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ThesisAbstract

Section one of this thesis is a megmthesis 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 incluged in th
synthesis. A metathnography approach was followed, resultinthreeoverarching themes:
moral distress, the emotional intensity of ambulance work and emotional regulédigon.
findings are considered in relation to related literature and theSee=ral clinical
implications and recommendations for future research are discussed.

Section twas a qualitative studgxploiing the emotional experiences of emergency
ambulance call handlers Ca | | handl ers are the publicbds i
ambulance services and have critical information to obtain, in order to arrange an appropriate
response. Twelve call handlers participatedemistructured interviewswvhich were
analysedising Interpretative Phenomenological Analysis. Three superordinate themes were
identified:lei ng more than a robot: Ayoudre not a r
t he phone and nbeiltohnegri nigs wetohll esachptoabtdiargreetiio
f amiahdy be unknown: Aif you try and think abou
be abl e t o.Theresalts arediseussedkindelation to theoretical perspectives

relevant literature,limical implications and future resed recommendations

Section three is a critical appraisal of the research protiesmg reflections orthe
ambiguity around the call handler roleh e r e speraervcihoewrsb se x peri ence,
interest in the research and the patdnelationsip between emotional suppression and
identifying or namingemotions. The complexities of managing the roles of a researcher and a
practising clinician and the potential role finical psychologists immbulance servisare

alsodiscussed
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ABSTRACT
Background: Ambulance work is physically, emotionally and cognitively challenging, with
frequent exposure to traumatic and comgigdations. Whilst many studies have discussed
emotions evoked by ambulance work, to date this literature has not been synthesised to create
wider understanding. Therefore, this msyathesisaimed tosynthesis the existinditerature
to deepen thanderstanding of thieemotionalexperiences
Methods: Five key electronic databases were searched for relevant qualitative studies
meeting the inclusion criteria. Included studies were appraised usingitical @ ppraisal
Skills Programmechecklist forqualitative researcand by categorising them in relation to
their relevance and potential contrilamto the synthesis. Anetaethnography approach to
data synthesis was followed.
Results Sixteen studies were identified and synthesised, resultingee tdverarching
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 waakiculrly in terms of moral distressd
theemotional intensity of working with patients and callevkich both elicit a range of
emotions that ambulance personnel often do not have time to process, requiring the need for
emotional regulationSeveral cliniceimplications for ambulance servicage discussed
particularly regarding organisational issues and the development of workplace support or

interventions. Recommendatioare madédor future research in several areas.

Keywords: ambulance personnel, emergency medical services, emotionsgtimedgraphy
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Working in the ambulance service, and in emergency services generally, is widely accepted

as a challenging and stressful occupatiesi[lFor the purpose of this review, thenter

Aambul ance personnel o6 refers to al/l me mber s
services, including those based in Emergency Operation Centres (EOCs), such as call

handlers and dispatcheend those typically working from ambulances (referred tmad

based personné&r clarity), such aparamedics and Emergency Medical Technicians

(EMTs). Ambul ance personnel 6s work can be physi
demanding, with frequent exposurectmallenging angbotentially traumatior dangeraos

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

impact of long hours, shift work and organisational stresé®js[These various challenges

that ambulance personnel are required to manage ofterahegative impact on their

physical and psychological healthf1@].

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 & 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%
havingexperienced 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 tsigaifecantly lower job

satisfaction and significantly higher physical and mental health difficulties[14]. Consistently,
in astudy comparing 26 occupatiormsnbulance workensanked the highest in terms of the
negative impact on physical heal#swell beingconsidered to havene ofthe most stressful

and least satisfyingccupatiofil5]. 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, thétérature that does include them repaitilar 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[18Vhilst thee are no statistics reported by
theNHS regardingreasons for sicknesgsencea survey byhehealthworkersunion,

Unison reported that a third of ambulance workers surveyed had had an absence due to
work-related stresswith some reporting that theyere concerned about the repercussions if

they voicel this and others wanting to leave their profession[ldreover, a report from

NHS England indicated that reasons for leaving the ambulance serviogsaihitie 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 pressamd demandsn ambulance personnel, which
contributes towards sickness absence, further increasing the pressures and dgaiands
Therefore, being able to break this cycle by reducing staff sickness is essential, however to do
this, further understanding of thmpact of thepressures 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, desébed as physical and psychological exhaustion as a result of a reduced ability

to cope with the daily environment, is a wedtognised risk to healthcare professionals. It is
considered to be a combination of three key factors: emotional exhaustiorsometisation

and reduced personal accomplishmen09 Burnout is theorised to develop from an
assertivenesgoal achievement response, occurring when goals cannot be achieved and often

resulting in frustration, increased efforts, reduced morale ancteggg®n of loss of
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control[21]. Studiesvith ambulance personnel have indicated a high prevalence of burnout,
with increased rates being associated with being a parancedipéredo being an EMT),
being a dispatcher (compared to being a paramedic)jwgpirk the service for more than
five years and an increased weekly call volumel3PR Burnout was also reported to be

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

A second theory, secondary traumatic stress (STSgsiwitbed as stress resulting from

helping traumatised others, which can involve feelings of guilt and distress after being unable
to save an individual from harm[224]. In a study of ambulance personnel, moderate levels

of STSwere found, however modeeslevels 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 persont&IS has beedescribedhs being similar to

PTSD, with the excdpn that STS applies to those affected by the trauma of {26¢rs

Many studies of PTSD in ambulance personnel take into account secondary traumas (for
example[27]), therefore suggesting that SN&y be more widelgxperienced bgpmbulance

personnel.

A similar concept, considered by some tosberossover dburnout and ST[R8], is

compassion fatigyevhichi s descri bed as fa state of exhau
psychologically and sociallyas a result of prolonged exposure to compassiesssand all it
invokeso[ 29]. Compassion fatigue can present
reduced empathy, reduced weorated satisfaction or enjoyment and an impaired ability to

care for patients[30]. On the other hand, compassionagimi, 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 hospitbhsed medicalrpfessionals, with varied levels of compassion

fatigue and satisfaction being reported[®@8. Factors such as sddfame, emotion coping,



1-6

collective efficacy, age, intensity of care required and supportiveness at work have all been

reported tdoeassociadd with compassion fatigue and/or satisfactiongE36].

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

| abour is defined as Athe management of ffeel
bodily displap [ 3 7], often requiring the suppression
to meet organisational demands. A review of emotional labour in healthcare professionals
(including ambulanceersonnélreported that common sources of emotional labour were

managing distress, suffering, trauma, death, anxiety and[88dn a study ofEMTSs, the

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

significantly stronger positive relationship with work exhaustion asidgrificantly stronger

negative relationship with job satisfaction, in comparison to deep acting of ema8ipns|

indicatingthe possiblenegativeeffectsof emotional labour.

Emotions clearly have a significant role in burnout, STS, compassion fat@upassion
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 sicknéss tlaat 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 arountdineffectiveness or unhelpfulness of current waelated

interventiongypically availablen ambulance servicedp441].

However, the current literature has focused more on specific mental health difficulties, such
astheprevalence oPTSD (for exam@[11]), and hasomewhaneglected workelated
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 discussionsf 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 persorsai be identified.

Therefore, this review aietito synthesis¢he 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 Synth€3imlifative
Research (ENTREQ) guidelinegjdand was preegistered with PROSPERO

(CRD42019159138

Systematic literature search

Search strategy

A systematic search was completed in five databases: PsycINFO, Medline, CINAHL,
EMBASE and Academic Search tiate. Scoping searches were initially conducted to

refine the search terms and a subject spedialiatian was consulted to finalise the search
strategy. The search strategy used a combination of subject headings and keyword searches
asdemonstrateth Table 1. Not all subject headings were available in each database. Details
of full search terms for each database demonstrateid Appendix A.No limits were placed

on publication datewith each database being searched from its inception to 13 Dexcemb

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 alsmually searched for any

additional unidentified literature.

Inclusion and exclusion criteria

Studies were included if they were an original research ametrreviewed and published
in an academic journaindavailable in English and in futext They were included if they
used qualitative methods (including mixeaethods), focused on the individual experiences
of emergency ambulance personoidheir workand involved at least one thesed

sufficient discussiomelating to the emotions experiedday ambulance personnel.

Studies were excludetithey focused on interventions or if thalso involved other groups

of personnel (such as those from fire or police sesymed the data from ambulance

personnel could not be extracted. Studies werkudad if the results were not organised into
themes and if the results did not include quotations from participants. Studieglseere
excluded if participants were voluntary workers, due to several differences being identified in
the existing research lyeden voluntary and paid emergency workers, such as differing

motivational factors[8] and levels of personal accomplishme#i[4

Critical appraisal

The included studies were critically appraised using the Critical Appraisal Skills Programme
(CASP) checkht for qualitative researchpft This checklist comprigkof 10 items covering
three broadreasthe validity of the results (focusing on the appropriateness of thenjlesig

the results (focusing on data analysis, consideration of ethical issues and clarity of findings)
and how valuable the result®re. The CASP qualitative checklist was designed specifically

for qualitative synthesis, accessible in terms of understaagid@dministration and reported
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to be the most commonly used appraisal tootfalitativesynthesi{46]. As used in

previous reviews (such &d])), numerical scores were used to indicate if each of the 10 items

had beeriully addressed (3), partially adessed (2) or not addresgdd, resulting in each

study being given a summary score betweeQ0This scoring system was used to address

the issue of studies often only partially meeting the CASP items and there not being an
appropriate response forshi (t he ori gi nal CASP responses ar

but also to allow a brief summary of quality.

As the quality ofeportingdoes not always equate to the relevance or quality of the data, the
included studies were also appraised by catsggyithe papersased on a judgement of their
conceptual richness and relevance, taking in
considered to be conceptually rich with the potential to make an important contribution to the
synthesisduetoitshig r el evance and analytical strength
which had potential to add value to the synthesis, having either high analytical power and
sufficient relevance or high relevance and s
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 qudi@tions|

49]. These categories are commonly used in ragtdhesis, often alongsidiee CASP (for
exampleft9-50]). The critical appraisal process was complételependently by the lead

researcher, with guidance from the supervisory team.

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

gualitative esearch is debated upon for several reasons, including lowartéeragreements,

a focus on methodological rather than conceptual quality and a lack agreement over what
constitutes fAgoodo qd4rpAdditionallyjthere ig reogdiyhoat i ve r e
evidence for excluding studies based on their critical appraisal improving the quality of meta

synthesed8]. Therefore, this critical appraisal was not for the purpose of exgwdudies
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but to gain an understanding of the various strengthsvanéinesses 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 synthesig[5

Synthesis

This metasynthesidollowedNoblit andHared metaethnograplt approacfb2], which is
frequently used in published healthcare resea8b#. Thisinductivemethod aims to

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

studi es. Nobl it and Hawhcbase intepdpdtmbe itetatiaada s s e v e
overlapping and are based on making constant compdb2brbhe phases are described in
Table 2. This approach states that studies maglated in terms of being comparable

(reciprocal translations), being relatively oppositional (refutational translagoaigdrbeing
dissimilar but related, resulting in a new layer of understanding (line of argueatient

review of meteethnographis, which reported additional direction on applying steps four to

six of the metaethnography methodology, was also used to guide the synttsidie

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

supervisors.

For the purpose of this review, ordgcondorder datathe descriptions anthterpretations of
the authorand notparticipant quotations) wesynthesised. This is due to the limitations of
including primary data in syntheses, such as dtigsaes 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 sé[5Quotations from participantreonly used

in the results of thimmetasynthesigo 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, wih 4,79
remaining aker 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 fulltext. At this stage, 55 were excluded, resulting in 16 articles remygbidt

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 Begmenl.

Study characteristics

The aims, setting, sample, method of data collection and method of af@alysash included
studyare displayed iTable3. The 16 studies ranged in date from 2003 to 2019 and were
conducted across nine countries. Only three studies involved ambulascenst based in
EOCs, with the majority focusing onadbased personnel, primariparamedics, EMTs or

ambulance nurses

Critical appraisal s of included studies

The CASP scores ranged from 14[6o 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 leastoderatequality. Many of the studies with lower scores
had very brief methods semts. The CASP item least commomgported vas 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

gualitative methodology ahreporting the value of the research. Seven papers were
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categorised asidey Paped and nine were considered to fifgatisfactorg. No papers were
considered to baFatally Flawed. The CASP rating scores were not an indicator of whether
a paper was 8Key Papeo or anSatisfactorg paper (all lower scoring papers were not
fSatisfactorp and all higher scoring papers were fidey Paperg). The categories and

CASP summary scores for each study can beiseEable3 and full details of CASP criteria

scoresare demonstrated in Appendix B.

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

Themes

The synthesis resulted threeoverarching themes: 1) moral distress, with subthemes of
06situational 6 and o6organisational 6; 2) emoti
ambul ance work, with subthemes of O6trauma an

Examples of conceptsdm each study for each theme are presentédlae4.
Mor al dit hter e ssuei of us not being @&ble to do

This theme illustrates the moral distress that ambulance personnel appeared to experience in
relation to their work. Mal 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:

6situational 8 and 6éorgani sational 0.
Situational

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

participants were unable or found it difficulthhelpbecause of obstacles relating to the
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specific job, call or event. These obstacles were often also related to the indivsdual
interaction with the situatigrior example, a lack of experience in rarer types of ieguihe
moral distress experienced dgiand after these events typically created feelings of
powerlessness, helplessness, guilt;lskeline, failure, insecurity, grief, sorrow, sdibubt

and vulnerability.

One of the main obstacles, typically creating feelings of helplessneksand

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

MAnd then thereds the issue of us not being
somebodyds I|ife. Okay. That 6s oudjob.Ancdbvwe. You Kk

werenot abil5 to do that

Some studies discussed the difficulties and adistdess angressures ofthers (such as
family) being at the scene and how this could create a barrier to ambulance personnel
following what they determine toe the appropriate action. For examppie;zontinuing CPR

in the presence difystanders Sofimet i mes you just keep going to

some more, and knowing the patientbés dead. |
ifwhispef ng to a coll eague] 6Hey t ho &8d.8nothedbs dead
obstacle involved the increased predisenre and

you get performance anxiety, because you really want to do well, if theamg tsne you
want to do everything absolutely right, itds

just at the be@hi nning of their I ifeo

Moral distress related to situational obstacles ddigmeared to beelated to feeling out of
control n a situation, either due to the environment, such as the surroundings or presence of
othersor due to the medical sBatust 66 bhe pattah

where you walked out of the call and what the hell just happened, andouhdtwve have
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done, and that type of thing. I't makes you t
of undermines your conf i denc dg65iltrseemddlmattheob or
reduced confidence and sense of capability as a result of these calls may further affect the

perceived sense of contrahd confidencén similarfuturecalls.

Organisational

Across many of the included studies, moral distress also seemedaodesl 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 partaigs feeling frustrateayverwhelmedunprepareénd lacking

in controlregarding their organisatiénlack of appropriate resources and the consequences
this could have in providing care. A lacklaofowledgeand training also caused conceamsl

a sensefovulnerabilityand created obstacles for ambulance persphoelever it also

appeared that the amount of training received could never be erfiiwdgesn't matter,

however much | know doesn't matter, because in that situation, | might not have the righ
knowledge or ability to do the right thiniy§7]. Lack of supporfrom supervisors and

managers, particularly emotional support or support following traumatic incidents, was also
frequently discussed and appeared be associated with a range of fearsarbolagce
personnel, including fear of losing their job, fear of being seen as weak, fear of making
mistakes and fear of emotional scenes. Such &esn#ed to add pressure to already
pressuredasks

Someof the included studies reported difficulties relating to understaféirggh workload

and a lack of time, with concerns being raised abaitipact this has on their work:
AWebre not given t i me]|[6i];dRightmoweourssysinstundes f t he t

staffed as iIis every other system, so the wor
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youbre doing more emergency driving, youore
do, the more stressors you pick up, and the more conflictrydo resolve, and that just

pl ays on you by71].tThis asevell ds aoyf studies @&so cepoyy O

ambulance personnel feeling undervalued and unrecognised atappdared to be

demotivating, frustrating and exhausting.

Emotional regul ation: AA calm person in the

Many of the included studies reported partic
emotions, often to protect themselves onétp them focus on the situation at hand. One of

the main ways that this was attempted was described as emotionally detachilbigg or

di stanci ng.Wher lexmmpdseuscii tating, | gener al
emotional side. | do not relato it, because there is no one to talk to. | relate only to the

procedures, what needs to be doi®®].

There were differing views towards how helpful emotindetaching was, with some
studiessuggesing that it was protective and necessary, including study reporting

participants feeling pride in their objectivity. Some studies discussed there being a
fimachismo attitude [4]60o r getové@rid c u |l t wheretheke Ts]little acceptance of
emotional responsdse calls filf it does affectthehot her EMTs], t hey shou
jobd[64]. These attitudes or cultures tended to result in ambulance personnel being reluctant
to access suppootr being concerned abobeing perceived ageak or unfit for workSome
studies also raised concerns atihe impact of emotions on patieotstheir families, such

as emotions resulting in errors, causing difficulties in focusing on the task at hand and even
creating dishonesty and false hopes for famikes.example Duiing the work you are so
deeply enotional, committed and focused on the patient that your field of vision gets very

narrowed. | even had difficulties finding the gear inside the ambute@le
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On the other handpse sudies reported acknowledgement of emotions being a sign of
expertise and di scussed t-tereyorpvalerimpactiofpant sé co
emotionaly detaching. These concerns included kbeign emotional numbness or instability

and struggling texperience emotionsutside of work. For examplé&vhen | cone home, |

have to turn that back on again [emotion]é |
person in the middle of a storm doing the be
empat hetic feeling per son edpeeasynliethavadaidthat s r e a
|l 6m [ now] very ®8§7/ droudaimdst ticat gour spouse liketarother.call

there is a [emotional] deficit thecgr1].

Manystudies also included discussions around emotionally connecting with patiemts and/
their families, with the general conclusion being that connecting or identifying with the

patient, caller or family increademotional distress and hingeldetachment, making

emotional regulation more effortful. For exampgi¥ou get a totally differg feeling of

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

ti me when youdre doing o6@. that it takes a | o

The emotional i ntensity of ambulance work: i

This theme illustrates the intense emotiassociated with mb ul ance pdordayonnel 6
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 irtthddrequency and impact of
encountering traumatic events and the distress and difficulties associated with this, including
anger, stress, alienatioshespondency, compassion and irrationality, with emotiandloften

unwantedmemories being evoked. Myastudies reported how the pain, distress and stress of
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others (patients, family, bystanders) elicit
e X a mprhedatherfivas crying and was disconsolate; it hurt me so to sée hivad great

difficulties notto start crying. Life felt so unfair§8]. Furthermore, the repeated nature of this

and the complexity of some of the situations theydawere reported to be significant

stressors.

Several studies also discussed events being traumatic as thetpgtien¢d thoughts about
family or friends For enxaanoprl eooneiis t hat | feel i mpactec
young childrené The first one hwadsé onbyvi ousl y
youngesté it was a question of me ol[oki ng ba
Across many of the studies, regardless of thogius situations involving patients who were

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

example il have 12 years of experience in this job. | swear to God when | arrive at a burn

scene, where the victim is a little burnt kid, | feel distres§é8]. A study of experiences of

emergency work with children provad further discussions around the increased stress with
childpatients 1 nc |l udi n gspeeiat fpeding@ ,e nicncnegr thai nty due to
serious child calls, uncertainty with using the equipment with children, barriers in accessing

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

achieve a calm exterior and to engage with the @#]d|t appeared that calls where the

patient was a child were difficult for multiple reasoregjuiringgreater cognitive ah

emotional demands.

Across the studieshe fast pace of the work or the combination of a high workload and time
pressuregppeared to hawen impactorma mb u |l a n ¢ e apilgyrtospmecess ¢rdumatic

or distressing jobs or to manage the psychologieatands of their work. As a result of this,
despite ambulance personnel attempting to separate-liferfrem work-life, the impact and

processing of workelated trauma and distresfienseemedo be experiencedfter work
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fithat knocked the wind ootf me afterwards that night, part
it just flashes back to you because | 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 outi@4indhe lack

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

however it also seemed that suMyfrstealfient s wer e
accident is still on my reti navouldéee@andwavr en 6t
it would be and it is stildl i mpossi ble to pr

still the same for the newcomé[88]. The impact osuchincidens also provide a sense of

the longterm emotional impact of ambulance work.

Finally, the included studies also reporgednb u | a n c e fqars of dlness pral¢afios
themselves or relativeas a result of exposurettee variety of injuries and illnegsthat they

t r eou start thinking that it will happen to you, some kind of CVA [cerebrovascular
accident]. Therebébs nothing more frightening
what was happening to me. We often talk about how frightening it willheeattually

understand that we are in a catastrophic situadi&).

Reward & growth

This subtheme relates to emotions evoked by the more positive aspects of ambulance work.
Ambulance personnel experiedamany elements oheir role as rewarding or satisfying,
primarilyintermsoft he | mportance of their rolleaenand be
honestly say | go home at the end of every s
o ne p eNotsmamy @eople gehat kind of satisfactia62] ;wheim people come up to

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

di fference; io[70p & appearedyhat besng able thimakg a difference was
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valued more, orgrhaps focused more upon due to the more frequent occurrence, than being

able to save a life.

Other emotiongssociated witkhis theme included pride, satisfactiandenjoyment from
relationships with colleagues and the excitement of the role, as well as feelings related to
personal growth, such as internal security, valugsel~worth.F or e x &verg bneof i
these patient categories you meet, you lose soymipinsecurity or it is pushed away and
diminishes and yorealize that: wow! | actually managed this excellgni67] ;Each 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, [emphasizingchawvord df it were not for me, he would not be

hered [®9]. Additionally, some studies reported participants having a deepened appreciation
and gratefulness for life as a result of their wédeeing what can happen in an instant,
literally in an instané 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

wello[57].

Whilst thissultheme was involved in over half of the included studies, it was oftgn

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,Xoa m pEMEs:tendito
highlight the pros and accept the cons as an inevitable part of the proi@3®ioa n dhe
pressures of the role are great, but were they unmanageable, there would not be a core of

committed stadf [2]6

-------------------- - 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 rokksh@nemotional 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 studiegjithimitations 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 distressdported 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 authem8¢rgj[

Consistent with it being found to lBecommorssuein 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 irptastd settings, where there is
less opportunityor recovery, and in settings where there is a greater frequency and intensity

of decision making[5].

Whilst moral distress is rarely discussed in the existing literature in relation to ambulance or
other emergency workers,hias beewommonly studiedh the nursing professicand 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]5-78]. Consistat 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 supp@it[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[6], factors which are all likely to affect ambulance personnel too. thdustudy

of emergency department nurses reported that moral distress is caused by organisational
difficulties, such as higlacuity, highdemand and insufficient resourcés], consistent with

t he Oo0r gani s anthe present fibdingsefdrrngteonganisational 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 intesity, but not the frequency, of moral distress and compassion fa@jue[
indicating the potential impact of single events involving moral distress. However,
compassion fatigue has also been reported to occur when moral responsibilities have been
unableto be fulfilled[80], leading some to conclude that compassion fatigudasnaof

moral distres€j1]. More research is required in this ate&xplore if or how moral distress

and compassion fatigue are related, particularly in terms of ambulance trsonn

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 andthdwe y ar e expressed. Gr o
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 motiola (suppressing the emotion or the expression of the
emotion)B2]. Whilst emotional labour can be considered part of emotional regulation, the

findings of this review go beyond emotional labourtresincludedstudies reported
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ambulance personnel needing to regulate their emotions primarily to protect themselves,
rather than solely to present themselvessoa@ally acceptablavay to the publico meet

organisational demands

This review primarily identified response modulatgirategies, in the form of distancing,
detachingnumbingor other expressions referring to the avoidance or suppression of
emotions, whereasognitive changstrategies were rarely discussed. Some emotional
regulation strategies, particularly those iniog) suppression or avoidance, as found in this
review, have been associated with emotional distress and symptoms of anxiety, depression
and posttraumatic stre82f86]. Thesestrategiehaveoftenbeenconsidered tde ineffective

or have a maladaptive Imin terms ofmental and physical heal84-87], highlighting the
potential for emotional regulation to have a significant impadtafiwellbeing sickness
absence rates and retention in ambulance roles. Despite this, the current findings indicated
that emotionasuppressiomvas considered necessény someto enable ambulance personnel

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

emotions iessentiato cope with workrelated difficulties and stressarssimilar
population§87-88]. However, the potential negative impacggests that organisational
changesnayneed to be explored reduce theeeminglyhigh level ofpotentially
dysfunctionalemotional regulatiostrategiesequired. hterventionor trainingmayreduce
thefrequency, impact or need foraladaptiveemotional regulation strategiaadencourage
thedevelopment ofmore adaptivatrategies such as cognitive appraisal strategies, which

couldbe used alongside current strategfesa more adaptive balance

One of the aspects of emotional regulatisstussed in this reviewas regardingmbulance
personneheeding to hid¢heiremotions frontolleagueglue to concerns about being
perceived as weak, indicative of the culture and stigma around emaiqumaksios in

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

and aimed to change the views towards mental health and improve s8jpbitiwever,

with the funding for Blue Light Champions being recently redu@gdfhere is the danger of
thisstigma ncreasing, which is |ikely to further

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

Emotional intensity

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

the focus okeveraltudies with ambulance personn@inbulance works generallyreported

to be stressful, challenging and traumatic, with many studies reporting on the psychological
and physical impact[£12], however this reviewighlighted the overwhelming range and

intensity of emotions that ambulance personnel experience at work

Whilst most studies included in this review were based onlraadd personnel, the studies

that did involve EObased personnel suggested that are similarly affected by their

work. Consistently, aecent review of the stressors facedHyC-based staflcross all

emergency services reported similar findings, particularly in terms of operational distress,
such as repeated exposure to traurnalls ahigh workloadand the enjoyment and

excitement of emergency wdild]. However, whilst the review of research Wi C-based

staff discussed support from peers and satisfaction from relationships with peers being a key
factor[10], to the extenhat it was a sutheme, the present meggnthesis 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
dueEOG-basedstafftypically 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 reviewtbe 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 andlvestig[6], however the
present metaynthesis did not identify this as beinga@anmondissatisfying or stre$sl

aspect of ambulance work.

Finally, whilst this metasynthesis recognised that there are rewarding and satisfying
elements to ambulance work, there was a substantially greater volume and focus on
dissatisfying element#&lthoughthis may have beeaffededby the aims of the studies, it

may also be influenced by negativity bias
and process negative information more than positive inform&tipn[he lack of research on

the positive aspects of ambulaneerk has been noted in previous studiesBd), however

further efforts need to be made to attend todhjs in the literature.

Strengths and limitations of included studies

The key strengths of the studies included in this regtahesis were that they reported clear
aims, which were appropriate to qualitative methodology, that they used many participant
guotes in their results, that mastidiesused clear and weknown mehods 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, paldity in terms of the justification

for their methods and in detailing their analysis process. Additionally, in some studies the
results section was brief, often witlgeeatemreliance on participant quotes to describe the
themes, instead of author daptions or interpretations. Information about tke&tionship
between researcher and participants was very rarely disctfmaedyver,it is acknowledged

that the brevityor absencef these sections may have been a result of journal word limits,

which often are more appropriate for quantitative studies.

t
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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 ahcontexts, which varied widely, for example from the Swedish ambulance
service, which is has a registered nurse in every ambuGfcef Iran where ambulances are

manned by EMTs with significantly less educatid@}[6

Strengths and limitations of the review process

This metasynthesis héia number o$trengths, including theomprehensiveearch strategy,
guided by a subject specialist librarian. Whilst the search strategy retrieved many unrelated
articles, this was felt necessary to gain the baktnce 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 omngvemwed journal
articles. Further strgths of this review were the use of weditablished critical appraisal

tools designed specifically for qualitative researéh8, 48]. This process revealed that all
papers included were eithefildey Papeb or afiSatisfactory paper, indicating the singth

of the data. Whilst no papers welassifedasfiFatally Flawed gis it acknowledged that
studiesthat may havedlleninto this categoryvere likely tohave been screened out by the
exclusion criter (for example studies witlout participant quotabns or results organised

into themes

Anotherstrength was in the me&gthnography methodology, which is a widely used method
and commonly used in published healthcare literaddr&3-54]. The metaethnography
process has several strength#self, including a key strength of its attempts to preserve the
meaning of the individual studi&s]], however it is also argued that there are methodological
concerns around this, such as combining research from different theoretical pers&ttives|

Whilst there is reported to be a lack of direction or defini®8h[othershavearguel that in
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comparison to other synthesis methods, the tataography approach is the most

explicit[94]. To compensate for this potential limitation, further guidancessaght from

recent literature with more detailed information on each of the analysis stjgés[5

particular limitation of the metathnography approach is its absence of guidance on selecting
studies for inclusion (in terms of searching for literature iaclusion criteria) and appraising
studiesP2-93]. Therefore, as recommended by studies reviewing the-etletegraphy

process (such a8j)]), these aspects were developed and conducted similar to those

standardly used by systatit review methods.

Findly, a limitation of this review was that the process was completed independently, which
may have affected the resudisd conclusionddeally, a second researcher would have
repeated at least a proportion of each stage of study screening and seléiit@rgmpraisal

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 servicggafiedsionals who
supportambulance personnel. The findings of this synthesis assist in further understanding
theemotions experienceay ambulance personnel in their elayday workand the potential
long-term emotional impaciThese findings may be used to inform service poliaes
procedures and highlight the need for a greater level of support, understanding and
recognition by managers and supervisorss Bnthesislso suggestia need for a change

in the culture of ambulance services, in terms of their being greaterieaplazeness of their

work being emotionally difficult and accessing support being normalised.

Thepresenfindings may also be important to consider when developing appropriate and
accessible suppoot interventionsand in reducing the barriers to tisigpport. 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 mod@&p-97]. Ambulances services magnefit from individual or group
interventions and/or consultations basedppropriateherapeutic approaches, for example
Compassion Focused Therapy (CJPB). CFTis based on three emotion systems: a threat
and protection system (associated with angexiety 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 con®&ttion)[
CFT focuses on balancingelsystems and facilitating the developing of the soothing and
contentment syste andinvolves compassionate mind training, which refers to developing
compassionate skills and attribgf@8]. Given the high level of threat and drive seemingly
involved in ambulance workngbulance personneds individuals and/or as groups, may

benefit from CFT approaches

This metasynthesis highlighted important gaps in the literature in several areas. Firstly, there

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

known as emergency medical controllensiergency medical dispatchers or operators) and
dispatcherswith only three out of 16 studies in this synthesis inrigdEOC-based

personnellt is therefore ecommendd that future research looks further at the experiences of
ambulance personnel basedE®@Cs Secondlyfew of the included articles focused

specifically on the emotional experiences of ambulance personnel. Emotionypicaty

discussed as part of ader aim; therefore, wersometimesot discussed Hlepth and, on

sever al occasions, stwudies discussed partici
emotionso without expl ori nghowtheywdreat i ng what
experiencedTherefoe, it is recommended that future research specifically aims to explore

the emotions of ambulance personnel in relation to their work, to gain a rraeptin

understanding of this.
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Furthermore, given the findings of this review relating to emotional aéganland 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 positivatmsfygng 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 wesgl@at made it feel this way. Therefore,
this metasynthesisalsorecommends that future research involves greater discussion of the

positive aspects of ambulance work.

Conclusions

To conclude, this metaynthesis identified sixteen studigploring 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 hightigghthatin addition to the emotional
intensity of daily work, ambulance personnel also expertenmzal distress, which creaa
range of difficult emotions that they ofterdchot have the time to process, as they edéal
face the nexpatient requring 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 cengs, regardinghe positive aspects of ambulance work and focusing on
emotional experiences. It is hoped that this regtethesis will also inform practise in

ambulance services and assist in the development of workplace support or interventions.
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Table 1:Keywords and subject headings

Population terms

Experiencderms

Keywords Subject headings
ambulance* paramedics
emergency medical* first responders
paramedit emergency medical
technician
call handler* paramedical personn
dispatcher* emergency medical
dispatcher
call taker*

emergency dispatch*

emergency operation cen

Keywords
emotiorf¥

psycholog*

psychosocial*

wellbeing
well-being

mental heal

stress

Subject headings

emotion
mental health
psychological

well-being
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TABLE 2

Table 2: Meteethnography phases

Analysisphase

Process

Phase 1: Getting started

Phase 2: Deciding what is

Identifying an area of interest worthy of synthesis

Purposive searching and selecting studies relevant to th

relevant to the initial interes selected topic

Phase 3: Reading tiséudies

Phase 4: Determining how
the studies are related

Phase 5: Translating the

studies into one another

Phase 6: Synthesising
translations
Phase 7: Expressing the

synthesis

Repeated reading and identifying and noting concepts,
metaphors, terms and interpretations of individual studie
Compiling a list of key concepts, metaphors, terms and
interpretations for each included study, juxtaposing then
and considering how they are related, whilst considering
context of individual studies

Comparing each studyds <co
interpretations and their interactions. Translation is defin
as t -4nerprétatien and transformation of the analytic
and theoretical concepts provided by individual studies i
one anothero

Comparing translatis to identify overarching concepts a
interpretations that transcend individual findings

Communicating the synthesis in a suitable format
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TABLE 3
Table3 Characteristics of includestudies
Study Aim Setting Sample Data Analysis KP/SAT/FF
(CASP rating
Adams et al. To further understand the experiences of 3 communications 16 dispatchers Semistructured  Interpretative KP
(2015) emergencymedicaldispatches andhow best to centres, EMS, (6 men, 10 women) interviews  Phenomenologici (29
promote mental health and wéiéing Australia Analysis
Anderson et To identify the clinical, ethical, cognitive and Ambulance 16roadbased Semistructured  Interpretative KP
al. (2018) emotional challenges that ambulance personr services across ambulance personne interviews  Phenomenologici (20)
experience when making resuscitation decisic  New Zealand (8 men, 8 women) Analysis
Avraham et To examine the experiences of Cls and the coy Large emergency 15 paramedics Semistructured Thematic KP
al. (2014) strategies used. service, Israel (10 men, 5 women) interviews content analysis (26)
Bremer et al. To analyse EMS per sc Largeambulance 10roadbasecdEMS Semistructured Interpretative KP
(2012) caring for families when patients suffer cardia station, Sweden personnel interviews analysis (25)
arrest and sudden death. (6 men, 4 women)
Clompus & To explore how paramedics survive their worl Regional 7 paramedics Freeassociation Freeassociation KP
Albarran within the current healthcare climate. paramedic centre (2 men, 5 women) narrative narrative (25)
(2016) UK interviewing procedures
Coxon etal. To explore the experiences of ambulance disp: Emergency 9 dispatchers Semistructured Thematic SAT
(2016) personnel, identifying key stressors and theil operation centre, (5 men, 4 women) interviews analysis (21
impact onwell-being. UK
Froutan et al. To understand prehospital emergency person EMS, Iran 18 EMS personnel Semistructured Content analysis SAT

(2014) experiences during burn events in Iran. (gender NR) interviews (21
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Gallagher & To assess the nature and impact of Cls on hei Large ambulance  27: 21 EMTs, 6 Semistructured Thematic SAT

McGilloway and weltbeing and explore attitudes towards service, Ireland  emergencynedical interviews analsis (29
(2008) support services & their barriers controllers(27 men)

Halpern et al. To explore experiences of Cls and the emotior EMS, Canada 60 paramedics, EMT: Semistructured Ethnographic SAT
(2009) gualities that characterise them. & supervisors interviews &  contentanalysis (21

(40 men, 20 women) focus groups

Heydari et al. To identify the challenges ahead of EMTs in Ire Emergency 12 EMTs Semistructured Content analysis SAT
(2014) stations, Iran (12 men) interviews (20)
Horberget To expl ore nur s efishyea » Ambulance 13 nurses (5 men, € Semistructured Content analysis SAT
al. (2017) of employment in the ambulance service.  service, Sweden women) interviews (22
Jonsson & To uncover the essence of traumatic events Ambulance 52 nurses & EMTs Written Methods of van SAT
Segesten experienced by Swedisitmbulance personnel. service, Sweden (gender NR) accounts of Kaam (23
(2003) experiences
Nordenetal. To descri be ambul anc 2 ambulance 8 nurses Semistructured Content analysis KP
(2014) nursing critically ill or injured children. stations, Sweden (3 men, 5 women) interviews (22
Patterson et  To identify factors that contribute to recruitmer Emergency 21paramedic& EMTs Focus groups NR (process KP
al. (2005) and retention of EMTs and paramedics. services, USA (12 men, 9 women) described) (23
Regehr & To further understand the factors related to hi Emergency 17 paramedics Long interview Thematic SAT
Millar (2007) levels of occupational stress in paramedics service, Canada (gender NR) method analysis (20)
Smith & To explore paramedic and EMT reflections oni  OnlingdUSA 54 paramedic& Semistructured Thematic SAT
Burkle long-term impact of responding to the 9/11 EMTs interviews analysis (22)
(2018) terrorist attacks. (42 men, 12 women,

Key. Cl = Critical Incident, EMS = Emergency Medical Service, NR = Not Repafied- Key Paper; SAT = Satisfactory paper; FF = Fatally Flawed pape
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Table4 Content fromrstudies for each superordinate theme (in bold) and subtheme

Study Moral distress Emotional regulation The emotional intensity of ambulance work
Situatianal Organisational Trauma& distress Reward & growth
Adams et al. Ongoing feelings of  Stress from protocols & Shutting down Intrusive memories Posttraumatic growth
(2015) powerlessness & failure policies emotionally
Anderson et al. Hopelessness & X Pride in objectivity = Death & tragedy as part o Relief
(2018) frustration thejob
Avraham et al. Guilt for not arriving Lack of resources Detaching from emotions  Presence of family Selfworth &
(2014) sooner preventing the ability to & focusing onactions members is distressing satisfaction
help
Bremer et al. Guilt & failurewhen Being forced to leave Balancing reason Distress when faced with ~ Self-confidence in
(2012) terminating CPR families feels unethical & emotions family suffering caring
Clompus & X Pressures of the Emotional @taching & Patients can evoke = Reward & satisfaction
Albarran (2016) workload on caring distancing distressing memories
Coxon et al. (2016) X Dissatisfied with Emotional detachment Pressures of prioritising & Valued aspects of worl
training multi-tasking
Froutan et al. X Inadequate training & X Being affected by the stres X
(2014) retraining of victims
Gallagher & Overwhelming An absence of climate Needing to manage Disturbing flashbacks afte X

McGilloway (2008) helplessness of care(from managers, emotions

distressing incidents
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Halpern et al. Powerlessness & guilt Intense anger at
(2009) when unable to help  organisational errors
Heydari etal. Fear of failing or not Lack of staff &
(2014) doing something equipment
Horberg et al. Fear of the inability to Inadequate guidelines ¢
(2017) save a life support
Jonsson & Segeste Powerlessness when X
(2003) unable to help or changt
the outcome
Norden et al. Inadequay whencaring Inadequaciesf training
(2014) for parent as well as &
patient
Patterson et al. X Dissatisfaction with
(2005) rules & policies
Regehr & Millar X Frustrated at lack of
(2007) resources
Smith & Burkle Persistent guilt for X
(2019) surviving, for responses

& for failures

Impossible to avoid the

Overwhelming Calls can be distressing
compassion leads to
suppressing emotions
X Emotional distress from
scenes witnessed

X X

Impossible to leave
strong feelings stressful events behind
X Escalating stress with

critically ill children

X Intense stress

Disengaged &
emotionally distant tragic situations
Loss of emotional

capacity & capability the event

Psychological demands o

Haunted by memories of

Deepened appreciatior
for life

Pride, lappines&
excitement
X

Satisfied when able to
create security & trust
with patient
Emergency work as
rewarding & exciting
X

Grateful to be alive
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APPENDIX A

Search ID Type of search Search terms

S1

S2

S3
s4

S5

S6
S7

Subject heading Academic Search Ultimaté:e mer gency me

Keyword
(title or abstract)

Subject heading

Keyword
(title or abstract)

personnel 06 OR fAambul ance
CINAHL:iemer gency medi cal t ¢
EMBASE:fiparamedical personriel @dRnergency
medical dispatoh

Medline:fiemergency medical dispatch®  @rfRergéncy
medical techniciam

PsycINFO:iar amedi cs o OR dafirs
fiambulanced OR "emergency medical*" OR
fiparamedicd OR "call handler*" ORidispatcherd OR

"call taker*" OR "emerger
operation cent?®*o

S10R S2

Academic Search Ultimaté: me nt a | healt

(psychol og¥engi p@R cifhwd lolgi ¢
CINAHL:ime nt al heal t hB OR e
Apsychol égiinglo wel |
EMBASEfiemot i ono OR fAment al
Medliine:h e mot i onso OR fAment al
PsycINFO:iemot i onso OR fAment a
fiemotion’® OR fipsycholog® OR fipsychosociald OR
fiwellbeingd OR "well-being" OR "mental health" OR
fistres®

S4 OR S5

S3 AND S6



1-49

APPENDIX B
Critical appraisal scoring
Table 3Critical 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 3 3 3 2 3 1 3 2 2 3 25
(2016)
Coxon et al. (2016) 3 3 1 2 2 1 2 2 2 3 2
Froutan et al(2104) 3 2 1 2 21
Gallagher & 3 1 2 2 1 1 2 2 2 19
McGilloway (2008)
Halpern et al. (2009) 3 3 2 2 2 1 2 2 2 2 21
Heydarietal. (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 3 3 3 2 2 1 2 2 2 3 23
(2003)
Nordenetal. (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 aimsedaaech?

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 ethicaissues 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 $ets://caspuk.net/wp

content/uploads/2018/01/CASPualitative Checklist2018.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

1-51

APPENDIX C

Emergency Medicine Journal author guidelineslfttps://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, contributiodseferences. 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 tle 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 batponist delivery for patients with acute asthma
exacerbations.) PRISMA guidelingsouild 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 todlude. The exact search terms should be available in-aneon
appendix. An evaluation of the papers for presence of bias is essentiabrMbtsis is

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

abstract ad key messages.

Word count: up to 3000 words
lllustrations and tables: up to 6 tables
References: up to 40

Writing and formatting

These are general formatting guidelines across BMJ, please always refer togpeunifat
instructions for authors for acte 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 addresspil and telephone number of the corresponding author
Full name, department, institution, city and country of alhathors
Word count, excludingtte 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 regiewers 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 amgtitutional 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 manuscripshould 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
hierarcly: 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 oagrired 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 texninmerical order and legends should

be provided at the end of the manuscript.

Online Supplementary materials should be uploaded using the File Designation

ASuppl ementary Filed on the submission site
Please remove any hidden te&eaders 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. Sl units should be used throughout, except for

blood pressure Waes 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 separats.fill 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
printwi | | be charged a fee to cover the cost of

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 farint 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 outlineBor nonvector 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, taedmensional format, with no background grid.

For figures consisting of multiplimages/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 Designatio

of AMono I mageo for black and white figures

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

standard you will be alerted and asked to resupply tRégase ensure that any sieci

patient/hospital details are removed or blacked out (ergyX, MRI scans, etc). Figures that

use a black bar to obscure a patientods ident

Tables

Tables should be in Word format and placed in the main text where the tabledgdds
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 sedfxplanatory 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 enhangwur 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 fiYed&obe Design
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References

Authors are responsiblerfthe 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 fotdsd should appear at the end of the reference
list to avoid renumbering 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) for example,§] 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 hyphereXample,[2225]. 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 ntatccin 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 an 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 dta.

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 festherwise list the first 3 and
add 6et al .6 (The exception is the Journal

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 accordingthe style of Medline. If the journal is not listed in

Medline then it should be written out in full.
Example references

Journal article: 13 KozieMclain J, Brand D, Morgan D, et &fleasuring injury risk factors:
guestion reliability in atatewide sample. Inj Prev 2000;6:188.

Book: 15 Howland J. Preventing Automobile Injury: New Findings From Evaluative
Research. Dover, MA: Auburn House Publishing Company 19889553

Chapter in a book: 14 Nagin D. General deterrence: a review of gheaahevidence. 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
1978:95 139.

Abstract/supplement: 16 Roxburgh J, Cooke RAyddall 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. Acceksde is important as websites can be updated and
URLs change. The fndate accessedo can be | ate

can be just the month accessed.

Electronic journal articles: Morse SS. Factors in the emergency of infectiousedisEanerg
Infect Dis 1995 JaiMar;1(1). www.cdc.gov/nciod/EID/vollnol/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 approaclrémsseptal puncture. Heart Online
[eLetter] 18 September 2001. http://heart.omj.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, 94tgr€ss11st 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
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There are good historical precedentstha 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
with punctuaibn, e.g. Caparo Industries plc v Dickman and others [1990] 1 All ER6688

Digital Object Identifier (DOI)

A DOl is a unique string created to identify a piece of intellectual property in an online
environment and is particularly useful for articlest thi@ 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 proofplne 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 factorgrospective 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 RhBisB003;327:7668
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 egds 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 houl d be wupl oaded using the File

Please ensure that any supplementary files are cited within the main text of the article.
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ABSTRACT
Background: Call handlers are the initial point of contact for the ambulance sehageng
important information to obtaiduringchallenging and complesalls, however little is
known aboutheiremotional experience3his study aimed to explore emergency ambulance
cal l handl er s 0-relatedoemotions.nces of wor Kk
Methods: Twelve semistrudured qualitative interviews were conducted with emergency
ambulance call handlers. The transcripts were amdlysag Interpretative
Phenomenological Analysis.
Results Three superordinate themes emergediel) ng mor e than a robot:
robotand neither is the person on t hielubngd of t |
subthemes of the emotional impact of calls, responsibility and afitite necessary ev
2)bel ongi ng weocall eamc hi ot hng;R3)théuhnek ngorwene:n ffiafmiyl ¢
try and think about whatodés going towitthappen n
subthemes of unpredictability, seeking outcomes and the role of imagination.
Conclusions:This studyreportedseveral novel findingscluding the impact of the unknown
and unpredictability, the stressful anetr@umatising impact of audits, the need for emotional
flexibility and the key role of th@&® call erbs
experienceAdditionally, this sudy highlighted the vital role of the team for call handlers.
Clinical implications includedopicsto be incorporated in standard training, the development
of appropriate support for call handlers and modification of the audit process.

Recommendations fduture research are discussed.

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

emotions



2-3

The nature of ambulance work often means that staffegaentlyexposed to a range of
challenging, compleand potentially traumatic situationshichcan result in a range of
difficulties relating to emotional, physical and mental heaij[IHowever, the existing
literaturehasa much greater focus on rehdsed amilance workers, such as paramedics
and Emergency Medical Technicians (EMTSs), with little research focusing on ambulance
workers based in Emergency Operations Centres (EOCSs), such as call handlers and
emergency dispatchers. The few studies with E@€ed sff typically report them feeling
forgotten about, overlooked and exclude8]3which 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 haveadirect communication with the caller requesting the emergency service and have
cruci al i nformation to quickly obtain, such
i nformation gained about the pati eadingtse medi c
type of response required and the priority rating, which determines whether the patient may
receivea response in minutes or several hours. Call handlers are often managing callers who

are scared and anxious and can be irthifeatening situains and are required to respond

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

calls, withmore thar® million ambulancesalls being answered in England in the past year
(20192020), an average of oves,200 cdls per day[7]. In light of all of this, the call handler

role clearly requires the ability to effect.i

A recent report from the UK National Audit Office on ambulance services concluded that
there are many challges 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 aghe 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 thédrasalataff consistently

had the highest sickness absence rates (aver&§é)pin 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 (20A89),sickness absence rates for ambulance
support staff (average of 6%), have been higher than qualified ambulance staff (average of
5%)[9]. Although NHS statisticeegardingthe reasons for sickness absences are unavailable,
a survey by the healtlhiorkers union, Unison, reported that a third of ambulance workers

surveyed had had an absence due to sweldted stress[10].

Theoretical understandings

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

call handles, although, to date, little research has applied these theories th&e@

ambul ance staff. M a-12] defiods busnoubas annntetnal emotioeab r vy [ 1 1
reaction caused by external factors and a psychological state resulting from proloniged w

related stress. It proposes that burnout comprises of emotional exhaustion, depersonalisation
anddiminishedpersonal accomplishment. The existing research with ambulance personnel

has reported high levels of burnout in rdzaked staff{13.4], but litle is known about

burnout in EOGbased staff. A review of burnout in nurses reportedithveds higher in

emergency department nurses compared to other nurses, partly attributed to working in hectic
conditions and moving from one emergency to the nek, ttle 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 ofli&3€&d staff across all

emergency services concluded that theyat 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,whih i s often described as the Acost of ¢

suffering individuals[17]. Whilst there is little research focusing specifically on ambulance
workers, the existing literaturgith otheremergency or healthcare workers répmaried

levels of compassion fatigue[2]. 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 improvemettigimpatients,

which tends to mitigate compassion fatiguel. As call handlersmaynotbeable to
experience patient improvemeiristhe same wayit is possible that they may experience less

compassion satisfaction and be more affected by compdatigune.

Furthermore, emotional labour is frequently discussed in the existing literature with
emergency and healthcare workers, including ambulance worké&3[2Emotional labour
refers to emotional perfor manc anade&elimggtoin s ol d
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 puéiat refers to managing body
language and facial expressions, less is known almuemotional 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 anchdNHS advice servicd)ave reported that emotional labour is necessary
at work[2526]. Therefore, emotional labour may also be experienced by ambulance call
handlers, although as with other theories, the lack of research wittbB€¥d staff limits the

understanding of this.

a)
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Finally, the theory of emotional regulation referédhemanagenent ofwhat emotions are
experienced and when and how they experienced anexpressed[27Emotional
regulationstrategies can include attentional deployment (redirecting attention)tigegni

change (altering the meaning of situations) or response modulation (suppressing emotional
experienceor expressiog)[27]. Emotional regulation is considered to enable stilér

distinction, meaning that without emotional regulation thstinction becomes blurred and

the emotions of others are experienced personally[28]. While some studies with similar
populationssuggest that emotional regulation debeneficial, for example in terms of self
protection and maintaining emotional welllig{29], others indicate that some forms of
regulation (particularly suppression or avoidance) can have negative consequences, such as
intrusive memories and emotions and kiagn physical and mental health difficulties[30].
Whilst the nature of callhahde r s 6 wor k | i kely requires emot.

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 $&d on roadbased 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 dispdters experiencing several sources of stress, such as a lack

of resources, being invisible to the public and mialsiking, as well as feeling undervalued

and overworked, with conclusions being made that greater support is required. Further

research on orgésational issues that call handlers face withinNRES 111 service (a nen
emergency advice service) identified that <c

communication and emotion work (managing their own and ca#emstions)[31].



Experiences ofcall handlers

The existing international research indicates that emergency call hamdigisce similar
challenges to roabllased and other EGRased staff. A qualitative study with Swedish
emergency call handleraho manag@ambulance, fire brigade andle 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 scafidandlers 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. Onenaindifference is lhatAustralian ambulance care is notpically a freeto-

use public service, with patientfienhaving to pay for the serviather personally or

through insurand@3], whereas in the UK, ambulance care is covered by the NHS, incurring
no cost to the patient. This significant askey issue in UK ambulance servigeshe

volume of calls that are not appropriate for an emergency servi8g|34n 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 focmsedbrkrelated 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 woifd6]. This study airadto address thesgaps in the literature.

The present study

Althoughtheprevious research artkdeoriesindicate the importance of understanding work
related emotionsptdate, there is no qualitative reseamatlihe emotional experiences 0K
ambulance call handlers. Tie#ore, this research aedto answer the following research

guestion: how do ambulance call handlers experience-metaked emotions?



METHODS

Design

Theresearcheused a qualitative design to gaindapth understanding into the emotional
experiences of ambulance call handlers. A qualitative approach was considered to be most
appropriate for the research question as it allowsxploration andlexibility, which is
necessary due to there being little existing research on this topic. TheedataNected

through individual sermstructured interviews, to allow for some guidance and consistency
but also allow for flexibility and further discussion. The dataeanalysed using

Interpretative Phenomenological Analysis (IPAH3B], which was considered to be the most
appropriate approadbr the research questipgiven its focus on individual experience and

its engagement with reflections, thoughts and fesling

IPA has developed upon an interpretative epistemological viewpoiBgB&s it is rooted in

the fundamental principles of phenomenology, hermeneutics and idiography, with the

researcher engaging in a double hermeneutic (interpreting the partiéigargsetation) and

the primary goal being to explore how individuals makes sense of experiences[37].
Therefore, the approach taken was to consi de
reality) as being based on their own interpretations and-seakieg of their experiences.

Accordingly, this was held in mind throughout tiesearctprocess 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 guiderms 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 andguiet andprivate room was
considered important. It was stated that beiblg 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 spokedo thought that this studyasimportantand necessary

Ethical approval and considerations

Et hical approval was obtained from Lancaster
Research Ethics Committee (FHMREC18089). Research and Development bypioaiso

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 intetomaplace.

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 thmerefioers 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 arean@eafsha

within the servicavere based across three EOCs. Recruitment posters and flyers were placed
in each EOC and a general noticebee email with the participant information sheet
attached was circulated to all call handlers in the service. Parttsipvere eligible to take

part if they hd been working as a call handler within the ambulance service for a minimum

of six months (to allow for the }®eek training period and having sufficient experience of
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answeing calls). If a call handler had hagbariod of absence for more than a month, they

needed to have returned work for a minimum of three months to participate.

Participants were prioritisad the order of contactvith twelve interviews taking place
beforedata saturatiomwasachievedNine paticipants were female and three were male.
Participants ranged in age frdz6 to 58 yeargmean of 42 years) anlle length of time in
the role ranged from 10 months to 14 ydanean of6 yearg. Two participants took part in

the interviews in their own time, whilst the remaining 10 took part during work time.

Data collection

The semistructured interviews were guided by a topic guide (Appendix A), which was
developed for the purpose of thisdguThis guide consisted of broad questions, as well as
potential prompts and followp questions, to facilitate discussion, however also allowed for
space and flexibility for unexpected issues to arise and be explored. All interviews were

audio recordednd transcribecand lasted between 45 and 93 minutes.

Analysis

The data wreanalysed using IPAwhich focuses on the exploration of individual lived
experiences, reflexivity and the double hermenf&6t87]. The six-stageanalysis process
followed is denonstrated in Table The initial noting and coding in stage two included
combination of descriptive, linguistic and conceptual comments[3@&.development of
emergent themes at stage thi@aised orthe notesfrom stage twaandon reducing the
volume of the data but maintaining the complexitydeveloping superordinate themes
within transcripts at stage four and across the data set at stailpesigs were clustered
together. Specific methods of developuigstersor connecibns included subsumption (a
theme becoming a superordinate theme and bringing together other themes), abstraction

(putting similar themes together to create a new superordinate thethepntextualisation
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(clustering based on contextirarrative elemes)[36]. To increase rigour and credibility,
academic supervisors were consulted during the analysis process, particularly in ensuring the

superordinatethemeswere 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 impessearchis
essentiaf0]. Ther e s e a ringitbd@riordesperience of the ambulance senacelthe call
handler roleappeared to encourage participantdigcuss aspects of their rolessimbstantial
detail, which elicited important insights into their experienéeklitionally, theresearcher
beingexternal tahe service appeared to enable participants to spesaky about their
experiences. Whilghe researchdrad some preconceptions about what call handlers might
discuss, based on the existing literature with similar popuktatem were madéo put
these aside befotheinterviewsthrough the use of a reflective journal, which was also used

to note thoughts or feelings throughalata collection andnalysis.

RESULTS

The analysis resulted in three superordinatetheiéd®& i ng mor e t han a robo
robot and neither iIis the person qwtht he end o
subthemesof he emoti onal i mpact of <call s, respons

bel ongi ng weocalleamchinot;maned3t hkbeugkeewnt ami fy
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and think about whatdés going to hwifphpen next,

subthemes of unpredictability, seeking outcomued the role of imagination.

Being more than a robot: fAyoudre not a robot

phone and neither is the patiento

This concept was present in all interviews anccdes bes t he participantsa®o
their role being superficially viewed as requiring little thought and simply following the
instructions on theystemdisplaying the caller information, whereas in reality theydace
many decisions and compleeg,were r e qu i r e dumanelenaedtdt bheahl s anc

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, jaglief, upset and guilt, but primarily frustration. The caller,

rather than the content of the call, seemed to have a kein todev calls were experienced

by call ihandeklpemsd:s fon the caller that youobre
innwhet her theyoére calom,( Gwhetther Oinlee ypamre i fcri prat
that appeared very high in severity but was not particularly emetioking because of the

c a | ITmerguy wds really calm because he was in security he knew, ydueiblie knew

his job inside out, there was procedures and it was literally just a flow inforndatio( L i a m) .

Some participants spoke of their experiences of receiving abuse from callers and feeling
frustrated, annoyed peaplescnreaning atyot, sométimes you ar¢ y o u
a bit of a punchbag for the general public ( | mogen) . Cuadrdds t hat wer e
i nappropriate were also a major awwgwyrce of fr
agitated, sick to the back teeth that, youore

youdbre just dealing with pehoepylbev et maott agroet itrha
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t hat t h ¢yaced. k gpopeareddhat 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 beiWgot & ej @os thfieaaclctehscsarte now, wedre not al

anymor@ ( Chl oe) .

Many participwht s h théirgrnotidnsgdarohg cdlls and dealing with the

emotions evoked by the call after the call, at the end of the shift, at home or not atrall. The

were varying attitudes towards the space for emotions as a call handler and towards taking

time out inbetween calls. Some patrticipants viewed these as indicators of the job not being a
good fit or a senseibfyopabbeocoppsegwabdll drhcecud
thejobforyoo ( Grace). Whereas others saw room for
t hat managing those emotions by tyakareng t i me

allowed and encouraged to just ggourself]right in case you get anotherbad @all ( Li a m) .

Participants also found calls rewarding and felt that their involvement was a privilege:
fisometimeswseet he r emar kabl e side of people where
ot hersé youi mgetofl iKkrei che fleeedause i tds a privi
them when the&yOGJFane)n. gatisigaotspokesalchildbirtlycalls

being challenging and tense but incredibly rewarding calls. One participant discussed her

thoughtsaround whysuchcallswer e s o r ew@®rsditmeg: omly call we v
this job where everyories happy at the end of ité with ot
when the ambul ance turns up, no(Ewmmads going

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 thias 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
notrequiredecisionmaking however they reporteventhodyglmt t hi s
webre not supposed to be making decisjons, y

on every call you know, you question yourself constantlf{ | mogen) .

Participants spoke of the pemsibility of the pressure of knowing that their actions and

responses can be the differerndcg ulsat wewenn Ihiofpe

make a mistake that will <costo s(oBneetdemwsadgs) ;| ifif e
areal |y dangerous thing to have and yet 1t do
itdéds more or | ess down to somebody | i ke myse
anxiou® ( Emma) . Participants al sponsidleferthelere d e xp
(when the caller i s not ittahlkequtaftustratng ) as wel |

someti mes because youoyv e[pagenti catle®d dandyals wi t h ev
emotions ( Chl oe) . Addi t i sensa bffegponsilpliior managingp ant s f e
themselves during the call afat the safety of the ambulance crews attending the scene. The
combination of al/l of theirt hrersqplosnsdadirmuah ets
one short pa oeawhelrhingtand meveradkidgthatsmmany things can go

wongo ( Daniell e).

Audits: Athe necessary evilo

Call handlers spoke of their calls being audited. The audit process is usually random,

although there are certain types of calls that are alwaysedu@uch as cardiac arresed
involvescallsbei ng | i stened to by a separate team w
and compliance with the system. Audits aim to support call haddievelopment and

ensureconsistencyWritten feedback is providedlassifying the call handler &ish ilyg h
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compliand, Acompl i ant 0, fpacrotmpdlilayntcoo nfpshiaa n tpoa rari
as Afailingo). The auditing of <callssand the
substantial source of frustraticamxiety, despair andespondency. Call handlers felt that

their calls were being assessed lpyr@cesghat wanted them to be robots anditpdly

follow scripts, however they felt that the callers they were taltongere humans, who

needed utmaat eiand tmet thet aadprocesgpenalised them for that.

Participants spoke of understanding the need for auditing but that the current process was not
hel pful orausdupgpmpsor(tsiiweh:) Maeedsdary evilldvould say,theyhey 6 r e
have to be doneé but some of the things that
they just take it that step to faoé(HOIBISY) us
T h enit pickingg and | dve feedlmatk, opgerseiictand repetitive positive feedback,

appeared to result in call handlers inguittle value and respect for audits, demonstrated by
thembeng willing to risk a negative audit by deviating from the script to do what they

consideedto be best fsoormetthenematfioaentt:hed sake of t he

an audit and get your call sorted thanaot ( J ane) .

Most call handlers discussed audits creating fear and anxiety in several ways, with one

participant describing audits sourfgreatest fearinourjolis ( Amy) . The potent.
being audited caused anxiety during and after the call, as audit feedback can sometimes take
weeks to receive. One participant deslcribed
failed the first audit | was then like hypervigilant like oh my god if | fail another one, if | fall
another one, because | was so focused on it
blowndo ( JThisadsd suggeasdthatcall handlers culd become cognitively, as well as

emotionally overwhelmedFinally, some participants also spoke of the delayed feedback

from audits havingare r a u mat i sthemglit i®theforedhit:affects your erm your
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healing process fromthecall ( Amgy v e ial ready gone through t|

theydre making y@u( Bmama)hrough it again

Bel onging to a team: fAWe call each other the

All participants discussed their relationships with other caller handlers, with most reporting

that béng part of the team was one of eeaest positive aspects of their job. They often

spoke about themselves as part of a collective and many participants likened their
relationships with theitrdst e@aarmeasn hliedlyous ol it khe
family, we call each other the green fardily ( Emmea§r; e Alwi ke a family be

more time with each other than we do with our own family( Ho | | y ) .

Participants spoke of the environment created by their work fimaexamplefi t Gexy a
positive envir,bntmbnnhk itdés f heemdos y( Bfertiheanndyl)y
The majority of participants spoke of tasnospherand team morale having a significant

impact on their experiences at work, in some cases more of an impact than the calls

t hemsellhvee smorial e of the shift tends to make
loads of bad calls but someone at soramfpwill get a regular caller over there, someone

will have something horrible or something funny and it affects sort of how you remember

eachshidb (Li am).

Several call handlers spoke of others (family, friemttser ambulance staff) not fully

understadi ng t he <call handl er role andinthe diffi
togetheb and having others who do understand ap;j
aspects of Dbel ongi ngNothimy marties uptodh@vhfeellFeonm le&km mp |
on shift with my coll eagues, itéds just a spe

awful calls or not feel great and someone will understand how yau fe¢l Dani el | e) .
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Supporting each other at work appeared to be of great importancéi¢gppats. They

discussed supporting each other practically, by helping each other with calls, and

emotionally, often through talking to each othmath of which appeared tmntribute

towardsthe team beingxperiened aspsychologicdly safe Most partcipants discussed the

i mpact of the volume of callse baetweengcabl s
even get chance to talk to your coll eagues,
not even getting tchaelchasc awtf al ad ob Esrionmae)wo.a te
The volume of calls also caubiensions in the team, particularly in terms of participants

views towardsothet aki ng ti me out after dsafdutsideul t «c al
crying because ofaal,ar ené6t taking a call so then every

then got twice the amount of work to do and | just think you need to move bnCh | oe ) .

One of the most commonly discussed ways of supporting and relating to each other was
humour,of en des dard&r@aldwods hfu motuds jiust dar k humou
and nothing that anybody el se would find par
overthingg ( Hol | y) . I't appear ed t h andremtionshipsci pant
with other staff were quite unique and related it back to the amount of time spent together and

thar close, familylike relationships.

The participants generally experienced there being an absence of formal support, perceiving

thatthes er vi ces® support was s up-basddstaffii a0 sorl i rRcer e
any support here itds absolutelyé itds justé
actually backingitupnan ( Chl oe) . The di ssat absdh@oft i on wi |

formal supporseemed tthave increased the necessity to rely on each other.
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The unknown: #Aif you try and think about wha

able to come to wor ko

This theme illustrates thmany unknowns, includingnpredid¢ability, uncertainty and

incompletenesghat all participants described as beamimpactfulpart of their daily role.

Unpredictability

Participants described unpredictability as being manifested in many aspects of their role. One
ofthemaimlmr eas of unpredictability was i thethe ty
phone beeps and you take a calleée it I|literaldl
not know whatdés going to come t hrmthgkh when t
about whatdés going to happenoné¢cght bhemadd tnloa
little bit of nervousness and fear and just the constant anticipation about what is that going to

bed (Danielle). Some par treicanfidenawith moresnpmork e abou't
callsbut much less certain abaairercalls, and the continued shock when answering such

c a | IIstdl get mow when somebody says, | §ayhe patient breathilsp nd t hey go 6&n

and I thinko h!  Oh r i g hdo sankthingdoiwe (g orogteon) . The vol ur
taken in a shift was aybuwhave norclperagtd how yoarimighe a n d
is going to go, the eb and flow of the calls

be extraordinary busy and then you sownt (&Afmygo what 6s

Not knowing what the callerds emotional stat

ambulance service might be and how thik interfere withhelpingwas also difficult for

participants t Ahe f i rst thing is to ascertain whatos
the reason theyodre calling, which can be ver
very angry and will just say somenoWwiong al ong

(Finley). Additionally, the clarity of situations and the ease of communicating with callers
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was unpredictablevhich createdrustraton and stress wheeall handlerdhad to manage

call ers to gaiin 6tshij ausitn fh@atryidattnesmtalyuwoik ouy o u 6 r e
what 6s going on because theyodre not telling
shouting down the phone but theyodre not 1|ist
tense, youbre kind ofohgppadherd ckChigobprpcaB8sesmeypar

also found unpredictability in whether the calleas willing or ableto help the patient.

Additionally, participants described not knowing if or how they will be emotionally affected

by calls suggesting a needrfemotional flexibilty t her ed6s not hing at all
prepare you for that swing of emotions so yo
thrown into the deep end really literally within secamds ( Emma ) . Sohadbepnar t i ci
surprised at the calls thatdhaffected themwhich increased their distresshéifirst time that

| did get upset was on a CPR call but it was
expected thateé |I,lt ik datwek peghe thingethasupsetank

[and]that made me even more uggset ( J ane ) .

Seeking outcomes

One important and frequently discussed unknown for participants was not knowing the

outcomesyoti nalVes: séde an end phat urevemeivferi
out c o me, Il donodét | i ke not rounding i off if
(1 mogen) . Some appeared to fedldosmdrmhe fumkantowa
think thatés the mai nweprdohmléd m,k niotwd sh otwh & hwen ks
know the bit in the middl eingoiMastrationdbecauseot hi ng
you dond6t know aot (&hWepgetihp fadh par, eap giter nad after

call after cgbkt, whagés what stwvart where ever

freaked out, where everoybhordyndseys)c r eNhneirnega sa nod
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to experience it differently, describing their emotions as Hearte a ki thimkgfar thei

emotions that we feel sometimes, how involved we feel we are in that situation and then just

to never hear anything-bafeta&i wagr dstidotsdos ejall $ty
dealwitto ( D a rKnhogihd thee putcomappeared to biypically associated ith

participants knowing if they liehelped or made a difference.

Indicating differing coping strategies, some participants sought answers by looking back at

call |l ogs, whereas others found selekdcnmoétout c
gettoohung up on knowing how a patients done or
you keeping on wanting (bi ampw Howevwhat égeg
ddfindoutt he outcome of the ambulance crewds inv
pati ent yoomever realydrbw whigther the patient survived in the actual hospital

environment itself so you know youodtoe al ways

themdo ( Kyl e) .
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
mostappropriate response. In the absence of visuals, many participants reported visualising
scenes througheympgshat hbpnk Atdéds a call, son
they are seeing and you are picturing yourself, if | was to see thatweludd | da

(Bethany). Participants typically found this unhelpful, both in terms of arranging an
appropriate response and thinknsometgmrestysucanf t heir o
overthink thingsé | imagine thegd WwoDasni elelcea)u.s

participant described his imagination during calls being traumatic, as he found himself

imaginng situations with somdornye uféami Ilii&re arse twh
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vivid imagination ah we mébodies describing sbneethiagtd ot  wo
me , I 611 see it /Jihewpatentjgoinget@labk dimilar ® sotndébedy you e

knowo ( Finley).

DISCUSSION

This study aimed to expl ore amelatedematiens.c al | h
Three supemalinate themes emerged from the analys#si ng mor e t han a robo
a robot and neither is the per son,belonginghe end
to a weeam:! Il each ot bndt hehanfgnewnndfthiakmf | you t 1
about whatodos going to happen .inhesefindinggamaei6d not

discussed in the context of the existing literaturd theoretical perspectives

The theme of being more than a roleyiresentshe novel finding of participants often

feeling that others simplified theaiole; however their experiences were that there was
significantly more to their jokthan others expecte8everal challenges potentially unique to

call handlers were identifiefpr examplep a r t i @xp@rianing andety when the
systemdesnot recognise the severity of a patient
recognising this and getting the appropriate responsddathe call handler. Further key
challenges faakby call handlers were regarding the impact of the unknown, including the
significant unpredictabilityn the role, the lack of knowledge oéll outcomes and the lack of
visuals during calls often resultingtineuse ofimagination. Whilst some of thesspects

have been briefly discussed in existing literature with ambulance persomiglfdhe present
study found these aspects appear to have a much greater impact on call handlers than
previously suggested. These issues also have the potentiaktocaffénandlers more than
roadbased ambulance staff, due to call handlers typically answering a higher number of calls

than roaebased staff attend, resulting in increased opportunities for unknowns.
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In the present study, audits were found to Beyaificantsource of stress, frustration and
emotional difficulties, to an extent that has not previously been recognised wb&<e@

staff, demonstrated by the amount of focus and time given to the audit process by participants
during the interviews. Althougparticipants reported a sense of reward from their work, the
audit process and its perceived focus on negative feedback appeared to minimise these
feelings resulting ina 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 indicateotma&tall handlers were
experiencing burnout[1:12]. However, as burnout can be experienced in any line of work,
exploring and understanding call handl er so

healthcare professions may be more beneficial.

Compassion fatigue, which is m@ped to be a similar caeptto burnout buts specific to

helping professiongeportedlyresuls from prolonged exposure to the suffering of others,

with little emotional suppord2]. Consistent with this, in the present study, participants
reported frguent exposure to suffering, with strong emotions being evakeldding

intrusive thoughts or images of the scenes described, as well as reporting little emotional
support from the service amdten not having time to seek support froolleaguesWhilst
compassion satisfaction reportedijtigatescompassion 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 handlerdid report sasfaction in other aspects of their work, primarily in
terms of their work teapwhich appeared to be a significant protective fadibis study
found that tle team were of great importancectl handlerswith participants attributing

many of the posite aspects of the job to team relationshijdongingand supporting each
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other, which has not previously beetognisedn EOCGbhasedambulancestaff. In addition

to being associated witlvork satisfactionworkplace belongingness halsobeen associatl

with variouspositive outcomes, such as reduced distress, increased resilience and mediating
between organisational stress and posttraumatic growth in similar popule@iddk[4
Additionally, it appeared that theamrelationshipsandsupporting each otheontributed
towardsa sense afeam 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 ojaeion[45]. In other populationsgam psychological

safety hadeen associated with learning behaviour, team performance and functioning and
benefitting from task confli¢in terms of creativity and decision makid§f47], indicating

the positive outcoms 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 ayaoisational level, consistent with previous
reports of a perceived lack of care for staff wellbeing in ambulance servise$g3,16].

Humour was one of the most commonly reported ways that call handlers supported each
otherin copingwith the difficulties of call handlingwith the perceived uniqueness of this
humour appeang to strengthen their sense of belongige 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[4]). Similar humour has also been described in other studies with ambulance
personnel and has been reported to diffuse difficult situations, to redwseasttbenable
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 puweniotiocsieyketddts 6 att
work through suppressing their etions and their varying views towards the appropriateness

of expressing emotions at work. During the interviews, participzites appeared to struggle

to express their emotions, for example, when asked to recall what emotions they experienced
towards asituation they had described, they often expressed thoughts or actions. It was
hypothesised that this may have been partly dirgéoviews taking place in the workplace,

which may have made expressing emotions difficygtitticipantsvere typically use to

suppressing emotions in that setting. Previous research with paramedics also identified
significantly increased difficulties in describing feelings compared to a normative

samplebl], suggesting that there may a wider difficulty, possibly relatebdeatlture of

ambulance organisations, although more research is required to further understand this.

The need to manage emotions at work is frequently discussieel existing literaturen

terms of emotional labour. However, in the present study calchh er s 6 moti ves t o
their emotionseemed to gbeyond 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 ablemdimue 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 emot itheacsve maesahcet he c a
of emotional regulatiorin particular, it appeared that suppression was used to minimise the
expression of the emotion, with many participants implying that they noticed an emotion
beforesuppressing itSome participants potentially suggeste@presisig the internal

experiencef 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 eeluctant t

express vulnerable feelings, rather than completely detaching franethetions.
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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 achieienotionalflexibility can be

defined as the capacity to respond flexibly to changing emotional circumstifjaas] is
considered to bendmportant aspect of psychological wellbeifgj]. One important factor in
emotional flexibility in stressful situations is setbmpassion[8-55], which, & an emotional
regulation strategys considered toffect manyareasof regulation simultaneously, including
cognitive change, situation selection and modification and response mod&gititrtfle
evidence of seltompassio as an emotional regulation strategy was identified in the current

study, which may contribute towards explaining videyngemotional flexilbe was difficult.

Clinical implications

This studyhas many clinical implications for ambulance services. Fjrgtven some
participantso6 tendencies to regularly suppre
regarding expressing emotions, there may be a need for service level changes to encourage a
culture more accepting of emotions and of individual methajcexpressing or coping with
emotions, to avoid those who do express their emotions feeling shamed. This could include
increased standard training in the potergrabtionalimpact of calls, ways of expressing,
regulating or coping with emotions attte potential longerm consequences mpeatedly
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 fbesedd

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 appropréhteesssible.

Furthermore, an important implication ofdlstudy was regarding the audit process and the

perception of its focus on negative feedback. The findings swegtjbat the current process
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wasdemotivating, stre$gl and even réraumatising atimes. Redeveloping or modifying
the audit process alongside call handlers to create a more motivating and supportive process

may be beneficial to tlrewellbeing and performance.

Similarly, given the I mport antwithnobhkiiowmgg r egar
outcomes, it may be beneficial if the service were able to review whether easier methods of
seekng outcomes could be facilitated. This could also be an area that is discussed and made
explicit in the training period, with advice givemiew 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 sugghsiat continued efforts should be made

to encourage and strengthen teahatrenships.

Future research

The findings of this study may provide the basis fothier qualitative and quantitative
research with call handlers. It is recommended that future studies should focus on
understanding the impact of wer&lated emotions, foexample, in relation to sickness
absence and staff retention, and should explore potential interveatiofts other forms of
supportfor call handlers affected by their work and the effectiveness and accessibility of
these interventions. Future resdastiould also focus on exploring compassion fatigue and
satisfaction and emotioneggulation and flexibilitym call handlersparticularly in terms of

their longterm impact

Strengths and limitations

This study explored previouslyunresearched topic, addressing several gaps in the literature.
Given the difficulties experienced by ambulance staff generallyHnd the increasing
sickness absence rates[7], this was an important area to explore, with several clinical

implications emeging. Theinterest demonstrated logll handlers in the research indicated
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that this was an importatdpic, whilst thenumber of irdepth interviews resulted in a wealth

of rich information that provided valuable insights.

The findings from this studyndy 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 Eli@Sed ambulance personnel, as well as
other emergncy and healthcare professionals, suggestingesimilar 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 ationeadiyn
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 selresearcher in this studyayhave 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 cpiabsj]
Conclusions

This study aimed to explore the emotional experiences of UK ambulance call handlers, a
previously unexplored topiGeveralimportantfindings emerged from this study, particularly

regarding the impact of the unknown and unpredictgbile retraumatising impact of

audits the need for emotional flexibiliffthe importance of the teaamd the key role of the

calleri n i nfluencing the c aldlinichlamplddtionsase 6 e mot i on:
discussegincludingtopics to involve instandardraining, modifying the audit process and

developing appropriate suppdfuture research with call handlers is recommended,

particularly in terms of interventions supportand expanding on thgesnt findings.
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TABLE 1
Table 1:The analysis process[36]
Stage Process
1 Transcription, repeated reading &lrgtening to a transcript
2 Initial noting/coding of the transcrifgfppendix B)
3 Developing emergent themes from the single trans@kippendix B)
4 Identifying how the emergent themes fit together, to develop

superordinate themes for the individual transcript

(62}

Repeating stagesil4 for each transcript
Theme development across the data set, resulting in overarching

superordinate theméappendix 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:

1 What does #&ypical day look like?

1 What is the start of your day like?

1 What is the end of a shift like?

1 Did the role meet your expectations?

3. Can you give me an example of a particularly rewarding or positive call/time on shift?
Prompts:

1 What made it feel that way?

1 What other positive emotions have come up during shifts?

Tf1s there anything that youdve noticed that

4. Can you give me an example of a particularly difficult call/time on shift?
Prompts:
How did that affect the rest of yoahift?
What other negative emotions have come up during shifts?
Have you noticed others experiencing any negative emotions during shift?
|l s there anything that youdve noticed that
What emotions come up if the calone you can relate to? (such as family members
going through a similar experience/being affected by a similar issue)
1 How do you find the demands of the job? (screens saying calls waiting, hearing other calls
in the room etc)

= =4 =4 8 A

5. How do you manage these etnas?

Prompts:

1 How easy/difficult is it to manage or cope with these emotions when you are on shift?

1 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?

1 How do others maage? Do some manage better than others?

1 Do you support each other? If so, how?

1 What support is available to you? Have you accessed this?

1 Have you taken time out after a call? How does this feel (knowing other calls are coming
through)?

1 Have you sought suppt from others at work?

1 Do you carry these feelings with you after shift/at home? If so, how do you manage/cope

with this?
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1 How might you cope after a particularly difficult shift?

6. Have you handled any calls that have involved major incidents?
Prompts:

1 Did it feel different to a typical call? If so, how?

1 How did that call affect you?

1 How did you manage you own emotions?
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APPENDIX B

Emergent Transcript Coding
themes

How do you feel when you get those comments like thank you?

It just makes you feel | i ke h miyFeeling gratitude from the caller
Engagement with who | delivered, the person wh(fev e ntistadgle gf getting callers to
the caller youbve done very well, well dornhelp

drivero | said fAtwejldb yfoourd vbee idnog
Value of the role?, done well 0 he went fAohh t hank YOnlydoingherpbi minimalising her own role

did my jobo and thatds what it |because ofreliance onthe system?

Appreciation
from callers

Abuse from

callers

Pressures of
workload

appreciate it, thank you.

Sometimes when they insult you it just makes yal fieiserable like

Abl oody hell l 6m only just helgy
know thatds when they say thanik
going, sometimes you are havi ng
| 6m | ooki ng ingand ardwe everggoing s finisb answeri

these calls and somebody just says thank you, just makes you like (s
ohh ok, and you carry on you know

Feeling grateful when callers show
appreciation

Abuse from callers when trying to help = fee
miserable.

Thank yous keep you goirigmotivating?
Encouraging?

Number of calls waiting can k®/erwhelming?
Feel endless? Impossible to finish? Hopeles
Thank yous are motivating, a relief?

So when you said there that you can see the calls coming in and the

one after the other and i tmdoment?

Can you tell me a bit about how that is?
Pressures of For me, I dondt know about ot h¢Feelingunderpressure by queuing calls
workload someti mes when you see those nl

disconnect you sometimes you question, have | taken all the details,| Emergency disconnect makes you question
Selfdoubt | rushed through that call or yourself

Doing your best
Impact of the

Anxiety

did I just did Ido it well as opposed to | just took it because other calls
coming in,

| candédt be bothered | istening

So it just puts me under press.|

There is an important difference between
answering calls and answering calls well?
Pressure of clH = 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 | doing it right or wrong all you know is takingthee t ai | s ,

problem code it, tell them bye,
through it, 1tés no | onger pat.
happens, safe staffing, and | ¢
nurseandasuppr t wor ker has 20 patien

safe about it and | go like patients are the ones suffering and | can te
for a free we are not going to be able to attend to them, ohh 1 minute
you never go back, because younevergeian ut e t o go

safe, so itds the same as when
moment, you go like some people will suffer for this queue because
somethings will be out, you will overlook somethings, you may not he
some of he things and sometimes they say things, you ask them, for
listening, they say something, | pick up something, you put it down,

maybe itodés just that one word {
there but some, if Pitdés that r
peopl e wil/l suffer when that ha
when theydére going fAiwhereds t he
emergency serviceo and | go dtlh
there were, maybe we dtodittohoa,v ¢
sorry unfortunately this is thg
where maybe youdve failed to Ve

which if an audit picks it up you are marked down because you are
rushing and sometimes some addesscan clash and then who knows

mi ght go to the wrong address [
maybe a childés down in somewhg
town, you know so for me when i
dondta maiket ake that wil/ cost g

tell

Increasd uncertainty of what you are doing
Unhappy with how you have to act
Emergency disconnect removes patient care

Drawing similarities to past @eriences

Calls feel unsafé concerns about patients
suffering, feeling responsible for this sufferin

Concerns about mistakes/missing things

Responsibility to id
in a rushed situation?

Concerns about impact gatient

Anot hi ng Twaewveressmessd o 0
helplessness? Feels out of your control?
Pressure from calleiisneeding to explain self
Call handlers facing the troubles of limited
resources

fifailedoi use of this word instead of

Af or gott en disfelttpersosally® g
Rushing-> errors-> audits troubles

Actions have consequences

AYOU havenipdrsodallyst ene
responsible?

Risk of rushing costing someone their life
Responsible for the lives of others
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Participant superordinate themes for each overall superordinate theme

Participant Belonging to a team Being more than a robof The unknown
1 Lack of value & The impact & Seeking control in
support complexities of calls;  unpredictable situation:
Being cold
2 What makeshe job The combination of The combination of
worthwhile responsibility & uncertaint responsibility &
The emotional impact of uncertainty
calls; Managing abuse frc
callers
3 Support & coping The role of the caller ~ Seeking control in the
unknown; The role of
the caller
4 Relying on each othel Responses to calls; Doin Unpredictability & the
all you can unknown
5 A family lacking An emotional swing; Unpredictability &
support Responsibility control
6 Belonging to a team Emotional aspects of  Uncertainty;Conflicts
Lack of value calls; Conflicts with with callers
callers Lack of value
7 The value of A spaghetti junction of  The impact of constant
colleagues procedures; Monitoring & varied calls
8 Wedre in AuditsT a necess# evil Losing & seeking
control
9 Supporting each othe  We 6 r e ihcall;ma Unpredictability &
affect us; Difficulties  pressure of the next ca
with the system
10 Relationships with Being resilient; The The relationship with
colleagues relationship with the the caller
caller; Frustration of
audits & procedures
11 Wedre in High responsibility Not knowing is part of
boat the job; Low control
12 Being in it together We dr e not 1 Notknowing; The caller

caller makes the
difference

makes the difference
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APPENDIX D

Emergency Medicine Journal author guidelineslfttps://emj.bmj.com/pages/authorsi&

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

Submission guidelines

Please review the below article type specifications including the requireld sngths,
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 youwrsnission 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. Authorefinal 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 Methiods s

See more details above.
Abstract: 300 words

Word count: up to 3000 words
lllustrations 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 optipuibiish 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 a
specific requirements for before and aftee{post) studies. Please see Goodacre, March
2015 6Unconbafobklredthbhdfese discouraged by Coc

Reporting patient and public involvement in research

BMJ encourages active patient and public involvement in clinical researctt a$ ipar
patient and public partnership strategy. To suppoegroduction of research we request that
authors provide a Patient and Public Involvement statement in the methods section of their

papers, under the subheading 6Patient and pu

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 gecvibrief 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 theesearch 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. bysomgpavhat

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@# 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, pleasesalgfay to journaspecific
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 checklistiake sure you have covered everything on

submission.

Title page

The title page must contain the following information:

Title of the article

Full name, postal addressp®il and telephone number of the corresponding author
Full name, department, institutipcity and country of all cauthors

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 praxebnis 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 valked 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 lpgesented 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 CAPSbold 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 statement
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 ordittesyends should

be provided at the end of the manuscript.

Online Supplementary materials should be uploaded using the File Designation

ASuppl ementary Filed on the submission site
Please remove any hidden text headers or fobtarsyour file before submission.
Style

Acronyms and abbreviations should be used sparingly and fully explained when first used.
Abbreviations and symbols must be standard. Sl units should be used throughout, except for
blood pressure values which shobklreported 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 imagesbmwe#ted within the main text in

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

References must be numbered consecutively in the order in which they are mentioned in the
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Infect Dis 1995 JatMar;1(1). www.cdayov/nciod/EID/vollnol/morse.htm (accessed 5 Jun
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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 froectigd 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, rible of my lack of previous experience

of the ambul ance service, call handl erso6 int
participate and the potential relationship between emotional suppression and identifying

verbally expressingmotions. Fially, 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 thesearctpaper are brieflyeviewed to contextualise the

following discussions. The study aimed to explore the emotional experieneeefency

ambulance service call handl¢h®ugh sembtructured interviewsTwelve participants were

interviewed and the results were analysadgif?A. Three superordinate themes emerged:
l)bei ng more than a robot: Ayoudbre not a robo
phone and neithenciaeadihg pabt bamés of @At he e
Aresponsibili bybeamecidaldnygsbmrey iwk Glbeachdthea m: A

t he gr eam3jteami lumknown: Aif you try and thinik
next, youdd not be wahtlhe stuob tchoemnmee st co fwaoirukngpr e d i
outcomesé and fAthe role of imaginationo. The res

literature, clinical implications and recommendations for future research.



Ambiguity of the call handler role

Whilst searching the existing literatureparticular 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, i ncl
controlles0 canficall handlerso. A term that was fre
particular ambiguity was Adi spatcher o or HAEM®
many services there iIis also a separate fAdisp
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 ciaih@aobwn 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 dispatobles ae merged into one[2]. Both these

complications resulted in difficultiga identifying exiging literature, but also strengthened

the narrative of call handlers and other emergency operation centre (EOC) staff being
misunderstood, overlooked and invisiBlgl]. To attempt to overcome these difficulties and

their impact on understanding and navigating the existing literature, | was required to explore

the structure of international emergency services, often through their official websites or the

introductian or methods sections of existing research.

I n the service that the study took place in,
and AEMDO, although this is a distinct and s
this difficulty in the present study, the title of the role used for this research was discussed

with thes e r v reseaoh kad and with call handlers and supervisors, which revealed more

titles, including ficall taker o anksim@aper ator
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titles but differingrolesof EMPand di spatchers and dAcall take

cal l handlers felt they did more than Atakeo

Previous experience

Prior to this research, | hdittle experience or kdepth knowledge of the ambulance service,
particularly the call handler role, which was not one that | had previously thought much
about. | 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 saeleymund information

and appreciating the importance of their role. | 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 interviewd 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 nolhave 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 | had not anticipated or
expectedThe main surprise was the audit processtheg ar t i ci pant sd strong
dissatisfaction with it. Call handkeréalls 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 udye.o mphHhe aaud di,t i colmpd 9 iz

Apartial byocombhaant 6 and provide written f
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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 themselved.had also not previously appreciated or expected the amount and impact of

Ai nappropriateo calls that call handl ers had
and how this shaped their perceptions of their value and of the gpuablial These

Ai nappropriateo calls were often described a
their heating not working) or very basic health needs (such as a paper cut or mild stomach

ache) that could be met by selire or a GP appointmemdseemed to result in call

handl ers viewing themselves as fAaccess to he
made me curious as to what i mpact these call
worth and the meaningfulness of their role aaea 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 participantsd i sl1 i kes t owarnds ment al
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 talkingaboutthemand another implied that pple with mental health

difficulties chose to put themselves in that situation. Whilst in other situations | would have

liked to have explored thepersonal views further, it felt inappropriate for the research

interviews as it went beyond the aims andopse 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

i nc | u ddevda reghpassion for staff wellbeing;l tfids a pretty interest



3-6

honest, I owi || |l ook forward to r eaadin@gniit he p
keen to get support for EMD call handlers for the emotional stress we endure anid | th

your research may well result in more valid support On e par t ahead @f theirt e mai
interview witha link to a news article of regarding compassion fatigue and a 911 call handler
mocking a calté&s angenmuion e rdngmycelleaguescahd mi ne r
myselb. During the interviews, srelatedenwtionsmor e pa
being a topic that they felt was really relevant, important and overlooked and some asked

would happen next and how they would hear aboutititknys and recommendations. The
importance of the topic to call handlers, demonstrated not only by their comments but their
willingness to participant and thelativeease of recruitment for this study, supported and
strengthened my views (based on tkisteng 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 workelated emotions or more willing to talk about it or were

experiencing more difficultiethan 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
handle s6 concerns and struggles to their atten
role as an fAoutsidero and being separate to
study as a way for them to get their concerns brought to the attentitamafyement or

senior staff without directly having to raise it themselvesougt thathis may also reflect

the participants sense of powerlessnesdauidofcontrol, in that it seeedthe 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 dring 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 havelesen

inclined to participant if they haaadto take part in their own timélowever, 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 theigmantiwould be taking

time out of the shift and, as the interviews took place in the EOC, colleagudmavesg e

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 aigrivork 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 lated to interviews taking plachiring 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. Additionbl, 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 oraallers

patients whi¢ they were taking part in the interview, the knowledge that the interview may
havebeenincreasing the stress and pressures on others and malydulbamsequences for

patients felt personally uncomfortable. On the other hand, participants being willing a
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, | noticed that several participants struggtedhte their

emotions when explicitly asked and would often respond with their thoaghtgions For
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exampl e, whatsort o eamibters cofine?2p dow dé you feel during those

cals®, responses f r onyoyjwstrwantto sepsamebody raumdanlau d e d @ i
car, my colleague and | webve said right we
something and be afallsteam alhad fil i k ® @ mydeendtiontisatd chlm theftne

cal IMarn)yo .parti ci paswitchingotb s ohdi scemsestedofis duri
tuning back into thermat alatertimeor notatalll began t o wo swtehing whet he
of6 was | inked to the ability to identify, <co
interviews. The rajority of participants took part during a shift, in their uniform and in their
usualworkplace and if these are the usual conditions in which they would typically switch off

their emotions, | wondered whether this made it more difficult to connectdexpressheir

emotions, in comparison to if the interviews had taken place in their own time and in a

different setting.

In the existing literature, intrp e r sonal emoti onal intelligence
insight into their own emotionsffectively regulate emotions and develop emotional

resources) has been associated with psychological wellbeing and positive work outcomes[5

6]. Furthermore, it is considered to under@ccurate empatidywhich is defined as the

development of effectiveneotional boundaries, enabling compassionate care without

emotional ovefinvolvement[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 abilityto gain insight into their emotions, themay bethe potential fothem to struggle

more with fAaccur at e megative tohsgquencestesmswofe | | as hav
wellbeing and work outcomeédditionally, as the ability to recognise and name feeliangs

an essential component of regulating emotions[8], | 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 ight 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 agaitmiafteempawhek, cf dreeéxamp
always reappearandothegre opl e in my | ife have said that
disconnected [ 9Y]ou alnfost treat your spouse like another call... there is a [emotional]
deficitther@ [ 10] . Consi stently, one par filcamgopant du
homeaftea shi ft and | do not want to speak to m
of a night time after a 12 hour shift and | go home and I&gp are you alrighband then

just @ handsotiher participantldod eagmaymiaiimi.ng t he
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].

T h eswitbhingofd of e mot i ons de she megative dewd rgporfeadbyt i ci pat
some participants towards other (particul ar/|
and many participants struggling to express emotiomsg the interviewseft me with

many questions thatere not answered in thexisting literature with ambulance personnel.

These included:athose who stay in the job longer learn to suppoesetach frontheir

emotions moreOr do those who express their emotions more struggle toroopeand

leave the jokearlief? Were call landlers suppressing the expression of the emotion or the

actual experience of the emotion? What are the-teng consequences of repeatedly

fiswitchingofd6 e mot i ons i n a mdwichirgoft ee wmotr k@nOoafkf éct
to reconnect with andreely express emotions? | think these are all areas that future research
could explore and mswtchihgplbpofoemondéeoassand t he

role and how beneficial or detrimental this is in the long term.
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Simultaneously managng the researcher role and the psychologist role

As a trainee clinical psychologist, | was also working as a practising clinician in psychology
placements in NHS settings throughout the thesis process. In placements, my worklinvolve
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 intervieed$ difficult to separate

these roles. For example, especially in the earlier interviews, | 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 cliertteerapeutically. The setp 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 typicalpséir therapeutic work.

Consistent with my experiencthe 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 ceveloping raport, empathy, paraphrasiagdsummarisingl2-13], therapy and research

differ in their purpose and intentions. Although both have a holistic focus, therapy has a

greater focus on the individualaisg ui ded by t hwhereabesearohtisi s needs
focused orscientific acceptability and integrignd gaining information[145].

Furthermore, there is considered to be a difference idythemics andlirection of helping,

with participants helping the researcher in research interviews, whilst theishesap

considered to be helping the client in therapeutic viagik|

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

establs hed tendency t o Whzltigparticdanyretevantvatimttame® need s
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clinical psychologistas theras significantly greater focus and time spent on working

therapeutically compared to research) has been reported to often result imstantio

research ethics and methodological demands[17]. Given the overlap of clinical and research

skills, it has been suggested that clinieciae s e ar cher s fAcannot shed th
for those in such a role it is important to acknowledgerafidct 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 psycholagdise 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, imeed 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 tfitse one thing that

really helped was the fathat we have a very, very good staff psychologist, and within 90
minutes of the accident, | was sitting down having a cup of coffee with him and basically

being debriefed 10].

Throughout the majority of the research process, | was on placement ina cate
department of a | arge childrenés hospital, i
service that | recruited from. As well as supporting patients and families during their

admission, the critical care psychology team suggdontedical stafftirough individual and

group support sessions, debriefs after patient deaths or difheerts exploring and
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addressing team difficulties and providing training sessions. In the process of this research
alongside my placement in critical care, | sawaelfor a similar role in the ambulance

service. For example, thiscould incluoféeeri ng pl anned darsd pfpdbmrdp t o
ambulance staffincluding call handleds group support after major incidertsparticularly

difficult calls or eventsand traning to staff around particular difficulties, such as managing
mental health calls drequentcallers. Psychologists could also be involved in induction

training to new starters in the ambulance service, to be more embedded and make accessing

support moreccessible, 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 offeregort to staff in many ways, it was primarily

there to support patients and families and | woadehether psychologists are less likely to

be funded in roles where there is no direct work with patients/service users. Therefore,
althoughclinical psychola@ists 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 callbetter staff wellbeingnd 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 severalddctive issues that emerged
throughout this study, from navigating the existing literature, to interviewing participants, to
analysing and interpreting the findings. During this process, | have learnt a lot about the
ambulance service and the call handtde and hope for continued research and service

development to support their wellbeing.

al
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Background & Literature Review

Working in the emergency medical services is widely accepted as stressful and at times
traumatic (Adriaenssens, De Gucht & Maes, 2015:; Berger et al., 2012). Internationally, there

is substantial research into the experiences of emergency medical workers, however this
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research has primarily focused on frontline workers, such as paramedics (Helpern, Maunder,
Schwartz & Gurevich, 2012) and medical professionals working in the emergency department
of hospitals (Gokgen et al., 2013). There has been much less of a focus on the experiences of
emergency medical workers who do not have direct physical contact with patients, such as

call handers and emergency dispatchers.

In the UK, call handlers are the initial point of contact for the emergency ambulance
service. They talk directly with the caller and have crucial information to obtain, such as the
patient’s location and medical condition. The information gained about the patient’s medical
status affects the decisions made regarding the type of response required and the priority
rating. 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 (NHS Health Careers,
2015). Furthermore, call handlers are often expected to manage a large number of calls, with

an average of 167,532 calls a week being answered in England in 2018 (NHS England, 2019).

In England, ambulance staff consistently had the highest sickness absence rates
(average of 5.07%), in comparison to other NHS organisations (average of 3.72% for all
organisation types in England) from 2009 to 2018 (NHS Digital, 2018). Over the past two
years (2016-2018), sickness absence rates for ambulance support staff (average of 6.13%),
have been higher than qualified ambulance staff (average of 5.41%: NHS Digital, 2018).
Whilst the NHS do not publish reasons for sickness absence rates, a recent survey by health
union, Unison, reported that a third of ambulance workers surveyed had had an absence due to

work-related stress (Unison, 2014).

Several theories that have been applied to frontline emergency workers may also apply
to emergency call handlers. Maslach’s burnout theory (Maslach & Jackson, 1981, Maslach &

Leiter, 1997: Maslach et al, 2001) defines burnout as an internal emotional reaction caused by
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external factors and a psychological state resulting from prolonged emotional or
psychological work-related stress. The theory proposes that burnout comprises of emotional
exhaustion, depersonalisation (development of negative attitudes towards others) and a lack of
personal accomplishment. A review of burnout in nurses reported that burnout was higher in
nurses working in emergency departments compared to nurses working elsewhere and this
was partly attributed to emergency department nurses working in hectic work conditions and
moving from one emergency to the next, with little recovery time (Adriaenssens, Gucht &
Maes, 2014). These conditions could also apply to emergency ambulance call handlers, in
addition to call handlers’ role relying heavily on their emotions, and therefore, the potential

for them to be affected by burnout may be high.

Additionally, due to the high frequency of calls and telephone contact with members
of the public in need of help, each one potentially having an emotional impact, call handlers
may have an increased potential of developing compassion fatigue, which is often described
as the “cost of caring” and results from helping traumatised or suffering individuals (Figley,
1995). Whilst much of the research on compassion fatigue in emergency service workers
reported low to average levels (Dasan, Gohil, Cornelius & Taylor, 2014; Hunsaker, Chen,
Maughan & Heaston, 2015), the research is generally with workers who have direct physical
contact with patients, who report average to high levels of compassion satisfaction, typically
resulting from seeing improvements in their patients, which call handlers often are not able to

experience.

Previous research in the UK regarding the experiences and emotions of ambulance
service personnel has focused on more frontline staff, such as paramedics and ambulance
technicians, and has reported high levels of emotional exhaustion and burnout and concluded
that emergency work compromises the mental health and emotional well-being of staff

(Alexander & Klein, 2001). More recently, the experiences of ambulance dispatchers (who



work alongside call handlers, but do not have telephone contact with callers) have been
explored in the UK (Coxon et al., 2016). This study interviewed nine ambulance dispatchers
who reported 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,
however stress-related emotions were not explored. The study also reported that dispatchers
expressed pride in their work and were able to identify several ways in which they manage
their work-related stress, such as appropriate training, emotional detachment and attempting
to keep home- and work-life separated, but conclusions were made that greater support is
required. Further research on organisational issues/changes that call handlers face within the
111 National Health Service (a service for urgent but not emergency medical care) identified
that call handlers’ work involves high levels of communication (including negotiation and
translation) and “emotion” work (managing their own and caller’s emotions and gaining

rapport with the caller; Turnbull et al., 2014).

The existing international research indicates that emergency call handlers face similar
challenges to frontline staff. In a qualitative study with 16 Australian emergency medical
dispatchers (EMDs: a role incorporating call handing and dispatching), Adams, Shakespeare-
Finch and Armstrong (2015) concluded that, despite their physical distance from scene,
EMDs can experience vicarious trauma through acute and cumulative exposure to traumatic
incidents. Additionally, qualitative research with 16 Swedish emergency operators, who are
responsible for answering ambulance, fire brigade and police calls, reported particular
difficulties with uncertainty, communication difficulties and insufficient resources and
identified personal qualities of sensitivity, insight, empathy and intuition as important in
managing this (Forslund, Kihlgren & Kihlgren, 2004). .However, these studies did not appear

to have theoretical underpinnings, highlighting a salient gap in the literature.

45
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Whilst previous research with similar staff groups and the nature of the call handler’s
role clearly indicate the potential for substantial work-related stress and workplace emotions,
to date, there is no qualitative research of the experiences of emergency ambulance service
call handlers in the UK. Therefore, this research aims to address the following research
question: What are the emotional experiences of emergency ambulance call handlers in the

UK?

Methods

Design

This research will use a qualitative design to gain in-depth information on the
emotional experiences of call handlers. It will involve interviews on a one-to-one basis,
lasting approximately an hour each, with a small sample of participants (10-12). The
interviews will be semi-structured interviews will allow for some guidance and consistency
but also allow for flexibility and further discussion. A topic guide has been developed for the
purpose of this research. The data will be analysed using Interpretative Phenomenological
Analysis (IPA), based on the methods of Pietkiewicz and Smith (2014). IPA is considered to
be the most appropriate approach, as this study 1s interested in exploring call handlers’

individual experiences.

Participants

Participants will be call handlers working for a UK ambulance service. The study will
be aiming for a minimum of 10 and a maximum of 12 participants. This sample size is

considered to be appropriate for IPA.
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Inclusion/exclusion criteria.
Call handlers may participate if:

a) Working as an ambulance call handler for at least six months. If a call handler has had
a period of leave or absence for more than a month, they will need to have been back
at work for a minimum of 3 months.

b) If they are operational call handlers (i.e. directly answering calls rather than
supervising or training) or if they have been an operational call handler in the past 6

months.
Recruitment

Participants will be recruited from the services’ emergency operations centres. There
are approximately 200 call handlers across the service. The recruitment email (with the
participant information sheet attached) will be circulated round all [l call handlers and
recruitment posters will be put on staff bulletins (both facilitated by the |JJjjilij Research and
Development team). In both the email and poster, call handlers will be asked to contact the
lead researcher if they would like to proceed or would like further information. Where
possible, the researcher will also attend the operations centres to hand out recruitment flyers
(AS versions of the recruitment poster in Appendix A), discuss the study and answer any
queries. Prior to the interview, the researcher will discuss the purpose and aims of the research
and remind the participant of key information in the participant information sheet, in
particular that the interview will be audio recorded, that quotes may be used in the report
anonymously and that they are aware of their right to withdraw at any point up to 14 days
after the interview. The researcher will answer any questions the participant has and check

that they would like to proceed, before asking them to complete the consent form.
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Data Collection

The interviews will be on an individual basis and will be guided by an interview topic
guide, which has been developed for the purpose of this study. This guide consists of broad
questions (see Table 1), as well as potential prompts and follow-up questions, to facilitate
discussion, however also allows for space and flexibility for unexpected issues to arise and be
explored. If participants want to stop the interview or take a break, this will be respected. The
interview time will be protected. Demographic information (age, gender, length of time in

role) will also be collected to provide details of the sample in the final report.

Table 1: Topics aimed to be covered in the interview

Role of a call handler

Emotions evoked during a shift

Managing emotions during a shift

Work-related emotions arising after a shift

Managing work-related emotions outside of work

The interviews will be audio recorded using a dictaphone and transcribed, with any
identifying information being anonymised. The audio files, transcripts and scanned in consent
forms will be stored on Lancaster University's secure server. Paper copies of the consent

forms will be shredded immediately after scanning.
Data Analysis

All interviews will be transcribed by the researcher. The data will be analysed using
IPA, following the guidance developed by Smith, Flowers & Larkin (2009) and Eatough &
Smith (2017). IPA is considered most appropriate for the research question as it enables an

idiographic focus and an exploration of individual lived experiences and is focused on
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reflexivity and double hermeneutics (Smith, Flowers & Larkin, 2009). A qualitative approach
is considered to be most appropriate for the research questions as it allows for flexibility,

which is necessary due to there being little existing research in the area.

The researcher’s academic supervisors will be regularly consulted during the analysis
process to increase rigour and credibility, in particular in ensuring the themes are reflective of

the data set.

Stakeholder Involvement

Call handlers, a call handler supervisor and emergency operations centre 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 interview topic guide in terms of
suggestions for follow-up questions and call handlers confirmed that they would be feel
comfortable answering the questions, including being asked about their involvement in any
major incidents. The interviews being relatively informal, being in a private room and being
able to bring hot drinks in with them was considered important. It was stated that being able
to participate during a shift, rather than in their own time, would encourage participation. It
was requested that a brief report is provided to the service on completion of the study. All of
those who were spoken to thought that this study would be important in highlighting the

experiences of call handlers.

Dissemination Strategy

The research report will be submitted for examination by Lancaster University as part
of a thesis for the Doctorate in Clinical Psychology programme. The research will also be
submitted for publication in an academic/professional journal and may be presented at an

academic conference. A summary of the study will also be fed back to the service.
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Ethical Considerations

Anonymity & confidentiality.

Any use of names, locations or any other identifiable details of participants or others
(such as other staff members or callers) in the interview will be anonymised during
transcription. The lead researcher will be transcribing the interviews herself to protect
anonymity and confidentiality as much as possible. The name of the audio recording file and
the transcription file will not use their name or initials. Any direct quotes used in the research
report will remain anonymous and will use a pseudonym. Participants will be reassured that

they do not have to take part and that their participation is entirely voluntary.

Complete anonymity cannot be fully ensured as other members of staff (for example,
those on shift at the time of the interview or those needing to arrange cover for the participant)
may be aware that the call handler is participating. Whilst the interviews will take place in a
private room on a one-to-one basis, depending on the location of the room, colleagues may
hear parts of the conversation, for example, if the room is off a corridor that colleagues use. In
this case, complete confidentiality cannot be guarantee and participants will be made aware of

this. Participants will be reassured that data will not be shared with managers.

If issues arise regarding possible harm to participants, colleagues or members of the
public, this will be discussed with my academic supervisors and/or the services’ research
director. These limits of confidentiality are made explicit to participants in the participant

information sheet.

Risk to participants.

As the interviews may involve discussing difficult experiences and/or managing
difficult emotions at work, it is acknowledged that there is the potential for participants to

become distressed during and after the interview. Participants will be made aware in the



participant information sheet that the interview will ask about their experiences and emotions
and the participant will be reminded of this prior to the interview taking place. They will also
be made aware that they can take a break or stop the interview at any stage. If the participant
shows signs of distress during the interview, the researcher will offer the participant a break

or to end the interview.

Participants will be provided with sources of support (both within work and outside of
work), which are provided on the participant information sheet and participant debriefing
sheet. They will be encouraged to access the support if they experience any distress during or
after the interview. Following the interview, in addition to providing participants with the

participant debriefing sheet, they will be asked how they found the interview.
Risk to researcher.

There is also potential for the researcher to find the interviews distressing. If this
occurs, the researcher will seek support from their research supervisors and/or clinical tutor at
Lancaster University and/or follow Lancashire Care Foundation Trust’s ‘procedure for the

management of work-related stress’.

Other risks to the researcher are considered to be minimal, given that participants are
professionals. The Lancaster University’s Lone Worker Guidance will be followed when
necessary, however strict lone working is not expected as all interviews will take place at
2! centres and a staff member, such as the shift supervisor will be aware of when I

start, plan to finish and actually finish each interview.
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Timescale
Ethics applications April-August 2019
Start data collection September/October 2019
Start data analysis: November 2019:
Draft of introduction & methods: January 2020
Full draft read: March 2020
Complete draft of entire thesis: April 2020
Submission deadline: May 2020
Dissemination to the service: June/July 2020

Submit for publication: Summer 2020
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IRAS Form Reference: IRAS Version 5.12

 Welcome to the Integrated Research Application System

 IRAS Project Filter

The integrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (b) are required by the
hodies reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please complete the questions in order. If you change the response to a question, please select ‘Save' and review all the
questions as your change may have affected subsequent questions.

Please enter a short title for this project {maximum 70 characters)
Emergency ambulance call handlers' experiences of managing emotions

1. Is your project research?

@Yes (O No

2. Select one category from the list below:

(O Clinical trial of an investigational medicinal product

(O Clinical investigation or other study of a medical device

(O Combined trial of an investigational medicinal product and an investigational medical device

(" Other clinical trial to study a novel intervention or randomised clinical trial to compare interventions in clinical practice
(»Basic science study involving procedures with human participants

(»Study administering questionnaires/interviews for quantitative analysis, or using mixed quantitative/qualitative
methodology
@) Study involving qualitative methods only

(O Study limited to working with human tissue samples (or other human biological samples) and data (specific project
only)
(O Study limited to working with data (specific project only)

(»Research tissue bank
("»Research database

If your work does not fit any of these categories, select the option below:

(O Other study

2a. Please answer the following question(s):

a) Does the study involve the use of any ionising radiation? OYes  @No

h) Will you be taking new human tissue samples (or other human biological samples)? (OYes @ No

¢) Will you be using existing human tissue samples (or other human biological samples)? (OYes  @MNo

3. In which countries of the UK will the research sites be located? (Tick all that apply)

[MEngland
[]Scotiand

Date: 1 IRAS Project ID: 261990
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[QWales
[]Northern Ireland

3a. In which country of the UK will the lead NHS R&D office be located:
@ England
(> Scotland
(O'Wales
(»Northern Ireland
(O This study does not involve the NHS

4. Which applications do you require?

[MIRAS Form
[]Conﬁdentiality Advisery Group (CAG)
|:]Her Majesty’s Prison and Probation Service (HMPPS)

Most research projects require review by a REC within the UK Health Departments’ Research Ethics Service. Is
your study exempt from REC review?

@Yes (ONo

4b. Please confirm the reason(s) why the project does not require review by a REC within the UK Health Departments
Research Ethics Service:

O Projects limited to the use of samples/data samples provided by a Research Tissue Bank (RTB) with generic
ethical approval from a REC, in accordance with the conditions of approval.

O Projects limited to the use of data provided by a Research Database with generic ethical approval from a REC, in
accordance with the conditions of approval.

O Research limited to use of previously collected, non-identifiable information

O Research limited to use of previously collected, non-identifiable tissue samples within terms of donor consent
[] Research limited to use of acellular material

[] Research limited to use of the premises or facilities of care organisations (no involvement of patients/service
users as participants)

[ Research limited to involvement of staff as participants (no involvement of patients/service users as participants)

5. Will any research sites in this study be NHS organisations?

@Yes  (ONo

5a. Are all the research costs and infrastructure costs (funding for the support and facilities needed to carry out
research e.g. NHS Support costs) for this study provided by a NIHR Biomedical Research Centre, NIHR Collaboration for
Leadership in Health Research and Care (CLAHRC), NIHR Patient Safety Translational Research Centre or Medtech and
In Vitro Diagnostic Cooperative in all study sites?

Please see information button for further details.

OYes  @No

Please see information button for further details.

Date: 2 IRAS Project ID: 261990
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5b. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN)
Support and inclusion in the NIHR Clinical Research Network Portfolio?

Please see information button for further details.
OYes  @No

The NIHR Clinical Research Network provides researchers with the practical support they need to make clinical studies
happen in the NHS e.g. by providing access to the people and facilities needed to carry out research “on the ground”.

If you select yes to this question, you must complete a NIHR Clinical Research Network (CRN) Fortfolio Application Form
(PAF) immediately after completing this project filter question and before submitting other applications. Failing to complete
the PAF ahead of other applications e.g. HRA Approval, may mean that you will be unable to access NIHR CRN Support for
your study.

6. Do you plan to include any participants who are children?
(OYes  @No

7. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themselves?

OYes  @No

Answer Yes if you plan to recruit living participants aged 16 or over who fack capacity, or to retain them in the study following
loss of capacity. Intrusive research means any research with the Iiving requiring consent in law. This includes use of
identifiable tissue samples or personal information, except where application is being made to the Confidentiality Advisory
Group to set aside the common law duty of confidentiality in England and Wales. Please consult the guidance notes for
further information on the legal frameworks for research involving adults lacking capacity in the UK.

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
who are offenders supervised by the probation service in England or Wales?

(OYes  @No

9. Is the study or any part of it being undertaken as an educational project?

@Yes (ONo

Please describe briefly the involvement of the student(s):
The student will be leading the research, supervised by academic supervisors

9a. Is the project being undertaken in part fulfilment of a PhD or other doctorate?

@Yes (ONo

10. Will this research be financially supported by the United States Department of Health and Human Services or any of
its divisions, agencies or programs?

(OYes  @No

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
(including identification of potential participants)?
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(OYes @ No

Date: 4 IRAS Project ID: 261990



4-20
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Integrated Research Application System
Application Form for Research involving qualitative methods only

Please refer to the E-Submission and Checklist tabs for instructions on submitting this application.

The Chief Investigator should complete this form. Guidance on the guestions is availahle wherever you see this
symbol displayed. We recommend reading the guidance first. The complete guidance and a glossary are available by
selecting Help.

Please define any terms or acronyms that might not be familar to lay reviewers of the application.

Short title and version number: (maximum 70 characters - this will be inserted as header on all forms)
Emergency ambulance call handlers' experiences of managing emotions

Please complete these details after you have booked the REC application for review.

REC Name:

REC Reference Number: Submission date:

PART A: Core study information

[ 1. ADMINISTRATIVE DETAILS

A1. Full title of the research:

Emergency ambulance call handlers' experiences of managing emotions in the workplace

A2-1. Educational projects

Name and contact details of student(s):

Student 1
Title Forename/Initials Surname
Miss Jennifer Benkoff
Address Doctorate in Clinical Psychology
Furness College, Lancaster University
Lancaster
Post Code LA1 4YG
E-mail j-benkoff@lancaster.ac.uk
Telephone [ ]
Fax
Give details of the educational course or degree for which this research is being undertaken:
Name and level of course/ degree:
Doctorate in Clinical Psychology
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Name of educational establishment:
Lancaster University
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Name and contact details of academic

supervisor(s):

Academic supervisor 1

Academic supervisor 2

Title Forenamellnitials Surname

Dr lan Fletcher
Address Lancaster University

Furness Building

Lancaster
Post Code LA1 4YG
E-mail i.j.fletcher@lancaster.ac.uk
Telephone
Fax

Title Forenamellnitials Surname

Giga

ac.uk

Dr Sahir

Address Lancaster University
Furness Building
Lancaster

Post Code LA1 4YG

E-mail s.giga@lancaster.

Telephone

Fax

details are shown correctly.

Please state which academic supervisor(s) has responsibility for which student(s):
Please click "Save now" before completing this table. This will ensure that all of the student and academic supervisor

Student(s)
Student 1 Miss Jennifer Benkoff

Academic supervisor(s)

[MDr lanFletcher

@Dr Sabir Giga

application.

A copy of a current CV for the student and the academic supervisor (maximum 2 pages of A4) must be submitted with the

@ Student
(OrAcademic supervisor
(» Other

A2-2. Who will act as Chief Investigator for this study?

A3-1. Chief Investigator:

Date:
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Title Forenamellnitials Surname

Miss Jennifer Benkoff

Post Trainee Clinical Psychologist

—— BSc Psycholo

Qualifications e chnonogy;

ORCID ID

Employer Lancashire Care Foundation Trust

Work Address Doctorate in Clinical Psychology
Furness College, Lancaster University
Lancaster

Post Code LA1 4YG

Work E-mail j-benkoff@lancaster.ac.uk

* Personal E-mail

Work Telephone

* Personal Telephone/Mobile

Fax

consent.
A copy of a current CV (maximum 2 pages of A4) for the Chief Investigator must be submitted with the application.

*This information Is optional. It will not be placed in the public domain or disciosed to any other third party without prior

A4. Who is the contact on behalf of the sponsor for all correspondence relating to applications for this project?
This contact will receive copies of all correspondence from REC and HRA/R&D reviewers that is sent to the CI.

Title Forenamelinitials Surname

Ms Becky Gordon
Address Deputy Head of Research Services
Research services, Lancaster University
Lancaster
Post Code LA1 4YR
E-mail sponsorship@lancaster.ac.uk
Telephone 01524592981

Fax

A5-1. Research reference numbers. FPlease give any relevant references for your study:

Applicant's/organisation's own reference number, e.g. R & D (if

availahle): o
Sponsor's/iprotocol number: NA
Protocol Version: A
Protocol Date:
Funder's reference number (enter the reference number or state not A
applicable):
Project
website: A
Additional reference number(s):
Ref.Number Description Reference Numher

Registration of research studies is encouraged wherever possible. You may be able to register your study through
your NHS organisation or a register run by a medical research charity, or publish your protocol through an open
access publisher. If you have registered your study please give details in the "Additional reference number(s)”
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section.

A5-2. Is this application linked to a previous study or another current application?
OYes  @No

Please give brief details and reference numbers.

| 2. OVERVIEW OF THE RESEARCH

To provide ali the information required by review bodies and research information systems, we ask a number of
specific questions. This section invites you to give an overview using language comprehensible to lay reviewers and
members of the public. Please read the guidance notes for advice on this section.

A6-1. Summary of the study. Please provide a brief summary of the research (maximum 300 words) using language
easily understood by lay reviewers and members of the public. Where the research is reviewed by a REC within the UK
Health Departments’ Research Ethics Service, this summary will be published on the Health Research Authority (HRA)
website following the ethical review. Please refer to the question specific guidance for this question.

Emergency amhulance call handlers’ experiences of managing emotions in the workplace

Call handlers are the initial point of contact for the emergency ambulance service. They talk directly with the caller and
have crucial information to obtain, such as the patient’s location and medical condition. The information gained about
the patient’s medical status affects the decisions made regarding the type of response required and the priority
rating. Many callers who contact the ambulance service are scared and anxious and some are in life threatening
situations. The call handlers are required to respond quickly and calmly and sometimes provide advice. Previous
research with other emergency workers has identified high levels of stress, distress, burnout and secondary trauma,
however, despite the clear potential for call handlers work to be stressful and to have a negative impact upon their
emotional wellbeing, there is currently no qualitative research exploring the emotional experiences of emergency
ambulance call handlers in the UK.

This study aims to address this gap in the literature and will explore the emotional experiences of ambulance call
handlers and how they manage their emotions, through a qualitative design, using individual semi-structured
interviews. The study aims to recruit 2 small number (10-12) of call handlers from three operations centres (within one
service). The interviews will last up to an hour and will then be transcribed and analysed, resulting in a set of themes
emerging. It is hoped that the results will help widen knowledge and awareness of the role of a call handler and

associated emotions. This may also highlight a need for further support for call handlers. This study is funded by
Lancaster University.

A6-2. Summary of main issues. Please summarise the main ethical, legal. or management issues arising from your study
and say how you have addressed them

Not all studies raise significant issues. Some studies may have straightforward ethical or other issues that can be identified
and managed routinely. Others may present significant issues requiring further consideration by a REC, HRA, or other
review body (as appropriate to the issue). Studies that present a minimal risk to participants may raise complex

organisational or legal issues. You should try to consider all the types of issues that the different reviewers may need to
consider.

Anonymity & confidentiality.

Any use of names, locations or any other identifiable details of participants or others (such as other staff members or
callers) in the interview will be anonymised during transcription. The lead researcher will be transcribing the interviews
herself to protect anonymity and confidentiality as much as possible. The name of the audio recording file and the
transcription file will not use their name or initials. Any direct quotes used in the research report will remain
anonymous and will use a pseudonym.

Complete anonymity cannot be fully ensured as other members of staff (for example, those on shift at the time of the
interview or those needing to arrange cover for the participant) may be aware that the call handler is participating.

If issues arise regarding possible harm to participants, colleagues or memhers of the public, this will be discussed

with my academic supervisors and/or the services’ research director. These limits of confidentiality are made explicit to
participants in the participant information sheet.

Risk to participants.
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Asthe interviews may involve discussing difficult experiences and/or managing difficult emotions at work, it is
acknowledged that there is the potential for participants to become distressed during and after the interview.
Participants will he made aware in the participant information sheet that the interview will ask ahout their experiences
and emotions and the participant will be reminded of this prier to the interview taking place. They will also be made
aware that they can take a break or stop the interview at any stage. If the participant shows signs of distress during the
interview, the researcher will offer the participant a break or to end the interview.

Participants will be provided with sources of support (both within work and outside of work), which are provided on the
participant information sheet and participant debriefing sheet. They will be encouraged to access the support if they
experience any distress during or after the interview. Following the interview, in addition to providing participants with
the participant debriefing sheet, they will be asked how they found the interview.

Participants will also be encouraged to follow the service’s distress procedure.

Risk to researcher.

There is also potential for the researcher to find the interviews distressing. If this occurs, the researcher will seek
support from their research supervisors and/or clinical tutor at Lancaster University and/or follow Lancashire Care
Foundation Trust's ‘procedure for the management of work-related stress’.

Other risks to the researcher are considered to be minimal, given that participants are professionals. The Lancaster
University’s Lone Worker Guidance will be followed when necessary, however strict lone working is not expected as all
interviews will take place at the service's call centres and a staff member, such as the shift supervisor will be aware of
when | start, plan to finish and actually finish each interview.

A7. Select the appropriate methodology description for this research. Please tick all that apply.

[[]Case series/ case note review
[]Case control

[[]1Cohort observation

[[] Controlied trial without randomisation
O Cross-sectional study

[[]Database analysis

O Epidemiology

[C]F easibility/ pilot study

DLaboratory study

[Metanalysis

[V Qualitative research
[[]Questionnaire, interview or ohservation study
[[]Randomised controlled trial

[]Other (please specify)

A10. What is the principal research question/objective? Please put this in language comprehensible to a lay person.

What are the emotional experiences of emergency ambuiance call handlers in the UK?

A11. What are the secondary research questions/objectives if applicable? Please put this in language comprehensible to
a lay person.

nia

A12. What is the scientific justification for the research? Please put this in language comprehensible to a lay person.

In the UK, call handlers are the initial point of contact for the emergency ambulance service. They talk directly with the
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caller and have crucial information to obtain, such as the patient's location and medical condition, which affects the
decisions made regarding the type of response required. Call handlers are often managing callers who are scared
and anxious and can be in life threatening situations and are required to respend quickly and calmly. Furthermere, call
handlers are often expected to manage a large number of calls, with an average of 167,532 calls a week being
answered in England in 2018 (NHS England, 2019). The roles of call handlers clearly have the potential to evoke a
wide range of emotions.

Qualitative research has been conducted with emergency dispatchers (who do not have direct contact with the caller)
inthe UK (Croxon et al., 2016). This study found that dispatchers reported experiencing several sources of stress,
such as a lack of resources, heing invisible to the public and multi-tasking, as well as feeling undervalued and
overworked, however stress-or work-related emotions were not explored.

Further research has also explored the roles of call handlers and dispatchers internationally (aithough their roles differ
outside of the UK). Adams, Shakespeare-Finch and Armstrong, (2015) identifed that despite their physical distance
from scene, call handlers/dispatchers can experience vicarious trauma through acute and repeated exposure to
traumatic incidents. Additionally, emergency operators in Sweden reported particular difficulties with uncertainty,
communication difficulties and insufficient resources and identified personal qualities of sensitivity, insight, empathy
and intuition as important in managing this (Forslund, Kihlgren & Kihlgren, 2004). However, this research has typically
not been underpinned by psychological theory.

My searches suggest that, to date, there has been no qualitative research with emergency ambulance call handlers in
the UK. It is hoped that this research will provide important insights into the experiences of emergency call handlers. It
may also highlight areas in which call handlers need more support or how support can be more accessible.

A13. Please summarise your design and methodology. /t should be clear exactly what will happen to the research
participant, how many times and in what order. Please complete this section in language comprehensible to the lay person.
Do not simply reproduce or refer to the protocol. Further guidance is available in the guidance notes.

The study will use a qualitative design to gain understanding and insight into the emotional experiences of ambulance
call handlers and how they manage their emotions at work.

Interviews will take place on a one-to-one basis in private and quiet rooms in the operation call centres within the
service. The head of the service has agreed that call handlers can take time out of their shift to participate and cover
will be provided where possible. Interviews will Iast up to an hour. A topic guide is attached. Participants can pause or
stop the interview at any point. Following the interview, participants will be debriefed and will have the opportunity to
have a short break hefore returning to work.

The design and conduct of this research and the materials used has been discussed with call handiers, a call
handler supervisor and a manager of an emergency operations centre. All were happy with the design of the research
and felt that it was an important area to research. In particular, they contributed towards the interview topic guide and
follow-up questions and confirmed that their would be comfortable answering all of the questions.

An estimated timetable of the stages of the research is as follows:
Data collection: Septemher-December 2019

Data analysis: November 2019-February 2020

Report writing: January-May 2020

Dissemination to the service: June-July 2020

Submission for publication: July-September 2020

A14-1. In which aspects of the research process have you actively involved, or will you involve, patients, service users,
and/or their carers, or members of the public?

EDesign of the research

DManagement of the research

EUndenaking the research

DAnaIysis of results

™ Dissemination of findings

[[]None of the above

Give details of involvement, or if none please justify the absence of involvement.
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Call handlers, a call handler supervisor and emergency operations centre 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
interview topic guide in terms of suggestions for follow-up questions and call handlers confirmed that they would be
feel comfortable answering the questions, including heing asked about their involvement in any major incidents. The
interviews heing relatively informal, being in a private room and being able to bring hot drinks in with them was
considered important. It was stated that being able to participate during a shift, rather than in their own time, would
encourage participation. It was requested that a brief report is provided to the service on completion of the study. All of
those who were spoken to thought that this study would be important in highlighting the experiences of call handlers.

[ 4. RISKS AND ETHICAL ISSUES

[ RESEARCH PARTICIPANTS

A15. What is the sample group or cohort to be studied in this research?

Select all that apply:

[]Bload
[]Cancer

[]Cardiovascular

[[1Congenital Disorders

DDememias and Neurodegenerative Diseases
[]Diabetes

|:|Ear
HEE

[V Generic Health Relevance
[]Infection

Dlnflammatory and Immune System
[]Injuries and Accidents

[]Mental Health

[]Metabolic and Endocrine
[]Musculoskeletal

O Neurological

[]0Oral and Gastrointestinal
[]Paediatrics

[[1Renal and Urogenital
DReproductive Heailth and Childbirth

[[]Respiratory

[]Skin

[[]Stroke
Gender: Male and female participants
Lower age limit: 18 Years
Upper age limit: 80 Years

A17-1. Please list the principal inclusion criteria (list the most important, max 5000 characters).

Date: 1 IRAS Project ID: 261930



4-27

IRAS Form Reference: IRAS Version 5.12

Participants will be staff members - call handlers employed by an ambulance service in England.
Call handlers may participate if:

a) Working as an ambulance call handler for at least six months. If a call handler has had a period of leave or absence
for more than a month, they will need to have been back at work for 2 minimum of 3 months.

h) If they are operational call handlers (i.e. directly answering calls rather than supervising or training) or if they have
been an operational call handler in the past 6 months.

A17-2. Please list the principal exclusion criteria (list the most important, max 5000 characters).

Participants will be excluded if they:
a) Have worked for the service for less than 6 months
b) Has had a period of leave for more than a month and has been back at work for less than 3 months

A18. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as part of the
research protocol. These include seeking consent, interviews, non-clinical observations and use of questionnaires.

Please complete the columns for each intervention/procedure as follows:
1. Total number of interventions/procedures to be received by each participant as part of the research protocol.

2. If this intervention/procedure would be routinely given to participants as part of their care outside the research,
how many of the total would be routine?

3. Average time taken per intervention/procedure (minutes, hours or days)
4. Details of who will conduct the intervention/procedure, and where it will take place.

Intervention or 12 3 4

procedure

Seeking consent 1 n/a 20 Information sheets and consent forms to be read by participant. Questions to
mins be answered by lead researcher.

Individual 1 nfa upto1 Leadresearcher.

interview hour To take place in a private room at the ambulance services’ operations centre.

A21. How long do you expect each participant to be in the study in total?

Approximately 1 hour

A22. What are the potential risks and burdens for research participants and how will you minimise them?

For all studies, describe any potential adverse effects, pain, discomfort, distress, intrusion, inconvenience or changes
to lifestyle. Only describe risks or burdens that could occur as a resuft of participation in the research. Say what steps
would be taken to minimise risks and burdens as far as possible.

As the interviews may involve discussing difficult experiences and/or managing difficult emotions at work, it is
acknowledged that there is the potential for participants to become distressed during and after the interview.
Participants will be made aware in the participant information sheet that the interview will ask ahout their experiences
and emotions and the participant will be reminded of this prior to the interview taking place. They will also be made
aware that they can take a break or stop the interview at any stage. If the participant shows signs of distress during
the interview, the researcher will offer the participant a break or to end the interview.

Participants will be provided with sources of support (both within work and outside of work), which are provided on
the participant information sheet and participant debriefing sheet. They will be encouraged to access the support if
they experience any distress during or after the interview. Following the interview, in addition to providing participants
with the participant debriefing sheet, they will be asked how they found the interview.

Participants are able to withdraw at any stage during the interview and up to two weeks after the interview.
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A23. Will interviews/ questionnaires or group discussions include topics that might be sensitive, embarrassing or
upsetting, or is it possible that criminal or other disclosures requiring action could occur during the study?

@Yes  (ONo

if Yes, please give details of procedures in place to deal with these issues:

The interviews may involve discussing difficult experiences andfor emotions, which participants may find upsetting.
This has been made explicit to participants in the participant information sheet. Should the participants wish to take
a break or stop the interview completely at any stage, this will be respected. The researcher is a trainee clinical
psychologist and has experience in working with individuals who are upset/distressed.

If any disclosures are made that may that raise concerns regarding the participant or someone else is at significant

risk of harm, I will inform my supervisors who will decide whether further actions are necessary. This is also made
explicit to participants in the information sheet.

A24. What is the potential for benefit to research participants?

Although participants may find taking part interesting, there are no direct benefits.

A26. What are the potential risks for the researchers themselves? (if any)

Risks to the researcher are considered to be minimal, given that participants are professionals.

There is the potential for the researcher to find the interviews distressing. If this occurs, the researcher will seek

support from their research supervisors and/or clinical tutor at Lancaster University and/or follow Lancashire Care
Foundation Trust's ‘procedure for the management of work-related stress’.

4-28
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| RECRUITMENT AND INFORMED CONSENT

In this section we ask you to describe the recruitment procedures for the study. Please give separate details for
different study groups where appropriate. ’

A27-1. How will potential participants, records or samples be identified? Who will carry this out and what resources
will be used? For example, identification may involve a disease register, computerised search of GP records, or review of
medical records. Indicate whether this will be done by the direct healthcare team or by researchers acting under
arrangements with the responsible care organisation(s).

Any call handlers within the service that meet the inclusion criteria may participate. Recruitment posters will be put up
in the service and a general noticeboard-type email (with no individual's address visible) will be circulated on the
researcher's behalf to all call handlers, with the participant information sheet attached. The service has confirmed their
approval of these arrangements. Where possible, the researcher will also attend each of the three emergency

operations centres within the service to provide a brief presentation, answer any questions and provide fiyers (A5
versions of the recruitment poster).

All recruitment will be carried out by the lead researcher.

A27-2. Will the identification of potential participants involve reviewing or screening the identifiable personal
information of patients, service users or any other person?

OYes  @No

Please give details below:

A28. Will any participants be recruited by publicity through posters, leaflets, adverts or websites?
@Yes (ONo

If Yes, please give details of how and where publicity will be conducted, and enclose copy of all advertising material
(with version numbers and dates).

Date: 13
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Posters will be placed within the services' emergency operations centres (where call handlers work). Flyers
(smaller versions of the poster) will also be used where there are opportunities within the operations centres to
provide a brief presentation.

An generic noticeboard-type email will also be circulated to all call handiers' work email addresses on the
researcher's behalf, containing the participant information sheet.

A29. How and by whom will potential participants first be approached?

The poster, fiyer and email will ask potential participants to contact the lead researcher by email for further information,
if they have any queries or if they want to participate. The email will be circulated to all call handlers via the EOC
managers and will have the participant information sheet attached.

Participants will he reassured that they do not have to take part and that their participation is entirely voluntary.

A30-1. Will you obtain informed consent from or on behalf of research participants?

@Yes  (ONo

If you will be obtaining consent from adult participants, please give details of who will take consent and how it will be
done, with details of any steps to provide information (a written information sheet, videos, or interactive material).
Arrangements for adults unable to consent for themselves should be described separately in Part B Section 6, and for
children in Part B Section 7.

If you pian to seek informed consent from vulnerable groups, say how you will ensure that consent is voluntary and
fully informed.

The lead researcher will be responsible for ensuring appropriate informed consent is voluntarily sought from
participants.

Potential participants will have been provided with the participant information sheet prior consenting to participate
and will have been given sufficient time to consider whether they would like to take part. Prior te the interview taking
place, the researcher will discuss the purpose and aims of the research and will check that the participant has read
and understood the participant information sheet. If they have not, they will he provided with the information sheet and
the interview may be rearranged to a time where they have been able to fully consider the information.

If they have read and understand the information sheet, the researcher will remind the participant of key information,
in particular that the interview will be audio recorded, that quotes may be used in the report anonymously and that
they are aware of their right to withdraw at any point during the interview and up to 14 days after the interview. The
researcher will answer any guestions the participant has and check that they would like to proceed, before asking
them to consider and complete the consent form.

If you are not obtaining consent, please explain why not.
nia

Please enclose a copy of the information sheet(s) and consent formys).

A30-2. Will you record informed consent (or advice from consultees) in writing?

@Yes  (ONo

A31. How long will you allow potential participants to decide whether or not to take part?

Participant information sheets will be provided in advance for potential participants to read and consider and they will
he asked to contact the researcher if and when they would like to take part. There is no time limit on this period.
Following contacting the researcher, if the individual wants to proceed, there will be 2 minimum of 24 hours before the
interview date.

A33-1. What arrangements have been made for persons who might not adequately understand verbal explanations or
written information given in English, or who have special communication needs? (e.g. translation, use of interpreters)

Call handlers have to he fluent in English as a condition of employment, therefore there is no need for translation or
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use of interpreters.

A35. What steps would you take if a participant, who has given informed consent, loses capacity to consent during the
study? Tick one option only.
(O The participant and all identifiable data or tissue collected would be withdrawn from the study. Data or tissue which
is not identifiable to the research team may be retained.

(O The participant would be withdrawn from the study. Identifiable data or tissue already collected with consent would

he retained and used in the study. No further data or tissue would be collected or any other research procedures carried
out on or in relation to the participant.

(O The participant would continue to be included in the study.

(OrNot applicable — informed consent will not be sought from any participants in this research.

@ Not applicable — it is not practicable for the research team to monitor capacity and continued capacity will be
assumed.

Further details:

CONFIDENTIALITY

In this section, personal data means any data relating to a participant who could potentially be identified. It includes

pseudonymised data capable of being linked to a participant through a unigque code number.

‘ Storage and use of personal data dunng the study ‘

A36. Will you be undertaking any of the following activities at any stage (including in the identification of potential
participants)? (Tick as appropriate)
[CJAccess to medical records by those outside the direct healthcare team
DAccess to social care records by those outside the direct social care team
[]Electronic transfer by magnetic or optical media, email or computer networks
[[]Sharing of personal data with other organisations
[C]1Export of personal data outside the EEA
[[]Use of personal addresses, postcodes, faxes, emails or telephone numbers
[QPublication of direct quotations from respondents
[]Publication of data that might allow identification of individuals
BUse of audiolvisual recording devices
[ Storage of personal data on any of the following:

[[Manual files (includes paper or film)
DNHS computers

[]Social Care Service computers
DHome or other personal computers
[& University computers

DPrivate company computers
[]Laptop computers

Further details:
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All quotes used in the report will be anonymised.

Data will be transferred from the audio recording device to a secure system (password protected university server) as
soon as possible and will be stored securely in the meantime.

Only the lead researcher will have access to the raw data saved on the secure university server.

A37. Please describe the physical security arrangements for storage of personal data during the study?

Data on portable devices will be encrypted; if it cannot be encrypted, any identifiable data (including recordings of
participants’ voices) will be deleted from the recorder as quickly as possible (eg when it has been transferred to a
secure medium, such as a password protected PC) and in the meantime the recorder will be stored securely.

A38. How will you ensure the confidentiality of personal data? Please provide a general statement of the policy and
procedures for ensuring confidentiality, e.g. anonymisation or pseudonymisation of data.

Any use of names, locations or any other identifiable details of participants or others (such as other staff members or
callers) in the interview will be anonymised during transcription. The lead researcher will be transcribing the interviews
herself to protect anonymity and confidentiality as much as possible.

All quotes used in the report will be anonymised. No identifiable information will be used in the report.

A40. Who will have access to participants' personal data during the study? Where access is by individuals outside the
direct care team, please justify and say whether consent will be sought.

Basic demographic information (age, gender, length of time in role) will be collected with consent. Only the lead
researcher will have access to personal data.

This information will be retained for 3-6 months to collate and report on as a set when all interviews have been
completed.

A41. Where will the data generated by the study be analysed and by whom?

The data will be analysed in the UK by the lead researcher, with assistance from the research supervisors.

A42. Who will have control of and act as the custodian for the data generated by the study?

Title Forenamel/initials Surname
Dr lan Fletcher
Post Senior Lecturer
Qualifications
Work Address Lancaster University
Furness Building

Lancaster
Post Code LA1 4YG
Work Email i.j.fletcher@lancaster.ac.uk
Work Telephone _

Fax

A43. How long will personal data be stored or accessed after the study has ended?

(O Less than 3 months
@ 3 — 6 months
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(6 —12 months
(12 months - 3 years
(»Over 3years

A44. For how long will you store research data generated by the study?

Years: 10
Months: 0

A45. Please give details of the long term arrangements for storage of research data after the study has ended.Say
where data wiil be stored, who will have access and the arrangements to ensure security.

Audio recordings will be stored on the secure university server and will be deleted after the research has been
examined and submitted for publication. Consent forms will he scanned in and stored electronically for 10 years.

All other data will be stored electronically for 10 years on the secure university server so that it can be referred to, if

necessary, for example if the research is published. After 10 years the data will be deleted by the research co-ordinator
within Lancaster University's clinical psychology programme.

INCENTIVES AND PAYMENTS

A46. Will research participants receive any payments, reimbursement of expenses or any other benefits or incentives
for taking part in this research?

(Yes  @No

A47. Will individual researchers receive any personal payment over and above normal salary, or any other benefits or
incentives, for taking part in this research?

OYes  @No

A48. Does the Chief Investigator or any other investigator/collaborator have any direct personal involvement (e.g.
financial, share holding, personal relationship etc.) in the organisations sponsoring or funding the research that may
give rise to a possible conflict of interest?

OYes  @No

NOTIFICATION OF OTHER PROFESSIONALS

A49-1. Will you inform the participants’ General Practitioners (and/or any other health or care professional responsible
for their care) that they are taking part in the study?

OYes  @No

If Yes, please enclose a copy of the information sheet/letter for the GF/health professional with a version number and date.

 PUBLICATION AND DISSEMINATION

A50. Will the research be registered on a public database?
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OYes @ No

Please give details, or justify if not registering the research.
NA

Registration of research studies is encouraged wherever possible.
You may be able to register your study through your NHS organisation or a register run by a medical research charity,
or publish your protocol through an open access publisher. If you are aware of a suitable register or other method of

publication, please give details. If not, you may indicate that no suitable register exists. Please ensure that you have
entered registry reference number(s) in question A5-1.

A51. How do you intend to report and disseminate the results of the study? Tick as appropriate:

BPeer reviewed scientific journals
[MInternal report

EConference presentation
[[]Publication on website

Dother publication

[[] Submission to regulatory authorities

DAccess to raw data and right to publish freely by all investigators in study or by Independent Steering Committee
on behalf of all investigators

[[]No plans to report or disseminate the results
gother (please specify)
Presentation to other trainee clinical psychologists and lecturers

A52. If you will be using identifiable personal data, how will you ensure that anonymity will be maintained when
publishing the results?

All personal identifiable information will e removed from the point of transcription. Quotes from participants will only
he used anonymously in the report.

A53. Will you inform participants of the results?
@Yes (ONo

Please give details of how you will inform participants or justify if not doing so.

The service will be provided with a summary report. This will be circulated to all call handlers, including those
participants and non-participants, via their work email.

A54. How has the scientific quality of the research been assessed? 7ick as appropriate:

[]'ndependent external review

DReview within a company

[[]Review within a multi-centre research group

EReview within the Chief investigator's institution or host organisation
[[]Review within the research team

BReview by educational supervisor

[]Other
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Justify and describe the review process and outcome. If the review has been undertaken but not seen by the
researcher, give details of the body which has undertaken the review:

The research has heen reviewed and approved by academic supervisors and Lancaster University's Doctorate in
Clinical Psychology programme.

For all studies except non-doctoral student research, please enclose a copy of any available scientific critique reports,
together with any related correspondence.

For non-doctoral student research, please enclose a copy of the assessment from your educational supervisor/ institution.

A59. What is the sample size for the research? How many participants/samples/data records do you plan to study in
total? If there is more than one group, please give further details below.

Total UK sample size: 12
Total international sample size (including UK): 12
Total in European Economic Area: 12
Further details:

A60. How was the sample size decided upon? Jf a formal sample size calculation was used, indicate how this was done,
giving sufficient information to justify and reproduce the calc ulation.

This sample size is considered to be appropriate and to be likely to result in data saturation given the gualitative
design of the research and the type of analysis Interpretative Phenomenological Analysis (IPA; Smith, Flowers &
Larkin, 2009).

A62. Please describe the methods of analysis (statistical or other appropriate methods, e.g. for qualitative research) by
which the data will be evaluated to meet the study objectives.

The data will be analysed using Interpretative Phenomenological Analysis (IPA), following the guidance developed hy
Pietkiewicz and Smith (2014). IPA is considered most appropriate for the research guestion as it enables an
idiographic focus and an exploration of individual lived experiences and is focused on reflexivity and double
hermeneutics (Smith, Flowers & Larkin, 2009).

A qualitative approach is considered to he most appropriate for the research questions as it allows for flexibility, which
is necessary due to there being little existing research in the area.

A63. Other key investigators/collaborators. Please include all grant co—applicants, protocol co—authors and other key
members of the Chief Investigator's team including non-doctoral student researchers.

Title Forenamellnitials Surname

Post Consultant paramedic & Research and Development Lead

MSc Advanced Practice, PGDip Management & Leadership Health & Social Care, PGCert Practice

QAN Development: Pre-hospital Critical Care, BSc Educational Studies

Employer
Work Address

Post Code
Telephone
Fax 0
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Mobile 0
Work Email |

A64-1. Sponsor
Lead Sponsor
Status: (- NHS or HSC care organisation Commercial status:  Non-
@ Academic Commercial

(O Pharmaceutical industry
(O Medical device industry
(O Local Authority

(O Other social care provider (including voluntary sector or private
organisation)
(O Other

If Other, please specify:

Contact person

Name of organisation Lancaster University

Given name Becky

Family name Gordon

Address Lancaster University

Town/city Lancaster

Post code LA1 4YG

Country UNITED KINGDOM
Telephone 01524 592981

Fax 0

E-mail sponsorship@lancaster.ac.uk

A65. Has external funding for the research been secured?

Please tick at least one check box.
[]Funding secured from one or more funders
DExternal funding application to one or more funders in progress

ENO application for external funding will be made

What type of research project is this?
@ Standalone project
(O Project that is part of a programme grant
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(»Project that is part of a Centre grant
(»Project that is part of a fellowship/ personal award/ research training award

(O Other

Other — please state:

A66. Has responsibility for any specific research activities or procedures been delegated to a subcontractor (other
than a co-sponsor listed in A64-1) ? Please give details of subcontractors if applicable.

OYes  @No

A67. Has this or a similar application been previously rejected by a Research Ethics Committee in the UK or another
country?

(OYes  @No

Please provide a copy of the unfavourable opinion letter(s). You should explain in your answer to question A6-2 how the
reasons for the unfavourable opinion have been addressed in this application.

A68-1. Give details of the lead NHS R&D contact for this research:

Title Forenamellnitials Surname

Organisation
Address

Post Code

Work Email
Fax
Mobile

Details can be obtained from the NHS R&D Forum website: http//www.rdforum nhs. uk

A69-1. How long do you expect the study to last in the UK?

Planned start date: 01/09/2019
Planned end date: 30/09/2020
Total duration:

Years: 1 Months: 0 Days: 30

A71-1. Is this study?

@ Single centre

(O Multicentre

A71-2. Where will the research take place? (Tick as appropriate)
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[™ England

[] Scotiand

[] wales

[ Northern Ireland

[] Other countries in European Economic Area

Total UK sites in study 1

Does this trial involve countries outside the EU?
OYes  @No

A72. Which organisations in the UK will host the research? Please indicate the type of organisation by ticking the box and
give approximate numbers if known:

ENHS organisations in England 1

[[]NHS organisations in Wales

DNHS organisations in Scotland

[[]HSC organisations in Northern Ireland

DGP practices in England

[C]1GP practices in Wales

DGP practices in Scotland

[C]1GP practices in Northern Ireland

|:]Joint health and social care agencies (eg
community mental health teams)
[]Local authorities

[]Phase 1 trial units
[[]Prison establishments
[[]Probation areas

[]independent (private or voluntary sector)
organisations
[[]Educational establishments

Dlndependent research units
[]Other (give details)

Total UK sites in study: 1

A73-1. Will potential participants be identified through any organisations other than the research sites listed above?

(OYes  @No

A74. What arrangements are in place for monitoring and auditing the conduct of the research?

The research will be monitored by the research supervisors
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A76-1. What arrangements will be made for insurance and/or indemnity to meet the potential legal liability of the
sponsor(s) for harm to participants arising from the management of the research? Please tick box(es) as applicable.

Note: Where a NHS organisation has agreed to act as sponsor or co-sponsor, indemnity is provided through NHS schemes.
Indicate if this applies (there is no need to provide documentary evidence). For all other sponsors, please describe the
arrangements and provide evidence.

[CINHS indemnity scheme will apply (NHS sponsors only)

Eother insurance or indemnity arrangements will apply (give details below)

Lancaster University legal liability cover will apply

Please enclose a copy of relevant documents.

A76-2. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of the
sponsor(s) or employer(s) for harmto participants arising from the design of the research? Please tick box(es) as
applicable.

Note: Where researchers with substantive NHS employment contracts have designed the research, indemnity is provided
through NHS schemes. Indicate if this applies (there is no need to provide documentary evidence). For other protocol
authors (e.g. company employees, university members), please describe the arrangements and provide evidence.

O NHS indemnity scheme will apply (protocol authors with NHS contracts only)

[ Other insurance or indemnity arrangements will apply (give details below)

Lancaster University legal liability cover will apply

Please enclose a copy of refevant documents.

A76-3. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of
investigators/collaborators arising from harm to participants in the conduct of the research?

Note: Where the participants are NHS patients, indemnity is provided through the NHS schemes or through professional
indemnity. indicate if this applies to the whole study (there is no need to provide documentary evidence). Where non-NHS
sites are to be included in the research, including private practices, please describe the arrangements which will be made at
these sites and provide evidence.

[[]NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only)

EResearch includes non-NHS sites (give details of insurancel indemnity arrangements for these sites helow)

Lancaster University legal liability cover will apply

Please enclose a copy of relevant documents.

A78. Could the research lead to the development of a new product/process or the generation of intellectual property?

OYes @No (Not sure
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Please enter details of the host organisations (Local Authority, NHS or other) in the UK that will be responsible for the
research sites. For further information please refer to guidance.

!nve;t!gator Research site Investigator Name
identifier
I @ NHS/HSC Site
> Non-NHS/HSC Site Fornans L
- Middle name
Family name ]
Email ————
MSc Advanced Practice, PGDip Management
Organisation Qualification & Leadership Health & Social Care, PGCert
name MD..) Practice Development: Pre-hospital Critical
Care, BSc Educational Studies
Address Country UNITED KINGDOM
Post Code
Country
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Appendix A: Recruitment Poster

Anbulanes service  Medicine | University <

NHS Trust

@ INHS'| Health & Lancaster-

Research participants needed!

Ambulance call handlers’ experiences of emotions at
work

What is the study about?

My name is Jenni Benkoff and | am conducting this research as part of my
doctoral training in Clinical Psychology at Lancaster University. | am interested
in the emotional experiences of call handlers & how they manage those
emotions at work. Call handlers are frequently exposed to situations that may
bring up a range of difficult emotions but this has not been explored in the UK.

Who can take part?
You can take part if:
e You are a call handler who has been in post for at least six months.
e If you are directly answering calls or if you have been directly answering
calls in the past 6 months.

What will | be asked to do?

You will be asked to take part in an informal interview for up to an hour. | will
ask you about your experiences as a call handler, what emotions are typically
evoked on shift and how you cope with those emotions. The study will be
anonymous and is supported by the service. This interview will take partin a
private room at your workplace and (where possible) interviews can be
scheduled during time on shift.

If you would like to participate, would like more information or
have any questions, please contact Jenni Benkoff:
I o' j.benkoff@lancaster.ac.uk
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Subject: Call handlers research study
Hello,

My name is Jenni and | am conducting a study about ambulance call handlers’ experiences of
managing emotions in the workplace as part of my doctoral training in Clinical Psychology at
Lancaster University.

I am looking | -!| handlers to participate in an informal

interview for up to an hour that can take place in their usual shift. Please see the attached
participant information sheet for more information, if you are interested.

If you would like to participate, please contact me on j.benkoff@lancaster.ac.uk. We can

then arrange a suitable date and time for the interview to take place.
Kind regards,
Jenni Benkoff

Trainee Clinical Psychologist
(j.benkoff@lancaster.ac.uk)
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Appendix C: Participants Information Sheet



