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Introduction

Mental ill-health is the largest single source of disability in the UK and
approximately one in 4 of the UK adult population (some 7 million people) will
have a significant mental health problem at any one time (McManus et al, cited in
Mental Health Foundation, 2015). The ambulance service is often called upon to
respond to people experiencing mental health issues. Statistical figures support
the increasing demand for paramedics to manage mental health patients.
Ambulance trusts dealt with an average of 16.1 emergency calls to the 999
ambulance service per minute (23 216 calls on average per day) in 2013/14 (NHS
Digital, 2016). Between 2013/14, over 1.7 million adults accessed NHS services
for severe or enduring mental health problems (NHS Digital, 2015). Simply put,
the ambulance service is being inundated with calls and struggling to meet the

demand and some of these demands concern mental health.
Aim

To observe and explain how paramedics respond to and manage patients

experiencing mental health issues.
Methods

This study adopts an ethnographic approach, using qualitative methods of
participant observation and semi-structured interviews. Twenty-one paramedics
were observed over 240 hours during their frontline shifts on an ambulance
within a single English Ambulance Trust. This was followed by 11 semi-

structured interviews.



Results

Thematic analysis revealed that paramedics see mental health patients as being
“like a black hole”. Paramedics say they only have “about 20 minutes of ‘there,
there’” in them when managing these patients. Ironically, these quotes speak to
the state of mind of paramedics and not their management of mental health
patients. Paramedics managed their feelings by making use of humour,
stereotyping and nostalgia. These behaviours were then analysed using
Goffman’s ideas of presentation of self (1959), which uncovered that paramedics
used humour to de-escalate emotional tension that arose during a mental health
call and also used humour among themselves as a form of resilience. Paramedics
also used stereotyping as a triage tool which served as a coping mechanism when
managing mental health patients. These behaviours, which manifested through
shared emotions, knowledge and tips, created a supportive mechanism in the
form of a paramedic Community of Practice, where the ties of this paramedic

community were strengthened.
Conclusion

This study has provided rich and detailed material to evidence how and why
paramedics manage mental patients in the way they do and could therefore
provide a platform for relevant future role players, such as ambulance trusts and
higher education institutions, to initiate support and consider the future of

paramedic practice in terms of managing mental health patients.



Table of Contents

Table of Contents

JLIE Lo (=0 @0 4§ =] 4§ i
Table Of Tables.... s sssmsas s sssnsmsasassssssnsasass vii
Table Of FIQUIesS ...ommmsesasssssmsmssssssssssssassssssssmsasassssssnsasassssssssnsassssssssssassssssssnsasssss ix
Academic Thesis: Declaration Of Authorship.......inenn. Xi
AcCKkNowIedgements ... crccsssssessssnssssssssssssssssssssssmssnssssmssmssnsnssnssnsssssssnsnns xiii
Definitions and Abbreviations.......sssssssssssss s sssssasass XV
Chapter 1 INtrodUCtioN.... s sssssssssmssssassmssnsssssssmssnssssnssnssssnssnsans 1
1.1 Introduction to my research qUesTION.......cceviiiiiiiiiiiiic e, 1
A 2 ¥ Ul Qo | o 11 T 1
1.2.1 UK mental health policies, reports and guidance papers .......... 3
1.2.2 The development of the paramedic profession and practice.....4
1.2.3  Organisational and educational change ...........cc.ccoeiiiiiiiinnnnns 7
1.3 Rationale for this study......ccccoveuiiiiiiii e 11
1.4 Research question and objectives ......ccccoveiiiiiiiiiiiiieeee e, 13
3 N 1o o N 13
I O 1 o [T 4 YN 13
1.5 Structure of this thesis.......coiiiiiii s 13
Chapter 2 Literature reVieW.....cmessmssssssssssssssssssssssssssnss 15
2.1 The broader sociological CONteXt ......cvvuiiuiieiiiiiiiiiiier e 15
2.2 Data sources and search strategy........coeeevveiiiiiiiiiiiiiiiniee e 20

2.3 UK research about health care professionals and paramedics
managing mental health patients........ccceeiviiiiiiiiiiiee, 21

2.4 Research about how paramedics manage mental health outside the

UK 25
2.4.1  NOIth AMEriCa couieiiiii i 26
2.4.2  AUSTIAli@..cuceiniii e 28
2.4.3  GOIMANY ciiiiiiiii i 31
2.4.4  INAI@.uiiiiiiiiii e 31
2.4.5  SUMMAIY ittt r e r e e e r e ennes 32
P T Y U1 ] 4 1=V VPP 33



Table of Contents

Chapter 3 Methodology and method...... s 35
3.1 INTrOdUCTION .. 35
3.2 MethodOolOogy....iiuiieiiiei e 36
3.2.1  Why ethnography?.....cccoiiiiiiiii e 36
3.3 MethOd ... e 41
3.3.1  Data colleCtion .....cuuieuiiiiiee e 41

3.3.1.1Ethnographic observations .........ccccoveiiiiiiiiiiii e, 41
3.3.1.2INTEIVIEWS oeiieieie ittt 42

3.3.2 Implications of conducting research as a participant observer43
3.3.3  Recruitment proCeAUIeS ....ccoiiiiiiiiiiiiece e e 44

3.3.4  Data mManagement....cccuiuiiniiiieiie e e 45

3.3.4.1Processing ethnographic field notes and observations .... 45

3.3.4.2Processing interview NOtesS .......covviieieiiiiiieiciieeeeeeeenn 45
3.3.4.3Analysing data ....c.coouiiiiiiii 46

3.4 ETNICS oo 46
3.4.1  Ethics approval.......coiiiiii 46
3.4.1.1Informed CONSENT....ccuieiiniiiiiii e 46
3.4.1.2Support for participants .......ccoeeveeeiiiiiiieieieee e, 46
3.4.1.3Support for the researcher .......cccooeiviiiiiiiiiiieeeeeeee, 47
3.4.1.4Anonymity and confidentiality .......c..cooovieiiiiiiiiiiinneen. 47

3.4.2  Participants and Setting .......ccoeveuiiiiiiiiiii e 47
3.0 RIGOUT e 49
3.5.1  Credibility coveeee e 49
3.5.2 Transferability....cccooiiiiiiiii 50
3.5.3 Dependability.....cocuiiiiiiii 51
3.5.4  Confirmability ......coouiiiiiii e 51
3.5.5  ReleVANCE...ceieie i 51
I I U1 o1 ¢ -1 PP 52
Chapter 4 Introducing the field of StUAY .....cceeeemrenrrcssrmsesnsesssnsnssnsmesnsnsnnas 53
N N 1 4 o Yo [V Tl o oY PP 53
4.2 MY data cooiniiiiiii e 53



Table of Contents

4.2.1 Descriptive phase of analysis ........ccceeeuiiiiiiiiiiiieeeceeeeeeas 53
4.2.1.1Paramedic participants .......cccoveviiieiiiiiiiieieeeee e e 53
4.2.1.2Patient partiCiPants .. .ccciuveiiieriiiiirier e 54

4.2.2 The focused phase of analysiS......ccccoveuiieiiiiiiiiiiieieiec e, 56
4.2.2.1Information before the call ........ccoovuiiiiiiiiiiiii e, 56
4.2.2.2Use Of SUPPOIt SEIVICES...cvuiiniiiietieeieiee et e 57
4.2.2.3Relationships between patients and their carers.............. 59

4.2.3 The selective phase of analysis........ccccoviiiiiiiiiiiiiciieeen 62

4.2.4  HUMOUT ettt e e e e e e e e eaees 64
4.2.4.1Humour initiated by the patient ..........ccccoeiiiiiiiiiiininnn, 64
4.2.4.2Humour initiated by the crew.......cccooiiiiiiiiiiien 65
4.2.4.3Humour between Crews ......ooeveeiieiiiiiiiieeeeee e 68

4.2.5  StereOtYPiNg ceuieiiiiiiie e 71

4.3 Chapter SUMMAIY ..ot e e e e e e e e e e e e enas 75

Chapter 5 “They’re like a black hole”, that’s why “I’'ve only got about

20 minutes of ‘there, there’ in Mme.” ... ——— 77
5.1 INTrOAUCTION cuuieiiieiie et et e e e e e e e 77
5.2 Examining emotions behind paramedic behaviour........................ 78
5.2.1 “They’re like a black hole” ........couiiiiiii e, 82
5.2.2  “I've only got about 20 minutes of ‘there, there’ in me”......... 92
5.3 Chapter SUMMAIY ..o e e e e 99

Chapter 6 Paramedic performance: exploring paramedics’

presentation of self.... s 101

oI A 10 o Yo ¥ Tl £ [ o NP 101

6.2 Goffman’s ideas about presentation of self in the sociological

(0] ¢ 1 () S PP 101
6.3 Stages and performanCes......ccvv i iieiiiieiiee e 104
6.3.1  Front stage performancCe........ccoeeiiiiieiiiiiiii e 105
6.3.2 Back stage performance.......ccccoieiiiiiiiiiiiiii e 110

I YU .1 0. = 1 V2 PPN 120



Table of Contents

Chapter 7 A Community Of PractiCe...nsnsnsessssessssnsnssssmssssssassssasnnas 123
7.1 INTrodUCHION. . . 123
7.2 What is a Community of Practice?........ccccvviiiiiiiiiiiiiiieicciceeeee, 123

7.2.1  Why are paramedics considered a Community of Practice? .. 125

7.3 Sharing within the Paramedic Community of Practice................. 126
7.3.1 Shared knowledge ........oouiiuiiiiiiiiiii 127

7.3.1.1Sticky knowledge and leaky knowledge .........ccccevennenies 129
7.3.2  Shared emoOtioN .......oiiuiiiiei e 132
7.3.3  Shared identity .....ccciiiiiiii i 135
7.4 BOUNAAII@S. .. ettt e e e e e e e e e 136

7.4.1 “Old versus new” - Segments within the Community of Practicel36

7.4.2  “Us versus them” - Organisational and professional boundaries138

7.5 SUMMIAIY et e e e 142
Chapter 8 Conclusion: ‘A profession in transition’.....ccescsnscenaees 145
8.1 INtrodUCION .. ..cuieiiiiii e 145
8.2 Contributions to knowledge and paramedic practice.................. 145
8.2.1 Identifying paramedic behaviour patterns ............cc.cccccuueen.e. 146
8.2.2 Understanding paramedic behaviours...........ccccceviiiiiiiiinnnn. 149
8.2.3 Identifying the mechanism that supports how paramedics
manage mental health patients ........cccooeviiiiiiiiiinneen. 151
8.3 The study’s strengths and limitations..........cccceevviiiiiiiiiiiinnenn. 154
8.3.1  Srenglhs ..o 154
8.3.2  LiMitatioNs coueieieie e 155
8.4 Recommendations for practiCe .......ccccoveuiiiiiiiiiiiiieeeeeeeeeeeeans 157
8.4.1 Paramedic practice and education..........c.ccoeeveviiiiiiiieienennen. 157
8.4.2  Future reSearCh .....co.oieiiiiiii i 159
8.4.3  POlICY ceriiiiii e 160
8.5 Summarising the contribution of this study .........cccccevveiiiinnnn.n, 161
APPENAIX A.rereiinsnimsmssssmsssssssssssssssssssssssnsassssssssssssssssasssssssssssasssssssssnssssnsassesassssnsassnsassns 165
A.1 Research cycle explained ........coviniiiiiiiii e, 165



Table of Contents

A.2 Venn diagram showing progression and structure of Chapters 5, 6,

7 ANA 8 oo e 166
APPENUIX B ...eerrerresreesmesmescessssssssssssssssssssssssssmssassnsssssssssssssesssssssmssassmssassnssssessssnssnssassn 167
B.1 Summary of studies included in the literature review using CASP167
B.2 Search strategy for literature review..........cooeeuviiiiiiieiiieiicencenns 180
B.3 Flowchart of review pProCess.....ccoviuiieiiiiiieiieeieiieeeeeeaee e e e 181
APPENAIX Carrererrnsansnssnsssssssnsssssssssssssssssssssssssssssnssssssssssnsssssssnssnsssssssnssnssssnssnsssssssnssnssnsns 182
C.1 Field note sample ..o 182
C.2 Follow-up interview sample ..o 184
APPENAIX Duerrccrcrensmssmesmssssnssmsssssssmsssssssnssnsssssssnssmsssssssmsssssssnssnsssssssnssnssssnssnssnssssnssnssnsns 186
D.1 Interview tOPIiC GUIAeS.....iuuiiiiiiieee e 186

N 0T 0 1= T 1 188
E.1 Ethics dOCUMENTS ..cunieiiiii e 188

LN o o T 4 Lo 1 —— 198
F.1 [Initial analysis proCess....cciiiiiiiiiiiiii e 198
APPENAIX G arrerarsnsassmssssssmssssnsssssssssssssssssssssssnssssnsasssssssssnssssssassssnssssnsassnsassnssssssnssssnsassns 214
G.1 Protocol for ambulance staff requesting police assistance.......... 214

7N 0T 0 1= 3 T | 218
H.1 Overall Data analysis table.......ccoooiuiiiiii e 218
H.2 Continued analysis after upgrade viva.........coccoveviiiiiiiiiiiiiiiienenns 220

Appendix 1239

I O @0 Y 0} =) €= 1 [ X PO 239
[ €0 0} =] €= 1 O 240
LiSt Of R @I@NCES.ciiiicirrincrrrsnnsssnnssssnnssssnnssssnsssssnsssssnsesssnsesssnssssnnsessnnssssnnssssn 241
(23] 01 FT 0T o -1 o1 11 257






Table of Tables

Table of Tables

Table 1: Education levels of paramedics observed and interviewed................ 54

Table 2: The tensions contributing to the actual role of the paramedic versus the

ideal role of the paramediC ......c.covviiiiiiii e, 79

Table 3: Performances and stages describing how paramedics manage mental
health patients ..o e 120

Vii






Table of Figures

Table of Figures

Figure 1: Paramedic career framework (Source: College of Paramedics, 2018) . 6

Figure 2: Call volumes and NHS 111 transfers (Source: National Audit............. 8
Figure 3: Summary of College of Paramedic Survey (2014)......ccccvvvviiieniiennnnnn. 12
Figure 4: Ideal versus real role dependent on stereotyping labels .................. 63

Figure 5: Situating self-concept and presentation of self within sociology
(adapted from Andoscia, 2018)..c.cccvieiiiiiiiiiiiiiire e, 102

Figure 6: Evidencing paramedic community of practice........c.ccooeiveviiiiennn.n. 125






Academic Thesis: Declaration Of Authorship

Academic Thesis: Declaration Of Authorship

I, Ursula Rolfe, declare that this thesis and the work presented in it are my own

and has been generated by me as the result of my own original research.
How paramedics respond and manage patients experiencing mental health issues
| confirm that:

1. This work was done wholly or mainly while in candidature for a research
degree at this University;

2. Where any part of this thesis has previously been submitted for a degree or
any other qualification at this University or any other institution, this has been
clearly stated;

3. Where | have consulted the published work of others, this is always clearly
attributed;

4. Where | have quoted from the work of others, the source is always given. With
the exception of such quotations, this thesis is entirely my own work;

5. | have acknowledged all main sources of help;

6. Where the thesis is based on work done by myself jointly with others, | have
made clear exactly what was done by others and what | have contributed
myself;

7. None of this work has been published before submission

Y 1o 1 1= AP

xi






Acknowledgements

Acknowledgements

| dedicate this thesis to my beloved Omi and Opa, who | know would be so proud
of this achievement. | also hope that this will show my son, Gabriel, who was only
six months old when | started this journey, that anything is possible if you want

to achieve it badly enough!

This thesis would not have happened without the constant support, belief and
encouragement of my lead supervisor Professor Catherine Pope - a heartfelt

thank you. Thank you also to Dr Robert Crouch, my friends and colleagues.

To all my fellow paramedics, thank you for letting me share your stories, you

always were, and continue to be my inspiration.

Last but certainly not least - thank you to my partner Mark - for putting up with
this long and sometimes difficult journey and to my mum who read this thesis

from cover to cover.

Xiii






Definitions and Abbreviations

Definitions and Abbreviations

Department of Health (DoH)

Ambulance crew - usually consisting of a paramedic and technician, or a double

paramedic crew or a paramedic and an ECA.
Crisis Resolution and Home Treatment (CRHT)
Critical Appraisal Skills Programme (CASP)
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Chapter 1

Chapter 1 Introduction

1.1 Introduction to my research question

This chapter describes the background to my research as well as considering the
complexities around defining mental health. The chapter continues with an
overview of relevant policies, reports and guidance papers about mental health
and then introduces the evolving role of the paramedic and how paramedic
practice needs to adapt to meet patient demand. Next, organisational and
educational factors are considered and how these concepts influence past and
current paramedic care, situating managing mental health patients within the
broader context of paramedic practice. The chapter concludes by presenting the

aims and objectives of my research and the structure of the thesis.

1.2 Background

In 2008, the World Health Organisation (WHO) claimed that 450 million people
were affected by mental, neurological or behavioural problems. More recently the
WHO (2013) published a Mental Health Action Plan which confirmed that health
systems have not yet adequately responded to the burden of mental health
disorders and as a consequence, the gap between the need for treatment and
service provision is a global challenge. However, defining the term “mental
health” was complex and research for one particular definition lacked consensus.
Often the term mental health was used as a euphemism for mental illness
(Manwell et al, 2015). The WHO (2018) defined mental health as: “a state of
wellbeing in which the individual realises his or her own abilities, can cope with
the normal stresses of life, can work productively and fruitfully and is able to
make a contribution to his or her own community.” This definition was perhaps
more prescriptive than descriptive (Manwell et al, 2015) with an additional
suggestion by Huber et al (cited in Manwell et al, 2015) that mental health should
also encompass an individual’s ability to adapt and self-manage rather than
achieving a state of complete well-being. In order to understand the core
concepts of understanding and therefore defining mental health, Manwell et al
(2015) undertook an international, multidisciplinary survey. Their results
suggested that “any practical use of a definition of health will depend on the
epistemological and moral framework through which it was developed, and that

the mental and social domains may be differentially influenced than the physical
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domain.” For the purpose of this thesis, the WHO (2018) definition of mental
health will be used but | will also refer to mental health “problems” and “issues”
to denote illness, disability and challenges faced by people experiencing poor

mental health.

Mental health problems are the largest single source of disability in the UK and
make up 23% of this burden (DoH, 2011). It is estimated that about one in four of
the UK adult population will have a significant mental health problem at any one
time. This equates to more than seven million people (McManus et al, cited in
Mental Health Foundation, 2015). One in 10 young people will experience a
mental health problem (Mental Health Foundation, 2015). Nine out of 10 people
with mental health problems experienced stigma and discrimination (Mental
Health Foundation, 2015). Mental iliness not only has a human and social cost
but also an economic one, recently estimated at £70-£100 billion a year (Davis,
2013).

As frontline staff, paramedics are often the first responders to patients with
mental health care needs (College of Paramedics, 2016). This includes acute
emergency episodes (e.g. suicide attempts) and cases where chronic mental ill
health is associated with other long-term conditions that precipitate ambulance
calls (e.g. a suspected heart attack in a person who also suffers from depression).
Paramedics do not diagnose mental health patients, but they respond to mental
health calls as allocated by the ambulance triage system; or when a patient
presents with symptoms relating to mental health, paramedics will make a note of
these symptoms and use them to consider a differential diagnosis relating to a
mental health disorder. Moreover, there is evidence that people with co-morbid
mental health problems make greater use of health services (Laurin et al 2009;
Jaing et al 2001, Himeloch et al 2004) including paramedic services. A recent
study within the Welsh ambulance service (Morisson-Rees et al, 2015) revealed
that mental health-related emergency calls comprised of 2 974 a month. This
evidences that there has been a marked increase in patients experiencing mental
health issues. In response to this, nationally, there is now a desire from policy
makers and the NHS to ensure mental health has the same parity as physical
health. This has been accompanied by policies, reports and guidance papers

which will now be discussed in the next section.
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1.2.1 UK mental health policies, reports and guidance papers

Several documents have outlined the national policy for mental health care and
services. Mental Health Policy in England (2016) provided a brief summary of
government policies introduced under the 2010-2015 Coalition Government, and
those introduced under the 2015 Conservative Government, which outline the
government’s objective to give equal priority to mental and physical health. It
referenced the Mental Health Crisis Concordat (2014) where national services and
agencies involved in the care and support of people in crisis have agreed to
improve how they work together to improve care. Of particular relevance to my
study was one of the four main areas the concordat focused on - urgent and
emergency access to crisis care - and the aim to ensure that a mental health
crisis is treated with the same urgency as a physical health emergency. There
were 27 national signatories to the concordat, which include the ambulance

service.

Alongside the concordat, Closing The Gap: Priorities for Essential Change in
Mental Health (2014) identified 25 areas for immediate change to improve mental
health care under the following four themes: increasing access to mental health
services; integrating physical and mental health care (a common theme across
other policies); starting early to promote mental wellbeing and prevent mental
health problems (paramedics could play an active role in flagging vulnerable
patients and supporting the ones they see in practice); and lastly, improving the

quality of life of people with mental health problems.

Ambulance services have responded to these policies by showing a greater
awareness of the mental health issues that needed to be addressed. One example
is the South West Regional Mental Health Joint Protocol (2015), which aimed to
ensure that services provided to patients in a mental health crisis are managed in
accordance with the Mental Health Crisis Care Concordat (2014). It also sought
to ensure that patients who lacked capacity and refused advice or care, receive

care that is in their best interests using the least restrictive means necessary.

Interestingly, one of the only documents about the mental health patient
perspective on the care they receive from various services was a report published
by the Care Quality Commission known as the Right Here, Right Now report
(2015). This report was based on feedback from almost 1 800 people with
experience of a mental health crisis, along with local area inspections looking at
how services work together, surveys of service providers and a review of national

data. The report found that the quality of care experienced by a person in crisis

3
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can vary greatly depending on where they are and what help they require. Many
people also experienced problems getting help when they needed it, and found
that healthcare professionals sometimes lacked compassion and warmth when
caring for people who were having a crisis. Interestingly, general practitioners,
ambulances and the police were all perceived to be more successful in providing
caring and empathetic responses to people in a crisis. Most people reported that
they came into contact with at least three different services when they had a
mental health crisis. One in twelve (12%) said that they had come in to contact
with between six and ten services and often one of these services was the

ambulance trust.

The Five-Year Forward View for Mental Health: a report from the independent
mental health task force to the NHS in England (2016) made a series of
recommendations, which included parity between mental and physical health.
Additional recommendations to be delivered by 2021 included providing mental
health care to 70 000 more children and young people as well as new funding for
acute hospitals to have mental health services in the Emergency Department (ED).
Little reference was made to paramedics and how they could make an impact;
however, the report did mention the need to support paramedic/ambulance staff
in their own mental health resilience. Current policies and guidelines are
ambitious, and some recognise the role of paramedics and acknowledge that they
are going to be crucial to the provision of better care for mental health patients.
My research seeks to contribute to the evidence about paramedic practice when
managing patients experiencing mental health issues to provide support for
paramedics in terms of education and creating a better understanding of the role
paramedics are playing, and how this can be used to influence and direct patient
care in the future. In order to do so, the development of the paramedic profession
needs to be considered to contextualise the research and will be discussed in the

section below.

1.2.2 The development of the paramedic profession and practice

The first UK “paramedic” started in the 1970s where voluntary ambulance staff
began with extended training to take on a “paramedic”’-type role. This expansion
proved successful and after realising the need for more highly-trained ambulance
staff, the Department of Health created a UK-wide pilot scheme in the 1980s
which was adopted by all UK ambulance services (College of Paramedics, 2016).
In the late 1980s there was a call for the recognition of formal payment for staff

with an extended scope of practice and a move away from the volunteer role.

4
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Although extended training was considered mainstream, ambulance trainers were
concerned about the supporting knowledge base of these staff members, which
prompted two higher education institutions to form partnerships with their local
ambulance services to develop a degree in paramedic science in the mid-1990s.
According to the College of Paramedics (2016), after the registration of
paramedics with the Council of Professions Supplementary to Medicine (CPSM) in
1999, which was followed by the Health Professions Council (HPC), paramedics
became the 12th group of health workers to become registered Allied Health
Professionals (AHPs).

In 2000, the Joint Royal Colleges Ambulance Liaison Committee (JRCALC), in
partnership with the Ambulance Service Association, created the Practitioner in
Emergency Care (PEC) role, based on the recognition that the demands being
placed on ambulance services had changed from a traditional view that all 999
calls represented hyper-acute emergencies to one where less serious
“undifferentiated” primary care cases dominated the case mix (College of
Paramedics, 2016). This expanded role included further education in patient
assessment, history taking, clinical decision-making and advanced
pharmacology. In 2003, the same year as the introduction of the regulatory body
(then the Health Professions Council), the government published Ten Key Roles
for Allied Health Professionals (AHPs) in order to formally clarify that AHPs,
including “paramedics” should be the first point of contact for patient care. This
meant that they would have the ability to order diagnostic tests, confirm
differential diagnosis, prescribe medicines, discharge patients, make referrals to
other appropriate care pathways, teach others and engage in health promotion

for our client base (College of Paramedics, 2016).

Today, paramedics hold a variety of titles (see Figure 1 for the paramedic career
framework) such as student paramedic, paramedic, specialist paramedic (roles in
urgent and emergency, and critical care), advanced paramedic and consultant and
director paramedics (College of Paramedics, 2016). More roles will emerge as
paramedics become ever more present in the healthcare system, supported and
enhanced with greater post-registration knowledge and skills, and enabled by

academic graduate qualifications (College of Paramedics, 2016).
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Figure 1: Paramedic career framework (Source: College of Paramedics, 2016)

In the past 40 years, the role of paramedics has gradually changed from an
experimental idea to become well-established health care professionals within an
evolving health care landscape. During their history, their main purpose has been
to provide emergency care, as supported by the observations and interviews in
this study and discussed in the previous chapters. However, their role is evolving
and now includes assessment and management of patients who were traditionally
treated and managed within the primary health care field, including mental health
patients. The College of Paramedics (2016) added that the clinical scope of
practice and operation for paramedics has changed radically and continues to
evolve at a rapid pace, with greater emphasis on critical decision-making,
treatment and management, with referral - if required - to an appropriate
pathway of care rather than the historical focus on transportation to the
Emergency Department (ED). However, when it comes to managing patients
experiencing mental health issues, paramedics most often reverted to the
traditional pathway of bringing patients to the ED due to the complexity and
safety concerns that often accompany this patient group and this will be
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evidenced and discussed in Chapters 4 and 5. This transition of roles required a
shift in focus to a role that is more embedded in primary and urgent care as
opposed to life-threatening and critical care - a role most of the older generation

paramedics are still attached to and identify with.

The College of Paramedics (2016) reported that there was more emphasis now on
critical decision-making and a greater responsibility to appropriately assess
patients to enable effective, evidence-based decisions as to where patients
should best be managed or referred within the healthcare system. However,
mental health patients still presented a great challenge as evidenced in this study,
with paramedics requesting more support and education from their Trusts. The
clinical implications of these role changes are substantial; as discussed in
Chapters 5 and 8; both in terms of staffing, retention, education and professional
identities for paramedics, because these increasing responsibilities fall on their
shoulders (College of Paramedics, 2016). Organisation and educational change

also influence the care of patients experiencing mental health issues.

1.2.3 Organisational and educational change

In reality, this evolution in the role of the paramedic has been led by patient
demand and reconfigurations within the wider National Health Service (NHS),
particularly those that have affected general practice, including the amendments
to the contractual obligations of general practitioners (GPs). All of these changes
have taken place against a background of escalating 999 call volumes. There has
been an increasing demand for ambulance services. Between 2009-10 and 2015-
16 the number of ambulance calls and NHS 111 transfers increased from 7,9
million to 10,7 million - an average annual increase of 5,2% (as seen in Figure 2).
Contributing factors include an ageing population and an increasing number of
alcohol and mental health related issues (National Audit Office, 2017). The
National Audit Office also added that ambulance trusts face resource challenges
that are limiting their ability to meet the rising demand. In 2015, the paramedic
vacancy rate was 10%, however, these numbers are now on the increase due to

universities creating more paramedic cohorts (National Audit Office, 2017).
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Call volumes and NHS 111 transfers, 2009-10 to 2015-16
Demand for ambulance services has been growing by an average 5.2% a year since 2009-10
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1 NHS 111 services became available nationally in February 2014.

2 Includes calls and NHS 111 transfers passed to the Isle of Wight NHS Trust.
3  Call volume data sourced from NHS Digital (2009-10 and 2010-11) and NHS England (2011-12 onwards).
4 In 2010-11 there were around 14,000 NHS 111 transfers.

Source: National Audit Office analysis of NHS England and NHS Digital data

Figure 2: Call volumes and NHS 111 transfers (Source: National Audit Office,
2017)

Health Education England has also set up a development programme to train
more paramedics and to upskill current ambulance staff but there is no standard
requirement for more mental health education. To meet the future workforce
needs, the National Audit Office (2017) estimates that the NHS will need to recruit
1 800 to 1 850 paramedic trainees each year from 2016 to 2020.

The journey of paramedic “professionalisation” and the increasing power of
representative organisations such as the College of Paramedics, means more
inter-professional representation and profession development project work. One
example of the College of Paramedics’ increasing influence is the recent
development that paramedics have been granted the right to prescribe (College of
Paramedics, 2018). Ironically, although this is a step forward on a professional
level, the ambulance service is now under significant pressure to consider how to
deliver training and education in this regard. It may also mean an increase in the

NHS banding of paramedics from band 6 to band 7, which follows their nursing

8
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counterparts. Since prescribing is regarded as an advanced skill, the Trust would
need to increase the pay of paramedics who have this increased knowledge and
added skill. In addition, staff retention in traditional ambulance roles are also
becoming a challenge with paramedics striving for higher levels of education and

then seeking more diverse and challenging work.

One of these diverse areas is primary health care, which is embracing paramedics
as they are less expensive to employ than agency GPs and many have the
additional autonomous experience which many primary health care nurses do not
have. This is a step in another direction for paramedics in terms of moving away
from emergency work as discussed in the previous chapters. However, as within
the pre-hospital area, very little consideration has been given to how paramedics
manage mental health patients in primary health care as well. It appears as
though no matter which area paramedics are working in (frontline ambulance,
critical care, primary health care or remote medicine), there remains very little
research about how to support paramedics in managing patients experiencing
mental health issues. As this study will show with frontline ambulance
paramedics, there is a lack of support and consideration of the skills and
experiences paramedics could positively use to contribute to the overall care of
the mental health patients journey within the NHS is lacking. This leaves
paramedics in the uncomfortable and precarious position of delivering care to a
patient group they do not feel confident about, and with more and more patients
experiencing mental health issues being taken to the ED, many of these mental
health patients are not getting the type of care or support they need. These
tensions and resulting behaviours in how paramedics manage mental health

patients will be discussed in more detail in Chapters 5, 6 and 7.

From an educational perspective, the paramedic profession is now moving
towards a degree BSc (Hons) profession and moving away from the original
vocational training that probably more than half of its work force has as training
background (HCPC, 2018). Although it can be argued that experience cannot be
replaced, the profession is moving forward to support a higher degree of
autonomy but little change in the working conditions. At the time of this study,
31 universities in the UK provided paramedic education. There are 13 regional
ambulance trusts which include Scotland, Wales, Northern Ireland and 10 English
trusts (Givati et al, 2017). What initially started as paramedics acting as volunteer
responders to emergency situations has now evolved into a broader role where
paramedics are managing patients as autonomous practitioners in a variety of

settings. Interestingly, paramedics were traditional trained and educated
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according to a “biomedical” approach where the focus was on considering the
biological reasons behind an illness. Simply put, paramedics were taught
symptom recognition which they could then relate to disease or illness and then
manage and treat their patients accordingly. This also meant excluding social
factors such as lifestyle, environment and economy. However, with the
educational progression of paramedic education and training and the evolving
needs of the patient, a bio-psycho-social model was adopted to take more
relevant factors into consideration. This is where tensions rise when paramedics
manage the wide variety of patients they come across because during an
emergency situation where time is of the essence, a biomedical approach and
managing patient symptoms until the patient is stable is often the more sensible
approach. When paramedics manage patients experiencing mental health issues,
greater consideration of the patient’s social and psychological factors need to be
taken into account, as evidenced in Chapters 5, 6 and 7. This study observed and
interviewed paramedics working for a local NHS ambulance service. However, the
paramedic role continues to evolve in an attempt to meet the demands of the
public (as evidenced in this study) as well as the wide variety of organisations
they work for, namely ambulance and hospital trusts, GP surgeries and agencies,
amongst others. Higher education institutes are now providing the educational
support from level 5 to level 8 for these evolving roles either via modular courses

contributing to a continued professional development portfolio or full degrees.

A profession that was heavily based on the emergency role of the paramedic,
responding to life-threatening emergencies such as cardiac arrest, respiratory
arrest and similar emergencies is now moving more towards a model based more
strongly on urgent care, as shown in this study. Although the life-threatening
emergencies still occur they are less frequent, with a higher demand for
responding to more urgent care concerns such as coughs, colds, social issues
and mental health problems. This study is not about whether the evolution of this
role is right or wrong. Its primary remit is to consider and explain how
paramedics manage mental health patients within this ever-changing
environment. It will show that paramedics manage mental health patients using
humour and stereotyping (in Chapters 5, 6 and 7) in order to mitigate the
changes in their role that they have no control over. They use these skills as part
of sharing knowledge and emotion, thereby strengthening the ties within their
paramedic Community of Practice as discussed in Chapter 7. Paramedics cannot
change the needs of their mental health patients and they cannot influence the

organisations that require them to respond to these patients while feeling
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unsupported and underqualified. This is why they need to employ supportive
mechanisms as discussed in Chapters 5, 6 and 7 to ensure they can continue to
adequately manage mental health patients. The next section will discuss the

rationale for this study as well as the aims of objectives.

1.3 Rationale for this study

Paramedics operate within the remit of their local ambulance service trusts. The
ambulance trusts respond to 999 and 111 calls. These calls are either
immediately labelled as mental health, according to a triage scoring system based
on the information the caller provides or paramedics get sent to a patient who
then presents to them with symptoms which may be labelled as mental health
problems. Some of these symptoms can include anxiety, depression, mania, etc.
This study developed from my personal clinical experience of working for the
South West Ambulance Service Foundation Trust (SWASFT) since 2009. In practice,
| observed that paramedics responded to at least one patient with mental health
symptoms, during a 12-hour shift. This figure does not include people with
learning difficulties or dementia. This first-hand experience of the demand
placed on paramedics inspired the proposed research which aims to contribute to
the evidence base for frontline emergency care services and to the education of
paramedics so that services to patients can be improved and paramedics can be

supported in delivering this care.

Statistical figures support the increasing demand for paramedics to manage
mental health patients. Ambulance trusts dealt with an average of 16.1
emergency calls to the 999 ambulance service per minute (23 216 on average per
day) in 2013/14 (NHS Digital, 2016). Between 2013/14, over 1.7 million adults
accessed NHS services for severe or enduring mental health problems, and 1.8
million people accessed specialist mental health services for adults in 2014/15
(NHS Digital, 2015). Simply put, the ambulance service is being inundated with
calls and struggling to meet the demand. A recent report on the challenges
ambulance services are facing (West, 2016) reiterated this increasing demand for
ambulance services as well as the need to cut costs, with the result that patients

were being compromised.

More specifically, two NHS Ambulance Trusts have examined the nature of the
burden of mental health cases on their services. The Welsh Ambulance Service
Trust (WAST) published findings about the volume of mental health emergency
calls they received as mentioned in 1.2. The authors of this audit, Morisson-Rees
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et al (2015), claimed that in April 2012 WAST handled 28 328 999 calls, with

1642 (5.8%) recorded with a mental health condition code. In the random sample
they found 164 (10.5%) calls related to mental health problems and estimated the
volume to be 2 974 per month. Each category of mental health problem had a
conveyance rate of over 80%, with the exception of anxiety (61.