

aspects of belonging to the team. For example: ñNothing marries up to how I feel when Iôm 

on shift with my colleagues, itôs just a special bond because you can go through all these 

awful calls or not feel great and someone will understand how you feelò (Danielle).  
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Supporting each other at work appeared to be of great importance to participants. They 

discussed supporting each other practically, by helping each other with calls, and 

emotionally, often through talking to each other, both of which appeared to contribute 

towards the team being experienced as psychologically safe. Most participants discussed the 

impact of the volume of calls on being able to support each other: ñin between calls you donôt 

even get chance to talk to your colleagues, itôs very difficult because weôre so busy so youôre 

not even getting the chance to say óoh that call was awfulô to someone next to youò (Emma). 

The volume of calls also caused tensions in the team, particularly in terms of participants 

views towards others taking time out after difficult calls: ñ[other call handlers] sat outside 

crying because of a call, arenôt taking a call so then everyone else that is taking calls has 

then got twice the amount of work to do and I just think you need to move onò (Chloe). 

One of the most commonly discussed ways of supporting and relating to each other was 

humour, often described as ñdarkò or ñgallowsò humour: ñitôs just dark humour a lot of it 

and nothing that anybody else would find particularly funny but itôs just how you sort of get 

over thingsò (Holly). It appeared that participants felt this kind of humour and relationships 

with other staff were quite unique and related it back to the amount of time spent together and 

their close, family-like relationships.  

The participants generally experienced there being an absence of formal support, perceiving 

that the servicesô support was superficial or more appropriate for road-based staff: ñitôs like 

any support here itôs absolutelyé itôs justé they have it on paper for everyone to see but 

actually backing it up nahò (Chloe). The dissatisfaction with and/or perceived absence of 

formal support seemed to have increased the necessity to rely on each other.  
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The unknown: ñif you try and think about whatôs going to happen next, youôd not be 

able to come to workò 

This theme illustrates the many unknowns, including unpredictability, uncertainty and 

incompleteness, that all participants described as being an impactful part of their daily role.  

Unpredictability 

Participants described unpredictability as being manifested in many aspects of their role. One 

of the main areas of unpredictability was in the type of call that they might answer next: ñthe 

phone beeps and you take a callé it literally could be absolutely anything, you literally do 

not know whatôs going to come through when that beep goesé I think if you try and think 

about whatôs going to happen next, youôd not be able to come to workò (Chloe); ñthereôs that 

little bit of nervousness and fear and just the constant anticipation about what is that going to 

beò (Danielle). Some participants spoke about feeling more confident with more common 

calls but much less certain about rarer calls, and the continued shock when answering such 

calls: ñI still get now when somebody says, I say óis the patient breathingô and they go ónoô 

and I think óoh! Oh right ok Iôve got to do something nowôò (Imogen). The volume of calls 

taken in a shift was also unpredictable and stressful: ñyou have no clue as to how your night 

is going to go, the eb and flow of the calls. Sometimes youôll have an expectation that it will 

be extraordinarily busy and then you sort of go whatôs happened itôs notò (Amy).  

Not knowing what the callerôs emotional state or understanding of and attitudes towards the 

ambulance service might be and how this will  interfere with helping was also difficult for 

participants: ñthe first thing is to ascertain whatôs going on, exactly whatôs happening with 

the reason theyôre calling, which can be very difficult because people are just straight off 

very angry and will just say something along the lines of ósend me an ambulance nowôò 

(Finley). Additionally, the clarity of situations and the ease of communicating with callers 
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was unpredictable, which created frustration and stress when call handlers had to manage 

callers to gain this information: ñitôs just hard because youôre trying to mentally work out 

whatôs going on because theyôre not telling you anything and you can keep shouting and 

shouting down the phone but theyôre not listening to youé itôs just stressful isnôt it, a bit 

tense, youôre kind of panicking because you want to help themò (Chloe). Some participants 

also found unpredictability in whether the caller was willing or able to help the patient. 

Additionally, participants described not knowing if or how they will be emotionally affected 

by calls, suggesting a need for emotional flexibility: ñthereôs nothing at all really that can 

prepare you for that swing of emotions so youôre very calm at one end and then you could be 

thrown into the deep end really literally within secondsò (Emma). Some participants had been 

surprised at the calls that had affected them, which increased their distress: ñthe first time that 

I did get upset was on a CPR call but it wasnôt for the patient it was for the wife and I hadnôt 

expected thaté I think it was the shock, I didnôt expect that would be the thing that upset me 

[and] that made me even more upsetò (Jane).  

Seeking outcomes  

One important and frequently discussed unknown for participants was not knowing the 

outcomes of calls: ñyou never see an end picture, never and I donôt like that, even if itôs a bad 

outcome, I donôt like not rounding it off if you likeé thatôs my biggest job dissatisfactionò 

(Imogen). Some appeared to feel more frustrated about not knowing: ñitôs the unknown I 

think thatôs the main problem, itôs the unknown é we donôt know how the story endsé we 

know the bit in the middle, we know nothing elseé itôs just a feeling of frustration because 

you donôt know actually what happenedò (Chloe); ñWe get the first part, call after call after 

call after call, thatôs what we get, we get the start where everyoneôs upset, where everyoneôs 

freaked out, where everybodyôs screaming and shoutingò (Finley). Whereas others appeared 
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to experience it differently, describing their emotions as heart-breaking: ñI think for the 

emotions that we feel sometimes, how involved we feel we are in that situation and then just 

to never hear anything afterwards itôs just really heart-breaking, itôs really really hard to 

deal withò (Danielle). Knowing the outcome appeared to be typically associated with 

participants knowing if they had helped or made a difference.  

Indicating differing coping strategies, some participants sought answers by looking back at 

call logs, whereas others found seeking outcomes unhelpful and avoided doing so: ñI donôt 

get too hung up on knowing how a patients done or anything because you canôt function if 

you keeping on wanting to know like whatôs gone onò (Liam). However, even for those who 

did find out the outcome of the ambulance crewôs involvement, their wonderings about the 

patient continued: ñyou never really know whether the patient survived in the actual hospital 

environment itself so you know youôre always left wondering a bit as to what happened to 

themò (Kyle).  

The role of imagination 

Participants discussed the unknowns related to having to rely solely on descriptions from the 

caller and not being able to physically see situations to make sense of them and arrange the 

most appropriate response. In the absence of visuals, many participants reported visualising 

scenes through imagination: ñthey just think itôs a call, sometimes you actually picture what 

they are seeing and you are picturing yourself, if I was to see that, what would I doò 

(Bethany). Participants typically found this unhelpful, both in terms of arranging an 

appropriate response and in terms of their own emotions: ñI think sometimes you can 

overthink thingsé I imagine the worst because I canôt see whatôs happeningò (Danielle). One 

participant described his imagination during calls being traumatic, as he found himself 

imagining situations with someone familiar as the patient: ñif youôre like me who has a very 
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vivid imagination ah well it can be a lot worseé when somebodies describing something to 

me, Iôll see it in my head buté theyôre [the patient] going to look similar to somebody you 

knowò (Finley).  

DISCUSSION 

This study aimed to explore ambulance call handlersô experiences of work-related emotions. 

Three superordinate themes emerged from the analysis: being more than a robot: ñyouôre not 

a robot and neither is the person on the end of the phone and neither is the patientò, belonging 

to a team: ñwe call each other the green familyò and; the unknown: ñif you try and think 

about whatôs going to happen next, youôd not be able to come to workò. These findings are 

discussed in the context of the existing literature and theoretical perspectives. 

The theme of being more than a robot represents the novel finding of participants often 

feeling that others simplified their role; however, their experiences were that there was 

significantly more to their job than others expected. Several challenges potentially unique to 

call handlers were identified, for example, participantsô experiencing anxiety when the 

system does not recognise the severity of a patientôs condition and the responsibility of 

recognising this and getting the appropriate response falls to the call handler. Further key 

challenges faced by call handlers were regarding the impact of the unknown, including the 

significant unpredictability in the role, the lack of knowledge of call outcomes and the lack of 

visuals during calls often resulting in the use of imagination. Whilst some of these aspects 

have been briefly discussed in existing literature with ambulance personnel[4, 41], the present 

study found these aspects appear to have a much greater impact on call handlers than 

previously suggested. These issues also have the potential to affect call handlers more than 

road-based ambulance staff, due to call handlers typically answering a higher number of calls 

than road-based staff attend, resulting in increased opportunities for unknowns. 
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In the present study, audits were found to be a significant source of stress, frustration and 

emotional difficulties, to an extent that has not previously been recognised in EOC-based 

staff, demonstrated by the amount of focus and time given to the audit process by participants 

during the interviews. Although participants reported a sense of reward from their work, the 

audit process and its perceived focus on negative feedback appeared to minimise these 

feelings, resulting in a diminished sense of achievement. This, in combination with the range 

of difficult work-related emotions regularly being evoked and feeling a need to switch off 

from emotions (suggesting emotional exhaustion) and the negative opinions expressed 

towards the public (suggesting depersonalisation), may indicate that some call handlers were 

experiencing burnout[11-12]. However, as burnout can be experienced in any line of work, 

exploring and understanding call handlersô difficulties in perspectives more specific to 

healthcare professions may be more beneficial.  

Compassion fatigue, which is reported to be a similar concept to burnout but is specific to 

helping professions, reportedly results from prolonged exposure to the suffering of others, 

with little emotional support[42]. Consistent with this, in the present study, participants 

reported frequent exposure to suffering, with strong emotions being evoked, including 

intrusive thoughts or images of the scenes described, as well as reporting little emotional 

support from the service and often not having time to seek support from colleagues. Whilst 

compassion satisfaction reportedly mitigates compassion fatigue, it appeared that this was 

difficult for call handlers to experience due to a limited number of calls being experienced as 

satisfying.  

However, call handlers did report satisfaction in other aspects of their work, primarily in 

terms of their work team, which appeared to be a significant protective factor. This study 

found that the team were of great importance to call handlers, with participants attributing 

many of the positive aspects of the job to team relationships, belonging and supporting each 
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other, which has not previously been recognised in EOC-based ambulance staff. In addition 

to being associated with work satisfaction, workplace belongingness has also been associated 

with various positive outcomes, such as reduced distress, increased resilience and mediating 

between organisational stress and posttraumatic growth in similar populations[43-44]. 

Additionally, it appeared that the team relationships and supporting each other contributed 

towards a sense of team psychological safety, which refers to a shared belief that the team is 

safe for interpersonal risk taking, where team members feel included and safe to contribute 

without fear of embarrassment or rejection[45]. In other populations, team psychological 

safety has been associated with learning behaviour, team performance and functioning and 

benefitting from task conflict, in terms of creativity and decision making[45-47], indicating 

the positive outcomes that this can result in. 

In the present study, it seemed that call handlers tended to rely on support from each other 

because of their close proximity and familiarity with each other but also because they 

perceived a lack of appropriate support at an organisational level, consistent with previous 

reports of a perceived lack of care for staff wellbeing in ambulance services[3, 5, 13, 16]. 

Humour was one of the most commonly reported ways that call handlers supported each 

other in coping with the difficulties of call handling, with the perceived uniqueness of this 

humour appearing to strengthen their sense of belonging. The aims of their humour appeared 

to be for stress reduction and enhancing a positive environment and relationships with 

colleagues (rather than having malicious intent, as dark humour has been described in other 

studies[48]). Similar humour has also been described in other studies with ambulance 

personnel and has been reported to diffuse difficult situations, to reduce stress and enable 

workers to function and to facilitate connections with colleagues at times of emotional 

vulnerability[4, 35, 49-50].  
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The present study reported participantsô attempts to manage the various emotions evoked at 

work through suppressing their emotions and their varying views towards the appropriateness 

of expressing emotions at work. During the interviews, participants often appeared to struggle 

to express their emotions, for example, when asked to recall what emotions they experienced 

towards a situation they had described, they often expressed thoughts or actions. It was 

hypothesised that this may have been partly due to interviews taking place in the workplace, 

which may have made expressing emotions difficult if participants were typically used to 

suppressing emotions in that setting. Previous research with paramedics also identified 

significantly increased difficulties in describing feelings compared to a normative 

sample[51], suggesting that there may a wider difficulty, possibly related to the culture of 

ambulance organisations, although more research is required to further understand this. 

The need to manage emotions at work is frequently discussed in the existing literature in 

terms of emotional labour. However, in the present study call handlersô motives to manage 

their emotions seemed to go beyond that of emotional labour, as, in addition to managing 

their emotions to present in a desirable way to callers, they were managing their emotions to 

protect themselves, to cope and to be able to continue to do their job. This, and the frequent 

discussions by call handlers regarding the range of emotions regularly being evoked and the 

need to manage their own emotions and the callersô emotions, suggested the active presence 

of emotional regulation. In particular, it appeared that suppression was used to minimise the 

expression of the emotion, with many participants implying that they noticed an emotion 

before suppressing it. Some participants potentially suggested suppressing the internal 

experience of the emotion altogether. However, their comments were often contradictory 

(such as, in one instance saying they do not allow themselves to have emotions at work, but 

then discussing emotional experiences) and suggested that they may have been reluctant to 

express vulnerable feelings, rather than completely detaching from their emotions.  
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Some of the statements made by participants during this study suggested that emotional 

flexibility was necessary at work, but difficult to achieve. Emotional flexibility can be 

defined as the capacity to respond flexibly to changing emotional circumstances[52] and is 

considered to be an important aspect of psychological wellbeing[53]. One important factor in 

emotional flexibility in stressful situations is self-compassion[54-55], which, as an emotional 

regulation strategy, is considered to affect many areas of regulation simultaneously, including 

cognitive change, situation selection and modification and response modulation[56]. Little 

evidence of self-compassion as an emotional regulation strategy was identified in the current 

study, which may contribute towards explaining why being emotional flexible was difficult.   

Clinical implications  

This study has many clinical implications for ambulance services. Firstly, given some 

participantsô tendencies to regularly suppress emotions and the views of some participants 

regarding expressing emotions, there may be a need for service level changes to encourage a 

culture more accepting of emotions and of individual methods of expressing or coping with 

emotions, to avoid those who do express their emotions feeling shamed. This could include 

increased standard training in the potential emotional impact of calls, ways of expressing, 

regulating or coping with emotions and the potential long-term consequences of repeatedly 

suppressing emotions. 

The findings of this study also suggest the need for more appropriate and accessible support 

for call handlers. As call handlers felt the current support was more designed for road-based 

staff and given some of the unique challenges of call handlers, new support systems may 

need to be developed. It is recommended that call handlers are involved in the development 

and implementation of any new support to ensure that it is appropriate and accessible. 

Furthermore, an important implication of this study was regarding the audit process and the 

perception of its focus on negative feedback. The findings suggested that the current process 
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was demotivating, stressful and even re-traumatising at times. Re-developing or modifying 

the audit process alongside call handlers to create a more motivating and supportive process 

may be beneficial to their wellbeing and performance. 

Similarly, given the important finding regarding call handlersô difficulties with not knowing 

outcomes, it may be beneficial if the service were able to review whether easier methods of 

seeking outcomes could be facilitated. This could also be an area that is discussed and made 

explicit in the training period, with advice given to new call handlers on how to manage the 

uncertainty or who to talk to if they are struggling. Finally, the findings of this study 

regarding the importance of the work team suggested that continued efforts should be made 

to encourage and strengthen team relationships.  

Future research 

The findings of this study may provide the basis for further qualitative and quantitative 

research with call handlers. It is recommended that future studies should focus on 

understanding the impact of work-related emotions, for example, in relation to sickness 

absence and staff retention, and should explore potential interventions and/or other forms of 

support for call handlers affected by their work and the effectiveness and accessibility of 

these interventions. Future research should also focus on exploring compassion fatigue and 

satisfaction and emotional regulation and flexibility in call handlers, particularly in terms of 

their long-term impact.  

Strengths and limitations  

This study explored a previously unresearched topic, addressing several gaps in the literature. 

Given the difficulties experienced by ambulance staff generally[1-2] and the increasing 

sickness absence rates[7], this was an important area to explore, with several clinical 

implications emerging. The interest demonstrated by call handlers in the research indicated 
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that this was an important topic, whilst the number of in-depth interviews resulted in a wealth 

of rich information that provided valuable insights.  

The findings from this study only represent the experiences of a group of call handlers in one 

ambulance service. However, there were similarities identified between the findings of the 

present study and the existing literature with EOC-based ambulance personnel, as well as 

other emergency and healthcare professionals, suggesting some similar issues across services. 

Additionally, the call handlers who participated in this study all volunteered to take part; 

therefore, the sample may have been biased towards participants who were more emotionally 

affected by their work, willing to talk about their emotions or particularly interested in the 

emotional impact of ambulance work.  

Whilst subjectivity is inevitable with qualitative research, the interviews and analysis being 

undertaken by a sole researcher in this study, may have increased it. However, suggestions 

have previously been made that a sole researcher is sufficient and preferred, as it results in a 

greater connection with participants and the data, increasing its quality[57-58].  

Conclusions 

This study aimed to explore the emotional experiences of UK ambulance call handlers, a 

previously unexplored topic. Several important findings emerged from this study, particularly 

regarding the impact of the unknown and unpredictability, the re-traumatising impact of 

audits, the need for emotional flexibility, the importance of the team and the key role of the 

caller in influencing the call handlersô emotional responses. Clinical implications are 

discussed, including topics to involve in standard training, modifying the audit process and 

developing appropriate support. Future research with call handlers is recommended, 

particularly in terms of interventions or support and expanding on the present findings.  



2-28 
 

 

REFERENCES 

1. Petrie K, Milligan-Saville J, Gayed A, et al. Prevalence of PTSD and common mental 

disorders amongst ambulance personnel: a systematic review and meta-analysis. Soc 

Psychiatry Psychiatr Epidemiol 2018;53(9):897-909. https://doi.org/10.1007/s00127-018-

1539-5  

2. Sterud T, Ekeburg Ø, Hem E. Health status in the ambulance services: A systematic 

review. BMC Health Services Research 2006;6:82. https://doi.org/10.1186/1472-6963-6-

82.  

3. Gallagher S, McGilloway S. Living in critical times: The impact of critical incidents on 

frontline ambulance personnel: A qualitative perspective. Int J Emerg Ment Health 

2008;9(3):215-223. 

4. Adams K, Shakespeare-Finch J, Armstrong D. An interpretative phenomenological 

analysis of stress and well-being in emergency medical dispatchers. J Loss Trauma 

2015;20(5):430-448. https://doi.org/10.1080/15325024.2014.949141.  

5. Coxon A, Cropley M, Schofield P, et al. óYou're never making just one decisionô: 

Exploring the lived experiences of ambulance Emergency Operations Centre personnel. 

Emerg Med J 2016;33(9):645-651. https://doi.org/10.1136/emermed-2015-204841 

6. NHS Health Careers. Call handler/emergency medical dispatcher 2015. 

https://www.healthcareers.nhs.uk/explore-roles/ambulance-service-team/roles-ambulance-

service/ (accessed February 2020). 

7. National Health Service England. Ambulance quality indicators: Ambulance systems 

indicators time series to March 2020. https://www.england.nhs.uk/statistics/statistical-

work-areas/ambulance-quality-indicators/ (accessed April 2020). 

https://doi.org/10.1007/s00127-018-1539-5
https://doi.org/10.1007/s00127-018-1539-5
https://doi.org/10.1186/1472-6963-6-82
https://doi.org/10.1186/1472-6963-6-82
https://doi.org/10.1080/15325024.2014.949141
https://doi.org/10.1136/emermed-2015-204841
https://www.healthcareers.nhs.uk/explore-roles/ambulance-service-team/roles-ambulance-service/emergency-medical-dispatchercall-handler
https://www.healthcareers.nhs.uk/explore-roles/ambulance-service-team/roles-ambulance-service/emergency-medical-dispatchercall-handler
https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/


2-29 
 

 

8. National Audit Office. NHS ambulance services 2017. https://www.nao.org.uk/report/nhs-

ambulance-services/ (accessed February 2020). 

9. National Health Service Digital. NHS sickness absence rates 2010-2011 to 2018-19 annual 

tables 2019. https://digital.nhs.uk/data-and-information/publications/statistical/nhs-

sickness-absence-rates/ (accessed January 2020). 

10. UNISON. Stress epidemic stretches ambulance service to breaking point 2014. 

https://www.unison.org.uk/news/article/2014/04/ stress-epidemic-stretches-ambulance-

service-to-breaking-point/ (accessed January 2020). 

11. Maslach C. Burnout: The cost of caring. Englewood Cliffs, NJ: Prentice-Hall 1982. 

12. Maslach, C. A multidimensional theory of burnout. In: Cooper CL ed. Theories of 

organisational stress. Oxford, UK: Oxford University Press 1998:68-85.  

13. Alexander DA, Klein S. Ambulance personnel and critical incidents: Impact of accident 

and emergency work on mental health and wellbeing. Br J Psychiatry 2001;178(1):76-81. 

https://doi.org/10.1192/bjp.178.1.76  

14. van der Ploeg E, Kleber RJ. Acute and chronic job stressors among ambulance personnel: 

predictors of health symptoms. Occup Envion Med 2003;60(1):40-46. 

https://doi.org/10.1136/oem.60.suppl_1.i40  

15. Adriaenssens J, De Gucht V, Maes S. Determinants and prevalence of burnout in 

emergency nurses: a systematic review of 25 years of research. Int J Nurs Stud 

2015;52(2):649-661. http://doi.org/10.1016/j.ijnurstu.2014.11.004.  

16. Golding SE, Horsfield C, Davies A, et al. Exploring the psychological health of 

emergency dispatch centre operatives: a systematic review and narrative synthesis. PeerJ 

2017;5:e3735. https://doi.org/10.7717/peerj.3735.  

https://www.nao.org.uk/report/nhs-ambulance-services/
https://www.nao.org.uk/report/nhs-ambulance-services/
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates/
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates/
https://www.unison.org.uk/news/article/2014/04/
https://www.unison.org.uk/news/article/2014/04/stress-epidemic-stretches-ambulance-service-to-breaking-point/
https://www.unison.org.uk/news/article/2014/04/stress-epidemic-stretches-ambulance-service-to-breaking-point/
https://doi.org/10.1192/bjp.178.1.76
https://doi.org/10.1136/oem.60.suppl_1.i40
http://doi.org/10.1016/j.ijnurstu.2014.11.004
https://doi.org/10.7717/peerj.3735


2-30 
 

 

17. Figley C. Compassion fatigue. New York, NY: Brunner/Mazel 1995. 

18. Dasan S, Gohil P, Cornelius V, et al. Prevalence, causes and consequences of compassion 

satisfaction and compassion fatigue in emergency care: A mixed-methods study of UK 

NHS consultants. Emerg Med J 2014;32(8):588-594. http://doi.org/10.1136/emermed-

2014-203671. 

19. Hunsaker S, Chen H, Maughan D, et al. Factors that influence the development of 

compassion fatigue, burnout, and compassion satisfaction in emergency department 

nurses. J Nurs Scholarsh 2015;47(2):186-194. http://doi.org/10.1111/jnu.12122. 

20. Hooper C, Craig J, Janvrin DR, et al. Compassion satisfaction, burnout, and compassion 

fatigue among emergency nurses compared with nurses in other selected inpatient 

specialties. J Emerg Nurs 2010;36(5):420-427. https://doi.org/10.1016/j.jen.2009.11.027. 

 21. Riley R, Weiss MC. A qualitative thematic review: Emotional labour in healthcare 

settings. J Adv Nurs 2016;72(1):6-17. https://doi.org/10.1111/jan.12738  

22. Williams A. A study of emotion work in student paramedic practice. Nurse Educ Today 

2013;33(4):368-72. http://doi.org/10.1016/j.nedt.2012.03.003  

23. Blau G, Bentley MA, Eggerichs-Purcell J. Testing the impact of emotional labor on work 

exhaustion for three distinct emergency medical service (EMS) samples. Career 

Development International 2012;17:626-645. http://doi.org/10.1108/13620431211283788  

24. Hochschild AR. The managed heart. Commercialisation of human feeling. Los Angeles, 

CA: University of California Press 2012. 

25. Tracy SJ, Tracy K. Emotion labor at 911: a case study and theoretical critique. J Appl 

Commun Res 1998;26:390-411. 

http://doi.org/10.1136/emermed-2014-203671
http://doi.org/10.1136/emermed-2014-203671
http://doi.org/10.1111/jnu.12122
https://doi.org/10.1016/j.jen.2009.11.027
https://doi.org/10.1111/jan.12738
http://doi.org/10.1016/j.nedt.2012.03.003
http://doi.org/10.1108/13620431211283788


2-31 
 

 

26. Weir H, Waddington K. Continuities in caring? Emotional work in a NHS direct call 

centre. Nurs Inq 2008;15(1):67-66. https://doi.org/10.1111/j.1440-1800.2008.00391.x.  

27. Gross JJ. Emotion regulation: Affective, cognitive, and social consequences. 

Psychophysiology 2002;39(3):281-291. https://doi.org/10.1017/s0048577201393198. 

28. Hofmeyer A, Kennedy K, Taylor R. Contesting the term ócompassion fatigueô: 

Integrating findings from social neuroscience and self-care research. Collegian 2019:1-6. 

https://doi.org/10.1016/j.colegn.2019.07.001  

29. Cecil P, Glass N. An exploration of emotional protection and regulation in nurseïpatient 

interactions: The role of the professional face and the emotional mirror. Collegian 

2015;22(4):377-385. https://doi.org/10.1016/j.colegn.2014.06.002  

30. Gartner A, Behnke A, Conrad D, et al. Emotion regulation in rescue workers: differential 

relationship with perceived work-related stress and stress-related symptoms. Front 

Psychol 2019;10(9):2744. https://doi.org/10.3389/fpsyg.2018.02744. 

31. Turnbull J, Pope C, Rowsell A, et al. The work, workforce, technology and organisational 

implications of the ó111ô single point of access telephone number for urgent (non-

emergency) care: A mixed-methods case study. Health Services and Delivery Research 

2014;2(3). http://doi.org/10.3310/hsdr02030  

32. Forslund K, Kihlgren A, Kihlgren M. Operators' experiences of emergency calls. J 

Telemed Telecare 2004;10(5):290-297. https://doi.org/10.1258/1357633042026323  

33. New South Wales Ambulance. Emergency services 2020. 

https://www.ambulance.nsw.gov.au/our-services/emergency-services (accessed February 

2020). 

https://doi.org/10.1111/j.1440-1800.2008.00391.x
https://doi.org/10.1017/s0048577201393198
https://doi.org/10.1016/j.colegn.2019.07.001
https://doi.org/10.1016/j.colegn.2014.06.002
https://doi.org/10.3389/fpsyg.2018.02744
http://doi.org/10.3310/hsdr02030
https://doi.org/10.1258/1357633042026323
https://www.ambulance.nsw.gov.au/our-services/emergency-services


2-32 
 

 

34. Booker MJ, Simmonds RL, Purdy S. Patients who call emergency ambulances for 

primary care problems: a qualitative study of the decision-making process. Emerg Med J 

2014;31(6):448-452. https://doi.org/10.1136/emermed-2012-202124  

35. Clompus SR, Albarran JW. Exploring the nature of resilience in paramedic practice: A 

psycho-social study. Int Emerg Nurs 2016;28:1-7. 

http://doi.org/10.1016/j.ienj.2015.11.006. 

36. Smith JA, Flowers P, Larkin M. Interpretative Phenomenological Analysis: Theory, 

method and research. London, UK: Sage 2009. 

37. Pietkiewicz I, Smith JA. A practical guide to using Interpretative Phenomenological 

Analysis in qualitative research psychology. Czasopismo Psychologiczne Psychological 

Journal 2014;20(1):7-14. http://doi.org/10.14691/CPPJ.20.1.7  

38. Heidegger M. Being and time. Oxford, UK: Blackwell 1962. 

39. Gadamer HG. Truth and method. London, UK: Sheed & Ward 1975.  

40. Alvesson M, Sköldberg K. Reflexive methodology: New vistas for qualitative research. 

London, UK: Sage Publications 2009. 

41. Clohessy S, Ehlers A. PTSD symptoms, response to intrusive memories and coping in 

ambulance service workers. Br J Clin Psychol 1999;38(3):251-265. 

https://doi.org/10.1348/014466599162836. 

42. Radley M, Figley C. The social psychology of compassion. Clin Soc Work J 

2007;35:207-214. https://doi.org/10.1007/s10615-007-0087-3  

43. Shakespeare-Finch J, Daley E. Workplace belongingness, psychological distress and 

resilience in emergency service workers. Psychological Trauma: Theory, Research, 

Practice, and Policy 2017;9(1):32-35. https://doi.org/10.1037/tra0000108. 

https://doi.org/10.1136/emermed-2012-202124
http://doi.org/10.1016/j.ienj.2015.11.006
http://doi.org/10.14691/CPPJ.20.1.7
https://doi.org/10.1348/014466599162836
https://doi.org/10.1007/s10615-007-0087-3
https://doi.org/10.1037/tra0000108


2-33 
 

 

44. Armstrong A, Shakespeare-Finch J, Shochet I. Organizational belongingness mediates the 

relationship between sources of stress and posttrauma outcomes in firefighters. 

Psychological Trauma: Theory, Research, Practice, and Policy 2016;8(3):343-347. 

https://doi.org/10.1037/tra0000083.  

45. Edmondson AC. Psychological safety and learning behavior in work teams. Adm Sci Q 

1999;44(2):350 ï383. https://doi.org/10.2307/2666999.  

46. Burke CS, Stagl KC, Salas E, Pierce L, Kendall D. Understanding team adaptation: A 

conceptual analysis and model. J Appl Psychol 2006;91(6):1189 ï1207. 

https://doi.org/10.1037/0021-9010.91.6.1189. 

47. Bradley BH, Postlethwaite BE, Klotz AC, Hamdani MR, Brown KG. Reaping the 

benefits of task conflict in teams: the critical role of team psychological safety climate. J 

Appl Psychol 2012;97(1):151-158. https://doi.org/10.1037/a0024200  

48. Papousek I, Ruch W, Rominger C, et al. The use of bright and dark types of humour is 

rooted in the brain. Sci Rep 2017;7:42967. https://doi.org/10.1038/srep42967  

49. Halpern J, Gurevich M, Schwartz B, et al. What makes an incident critical for ambulance 

workers? Emotional outcomes and implications for intervention. Work Stress 

2009;23(2):173-189. https://doi.org/10.1080/02678370903057317. 

50. Scott T. Expression of humour by emergency personnel involved in sudden deathwork. 

Mortality 2007;12(4):350-364. https://doi.org/10.1080/13576270701609766  

51. Halpern J, Maunder RG, Schwartz B, et al. Identifying, describing, and expressing 

emotions after critical incidents in paramedics. J Trauma Stress 2012;25(1):111-114. 

https://doi.org/10.1002/jts.21662. 

https://doi.org/10.1037/tra0000083
https://doi.org/10.2307/2666999
https://doi.org/10.1037/0021-9010.91.6.1189
https://doi.org/10.1037/a0024200
https://doi.org/10.1038/srep42967
https://doi.org/10.1080/02678370903057317
https://doi.org/10.1080/13576270701609766
https://doi.org/10.1002/jts.21662


2-34 
 

 

52. Waugh CE, Thompson RJ, Gotlib IH. Flexible emotional responsiveness in trait 

resilience. Emotion 2011;11(5):1059-1067. https://doi.org/10.1037/a0021786  

53. Coifman KG, Bonanno GA. When distress does not become depression: emotion context 

sensitivity and adjustment to bereavement. J Abnorm Psychol 2010;119(3):479-490. 

https://doi.org/10.1037/a0020113  

54. Beshai S, Prentice JL, Huang V. Building blocks of emotional flexibility: trait 

mindfulness and self-compassion are associated with positive and negative mood shifts. 

Mindfulness 2018;9(3);939-948. https://doi.org/10.1007/s12671-017-0833-8  

55. Svendsen JL, Osnes B, Binder P, et al. Trait self-compassion reflects emotional flexibility 

through an association with high vagally mediated heart rate variability. Mindfulness 

2016;7:1103-1113. https://doi.org/10.1007/s12671-016-0549-1  

56. Gross JJ. Handbook of Emotion Regulation (2nd ed). New York, NY: Guilford Press 

2014.  

57. Morse JM, Richards L. Readme First for a User's Guide to Qualitative Methods. 

Thousand Oaks, CA: Sage Publications 2002. 

58. Janesick V. The choreography of qualitative research design: Minuets, improvisations, 

and crystallization. In: Denzin N, Lincoln YS eds. Strategies of Qualitative Inquiry. 

Thousand Oaks, CA: Sage Publications 2003:46-79.  

https://doi.org/10.1037/a0021786
https://doi.org/10.1037/a0020113
https://doi.org/10.1007/s12671-017-0833-8
https://doi.org/10.1007/s12671-016-0549-1


2-35 
 

 

TABLE 1  

Table 1: The analysis process[36] 

Stage Process 

1 Transcription, repeated reading & re-listening to a transcript 

2 Initial noting/coding of the transcript (Appendix B) 

3 Developing emergent themes from the single transcript (Appendix B) 

4 Identifying how the emergent themes fit together, to develop 

superordinate themes for the individual transcript 

5 Repeating stages 1 ï 4 for each transcript 

6 Theme development across the data set, resulting in overarching 

superordinate themes (Appendix C) 
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APPENDIX A  

Interview topic guide 

1. How long have you worked as a call handler? 

2. What do you do as a call handler? 

Prompts:  

¶ What does a typical day look like? 

¶ What is the start of your day like? 

¶ What is the end of a shift like? 

¶ Did the role meet your expectations? 

 

3. Can you give me an example of a particularly rewarding or positive call/time on shift? 

Prompts:  

¶ What made it feel that way? 

¶ What other positive emotions have come up during shifts? 

¶ Is there anything that youôve noticed that make calls particularly rewarding? 

 

4. Can you give me an example of a particularly difficult call/time on shift? 

Prompts:   

¶ How did that affect the rest of your shift? 

¶ What other negative emotions have come up during shifts? 

¶ Have you noticed others experiencing any negative emotions during shift? 

¶ Is there anything that youôve noticed that make calls particularly distressing? 

¶ What emotions come up if the call is one you can relate to? (such as family members 

going through a similar experience/being affected by a similar issue) 

¶ How do you find the demands of the job? (screens saying calls waiting, hearing other calls 

in the room etc) 

 

5. How do you manage these emotions? 

Prompts:  

¶ How easy/difficult is it to manage or cope with these emotions when you are on shift? 

¶ Is it different if these emotions come up at the very beginning of a shift in comparison to if 

they come up towards the end of a shift? 

¶ How do others manage? Do some manage better than others? 

¶ Do you support each other? If so, how? 

¶ What support is available to you? Have you accessed this? 

¶ Have you taken time out after a call? How does this feel (knowing other calls are coming 

through)? 

¶ Have you sought support from others at work? 

¶ Do you carry these feelings with you after shift/at home? If so, how do you manage/cope 

with this?  
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¶ How might you cope after a particularly difficult shift? 

  

6. Have you handled any calls that have involved major incidents? 

Prompts:  

¶ Did it feel different to a typical call? If so, how? 

¶ How did that call affect you? 

¶ How did you manage you own emotions?  
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APPENDIX B 

Emergent 

themes 

 Transcript  Coding 

 R: How do you feel when you get those comments like thank you?  

 

Engagement with 

the caller 

 

Value of the role? 

 

Appreciation 

from callers 

Abuse from 

callers 

 

 

Pressures of 

workload 

P:  It just makes you feel like hmm youôre welcome. I think it was the baby 

who I delivered, the person who eventually helped I was like ñoh congrats 

youôve done very well, well doneò and she went like ñIôm just the taxi 

driverò I said ñwell youôve done a great job for being a taxi driver, youôve 

done wellò he went ñohh thank you and thank you for your helpò ñI only 

did my jobò and thatôs what it was, I did my job, I did it and you  

appreciate it, thank you.  

 

Sometimes when they insult you it just makes you feel miserable like 

ñbloody hell Iôm only just helping you, what do I care about youò you 

know thatôs when they say thank you, it goes along way, it keeps you 

going, sometimes you are having the worst shift where calls are justé  

Iôm looking at the calls coming and are we ever going to finish answering 

these calls and somebody just says thank you, just makes you like (sighs) 

ohh ok, and you carry on you know 

Feeling gratitude from the caller 

ñeventuallyò ï struggle of getting callers to 

help 

 

Only doing her job ï minimalising her own role 

because of reliance on the system? 

Feeling grateful when callers show 

appreciation 

Abuse from callers when trying to help = feel 

miserable.  

Thank yous keep you going ï motivating? 

Encouraging? 

Number of calls waiting can be overwhelming?  

Feel endless? Impossible to finish? Hopeless? 

Thank yous are motivating, a relief? 

 R:  So when you said there that you can see the calls coming in and there just 

one after the other and itôs that type of shift, how is that in that moment? 

Can you tell me a bit about how that is? 

 

Pressures of 

workload 

 

Self-doubt 

Doing your best 

 

Impact of the  

 

Anxiety 

 

P: For me, I donôt know about others, it puts me under pressure because 

sometimes when you see those numbers and theyôre saying emergency 

disconnect you sometimes you question, have I taken all the details, have 

I rushed through that call or  

did I just did I do it well as opposed to I just took it because other calls are 

coming in,  

I canôt be bothered listening to people you know  

 

so it just puts me under pressure, and on edge, because you donôt know 

Feeling under pressure by queuing calls 

 

Emergency disconnect makes you question 

yourself 

There is an important difference between 

answering calls and answering calls well? 

Pressure of calls = less compassion? less 

empathy? Emotionally exhausted? 

Emergency disconnect = pressure & anxiety? 
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Self-doubt 

Cognitive 

dissonance? 

 

 

Role of individual 

experiences 

 

Responsibility  

 

 

Fear of failure 

 

Impact of actions 

 

 

Powerlessness 

 

Difficulties with 

callers 

 

Fear of failure 

 

Audits are held in 

mind 

 

 

Responsibility  

 am I doing it right or wrong all you know is taking the details, whatôs the 

problem code it, tell them bye, weôll call you later. Youôre rushing 

through it, itôs no longer patient care, you know like in hospitals where it 

happens, safe staffing, and I go like whatôs safe about the staffing if a 

nurse and a support worker has 20 patients to take care of, thereôs nothing 

safe about it and I go like patients are the ones suffering and I can tell you 

for a free we are not going to be able to attend to them, ohh 1 minute and 

you never go back, because you never get a minute to go back, so itôs not 

safe, so itôs the same as when you take those calls, when itôs like that mad 

moment, you go like some people will suffer for this queue because 

somethings will be out, you will overlook somethings, you may not hear 

some of the things and sometimes they say things, you ask them, for those 

listening, they say something, I pick up something, you put it down, 

maybe itôs just that one word that will speed up the ambulance getting 

there but some, if itôs that rushed in taking themé  

people will suffer when that happens, thereôs nothing we can do and  

 

 

when theyôre going ñwhereôs the ambulance! You call yourself an 

emergency serviceò and I go ñthere are not enough ambulances, even if 

there were, maybe we donôt have enough paramedics to drive it to you, 

sorry unfortunately this is the situation you knowò. It happens sometimes 

where maybe youôve failed to verify the address in your rush  

which if an audit picks it up you are marked down because you are 

rushing and sometimes some addresses can clash and then who knows it 

might go to the wrong address because you havenôt listened properly 

maybe a childôs down in somewhere else and youôve taken it in another 

town, you know so for me when itôs that hectic busy, I just go I hope I 

donôt make a mistake that will cost someoneôs life because you never can 

tell 

Increased uncertainty of what you are doing 

Unhappy with how you have to act 

Emergency disconnect removes patient care 

 

 

 

Drawing similarities to past experiences  

 

Calls feel unsafe ï concerns about patients 

suffering, feeling responsible for this suffering? 

 

Concerns about mistakes/missing things 

 

Responsibility to identify/hear that ñone wordò 

in a rushed situation? 

Concerns about impact on patient 

ñnothing we can doò ï powerlessness, 

helplessness? Feels out of your control? 

Pressure from callers ï needing to explain self 

Call handlers facing the troubles of limited 

resources 

ñfailedò ï use of this word instead of 

ñforgottenò etc suggests it is felt personally? 

Rushing -> errors -> audits troubles 

Actions have consequences 

ñYOU havenôt listenedòïpersonally 

responsible? 

Risk of rushing costing someone their life  

Responsible for the lives of others 



2-40 
 

 

APPENDIX C 

Participant superordinate themes for each overall superordinate theme 

Participant Belonging to a team Being more than a robot The unknown 

1 Lack of value & 

support 

The impact & 

complexities of calls; 

Being cold 

Seeking control in 

unpredictable situations 

2 What makes the job 

worthwhile 

The combination of 

responsibility & uncertainty; 

The emotional impact of 

calls; Managing abuse from 

callers 

The combination of 

responsibility & 

uncertainty 

3 Support & coping The role of the caller  Seeking control in the 

unknown; The role of 

the caller 

4 Relying on each other Responses to calls; Doing 

all you can 

Unpredictability & the 

unknown 

5 A family lacking 

support 

An emotional swing; 

Responsibility 

Unpredictability & 

control 

6 Belonging to a team; 

Lack of value 

Emotional aspects of 

calls; Conflicts with 

callers; Lack of value 

Uncertainty; Conflicts 

with callers 

7 The value of 

colleagues 

A spaghetti junction of 

procedures; Monitoring 

The impact of constant 

& varied calls 

8 Weôre in it together Audits ï a necessary evil  Losing & seeking 

control 

9 Supporting each other  Weôre human ï calls 

affect us; Difficulties 

with the system  

Unpredictability & 

pressure of the next call 

10 Relationships with 

colleagues 

Being resilient; The 

relationship with the 

caller; Frustration of 

audits & procedures 

The relationship with 

the caller 

11 Weôre in the same 

boat 

High responsibility Not knowing is part of 

the job; Low control 

12 Being in it together Weôre not robots; The 

caller makes the 

difference 

Not knowing; The caller 

makes the difference 
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APPENDIX D 

Emergency Medicine Journal author guidelines (https://emj.bmj.com/pages/authors/ & 

https://authors.bmj.com/writing -and-formatting/formatting -your-paper/)   

Submission guidelines 

Please review the below article type specifications including the required article lengths, 

illustrations, table limits and reference counts. The word count excludes the title page, 

abstract, tables, acknowledgements, contributions and references. Manuscripts should be as 

succinct as possible. 

For further support when making your submission please refer to the resources available on 

the BMJ Author Hub. Here you will find information on writing and formatting your research 

through to the peer review process. 

Original research 

Full length articles reporting research. Authors of original research are required to comply 

with one of the appropriate reporting guidelines endorsed by the EQUATOR Network. A 

completed guideline checklist must be included with the submission. 

All clinical trials require prospective registration. 

Following the lead of The BMJ and its patient partnership strategy, The EMJ is encouraging 

active patient involvement in setting the research agenda. As such, we require authors of 

Research articles to add a Patient and Public Involvement statement in the Methods section. 

See more details above. 

Abstract: 300 words 

Word count: up to 3000 words 

Illustrations and tables: up to 6 

References: 25 

Additional information (such as data collection tools, surveys, etc) may be placed on the web 

site as a data supplement. In some cases, we may ask to publish the abstract in print and the 

full -length article on the website only. You also have the option to publish the abstract of 

your paper in your local language. If you wish to do this, please upload a Word copy of your 

https://emj.bmj.com/pages/authors/
https://authors.bmj.com/writing-and-formatting/formatting-your-paper/
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abstract to your manuscript on Scholar One and save it as ósupplementary materialô. We have 

specific requirements for before and after (pre-post) studies. Please see Goodacre, March 

2015 óUncontrolled before-after studies: discouraged by Cochrane and the EMJó. 

Reporting patient and public involvement in research 

BMJ encourages active patient and public involvement in clinical research as part of its 

patient and public partnership strategy. To support co-production of research we request that 

authors provide a Patient and Public Involvement statement in the methods section of their 

papers, under the subheading óPatient and public involvementô. 

We appreciate that patient and public involvement is relatively new and may not be feasible 

or appropriate for all papers. We therefore continue to consider papers where patients were 

not involved. 

The Patient and Public Involvement statement should provide a brief response to the 

following questions, tailored as appropriate for the study design reported (please find 

example statements here): 

At what stage in the research process were patients/the public first involved in the research 

and how? 

How were the research question(s) and outcome measures developed and informed by their 

priorities, experience, and preferences? 

How were patients/the public involved in the design of this study? 

How were they involved in the recruitment to and conduct of the study? 

Were they asked to assess the burden of the intervention and time required to participate in 

the research? 

How were (or will) they be involved in your plans to disseminate the study results to 

participants and relevant wider patient communities (e.g. by choosing what 

information/results to share, when, and in what format)? 

If patients were not involved please state this. 

In addition to considering the points above we advise authors to look at guidance for best 

reporting of patient and public involvement as set out in the GRIPP2 reporting checklist. If 
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the Patient and Public Involvement statement is missing in the submitted manuscript we will 

request that authors provide it. 

Writing and formatting 

These are general formatting guidelines across BMJ, please always refer to journal-specific 

instructions for authors for article type specifications. You can browse the titles on our 

Journals website. If you are looking to submit to The BMJ, please visit this section.  

You can also refer to our formatting checklist to make sure you have covered everything on 

submission. 

Title page 

The title page must contain the following information: 

Title of the article 

Full name, postal address, e-mail and telephone number of the corresponding author 

Full name, department, institution, city and country of all co-authors 

Word count, excluding title page, abstract, references, figures and tables 

Keywords 

Authors can usually opt to (or are required to) choose keywords relevant to the content of the 

manuscript during the submission process. This assists in the identification of the most 

suitable reviewers for the manuscript. The selected keywords should also be included in the 

abstract itself. 

Authors and Institutions 

On submission of your article through our submission system you will be asked to provide a 

name, email address and institutional affiliation for all contributing authors. In the final 

published article author names, institutions and addresses will be taken from these completed 

fields and not from the submitted Word document.  

Manuscript format 

The manuscript must be submitted as a Word document (BMJ Case Reports and Veterinary 

Record Case Reports request that authors submit using a template which should also be in 

Word format). PDF is not accepted. 
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The manuscript should be presented in the following order: 

Title page 

Abstract, or a summary for case reports (Note: references should not be included in abstracts 

or summaries) 

Main text separated under appropriate headings and subheadings using the following 

hierarchy: BOLD CAPS, bold lower case, Plain text, Italics 

Tables should be in Word format and placed in the main text where the table is first cited. 

Tables should also be cited in numerical order 

Acknowledgments, Competing Interests, Funding and all other required statements 

References. All references should be cited in the main text in numerical order 

Figures must be uploaded as separate files (view further details under the Figures/illustrations 

section). All figures must be cited within the main text in numerical order and legends should 

be provided at the end of the manuscript. 

Online Supplementary materials should be uploaded using the File Designation 

ñSupplementary Fileò on the submission site and cited in the main text. 

Please remove any hidden text headers or footers from your file before submission. 

Style 

Acronyms and abbreviations should be used sparingly and fully explained when first used. 

Abbreviations and symbols must be standard. SI units should be used throughout, except for 

blood pressure values which should be reported in mm Hg. Whenever possible, drugs should 

be given their approved generic name. Where a proprietary (brand) name is used, it should 

begin with a capital letter. 

Figures and illustrations 

Images must be uploaded as separate files. All images must be cited within the main text in 

numerical order and legends must be provided (ideally at the end of the manuscript).  
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Colour images 

For certain journals, authors of unsolicited manuscripts that wish to publish colour figures in 

print will be charged a fee to cover the cost of printing. Refer to the specific journalôs 

instructions for authors for more information. 

Alternatively, authors are encouraged to supply colour illustrations for online publication and 

black and white versions for print publication. Colour publication online is offered at no 

charge, but the figure legend must not refer to the use of colours.  

File types 

Figures should be submitted in TIFF, EPS, JPEG or PDF formats. In EPS files, text (if 

present) should be outlined. For non-vector files (eg TIFF, JPEG) a minimum resolution of 

300 dpi is required, except for line art which should be 1200 dpi. Histograms should be 

presented in a simple, two-dimensional format, with no background grid. 

For figures consisting of multiple images/parts, please ensure these are submitted as a single 

composite file for processing. We are unable to accept figures that are submitted as multiple 

files. 

During submission, ensure that the figure files are labelled with the correct File Designation 

of ñMono Imageò for black and white figures and ñColour Imageò for colour figures. 

Figures are checked using automated quality control and if they are below the minimum 

standard you will be alerted and asked to resupply them. Please ensure that any specific 

patient/hospital details are removed or blacked out (e.g. X-rays, MRI scans, etc). Figures that 

use a black bar to obscure a patientôs identity are not accepted. 

Tables 

Tables should be in Word format and placed in the main text where the table is first cited. 

Tables must be cited in the main text in numerical order. Please note that tables embedded as 

Excel files within the manuscript are NOT accepted. Tables in Excel should be copied and 

pasted into the manuscript Word file. 

Tables should be self-explanatory and the data they contain must not be duplicated in the text 

or figures. Any tables submitted that are longer/larger than 2 pages will be published as 

online only supplementary material.  
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Multimedia files 

You may submit multimedia files to enhance your article. Video files are preferred in .WMF 

or .AVI formats, but can also be supplied as .FLV, .Mov, and .MP4. When submitting, please 

ensure you upload them using the File Designation ñSupplementary File ï Videoò. 

References 

Authors are responsible for the accuracy of cited references and these should be checked 

before the manuscript is submitted. 

Citing in the text 

References must be numbered sequentially as they appear in the text. References cited in 

figures or tables (or in their legends and footnotes) should appear at the end of the reference 

list to avoid re-numbering if tables and figures are moved around at peer review/proof stage. 

Reference numbers in the text should be inserted immediately after punctuation (with no 

word spacing)ðfor example,[6] not [6]. 

Where more than one reference is cited, these should be separated by a comma, for 

example,[1, 4, 39]. For sequences of consecutive numbers, give the first and last number of 

the sequence separated by a hyphen, for example,[22-25]. References provided in this format 

are translated during the production process to superscript type, and act as hyperlinks from 

the text to the quoted references in electronic forms of the article. 

Please note that if references are not cited in order the manuscript may be returned for 

amendment before it is passed on to the Editor for review. 

Preparing the reference list 

References must be numbered consecutively in the order in which they are mentioned in the 

text. 

Only papers published or in press should be included in the reference list. Personal 

communications or unpublished data must be cited in parentheses in the text with the name(s) 

of the source(s) and the year. Authors should request permission from the source to cite 

unpublished data. 

Journals from BMJ use a slightly modified version of Vancouver referencing style (see 

example below) available in Endnote. Note that The BMJ uses a different style. 
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BMJ reference style 

List the names and initials of all authors if there are 3 or fewer; otherwise list the first 3 and 

add óet al.ô (The exception is the Journal of Medical Genetics, which lists all authors). Use 

one space only between words up to the year and then no spaces. The journal title should be 

in italic and abbreviated according to the style of Medline. If the journal is not listed in 

Medline then it should be written out in full. 

Example references 

Journal article: 13 Koziol-Mclain J, Brand D, Morgan D, et al. Measuring injury risk factors: 

question reliability in a statewide sample. Inj Prev 2000;6:148ï50. 

Book: 15 Howland J. Preventing Automobile Injury: New Findings From Evaluative 

Research. Dover, MA: Auburn House Publishing Company 1988:163ï96. 

Chapter in a book: 14 Nagin D. General deterrence: a review of the empirical evidence. In: 

Blumstein A, Cohen J, Nagin D, eds. Deterrence and Incapacitation: Estimating the Effects of 

Criminal Sanctions on Crime Rates. Washington, DC: National Academy of Sciences 

1978:95ï139. 

Abstract/supplement: 16 Roxburgh J, Cooke RA, Deverall P, et al. Haemodynamic function 

of the carbomedics bileaflet prosthesis [abstract]. Br Heart J 1995;73(Suppl 2):P37. 

Electronic citations: Websites are referenced with their URL and access date, and as much 

other information as is available. Access date is important as websites can be updated and 

URLs change. The ñdate accessedò can be later than the acceptance date of the paper, and it 

can be just the month accessed. 

Electronic journal articles: Morse SS. Factors in the emergency of infectious diseases. Emerg 

Infect Dis 1995 Jan-Mar;1(1). www.cdc.gov/nciod/EID/vol1no1/morse.htm (accessed 5 Jun 

1998). 

Electronic letters: Bloggs J. Title of letter. Journal name Online [eLetter] Date of publication. 

url eg: Krishnamoorthy KM, Dash PK. Novel approach to transseptal puncture. Heart Online 

[eLetter] 18 September 2001. http://heart.bmj.com/cgi/eletters/86/5/e11#EL1 

Legal material: Toxic substances Contro Act: Hearing on S776 Before the Subcommittee of 

the Environment of the Senate Comm. on Commerce, 94th Congress 1st September (1975). 
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Law references: The two main series of law reports, Weekly Law Reports (WLR) and All 

England Law Reports (All ER) have three volumes a year e.g. Robertson v Post Office 

[1974] 1 WLR 1176 

There are good historical precedents for the use of square and round brackets. Since 1891, 

round ones have referred to the date of the report, square ones to the date of publication of the 

report. Apart from not italicising the name of the case, we use the lawyersô style; be careful 

with punctuation, e.g. Caparo Industries plc v Dickman and others [1990] 1 All ER 568-608. 

Digital Object Identifier (DOI) 

A DOI is a unique string created to identify a piece of intellectual property in an online 

environment and is particularly useful for articles that are published online before appearing 

in print (and therefore have not yet been assigned the traditional volume, issue and page 

number references). The DOI is a permanent identifier of all versions of an article, whether 

raw manuscript or edited proof, online or in print. Thus the DOI should ideally be included in 

the citation even if you want to cite a print version of an article. Find a DOI. 

Cite an article with a DOI before published in print: Alwick K, Vronken M, de Mos T, et al. 

Cardiac risk factors: prospective cohort study. Ann Rheum DisPublished Online First: 5 

February 2004. doi:10.1136/ard.2003.001234 

Cite an article with a DOI once published in print: Vole P, Smith H, Brown N, et al. 

Treatments for malaria: randomised controlled trial. Ann Rheum Dis2003;327:765ï8 

doi:10.1136/ard.2003.001234 [published Online First: 5 February 2002]. 

Online only supplementary material 

Additional figures and tables, methodology, raw data, etc may be published online only as 

supplementary material. If your paper exceeds the word count you should consider if any 

parts of the article could be published online only. Please note that these files will not be 

copyedited or typeset and will be published as supplied, therefore PDF files are preferred. 

All supplementary files should be uploaded using the File Designation ñSupplementary Fileò. 

Please ensure that any supplementary files are cited within the main text of the article. 
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This critical appraisal will further discuss and expand upon some of the aspects considered in 

the discussion section of the research paper. As personal reflections are discussed, this 

section is written in the first person. It has been developed from reflective notes kept 

throughout the research process, but primarily based around the data collection and analysis, 

as recommended in Interpretative Phenomenological Analysis (IPA)[1]. Reflections will be 

offered on the ambiguity of the call handler role, the role of my lack of previous experience 

of the ambulance service, call handlersô interest in the research and potential motivations to 

participate and the potential relationship between emotional suppression and identifying 

verbally expressing emotions. Finally, the complexities of managing the roles of a researcher 

and a practising clinician simultaneously and the potential role for clinical psychologists in 

the ambulance service are discussed. 

Firstly, the aims and results of the research paper are briefly reviewed to contextualise the 

following discussions. The study aimed to explore the emotional experiences of emergency 

ambulance service call handlers though semi-structured interviews. Twelve participants were 

interviewed and the results were analysed using IPA. Three superordinate themes emerged: 

1) being more than a robot: ñyouôre not a robot and neither is the person on the end of the 

phone and neither is the patientò, including subthemes of ñthe emotional impact of callsò, 

ñresponsibilityò and ñaudits: óthe necessary evilôò; 2) belonging to a team: ñwe call each other 

the green familyò and; 3) the unknown: ñif you try and think about whatôs going to happen 

next, youôd not be able to come to workò, with subthemes of ñunpredictabilityò, ñseeking 

outcomesò and ñthe role of imaginationò. The results were discussed in terms of the existing 

literature, clinical implications and recommendations for future research.  
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Ambiguity of the call handler role 

Whilst searching the existing literature, a particular difficulty was faced in terms of the title 

of the call handler role. Firstly, the title used for the role varied across and within countries, 

with a range of terms being identified, including ñcall operativesò, ñemergency medical 

controllersò and ñcall handlersò. A term that was frequently used in the literature but caused 

particular ambiguity was ñdispatcherò or ñEmergency Medical Dispatcher (EMD)ò as in 

many services there is also a separate ñdispatcherò role, which involves arranging and co-

ordinating the dispatch of an appropriate response (such as, an ambulance) and does not 

involve direct contact with the public. Additionally, the roles and responsibilities of call 

handlers appeared to vary between countries, for example, in Sweden call handlers (known as 

call operatives) are responsible for answering all emergency calls, including fire, police and 

ambulance and other acute services, as well as having the responsibilities of dispatching, 

suggesting that the call handler and dispatcher roles are merged into one[2]. Both these 

complications resulted in difficulties in identifying existing literature, but also strengthened 

the narrative of call handlers and other emergency operation centre (EOC) staff being 

misunderstood, overlooked and invisible[3-4]. To attempt to overcome these difficulties and 

their impact on understanding and navigating the existing literature, I was required to explore 

the structure of international emergency services, often through their official websites or the 

introduction or methods sections of existing research.  

In the service that the study took place in, the call handler role is referred to as ñcall handlerò 

and ñEMDò, although this is a distinct and separate role to the ñdispatcherò role. To navigate 

this difficulty in the present study, the title of the role used for this research was discussed 

with the serviceôs research lead and with call handlers and supervisors, which revealed more 

titles, including ñcall takerò and ñoperatorò. However, given the confusions with the similar 
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titles but differing roles of EMDs and dispatchers and ñcall takerò generally being disliked as 

call handlers felt they did more than ñtakeò calls, the title of ñcall handlerò was agreed upon.  

Previous experience 

Prior to this research, I had little experience or in-depth knowledge of the ambulance service, 

particularly the call handler role, which was not one that I had previously thought much 

about. I think this lack of experience and awareness, as well as the limited existing literature, 

initially made the study difficult to plan and develop. However, spending some time listening 

to a call handler taking calls and observing their tasks and talking through the study with call 

handlers and their supervisors were really helpful in gaining some background information 

and appreciating the importance of their role. I think this limited exposure to the call handler 

role was enough to give me a basic understanding but still maintain an open and unassuming 

position throughout the research interviews and analysis. Being external to the service and 

participants being aware of this also seemed to encourage them to explain parts of their role 

or aspects of the service in detail, which often elicited insights into their views and feelings 

that they might not have offered if they were talking to someone who already had knowledge 

of the service. My lack of allegiance with the service also appeared to encourage participants 

to discuss aspects they were unhappy with but may be unlikely to discuss with management 

themselves.  

Throughout the interviews, there were several topics discussed that I had not anticipated or 

expected. The main surprise was the audit process and the participantsô strong sense of 

dissatisfaction with it. Call handlersô calls are audited randomly by a separate team, with 

some specific types of calls always being audited, to assess their compliance with the system 

and scripts that they use. The audits classify calls as ñhighly compliantò, ñcompliantò, 

ñpartially compliantò or ñnon-compliantò and provide written feedback. I was surprised at 
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how much some participants discussed their difficulties with the audit process, with several 

participants seeming to focus more on audits and the negative feelings they evoked than the 

calls themselves. I had also not previously appreciated or expected the amount and impact of 

ñinappropriateò calls that call handlers had to manage, the frustration this caused for them 

and how this shaped their perceptions of their value and of the general public. These 

ñinappropriateò calls were often described as people calling for social care needs (such as 

their heating not working) or very basic health needs (such as a paper cut or mild stomach 

ache) that could be met by self-care or a GP appointment and seemed to result in call 

handlers viewing themselves as ñaccess to healthcareò rather than an emergency service. This 

made me curious as to what impact these calls have on call handlersô sense of value, self-

worth and the meaningfulness of their role, an area that future quantitative and/or qualitative 

research could explore.   

Furthermore, my experience of regularly working with people with mental health difficulties 

made hearing a small number of the participantsô dislikes towards mental health calls and 

their simplistic views towards mental health difficulties frustrating and difficult to hear at 

times. For example, one participant thought mental health difficulties were caused by the 

royal family publicly talking about them and another implied that people with mental health 

difficulties chose to put themselves in that situation. Whilst in other situations I would have 

liked to have explored these personal views further, it felt inappropriate for the research 

interviews as it went beyond the aims and purpose of this study. 

Motivations of participants 

A key strength of this study was the number of call handlers being interested in the topic and 

in taking part. Some of the comments received from potential participants during recruitment 

included: ñIôve got a real passion for staff wellbeingò; ñItôs a pretty interesting subject to be 
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honest, I will look forward to reading the published material when itôs complete!ò and ñIôm 

keen to get support for EMD call handlers for the emotional stress we endure and I think 

your research may well result in more valid supportò. One participant emailed ahead of their 

interview with a link to a news article of regarding compassion fatigue and a 911 call handler 

mocking a caller and wrote: ñItôs a genuine concern of mine regarding my colleagues and 

myselfò. During the interviews, several more participants spoke of work-related emotions 

being a topic that they felt was really relevant, important and overlooked and some asked 

would happen next and how they would hear about the findings and recommendations. The 

importance of the topic to call handlers, demonstrated not only by their comments but their 

willingness to participant and the relative ease of recruitment for this study, supported and 

strengthened my views (based on the existing literature) that this was a worthwhile and 

necessary topic to explore. However, this may have resulted in a sample who were potentially 

more interested in work-related emotions or more willing to talk about it or were 

experiencing more difficulties than others, although this is inevitable in qualitative research.  

Furthermore, several participants were interested in whether the findings would be reported 

back to management or senior staff, seemingly in the hope that the study would bring call 

handlersô concerns and struggles to their attention. This may have been associated with my 

role as an ñoutsiderò and being separate to the service and participants potentially viewing the 

study as a way for them to get their concerns brought to the attention of management or 

senior staff without directly having to raise it themselves. I thought that this may also reflect 

the participants sense of powerlessness and lack of control, in that it seemed the call handlers 

felt that their concerns would not be listened to or would have little impact if they went 

directly to management or senior staff.  

This study received considerable support from the ambulance service, allowing participants 

to take part during their shift. This was thought to have had an impact on the willingness of 
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participants, as several reported that due to their shift patterns, valuing their time away from 

work and not wanting to think about work outside of work, they would have been less 

inclined to participant if they had had to take part in their own time. However, taking part 

during a shift may have had its own difficulties or restraints. Firstly, it compromised 

anonymity as the shift supervisor needed to be informed that the participant would be taking 

time out of the shift and, as the interviews took place in the EOC, colleagues may have seen 

them walking to or from the interview or taking time out of the shift. Whilst this was 

inevitable to allow for interviews to take place during work time, this was made explicit to 

participants before they volunteered to take part and no participants raised this being an issue, 

with many voluntarily telling others that they were taking part.  

Another issue related to interviews taking place during shift time was regarding many 

participants discussing or suggesting that when a call handler leaves the room to take time out 

after a call, they shift the pressure of the volume of calls onto everyone else, increasing the 

workload of others. Additionally, participants also discussed the potential impact of this and 

the consequences for patients if calls are not answered quickly. Whilst no participants 

explicitly spoke of being concerned about the impact on other call handlers or callers or 

patients while they were taking part in the interview, the knowledge that the interview may 

have been increasing the stress and pressures on others and may have had consequences for 

patients felt personally uncomfortable. On the other hand, participants being willing and 

motivated to participate during shift time despite the potential impact on others may further 

indicate the importance of this study to call handlers.  

Expressing emotions 

Throughout the interviews, I noticed that several participants struggled to name their 

emotions when explicitly asked and would often respond with their thoughts or actions. For 
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example, when asked ñwhat sort of emotions come up?ò or ñhow do you feel during those 

calls?ò, responses from participants included: ñyou just want to send somebody round in a 

car, my colleague and I weôve said right we need to buy a van or an old ambulance or 

something and be a falls teamò and ñIôd like more staffò and ñmy emotion is to calm them (the 

caller)ò. Many participants also discussed ñswitching offò their emotions during calls and 

tuning back into them at a later time or not at all. I began to wonder whether this ñswitching 

offò was linked to the ability to identify, connect with or verbally express emotions during the 

interviews. The majority of participants took part during a shift, in their uniform and in their 

usual workplace and if these are the usual conditions in which they would typically switch off 

their emotions, I wondered whether this made it more difficult to connect to and express their 

emotions, in comparison to if the interviews had taken place in their own time and in a 

different setting.  

In the existing literature, intra-personal emotional intelligence (the individualôs ability to gain 

insight into their own emotions, effectively regulate emotions and develop emotional 

resources) has been associated with psychological wellbeing and positive work outcomes[5-

6]. Furthermore, it is considered to underpin ñaccurate empathyò, which is defined as the 

development of effective emotional boundaries, enabling compassionate care without 

emotional over-involvement[7]. Therefore, if call handlers are ineffectively regulating their 

emotions at work or the frequency that they are required to regulate their emotions affects 

their ability to gain insight into their emotions, there may be the potential for them to struggle 

more with ñaccurate empathyò, as well as having negative consequences in terms of 

wellbeing and work outcomes. Additionally, as the ability to recognise and name feelings is 

an essential component of regulating emotions[8], I also had thoughts around whether those 

who were struggling more with effectively regulating emotions were those who already had 

less insight into their feelings.  
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My thoughts about this continued in light of the findings of the literature review in Section 

One, in which some papers identified that ambulance personnel struggled to turn their 

emotions back on again after work, for example: ñthis empathetic feeling person doesnôt 

always reappear and other people in my life have said that Iôm [now] very cold and 

disconnectedò[9]; ñYou almost treat your spouse like another call... there is a [emotional] 

deficit thereò[10]. Consistently, one participant during the present study reported: ñI can go 

home after a shift and I do not want to speak to my husband, Iôll just I mean I go home after, 

of a night time after a 12 hour shift and I go home and I say óhiya are you alrightô and then 

just thatôs itò and other participants describing themselves as being ñcoldò and ñpragmaticò. 

Such concerns about the impact of emotional detachment or suppression and its lasting 

impact has also been found with other healthcare workers, such as emergency nurses[11]. 

The ñswitching offò of emotions described by participants, the negative views reported by 

some participants towards other (particularly newer) call handlersô expressions of emotions 

and many participants struggling to express emotions during the interviews left me with 

many questions that were not answered in the existing literature with ambulance personnel. 

These included: do those who stay in the job longer learn to suppress or detach from their 

emotions more? Or do those who express their emotions more struggle to cope more and 

leave the job earlier? Were call handlers suppressing the expression of the emotion or the 

actual experience of the emotion? What are the long-term consequences of repeatedly 

ñswitching offò emotions in ambulance work? Does ñswitching offò emotions affect the ability 

to re-connect with and freely express emotions? I think these are all areas that future research 

could explore and may help to understand the ñswitching offò of emotions in the call handler 

role and how beneficial or detrimental this is in the long term.   
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Simultaneously managing the researcher role and the psychologist role 

As a trainee clinical psychologist, I was also working as a practising clinician in psychology 

placements in NHS settings throughout the thesis process. In placements, my work involved 

completing psychological assessments, developing formulations and offering a range of 

interventions to individuals and groups. This role is substantially more familiar to me than the 

role of a qualitative researcher and at times during the interviews if felt difficult to separate 

these roles. For example, especially in the earlier interviews, I often wanted to ask questions 

in a more reflective and interpretative way than was appropriate for a research interview, but 

was more suited to working with clients therapeutically. The set-up of the interviews 

(meeting with the participants individually in a private room typically in usual working 

hours) also contributed towards this, as this is the typical set-up for therapeutic work.  

Consistent with my experience, the dual nature of working as both a clinician and a 

researcher has also been frequently discussed in the existing literature. Whilst there are 

considered to be several overlapping skills in therapeutic work and research interviews, such 

as developing rapport, empathy, paraphrasing and summarising[12-13], therapy and research 

differ in their purpose and intentions. Although both have a holistic focus, therapy has a 

greater focus on the individual and is guided by the clientôs needs, whereas research is 

focused on scientific acceptability and integrity and gaining information[14-15]. 

Furthermore, there is considered to be a difference in the dynamics and direction of helping, 

with participants helping the researcher in research interviews, whilst the therapist is 

considered to be helping the client in therapeutic work[14].  

However, the similarities and transferable skills between therapeutic work and research 

interviews has been reported to result in many blurred boundaries[16]. Additionally, a more 

established tendency to focus on clientsô needs (which is particularly relevant with trainee 
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clinical psychologists as there is significantly greater focus and time spent on working 

therapeutically compared to research) has been reported to often result in tensions with 

research ethics and methodological demands[17]. Given the overlap of clinical and research 

skills, it has been suggested that clinician-researchers ñcannot shed their skinò and therefore, 

for those in such a role it is important to acknowledge and reflect on the complexities of this 

dual role. For the current research project, this took place in the form of supervision and 

keeping reflective notes throughout the data collection and analysis process.   

A role for psychology in the ambulance service  

Given my position as a trainee clinical psychologist and my experience across a range of 

settings, it was at times frustrating hearing about and reflecting on some of the difficulties 

that call handlers face and (in my opinion) how beneficial a psychologist in the service could 

be, but also knowing that psychologist in ambulance services is not typical practice in the 

UK. In the 16 studies based across nine countries identified in the literature review in Section 

One, only one, a study based in Canada, mentioned the employment of a psychologist in the 

service[10]. This study reported that participants experienced the psychologist as an 

important source of support, with a participant quote illustrating this: ñThe one thing that 

really helped was the fact that we have a very, very good staff psychologist, and within 90 

minutes of the accident, I was sitting down having a cup of coffee with him and basically 

being debriefedò[10]. 

Throughout the majority of the research process, I was on placement in a critical care 

department of a large childrenôs hospital, in the same geographical area as the ambulance 

service that I recruited from. As well as supporting patients and families during their 

admission, the critical care psychology team supported medical staff through individual and 

group support sessions, debriefs after patient deaths or difficult events, exploring and 



3-12 
 

 

addressing team difficulties and providing training sessions. In the process of this research 

alongside my placement in critical care, I saw a place for a similar role in the ambulance 

service. For example, this could include offering planned and ñdrop-inò support to all 

ambulance staff (including call handlers), group support after major incidents or particularly 

difficult calls or events and training to staff around particular difficulties, such as managing 

mental health calls or frequent callers. Psychologists could also be involved in induction 

training to new starters in the ambulance service, to be more embedded and make accessing 

support more accessible, acceptable and normalised.  

The psychology team in critical care was relatively new, demonstrating that the 

understanding and recognition of the need for psychological support is still developing in 

medical teams. Whilst the service offered support to staff in many ways, it was primarily 

there to support patients and families and I wondered whether psychologists are less likely to 

be funded in roles where there is no direct work with patients/service users. Therefore, 

although clinical psychologists supporting ambulance staff could have significant benefits for 

the public in many ways, such as having call handlers who are better equipped and supported 

to answer challenging calls, better staff wellbeing and a better retention of staff, leading to 

appropriate staffing levels and meaning that waiting times may be shorter, psychologists in 

these settings may be less likely to be funded due to lack of direct patient benefits.  

Conclusions 

To conclude, this critical appraisal has explored several key reflective issues that emerged 

throughout this study, from navigating the existing literature, to interviewing participants, to 

analysing and interpreting the findings. During this process, I have learnt a lot about the 

ambulance service and the call handler role and hope for continued research and service 

development to support their wellbeing.  
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