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How paramedics manage and respond to patients experiencing mental health issues 
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SOCIOLOGY 

study of human behaviour by 
analysising social interactions 

and structures 

Symbolic interactionist theory 

Self concept 

Labelling theory Dramaturgical theory 

Presentation of self  

Social constructionivist theory 

INTERPRETIVIST 

Interactionist perspective: 

analyses how the influence of 
interaction affects structure  
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CONCLUSION: MACRO LEVEL 

Chapter 8: 

The broader paramedic profession and 
contributionto knowledge and practice 

MESO LEVEL 

Chapter 7: 

Paramedics functioning as a Community 
of Practice 

MICRO LEVEL  

Chapter 6: 

Individual paramedic behaviour based 
on Goffman's presention of self  

DESCRIPTIVE 

Chapter 5:  
Description of how paramedics manage 

patients experiencing mental health 
issues 



167

 

 



International 

Journal of 

Mental Health 

Nursing  



169

International 

Journal of 

Mental Health 

Nursing

Journal of 

Paramedic 

Practice.

 



Journal 

of Health Care 

Organization, 

Provision, and 

Financing.



171

Journal 

of Paramedic 

Practice.

Journal 

of Paramedic 

Practice.

 



EMS World.

Emergency 

Medicine 

Journal



173

General 

Hospital 

Psychiatry.

American 

Journal of 

Orthopsychiatry



 

Journal Of 

Psychosomatic 

Research

Journal 

of Emergency 



175

Primary Health 

Care.

Australasian 

Journal of 

Paramedicine.



Journal 

of Emergency 

Primary Health 

Care.



177

Journal of 

Emergency 

Primary Health 

Care



Intern 

Emergency 

Medicine.

Nursing 



179

Standard.



 

Emergency medical technician* 
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or Prehospital care 
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931 citations identified within the search 

Limits on search included: Peer-reviewed English language 

publications  

Date limits on search:  

2000 – May 2018 

57 citations reviewed by abstract 

39 citations reviewed by full article 

19 citations included for critical analysis 

Boolean term ‘ambulance’ added 



 

 

field note 2

12am: We were dispatched to a woman who had ‘fallen and put her head through a glass window’. As soon we 

received that information on our data head we all said the same thing: “this will be a mental health call”. We are 

trained as paramedics to have a high index of suspicion. I thought it would be a mental health call because I 

person does not usually put her head through a glass window. I didn’t ask Paramedic 6 or ECA 1 why they 

thought it was possibly a mental health call. 12.10am: We were greeted at the property by a neighbour who 

explained that the patient had been drinking and she had then also put her head through a window. He led us 

up the staircase to what looked like a property under renovation. There was a lot of building material and wood 

lying around as well as boxes and it was very cold within the property. When we reached the cold landing we 

saw the female patient (48 years old) sitting on the floor, blood on her face and a laceration above her right 

eyebrow. It was clear she was intoxicated or drugged as her eyes were unfocused and she was slurring her 

words and laughing and then looking into the distance as if she was seeing something we could not see. The 

patient was surrounded by three other women. One was the neighbours partner and the other two younger ones 

were the patient’s daughter (17 years old) and her friend. All of them were trying to hold the patient upright 

and reassuring her that “everything was fine”. Paramedic 6 gained consent to treat her and ruled out any 

physical emergencies but looking at her wounds, feeling her neck and spine and taking observations. ECA 1 

stood back and watched and so did I. The patient admitted to drinking “355ml of vodka – which is really not very 

much for me”. Paramedic 6 nodded and confirmed this with the patient’s daughter who also nodded. “I saw a 

bright light,” the patient slurred, “my gran was calling me, she said I must save my life, so I put my head 

through the window. My daughter has seen me try to throw myself in front of a train. She saw me overdose. I 

was 21 when they diagnosed with me bipolar type 1 and depression.” I was watching the daughter while her 

mother recounted her medical history. She seemed concerned for her mother but not affected emotionally by the 

history her mother was telling us. Her face showed no emotion. We guessed she had been privy to this type of 

situation many times before. In fact she replied at one point with a humorous “Well mum we didn’t like that 

window much anyway did we?!” The patient continued with her history: “She [her daughter] saw me go to a 

mental health institution. She has had enough of this.” This is where her daughter wrapped her arms around her 

mother’s shoulders and said “don’t be silly mum, I am fine, they just need to take you to hospital to make sure 

you are ok. Remember you had a seizure.” Interestingly we did not witness any medical seizures during the time 

on scene or on the way to hospital but the patient did wave her arms around dramatically and rocked while she 

was sitting. We did wonder if the daughter and neighbours thought that perhaps this was a seizure. “I am going 

into detox on Monday in Bristol and then spending 3 months in rehab. I have got funding for this,” the patient 

explained.  12.40: We escorted the patient to the ambulance. She was able to walk with Paramedic 6 and ECA 1 

by her side but was unsteady of her feet and continued to slur her words. In the ambulance Paramedic 6 asked 

her for more history about her alcohol problem. She didn’t reply but instead said: “Did you know I have a PhD in 

Russian languages and both my children are very clever?” she asked me. I was sitting at the head end of the 

stretcher and Paramedic 6 was sitting near the feet filling out her paperwork. “My son is at Cambridge 

University. He hates me, he doesn’t talk to me. And my daughter got all As. My Russian ex-husband is a danger 

to me. Alcohol was my anaesthesia. My daughter went to see him and she came back missing him but she sees 

how he destroys me. Its hard for her,” she said. The patient rapidly changed the subject again and spoke about 

the incident again: “When I saw my gran [in the light] she called me to her. She wants me to come with her to 

die. But I need to to rehab. But I am so embarrassed by all of this. To be a burden.” She laughs loudly and adds: 

“We hated that glass so we can change it now [more laughter] that’s a dramatic way to change the glass!” The 

patient’s medication included zopiclone (sleeping tablet), metformin (for type 2 diabetes), diazepam (treat 

anxiety disorders, alcohol withdrawal symptoms, or muscle spasms) and lamotrigine (for prevention of 

depressive episodes associated with bipolar disorder, BNF 2015). One the way to hospital Paramedic 6 sat next 

http://www.drugs.com/mcd/anxiety
http://www.drugs.com/health-guide/alcohol-withdrawal.html
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to the patient alternatively writing notes and reassuring the patient by rubbing her shoulder. “You live and 

learn. You get through this alcohol shit and you can live again. You have a wonderful daughter and son,” added 

Paramedic 6. 12.55am: “I overdosed at this hospital,” as we pulled up outside the Emergency Department. “I can 

see her again…my gran she is there…[pointing to the back door of the ambulance].” The patient started waving 

her arms and rocking again. Paramedic 6 was brisk in her response: “now what are you doing that for? No need 

to rock like that, we are going to get you taken care of inside.”The hospital accepted the patient and she was put 

into the holding bay. As she lay there she started to “fit” again by flapping her arms about and rocking her torso 

from side to side. The charge nurse shouted across from the admissions desk: “none of that nonsense here 

please”. She asked a health care assistant to go and do observations on the patient and to tell her to stop being 

silly as she was not having seizures. Paramedic 6 smiled and whispered to me: “they don’t take shit here!” And 

all three of us walked back to the ambulance. 



 

Excerpt from follow-up interview 11 

 

Respondent:         I think most people who phone, with a mental health problem, probably do need someone to go 

out to them, it’s probably right to, we are going to them, but perhaps some of the education is in how to walk 

away as well, and, you know, knowing you’ve done your bit. There’s nothing more that you can do. This person 

is safe to be left alone and that’s it, and I can walk away feeling happy that I’ve helped someone. 

Interviewer: And I think that’s where, so another theme that’s come out is, it’s another good quote, is, “They’re 

like a black hole”. So, what paramedics are saying, how I’ve interpreted that is that they’re throwing everything 

that they have at this patient, except they’re not seeing any feedback, whereas with a physical condition, you 

know, if someone’s got an MI you put an ECG on them, give them morphine, give them aspirin and take them to 

the lab, but in between you can see, “Okay, on the ECG, have I made a difference or haven’t I?” and then you do 

something else to evoke a different sort of outcome, if you know what I mean, whereas with mental health 

patients, the outcome is subtle, they can’t, you know, talking to mental health patients is an intervention in 

itself, but it doesn’t have the same result as giving someone a medication that you can see an actual, physical 

difference in their presentation, and I think that’s frustrating. 

[0:38:35] 

Respondent: Yeah, yeah, yeah. 

Interviewer: Because of how we are taught, because of what we are, we’re sort of used to this, “Okay, so if 

they present as A and we do B, then we know the answer will be C, and if it isn’t then we know what else to do in 

order to get that”. Whereas, with the mental health patients, it’s complicated because you’re not getting the 

feedback that you often get with physical conditions. 

Respondent: Yeah, yeah, absolutely and I think a lot of, when I think about, you know when you said, “Why did 

job stand out?” I think there’s lots of jobs, mental health jobs I went to that stand out and it is that feeling of 

frustration that you can’t help, where, in every other aspect of my work, I can help someone. 

Interviewer: Yeah. 

Respondent: But, in hindsight now, you know, I’ve realised that you can help people, that actually just talking 

to them and validating their feelings, being empathetic, is helping them, but you’re not going to see that. 

They’re not going to say, “Oh, thanks, I feel better now”. They’re probably not going to say anything and they 

probably won’t realise they’ve been helped until maybe days, or weeks, down the line, you know, they think, 

“Actually, that paramedic was really nice and it helped me to kind of resource myself to kind of help with this 

problem”. Might not come out of it, but, you know, to access help or whatever. So, I think the week that we run, I 

like, I like the stuff around communication and the service user coming in and talking about the way the 

paramedics have spoken to them and some that have been damaging to them, it could be some of them have 

been helpful, and the only difference is that people who are helpful are compassionate and nice and spoke to 

them like a human. I mean, one of the guys even says that he’s an Arsenal fan, even one of the paramedics was 

a Tottenham fan and they joked about that for a bit and probably nothing to the paramedic, just the kind of 

jokes that we make, like to every patient, you know, anyone who’s a football fan, I always make a joke about 

football, so it is absolutely nothing to us, but he remembers that years down the line. He remembers just 

someone being human to him and that helped him, and then I think, you know, perhaps education, for 

paramedics, is around either the little things you can do and when you walk away from them, you can be happy 

that you’ve, that you have helped them. You don’t feel frustrated about this, you know, and the other interesting 

thing that we talk about is the recovery journey and kind of the cycle of recovery, and that everyone is on a 

different part of that cycle and if you can kind of work out where they are on that cycle, like you know if they’re, 



185

kind of, in the pre-contemplation phase, you can’t help them. So, you know, that’s it. You can’t help them, 

they’re going to need much more intervention until they get round the cycle a bit to wanting to help themselves. 

So, you know, I get frustrated when paramedics say, “We’re needing more education on X topic,” because, you 

know, there’s not, there’s just not kind of a bullet for this, but there ought to be little things we can do. The 

other question is, does teaching for mental health happen as a block? Is there even a unit in it? Or is it 

integrated throughout? My feeling is that mental health and physical health are so inter-related that probably it 

can make sense to teach paramedics, you know, to have mental health as integrated throughout their career, 

probably. 

Interviewer: Yeah. 
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“The GP came out with a 
psychiatrist from the 

community mental health 
services at 11am today [it 
was 17h30 now]. The GP 
said they suspected some 
kind of infection as he had 

been sitting in his own 
faeces for a week and 

refused all care for a week. 
She said ‘he has no 

capacity and is a danger to 
himself and needs to be 

admitted for an infection’.” 
– FN 11 

 

“The GP came out with a 
psychiatrist from the 

community mental health 
services at 11am today [it 
was 17h30 now]. The GP 
said they suspected some 
kind of infection as he had 

been sitting in his own 
faeces for a week and 

refused all care for a week. 
She said ‘he has no capacity 
and is a danger to himself 
and needs to be admitted 
for an infection’.” – FN 11 

 
“I am going to sue my GP 

“The GP thinks tripling 
your does is what is 

causing you to feel unwell. 
So she will rewrite a 

prescription so that you 
can double your dose to 
100mg over a week and 
then the following week 

you can go up to 150mg, is 
that ok lovely?” – FN 5 
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“The GP thinks tripling 
your does is what is 

causing you to feel unwell. 
So she will rewrite a 

prescription so that you 
can double your dose to 
100mg over a week and 
then the following week 

you can go up to 150mg, is 
that ok lovely?” – FN 5 

 
 

surgery. They are not 
helping me. I need help. I 

need to sleep. I am so 
tired,” – FN 15 

 
 
 
 
 
 
 



 

“it was one of those calls 
where everything went 

wrong no matter what we 
tried but the good news is 
that the crisis team have 

been reported by the local 
hospital so maybe if they 

report it things will 
change?” – FN 5 
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“I was watching the daughter 
while her mother recounted 

her medical history. She 
seemed concerned for her 
mother but not affected 

emotionally by the history 
her mother was telling us. 

Her face showed no emotion. 
We guessed she had been 

privy to this type of situation 
many times before. In fact, 

she replied at one point with 
a humorous “Well mum we 

didn’t like that window much 
anyway did we?!” The 

patient continued with her 
history: “She [her daughter] 

saw me go to a mental health 
institution. She has had 
enough of this.” – FN 2 

 
“I asked the carer about her 
medical history. “I have no 

idea, I know she was in 
hospital a couple of months 
ago but I have no idea why,” 

said the carer.” – FN 3 
 

“she was also diagnosed with 
bipolar 12 months ago, and 
she was absolutely awful,” 
she said. I was surprised by 

this remark. My surprise 
must have been visible on my 

face as she quickly added 
that she was in fact the 

patient’s mother. “She was 
awful,” repeated the 

patient’s mother. “But since 
the diagnosis and 

medications I feel like I have 
my daughter back,” she said 
with real feeling. “She used 

“young girl came running 
out, she was crying noisily 
and said that the patient 
had left. She told us the 

patient had called her and 
told her he had taken an 
overdose of tablets, she 
called for an ambulance 

and then came through 5 
minutes later but he had 

left already. She continued 
to cry and said that she 

was trying to call him but 

he was not answering.” – 
FN 11 

 
“An older man then came 

out of the house. He 
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to shit herself just to get 
attention and she used to 

fight a lot with the carers.” – 
FN 7 

 
“The carer then added that 

the house was a mental 
health assisted living facility 

and that the patient had 
been with them for 9 years. 

She was really concerned 
about the patient. “She has 
really regressed physically 

over the last few months. She 
has carers come in three 

times a day to her clean her 
and wash her. We can’t do 

that here for our clients. We 
cannot keep up with her 

physical deterioration. She is 
wetting herself all the time 
and we are not allowed to 

clean her up, we have to wait 
for her carer to come. She 
has no one else.” – FN 8 

 

identified himself as the 
patient’s father and 

bought out empty pill 
packets. “I think these are 
what he took, they are his 

mother’s tablets and 
paracetamol. I cannot get 

hold of him on the phone,” 
added the patient’s 

father.” – FN 11 
 

“His friend was pacing up 
and down the floor in front 

of the patient. “I was 
gonna tackle you,” he said, 
“but then it was your dad I 

saw, not you,” he said 
laughing somewhat 
hysterically.”- FN 11 

 

“I am a tough old cookie,” said 
the patient with a smile, “even 

on the floor!” – FN 14 

“I was born in 1942 and 
bathed in goat’s milk – 

that’s what they did back 

“I was born in 1942 and 
bathed in goat’s milk – that’s 

what they did back then,” 

“I am a tough old cookie,” 
said the patient with a 

smile, “even on the floor!” – 



 
“Its earliness that really 

stresses me out,” he carried 
on explaining. “I need an hour 

to make sense after waking 
up!” “I just speak 

gobbledegook!” he said. 
Paramedic 23 laughed at this. 
“Ha! I made you laugh!” said 
the patient to paramedic 23, 

looking please with himself.” – 
FN 15 

 

then,” she explained. – FN 
8 

“I just slipped when I tried 
to hang washing up,” she 
explained. “my wrist hurts 

but I don’t know when I 
hurt it,” she giggled, “you 

don’t know where its been 
– ha ha,” she laughed 

loudly. – FN 9 

she explained. – FN 8 
 

“I just slipped when I tried to 
hang washing up,” she 

explained. “my wrist hurts 
but I don’t know when I hurt 
it,” she giggled, “you don’t 
know where its been – ha 

ha,” she laughed loudly. – FN 
9 
 

FN 14 
 

“Its earliness that really 
stresses me out,” he carried 

on explaining. “I need an 
hour to make sense after 
waking up!” “I just speak 
gobbledegook!” he said. 
Paramedic 23 laughed at 

this. “Ha! I made you 
laugh!” said the patient to 

paramedic 23, looking 
please with himself.” – FN 

15 
 

“We were offered tea and 
cake and paramedic 20 readily 
accepted: “we are waiting; it 
would be rude not to!” – FN 

12 
 

“I don’t need to get the narcan 
out, phew…saves me from 
signing out something else 

today!” he said laughing 
loudly. – FN 20 

 
“You are going up in the world 

[patient],” laughed Tech 2. 
Paramedic 16 and the patient 
chuckled at this even more. 
“We will take very good care 

of you ok?” – FN 8 
 

“She then asked: “how 
much training do you do 
for this?” The ECA pithily 

answered: “We are always 
learning.” – FN 11 

 
“You are a Pompeii fan?” 
he asked the patient. “If I 
knew that I would have 
walked back out again.” 
The patient smiled and 
then laughed.” – FN 18 

 
“It feels like something is 

pushing against me, I have 
a bad back too,” he said 

with tears streaming down 
his face. “Haha,” laughed 
paramedic 27 loudly. “I 

know all about sore backs, 
that’s why I am swaying 

when I stand – don’t worry 
I don’t have music in my 

head!” he added laughing 
loudly. The patient laughed 

“She then asked: “how much 
training do you do for this?” 
The ECA pithily answered: 

“We are always learning.” – 
FN 11 

“We were offered tea and 
cake and paramedic 20 

readily accepted: “we are 
waiting; it would be rude 

not to!” – FN 12 
 

“You are a Pompeii fan?” he 
asked the patient. “If I knew 

that I would have walked 
back out again.” The patient 
smiled and then laughed.” – 

FN 18 
 

“It feels like something is 
pushing against me, I have a 
bad back too,” he said with 
tears streaming down his 

face. “Haha,” laughed 
paramedic 27 loudly. “I 

know all about sore backs, 
that’s why I am swaying 

when I stand – don’t worry I 
don’t have music in my 

head!” he added laughing 
loudly. The patient laughed 
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too and started to look less 
anxious.” – FN 

 
“Cor, that is a big telly, its 
bigger than my sitting 
room!” exclaimed 
paramedic 27 – FN 17 

 
 

too and started to look less 
anxious.” – FN 

 
“Cor, that is a big telly, its 
bigger than my sitting 
room!” exclaimed 
paramedic 27 – FN 17 
 

“I don’t need to get the 
narcan out, phew…saves me 
from signing out something 

else today!” he said laughing 
loudly. – FN 20 

 
“You are going up in the 

world [patient],” laughed 
Tech 2. Paramedic 16 and 

the patient chuckled at this 
even more. “We will take 

very good care of you ok?” – 
FN 8 

“I’m billy no mates today, I forgot you were coming and 
don’t have an ECA to work with, but they [pointing up to 

the paramedic offices] have a plan.” – FN 20 

“I don’t know what to do with these patients either,” he 



said, almost as an aside. – FN 13 
 

“You won’t get out with the crew now until, there are calls 
stacking and they wont even get back here unless they get 
their meal break – then they are not even guaranteed to 

have it here!” he laughed. “It’s just how things are now,” he 
said. – FN 12 

 
“Things were flying around in the back. We have to do the 
datix now because its dangerous, its dangerous!” said the 

other paramedic who had responded on blues and sirens to 
the hospital. – FN 14 

 
“Good!” he said. “We wouldn’t have jobs left if you were 

assessing our mental health.” A few other crew members in 
the crew room sniggered at his comment. – FN diary 

 
“The Duty Officer came downstairs and told paramedic 29 
that he could get on an RRV: “that should get you sorted. 

It’s got a steering wheel and a clutch. It’s not an automatic 
so remember to use the gears!” – FN 20 

 
“You should have been here last night,” said Paramedic 11, 
“one of the paramedics spent 2.5 hours with a patient who 
drank a bottle of bleach and had to wait two extra hours for 
the GP to come out – who knows why, just take the patient 

to hospital!” she exclaimed. – FN 3 

“worst calls ever” We had to 
go from hospital to hospital 

with our crazy patient because 
no one wanted him and we 
didn’t know what to do; she 
was totally crazy, screaming 

and shouting – it was 
horrible.” – FN 1 

 
“they are horrible calls to 

respond to because no one 
gives a shit.” – FN 3 

 

“I think we simply wore 
him down,” said paramedic 

19 on the way to the 
ambulance to collect the 

carry chair. – FN 10 
 

“We used to go to a 
regular self harmer who 

knew exactly what she was 
doing. She’s calculated. It 
was funny but when we 

transferred her to the local 
psychiatric clinic, she 
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“She was clever, and she knew 
we couldn’t section her. But 
she flirted with the police,” 
explained paramedic 21. “I 

took her to hospital in my car 
because they [police] wouldn’t 

take her,” she shrugged 
nonchalantly. “She tried to 

befriend me but I said ‘no silly 
games!’ to her.” – FN 13 

 
“The patient was fine too…just 
an overdose, nothing serious,” 

she added before getting up 
and going to her next call. – FN 

18 
 

“a woman who had ‘fallen and 
put her head through a glass 

window’. As soon we received 
that information on our data 

head we all said the same 
thing: “this will be a mental 

health call” – FN 2 
 

“we went to a patient who 
was self-harming. The crisis 

team told the patient to keep 
her self-harm box (they 

actually called it that) which 
has razors and cigarettes in it. 
They didn’t give a shit. They 
never do. She [the patient] 

was 15 years old. We took her 
to hospital and they probably 
just put a plaster on her and 
told her to go home. I was 

making myself sick by being so 
nice! And it didn’t make a 

difference. Her mum said the 
crisis team told her daughter 

to keep the self-harm box 
because taking it away takes 

turned around to me and 
said: ‘your crew mate is 
crazier than I am, and 

that’s saying a lot!’ I loved 
that,” laughed paramedic 

29. – FN 20 
 

“With these types of 
patients I like to get them 
in here [ambulance]. Into 
my world…If they kick off 

its easier for us to manage 
than to force them out of 

their house.” – FN 11 
 

She was a self-harmer. I 
didn’t think she had 

capacity so I tried to get 
the GP to come out. She 
had massive scars on her 
arms and chest from self 

harm. She looked like 
Frankenstein,” Paramedic 

12 explained. 
 

“They had a crappy start 
and live in a crappy area. 

There is only one way that 
will go,” he added again. – 

FN 4 
 

“It all goes in circles, it’s 
not like these calls are new 

to us. First we were 
allowed direct access to 

the mental health hospital 
and then they changed 

that. Now we can only take 
them to ED. And the crisis 
team is never around and 
always refuse to help us. 

Its swings and 
roundabouts,” – FN 7 



away her choices.” Another 
paramedic listening to us 

talking leaned in and said: “it’s 
hurty time, that’s what the 

box is for”. – FN 20 
 

She was a self-harmer. I didn’t 
think she had capacity so I 
tried to get the GP to come 

out. She had massive scars on 
her arms and chest from self 

harm. She looked like 
Frankenstein,” Paramedic 12 

explained. – FN 3 
 

“I went to an overdose of 
paracetamol. She [the patient] 
knows how the system works. 
I said we needed to take her to 

hospital and she said we 
needed to wait a while 

because the hospital only 
takes bloods after 4 hours. She 

had waited 3.5 hours before 
she called me. She told me she 
didn’t want to wait that long in 

hospital. She told me she 
would rather wait at home 
than in ED even though she 
knew she had to go in. Can 

you believe that? There was 
nothing else I could do, I 

waited with her and then took 
her in to ED.,” explained the 

paramedic.” – FN 7 
 

“We have plenty of nutters 
here,” she said – FN 3 

 
“you should have been 

with us yesterday Ursh. We 
were sent to a woman who 

was suicidal and 
delusional,” – FN 9 

 
“He is sort of compliant as 

he is speaking to his 
friend,” said paramedic 16 

– FN 9 
 

“This guy was shit crazy.” – 
FN 4 

 
“The other night we 

discussed whether we 
should get a dart gun and 

do a drive by with a narcan 
dart with the amount of 
heroin overdoses that 

night.” – FN 20 
 

“we have had no nutters 
today yet – sorry!” – FN 9 
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“We should have a mental health specialist we can call for advice or help. Its far easier when they actually want to go to hospital. When they are 
compliant. Why can’t we take them directly to the mental health hospital in area if they are so shit crazy? It’s so darn frustrating!” – FN 7 

 

 
“These patients are like a black hole; we cannot treat them or see the results of good treatment. They get a plaster and then get sent out again and we 

don’t make a difference,” – FN 20 
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Protocol for police staff requesting ambulance assistance  
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Process Initial analysis  Subsequent analysis Additional analysis 

Based on what data Observations Observations and interviews Observations and interviews 

Analysis process Participant 

characteristics 

 

Paramedics: 

Male 

Female 

Education level 

Clinical experience 

 

Mental health 

patients: 

Male 

Female 

Child 

 

Initial coding 

 

Time of mental 

health call 

 

Gender 

 

Past medical 

history of patient 

 

Previous formal 

mental health 

diagnosis 

 

Alcohol 

Subsequent 

coding 

 

Information before 

the call 

 

Use of support 

services 

 

Relationships 
between patients 
and carers 

Categories 

 

 

“I’ve only got 

about 20 

minutes of 

‘there, there’ 

in me” 

 

“They’re like a 

black hole” 

Continuation of 

categories 

 

“I’ve only got about 

20 minutes of ‘there, 

there’ in me” 

 

“they’re like a black 
hole” 

Themes 

 

Humour: 

Initiated by patient 

Initiated by crew 

Between crews 

 

Stereotyping 

Themes continued 

 

Humour: 

Initiated by patient 

Initiated by crew 

Between crews 

 

Stereotyping 

 

Nostalgia 

Sub-themes 

 

 

Real vs ideal role 

 

Performance 

 

Boundaries 

 

Theoretical support Based on Spradley (1980) see Appendix F Presentation of Self 
Front stage 
Back stage 

Dressing room 

Individual 

paramedic 

behaviour 
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 Communities of Practice 
Sharing knowledge 

Sharing emotion 
Sharing identity 

Group 

paramedic 

behaviour 

Conclusion A paramedic profession in transition 

 

  



 

 

Subsequent analysis Additional analysis 

Observations and interviews Observations and interviews 

Continuation of categories 

 

 

 

 

“I’ve only got about 20 minutes of ‘there, there’ 

in me” 

 

“I disagree with all this ‘there there’ business. 

It’s not our job. We are here to make them 

[patients] better and wiping their forehead or 

holding their hand won’t do that,” he said with 

conviction. I encouraged him to continue. “I’ve 

only got about 20 minutes of there there in me – 

that’s it,” he said laughing. – field note 18 

 

“They’re [paramedics] thinking subconsciously 

that they need to defend against burnout, and 

that they’re worried about getting too involved 

emotionally with a patient because of the effect 

it might have on them, which you would expect. 

So, they’ve put up a sort of defence by saying, 

Themes 

 

 

 

 

Humour: 

 

- Initiated by patient 

 

“I am a tough old cookie,” said the patient with a 

smile, “even on the floor!” – field note 

 

 “It’s earliness that really stresses me out,” he 

[the patient] carried on explaining. “I need an 

hour to make sense after waking up!” 

“Otherwise I just speak gobbledegook!” he said. 

The paramedic laughed at this. “Ha! I made you 

laugh!” said the patient to the paramedic, 

looking pleased with himself. – field note 

 

- Initiated by crew 

 

Themes continued 

 

 

 

 

Nostalgia 

 

 

Nostalgia set up the difference between the real 

and ideal work – where paramedics longed for 

an ideal role yet acted in a real role. There was 

also a friction between the older and younger 

paramedic generation is terms of how they 

perceived their role. The more experienced 

paramedic had the historical experience of 

responding to mostly emergency calls and now 

had to cope with an evolving role that required 

them to deal with non-emergency work. The 

younger generation were coming into the 

service having to respond to emergency, urgent, 

social and mental health calls. This influenced 

how each generation reminisced. Many of the 

Sub-themes 

 

 

 

 

 

Real vs ideal role 

 

Paramedics therefore had this ideal that they 

discussed and believed in – “we are there to 

treat ‘real’ emergencies”; “we are an emergency 

service”. 

 

Paramedics labelled these patients as draining, 

that is, “they’re like a black hole” and they used 

humour as a form of resilience and structure for 

managing this patient group. There was also 

evidence of tension between what they said 

about their role and what they actually did.   

 

When it came to mental health care, 

paramedics felt frustrated because they could 
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you know, publically almost that, “I’m not gonna 

do this and I’m gonna limit … You know, I’m 

gonna ration, if you like, my empathy through 

self-preservation.” But, actually they are 

naturally quite empathic people. Despite their 

anxiety, they articulate that way about being 

drawn in … being burnt out by being drawn in to 

emotive situations because that’s part of the job. 

Maybe it’s like a sort of, you know, a bit of flag-

waving saying, “I don’t wanna let myself do this. 

I don’t wanna let myself be emotionally 

compromised.” But, actually they can't help 

themselves because they are empathic.” – 

interview 3 

 

The patient’s medical history included 

depression and anxiety but apart from that he 

was fit and well. ‘I worry about everything, you 

see,’ he added after explaining his medical 

history. During the banter between the patient 

and his friend, paramedic 14 had completed his 

observations and assessments. He had also 

done a 12 lead ECG to rule out any cardiac 

issues. He asked the patient directly if he ever 

had panic attacks before: ‘I get them twice a 

week usually, but if this is one it’s really taken it 

out of me,’ said the patient. ‘My chest is really 

sore,’ he repeated. Paramedic 14 asked for 

more details about this and sounded slightly 

frustrated. After noting the history and 

“We use humour because, we use gallows 

humour don’t we?  Dark humour, because the 

things we see, the normal public wouldn’t be 

able to deal with, so that’s why I think a lot of us 

are suffering from mental health … So, we all 

suffer mental health, we are all on that spectrum 

of maybe, yeah darkness. So, I think we are 

quite good with mental health, because we sort 

of, maybe suffer with it ourselves, and we can 

relate to them.” – interview 4 

 

“Experience, yeah. And also, I think when you’re 

newly qualified, you don’t want to push it too 

much whereas I think a lot of the old-school 

guys, they know and they don’t care what they 

say, not don’t care what they say, but they’ve 

got a bit more confidence, you know? Whereas I 

think when you’re new, you don’t want to risk 

getting a complaint or anything like that but I 

think a lot of the older-school guys are probably 

past it, they don’t care.” – interview 5 

 

“I think that all depends in any patient, no matter 

who you go to, I think if it’s appropriate at that 

time, and you're reading that patient very well, 

and they respond to humour, and their mood 

allows you to use humour, then that is okay to 

do so, providing it’s not humour at them, and 

humour just about something they find funny as 

well.  Do you see what I mean? There's humour 

younger generation were swept up in the 

nostalgia of the older generation and their 

reference to the “olden days” and listened 

enthusiastically to these shared experiences 

even though it did not match their current 

experiences. This division was compounded by 

the lack of a defined role added to the complex 

acting back stage. 

 

Nostalgia was not only evidenced by 

recollecting the “good old days” but in terms of 

the types of calls paramedics used to receive in 

“the good old days”. These were defined as 

“true emergency calls,” such as life-threatening 

asthma, pulmonary oedema, hypoglycaemia, 

cardiac arrest and road traffic collisions, as a 

few examples. A study by McDonald et al 

(2005) described how medical staff drew on 

“nostalgic memories to present an alternative, 

competing version of the world” in order to 

challenge the change within the organisation. 

Although the older generation of paramedics 

were certainly nostalgic in their accounts, there 

also seemed to be a resignation to the change 

of the role, a reluctant acceptance, which was 

not the case in the younger generation. 

 

I liked sort of responding to those sort of life 

threats and stuff like that, but then obviously, 

not see tangible results like they would in 

emergency calls. Managing mental health 

patients was a complex and time-consuming 

task with far more emotional work compared to 

emergency calls which worked in a more 

structured way for paramedics: if a patient was 

not breathing, breathe for them; if a patient was 

in pain, give them pain medication – symptom, 

intervention, result. These types of interventions 

were the core of emergency work for 

paramedics and the results were visible in how 

the patient physically responded. With mental 

health patients, the responses were often not 

visible or very subtle. 

 

In response to this demand and change, 

paramedics adopted coping mechanisms which 

was to incorporate humour in their patient 

approach and with each other and to stereotype 

this patient group in order to manage them, as 

discussed in the previous chapter. Alongside 

the evolving role of the paramedic was their 

perception of their abilities to manage these 

patients. Many of the paramedics observed felt 

they … “did not know what we [paramedics] 

were doing”. Follow-up interviews supported the 

disparity between the paramedics’ perception of 

their limited capacity to use ‘emotional labour’ 

with mental health patients despite the 

observations showing that when they were on 



completing the physical assessment, paramedic 

14 said the cause of the chest pain was anxiety 

and that he was going to leave the patient at 

home in the care of his friend … – field note 6 

 

“Most of us have trained to do the emergency 

side of it but you – you deal with what you’re 

given, don’t you? And the way mental health 

[problems] is growing, I don’t know, but you’re 

still dealing with somebody in an emergency 

situation. So, although we kind of say that 

maybe our capacity for that sort of job is lower 

or we dislike it more, I don’t know, but you’re still 

dealing with somebody in an emergency 

whether it’s their arm hanging off or whether 

they’re in a mental health emergency. I think 

ultimately, we’re still there to help people when 

they’re in desperate need and I think people 

probably say, and we’re probably all guilty of it, 

say those types of things to kind of just – kind of 

guard ourselves, I suppose, a little bit from 

being too emotional about it all … There could 

be an element of that in that if you get like, I 

don’t know, if you’re a bit more open about how 

you enjoy or, kind of, enjoy helping people when 

they’re in a mental health crisis or  have 

emotional problems, it will make you more 

emotional about it. So, it could be kind of a you 

are guarding yourself from the emotions behind 

dealing with it. Does that make sense?” – 

and there's degrading humour.  I think you have 

to be careful of every given situation.” – 

interview 9 

 

 

- Between crews 

 

“In the crew room another paramedic 

approached me and asked if I was assessing 

the mental health of paramedics. I explained 

saying that I was observing how paramedics 

manage patients experiencing mental health 

issues, not assessing them or their mental 

health. ‘Good!’ he said. ‘We wouldn’t have jobs 

left if you were assessing our mental health!’ A 

few other crew members in the crew room 

sniggered at his comment.” – general field note 

 

“I think it’s [humour] something very peculiar to 

paramedics, isn’t it, it’s a level of humour and 

the type of humour, I think. I’m not sure that it 

exists, in the same way, in other healthcare 

professionals. I think that was a huge coping 

mechanism for me. I remember a very 

inappropriate humour, which I think is a 

trademark of paramedics (laughter), this was 

when I was working in London, and we went to 

a cardiac arrest in an elderly gentleman, who 

had hanged himself with his dressing gown cord 

and died. It was obviously very sad, and we 

coming into the profession quickly realised that 

actually it’s not about that.  I liked the profession 

because I liked the sort of diagnostic side of 

it … You know, if it had stayed as it was 

traditionally where we just took everyone to 

hospital, it wouldn’t have been a career that 

interested me … There’s usually some mental 

health. There are a lot of social problems and 

then obviously, there are the emergencies 

where people have immediate threats to life, but 

they’re more far and few between.” – interview 

10 

 

“We constantly relate what we do for physical 

health with mental health, so because we know 

we can fix things and we want to fix things 

because that is the kind of people we are, when 

we can't that’s … You are not going to educate 

the public, and so you need to change, instead 

of trying to move the services or move them, 

you need to move the services to meet their 

needs, and mental health is the same. You are 

not going to stop people dialling 999.” – 

interview 2 

 

 

 

 

 

scene for an extended time, they did in fact 

reassure, calm and talk to these patients. 

 

 

Performance 

 

There was an internal conflict about how they 

perceived themselves in this role as seen in the 

following excerpts: 

“‘We don’t know what we are doing half the 

time’ – field note 5; ‘This [mental health call] 

was without a doubt the most frustrating call of 

my career so far.’ – field note 2; ‘They [MH 

patients] are people too and we can’t do 

anything for them. And we can’t get the crisis 

team in or the GP because they never come,’ 

he said with some frustration in his voice.” – 

field note 19 

“It’s that feeling of not … of uneasiness and not 

knowing, uneasiness and probably 

helplessness, of knowing that this person [the 

mental health patient] needs some intervention, 

needs some help, but that that is not 

forthcoming and the services that are there to 

provide this help have not and are unwilling to 

see him, at that point, and that feeling of not 

being able to help someone makes me very 

uneasy, I think.” – interview 11 
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interview 7 

 

 

 

“They’re like a black hole” 

 

“These patients are like a black hole; we cannot 
treat them or see the results of good treatment. 
They get a ‘plaster’ [treatment by the ED] and 
then get sent out again and we don’t make a 
difference.” – field note 20

 

“We should have a mental health specialist we 

can call for advice or help. It’s far easier when 

they actually want to go to hospital. When they 

are compliant. Why can’t we take them directly 

to the mental health hospital in the area if they 

are so shit crazy? It’s so darn frustrating.” – field 

note 7 

 

“We went to a patient who was self-harming. 

The crisis team told the patient to keep a self-

harm box (they actually called it that) which has 

razors and cigarettes in it. They didn’t give a 

shit. They never do. She [the patient] was 15 

years old. We took her to hospital and they 

probably just put a plaster on her and told her to 

go home. I was making myself sick by being so 

nice! And it didn’t make a difference. Her mum 

said the crisis team told her daughter to keep 

the self-harm box because taking it away takes 

took him to hospital, but he died unfortunately, 

and we, I remember, we were all sitting around, 

there was like a bench outside A&E, and we 

were all sitting around having a cup of tea and 

the paramedic who had led was writing the 

paperwork and someone said, “Did anyone get 

the wife’s name?” and, you know, someone 

went, “Oh, I think we’ll just put down Widow 

Hughes,” or something like that. Which is not 

even funny, and really inappropriate, but we 

absolutely rolled around laughing and I think 

that is just a coping mechanism, because it was 

really sad. This elderly gentleman had 

committed suicide, which is unusual in itself, 

and, you know, retelling that story to anyone, 

saying that’s not even funny, never mind bad 

taste – but we were absolutely rolling around 

laughing and it was just a coping mechanism 

and we felt a bit better after it … . Yeah, it’s very 

interesting, I think, yeah ... I don’t know if that 

exists in nursing, for example. I’m not sure it 

does.” – interview 11 

 

 

 

Stereotyping 

 

“Paramedics are very good at switching off and I 

think that’s one of the other reasons why 

paramedics have so many mental health issues 

Paramedics were regularly responding to 

patients who “cannot get an appointment with 

my GP” but felt they need to be seen by 

someone and often mental health patients 

called 999 as “I know you will come” and “no 

one else will listen”. This resentment was 

evident in the interviews as well: 

“We are not doing the job we are trained for, we 

are really not … You see, we could be called to 

something totally different and people have got 

mental health, so I am probably seeing mental 

health an awful lot more, definitely a lot more 

than in the olden days. I don’t mind going to 

mental health, but going to some of the stuff, it’s 

hard to be professional sometimes.” – interview 

4 

 

The constant tension between portraying a 

“professional face in their uniform” and their 

personal feelings of frustration and futility 

because of the limitations they had in providing 

care for mental health patients was exhausting. 

Not only did they have to present a 

“professional face” to patients and to their 

organisation while these undercurrents were 

running beneath the surface, but this was also 

in contrast with how they interacted with each 

other during down time. 

 

Paramedics were regularly responding to 



away her choices.” - Field note 20 

“Yeah, if it was a physical thing, then you can fix 

it, and you can monitor how you're fixing it, like 

a tourniquet if they're bleeding out.  You know 

you're putting a tourniquet on to stop the 

bleeding, and you're doing a good job.  How do 

you know that this person isn’t having a three-

way conversation, disagreeing with you 

internally, externally accepting what you're 

saying?  Do you see what I mean?” – interview 

11 

 

“It kind of goes back to where we train and 

where we’re doing the job in that you have a 

problem and you know that the intervention you 

are doing is helping that person immediately 

and you can see the results. Whereas with 

mental health, it’s a longer process, isn’t it, to 

help somebody and we’re not going to see the 

immediate results – so, we don’t actually know. 

We assume we’re not helping the situation but 

you don’t know because you don’t see the 

outcome. What you say to them could actually 

trigger something to change them but you can’t 

see that so it’s almost like going down the lines 

of the invisible disease sort of stuff that you 

can’t see it, so is it there? Have you changed 

them? Have you helped them? We’re never 

going to know. There’s no follow-up whereas if 

you take a medical patient to hospital or a 

later on in their career or when they retire. It’s 

because it then affects them. They’ve been so 

good during their career at shutting it off.” – 

interview 3 

 

“I think it probably depersonalises it so you’re 

not remembering the patient’s name or gender, 

you are kind of just – yeah … So, it depends 

what information they give you. If it just says 23-

year-old woman with depression, you probably 

kind of stereotype and go, oh, it’s someone with 

depression. Does that make sense?” – interview 

6 

 

“I’m quite guilty of that [stereotyping] actually.  I 

think I’m quite a clinical person.  I’m not overly 

always interested in the sort of, you know, 

feelings on reflection.  I’m more interested in, 

you know, ‘What is wrong with the patient?’ 

‘What can I do for that patient?’  ‘What could I 

have done better?’  ‘What could I do next time?’  

And, ‘What did I do wrong?’” – interview 10 

 

“Yes, I think it is, I think stereotyping is human 

nature and I think, you know, it helps us to 

process things, to make sense of things … I 

think it helps with resilience, absolutely, that 

kind of dehumanising aspect of it and to put 

things in boxes, so it can help with the 

diagnostics. What’s the treatment plan? But, I 

patients who “cannot get an appointment with 

my GP” but felt they need to be seen by 

someone and often mental health patients 

called 999 as “I know you will come” and “no 

one else will listen”. This resentment was 

evident in the interviews as well: 

“We are not doing the job we are trained for, we 

are really not … You see, we could be called to 

something totally different and people have got 

mental health, so I am probably seeing mental 

health an awful lot more, definitely a lot more 

than in the olden days. I don’t mind going to 

mental health, but going to some of the stuff, it’s 

hard to be professional sometimes.” – interview 

4 

 

The constant tension between portraying a 

“professional face in their uniform” and their 

personal feelings of frustration and futility 

because of the limitations they had in providing 

care for mental health patients was exhausting. 

Not only did they have to present a 

“professional face” to patients and to their 

organisation while these undercurrents were 

running beneath the surface, but this was also 

in contrast with how they interacted with each 

other during down time. 
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traumatic patient to hospital, you can go in later 

and find out, you can see immediately that day 

or the day after, did what you do help the 

situation. Where are they now? Whereas you 

can’t do that so you haven’t got any kind of 

closure, I suppose, on it.”– interview 8 

 

 

think stereotyping only becomes a problem, I 

might get shot for this, I think stereotyping 

becomes a problem when you’re not aware that 

you’re doing it and you act on those 

preconceptions, but that actually, having a 

stereotype is perfectly normal and helps us to 

make a quick decision sometimes about things, 

but if we’re aware that we are stereotyping and 

that there may be differences in this particular 

instance, and we’re open to that, I don’t see that 

as a particular problem. It’s to what extent as 

well, that having been diagnosed with a mental 

health condition, is a label. I’ve spoken to 

people who have had mental health problems 

and they’ve been given like six or seven 

different diagnoses throughout their lives, but 

their lives haven’t been that long, you know? 

So, is it useful giving someone a label of 

depression? Is that  

a useful thing or does that not matter, what 

matters is how we’re going to help this individual 

person feel better, and I would sway towards 

that.” – interview 11 

 

 

 

 

Boundaries 

 

- “Old vs new” 

 

My analysis showed that there were two distinct 

segments within which the paramedic 

participants were observed and interviewed: 

university graduate paramedics and vocational 

trained paramedics, and often there is a tension 

between the two groups, as seen below: 

“I think a lot of the younger paramedics now are 

getting the almost I am the God-type attitude. 

I’ve been picking it up with crews … Maybe if 

you work with these people all the time you’re 

maybe not picking it up but because they back 

me up and just their demeanour and the way 

some of them walk in, it’s like, oh...” – interview 

2 

 

“Because, our generation, we know how to deal 

with people. Like there are certain things I would 

say to you that I wouldn’t say to a 90-year-old 

lady, and we are very good at people skills. But, 

the newer generation, they are frickin’ 

shocking …” – interview 6 

 

“Experience, yeah. And also, I think when you’re 

newly qualified, you don’t want to push it too 

much whereas I think a lot of the old-school 



guys, they know and they don’t care what they 

say. Not don’t care what they say, but they’ve 

got a bit more confidence, you know?” – 

interview 3 

 

 

- “Us vs them” 

 

There were organisational boundaries where 

paramedics felt there was no cohesive or clear 

guidance about managing mental health 

patients from the Trust; and they felt 

unsupported, which led to a mentality of “us 

versus them” as evidenced below: 

“We’re never going to solve the situation … but 

we can possibly try and ease it, but it’s 

frustrating as there are no real pathways and 

we’ve got no real access to mental health 

services.” – interview 1 

 

The paramedics who were observed and 

interviewed also believed the solution to 

managing mental health patients should be led 

by the Trust and the staff should be briefed 

accordingly:  

“I think there’s definitely problems outside of 

house as well.  And I actually think that better 

briefs need to be given to staff ...”– interview 11 
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There was also the added pressure of the 

evolving role and expectations of a paramedic 

by the Trust and the patient as evidenced in the 

following excerpt: 

“I think it’s getting too fast; I think we’re just 

expected to do absolutely everything, but then I 

think we always were but now to a bigger 

degree, so before we would see everybody and 

generally they’d go to hospital whereas now I 

think you see everybody and you’re expected to 

have a treatment plan for them, so I think that’s 

changed, but I don’t think you always need a 

treatment plan and I think in other Trusts you 

don’t, but because it’s so heavily advocated to 

keep someone at home, you’re starting to treat 

a lot more people.” – Interview 5 

 

“I would rather take responsibility myself as I 

said, as an autonomous person. But in order to 

do that, I would need more training in mental 

health. I would need more support and I’d need 

more referral  

pathways.  People that I can speak to, 

specialists that I could speak to.”  – interview 10 

 

I made about eight telephone calls to eight 

different services and it was just going around. I 

think I even spoke to the pharmacy at one point 

because they were refusing to give out a 



medication without – everyone was just refusing 

to take responsibility and you think, you know, it 

was just so frustrating.” – interview 8 

 

“We are dogsbodies.  We are a doormat to the 

NHS.  I think when people don’t know how to 

handle things, like the GPs and nursing staff, 

they just tell people to phone 999 and they will 

deal with it.  We are just doormats, we are not 

doing the job we are trained for, we are really 

not … – interview 4 

 

The following excerpt was an apt summary of 

how paramedics felt when they managed 

complex mental health patients and reinforced 

the boundaries that already existed based on 

professional qualifications: 

“I had one [a mental health patient] the other 

day that was hard, but GP in-hours don’t know. 

They can’t necessarily come out. The hospital 

doesn’t want to know. Its [the patient is] under a 

mental health team, they’re stretched, they can’t 

send someone out.  I’ve got to sit with them. Ah, 

it’s like walking up river against a current, and it 

depends on the severity of the patient’s needs 

to how much that current then flows and pushes 

you back, if that makes any bloody sense?” – 

interview 9 
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One paramedic described how paramedics 

created their own emotional boundaries: 

“Paramedics are very good at switching off and I 

think that’s one of the other reasons why 

paramedics have so many mental health issues 

later on in their career, or when they retire. It’s 

because it then affects them. They’ve been so 

good during their career at shutting it off.” – 

interview 2 

 

Paramedics also wrestled with their own 

emotional fallout when managing mental health 

patients: 

“It’s that feeling of not … of uneasiness and not 

knowing, uneasiness and probably 

helplessness, of knowing that this person needs 

some intervention, needs some help, but that 

that is not forthcoming and the services that are 

there to provide this help have not and are 

unwilling to see him, at that point, and that 

feeling of not being able to help someone 

makes me very uneasy, I think.” – interview 11 

 

 

 

 

Theoretical support 

  



Individual paramedic behaviour 

 

Presentation of Self 

Group of paramedics’ behaviour 

 

Communities of Practice 

 

 

Front stage 

 

This study showed that paramedics were ready 

to ‘act’ for their public audience on the front 

stage. They required props to do so effectively. 

These props included costumes, in this case 

uniform; and scripts which included nostalgic 

stories, and the use of humour. 

 

Humour: 

 

These props included costumes, in this case 

uniform; and scripts which included nostalgic 

stories, and the use of humour. Their costumes 

or uniform represented their profession. 

Uniforms were one way of enacting 

professional boundaries in practice. 

 

“‘It feels like something is pushing against me, I 

have a bad back too,’ he [the mental health 

patient] said with tears streaming down his 

face. ‘Ha ha,’ laughed paramedic 27 loudly. ‘I 

know all about sore backs, that’s why I am 

 

 

Back stage 

 

Humour: 

 

“We use humour because we use gallows 

humour, don’t we?  Dark humour, because the 

things we see, the normal public wouldn’t be 

able to deal with …” – interview 4 

 

When it comes to interactions between 

paramedics a different “act” becomes clear 

during back the stage performance; there was 

banter and the use of dark humour that not seen 

during patient care: 

“In the crew room another paramedic 

approached me and asked if I was assessing 

the mental health of paramedics. I explained 

that I was observing how paramedics manage 

patients experiencing mental health issues but 

not assessing them or their mental health. 

‘Good!’ he said. ‘We wouldn’t have jobs left if 

you were assessing our mental health.’ A few 

other crew members in the crew room 

 

 

Sharing 

 

Knowledge 

 

Shared knowledge acted as a coping mechanism and 
paramedics felt less isolated in managing this patient 
group, knowing that they had the support of their fellow 
community members, as illustrated in the following 
excerpt: 

“I went to an overdose of Paracetamol. She [the patient] 

knows how the system works. I said we needed to take 

her to hospital and she said we needed to wait a while 

because the hospital only takes bloods after four hours. 

She had waited three and a half hours before she called 

me. She told me she didn’t want to wait that long in 

hospital. She told me she would rather wait at home than 

in Emergency Department (ED) even though she knew 

she had to go in. Can you believe that? There was nothing 

else I could do, I waited with her and then took her in to 

ED,” explained paramedic 11 – field note?  

 

 

Stereotyping 

 

 
 

Boundaries 

 

- Segments “old vs new” 

 

“I think a lot of the younger 

paramedics now are getting the 

almost I am the God-type attitude. I’ve 

been picking it up with crews … 

Maybe if you work with these people 

all the time you’re maybe not picking it 

up but because they back me up and 

just their demeanour and the way 

some of them walk in, it’s like, oh...” – 

interview 2 

 

 

Nostalgia 

These sentiments were not in 

isolation: 

“Because, our generation, we know 

how to deal with people. Like there 

are certain things I would say to you 

that I wouldn’t say to a 90-year-old 

lady, and we are very good at people 
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swaying when I stand – don’t worry I don’t have 

music in my head!’ he added laughing loudly. 

The patient laughed too and started to look less 

anxious.” – field note 18 

 

 

Stereotyping 

 

“we now respond to falls, minor injuries, mental 

health and social calls”) ensured that 

paramedics were performing on the front stage 

in an appropriate and expected manner, yet in 

reality paramedics did not feel confident about 

managing mental health patients.   

 

“going to a mental one again” or “it’s an arrest”, 

in categories as a triage and coping 

mechanism. 

 

Real vs ideal role 

 

Paramedics created a certain ‘professional’ 

impression for the patient, their family and 

carers as described in this excerpt: 

“On the way to hospital, Paramedic 6 sat next 

to the patient alternatively writing notes and 

reassuring the patient by rubbing her shoulder. 

‘You live and learn. You get through this alcohol 

shit and you can live again. You have a 

sniggered at his comment … ‘Malpractice 

makes perfect!’ laughed the one paramedic with 

a gleam of mischief in his eye.” – field notes 2 

and 19 

 

“Experience, yeah. And also, I think when you’re 

newly qualified, you don’t want to push it 

[humour] too much, whereas I think a lot of the 

old-school guys, they know and they don’t care 

what they say. Not don’t care what they say, but 

they’ve got a bit more confidence, you know? ... 

Whereas I think when you’re new, you don’t 

want to risk getting a complaint or anything like 

that but I think a lot of the older-school guys are 

probably past it, they don’t care.” – interview 5 

 

 

Stereotyping 

 

“I think we’re just expected to do absolutely 

everything, but then I think we always were but 

now to a bigger degree, so before we would see 

everybody and generally they’d go to hospital 

whereas now I think you see everybody and 

you’re expected to have a treatment plan for 

them, so I think that’s changed, but I don’t think 

you always need a treatment plan and I think in 

other Trusts you don’t, but because it’s so 

heavily advocated to keep someone at home, 

“We used to go to a regular self-harmer who knew exactly 

what she was doing. It was funny but when we transferred 

her to the local psychiatric clinic, she turned around to me 

and said: ‘your crew mate is crazier than  

I am, and that’s saying a lot!’ I loved that,” laughed 

paramedic 29. – field note 18 

 

“We also went to a patient who was self-harming. The 

crisis team told the patient to keep her self-harm box (they 

actually called it that), which has razors and cigarettes in 

it. They didn’t give a shit. They never do. She [the patient] 

was 15 years old. We took her to hospital and they 

probably just put a plaster on her and told her to go home.” 

– field note 18 

 

In the first part of the excerpt the paramedic is talking 

about a frequent caller who “knows how the system 

works”. 

 

 

Nostalgia 

 

A third added to the conversation saying: “I have heard all 

this before,” answered a third paramedic – field note 7 

 

 

Real vs ideal role 

“I had a 19-year-old patient last night (the last call of my 

shift) who had drunk bleach. She was a self-harmer. I 

skills. But, the newer generation, they 

are frickin’ shocking …” – interview 6 

 

Nostalgia was useful for the older 

generation in terms of a fond 

recollection of events from a different 

era which created comradery and 

emotional ties. However, it did not 

solve the reason behind the nostalgic 

recollections – the struggle to accept 

the evolving role which included more 

mental health management and social 

calls and far less of the emergency 

calls this generation was used to. 

 

 

Real vs ideal role 

 

“Experience, yeah. And also, I think 

when you’re newly qualified, you don’t 

want to push it too much whereas I 

think a lot of the old-school guys, they 

know and they don’t care what they 

say. Not don’t care what they say, but 

they’ve got a bit more confidence, you 

know?” – interview 3 

 

 

- Organisational “us vs 



wonderful daughter and son,’ added Paramedic 

6.” – field note 2  

 

Role identity influenced how paramedics 

responded to mental health patients with the 

uniform acting as a protection against the work 

that paramedics were being asked to do – their 

real work. 

 

There was an internal conflict about how they 

perceived themselves in this role as seen in the 

following excerpts: 

“‘We don’t know what we are doing half the 

time’ – field note 5; ‘This [mental health call] 

was without a doubt the most frustrating call of 

my career so far.’ – field note 2; ‘They [MH 

patients] are people too and we can’t do 

anything for them. And we can’t get the crisis 

team in or the GP because they never come,’ 

he said with some frustration in his voice.” – 

field note 19 

 

He described the paramedic role as: 

 “‘… a lot more social, a lot more mental health 

and a lot more probably urgent care calls. We 

tend to do a bit of everything and don’t 

specialise in one particular thing.’ His 

understanding of why there are more ‘social’ 

calls lies with a generational attitude, ‘I am 

you’re starting to treat a lot more people.” – 

interview 5 

 

“I think it [stereotyping] probably depersonalises 

it so you’re not remembering the patient’s name 

or gender, you are kind of just – yeah … So, it 

depends what information they give you. If it just 

says 23-year-old woman with depression, you 

probably kind of stereotype and go, oh, it’s 

someone with depression. Does that make 

sense?” – interview 6 

 

The use stereotyping during back stage 

performances was explained by a new 

paramedic as follows: 

“… I think stereotyping is human nature and I 

think, you know, it helps us to process things, to 

make sense of things … I think it helps with 

resilience, absolutely, that kind of dehumanising 

aspect of it and to put things in boxes, so it can 

help with the diagnostics, “What’s the treatment 

plan? But, I think stereotyping only becomes a 

problem, I might get shot for this. I think 

stereotyping becomes a problem when you’re 

not aware that you’re doing it and you act on 

those preconceptions, but that actually, having a 

stereotype is perfectly normal and helps us to 

make a quick decision sometimes about things, 

but if we’re aware that we are stereotyping and 

that there may be differences in this particular 

didn’t think she had capacity, so I tried to get the GP to 

come out. She had massive scars on her arms and chest 

from self-harm,” Paramedic 12 explained.  

Researcher’s note: I could see the crew were listening and 

another crew member standing behind Paramedic 12 

replied: ‘I take patients directly to the local psychiatric 

hospital you know. I have the bed manager’s number on 

my phone,’ and he took out his mobile phone and scrolled 

down to show me his contacts.”– field note 4 

 

“‘We can’t take them into ED because that’s not the right 

place for them’.  Interviewer: ‘Why do you think it’s not the 

right place for them?’ Respondent: ‘Because they haven’t 

got time in ED, they haven’t got the specialists there. I 

would say probably nine times out of ten after 20 minutes 

they’re going to get up and walk out and they’ve going to 

be more vulnerable then because they’re going to be out 

in the street’.” – interview 7 

 

- “Sticky vs leaky knowledge” 

 

“Sticky knowledge” focused primarily on the challenge of 

moving knowledge inside organisations, for example, 

moving knowledge inherent in ‘best practice’ from one part 

of an organisation to another – from the clinical managers 

to the frontline paramedics, thereby shaping practice. 

“Leaky knowledge” was the opposite and generally 

focused on the external and (as the term suggests) 

undesirable flow of knowledge. In particular, the loss of 

knowledge across the boundaries as evidenced below:  

them”  

 

“I think there’s definitely problems 

outside of house as well.  And I 

actually think that better briefs need to 

be given to staff ...”– interview 11 

 

 

Nostalgia 

 

“We are dogsbodies.  We are a 

doormat to the NHS.  I think when 

people don’t know how to handle 

things, like the GPs and nursing staff, 

they just tell people to phone 999 and 

they will deal with it.  We are just 

doormats, we are not doing the job we 

are trained for, we are really not … – 

interview 4 

 

“I had one [a mental health patient] 

the other day that was hard, but GP 

in-hours don’t know. They can’t 

necessarily come out. The hospital 

doesn’t want to know. Its [the patient 

is] under a mental health team, 

they’re stretched, they can’t send 

someone out.  I’ve got to sit with 

them. Ah, it’s like walking up river 
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sounding old now, but the younger generation 

want treatment now sort of thing … People 

aren’t always prepared to wait … GP surgeries 

are overloaded and particularly out of hours are 

inundated so we end up getting pushed a lot of 

GP out of ours calls. They [patients] call us 

[999] for referrals. People say mental health is 

not our job but it probably is’.” – interview 1 

 

 

Performance 

 

There was an internal conflict about how they 

perceived themselves in this role as seen in the 

following excerpts: 

“‘We don’t know what we are doing half the 

time’ – field note 5; ‘This [mental health call] 

was without a doubt the most frustrating call of 

my career so far.’ – field note 2; ‘They [MH 

patients] are people too and we can’t do 

anything for them. And we can’t get the crisis 

team in or the GP because they never come,’ 

he said with some frustration in his voice.” – 

field note 19 

“It’s that feeling of not … of uneasiness and not 

knowing, uneasiness and probably 

helplessness, of knowing that this person [the 

mental health patient] needs some intervention, 

instance, and we’re open to that, I don’t see that 

as a particular problem.” – interview 11

 

 

 

Nostalgia 

 

“I liked sort of responding to those sort of life 

threats and stuff like that, but then obviously, 

coming into the profession quickly realised that 

actually it’s not about that.  I liked the profession 

because I liked the sort of diagnostic side of 

it … You know, if it had stayed as it was 

traditionally where we just took everyone to 

hospital, it wouldn’t have been a career that 

interested me … There’s usually some mental 

health. There are a lot of social problems and 

then obviously, there are the emergencies 

where people have immediate threats to life, but 

they’re more far and few between.” – interview 

10 

 

“We constantly relate what we do for physical 

health with mental health, so because we know 

we can fix things and we want to fix things 

because that is the kind of people we are, when 

we can't that’s … You are not going to educate 

the public, and so you need to change, instead 

of trying to move the services or move them, 

“And … I think we [paramedics] just bumble along until it 

changes, because let’s face it, if we [paramedics] had a 

massive interest in mental health, we’d all be social 

workers … .” – interview 9 

 

“I would rather take responsibility [for managing mental 

health patients] myself as I said, as an autonomous 

person.  But in order to do that, I would need more training 

in mental health. I would need more support and I’d need 

more referral pathways.” – interview 10   

 

 

Emotion 

 

“…‘There is nothing I can do for mental health patients. I 

don’t have the skills or the back-up from other services to 

help them,’ he [the paramedic] said quite passionately.’ 

The reply from his paramedic colleague was: ‘We need 

clear guidelines,’ he said. While another added: ‘We need 

to be able to admit them [mental health patients] to the 

local psychiatric hospital directly or they need to have a 

psychiatric ED’.” – field note 12 

 

“The other day he [a paramedic colleague] did four [mental 

health patients] on the trot, anxiety, mental health, 

hyperventilating, so that was quite high. I have not faced 

that, but that is quite high. Yeah, because you come back 

to the station like, quite deflated saying, ‘God, I can't 

believe I got four on the trot’. You just need time out, 

against a current, and it depends on 

the severity of the patient’s needs to 

how much that current then flows and 

pushes you back, if that makes any 

bloody sense?” – interview 9 

 

 

Performance 

 

“We’re never going to solve the 

situation … but we can possibly try 

and ease it, but it’s frustrating as there 

are no real pathways and we’ve got 

no real access to mental health 

services.” – interview 1 

 

 There was also the added pressure 

of the evolving role and expectations 

of a paramedic by the Trust and the 

patient as evidenced in the following 

excerpt: 

“I think it’s getting too fast; I think 

we’re just expected to do absolutely 

everything, but then I think we always 

were but now to a bigger degree, so 

before we would see everybody and 

generally they’d go to hospital 

whereas now I think you see 

everybody and you’re expected to 



needs some help, but that that is not 

forthcoming and the services that are there to 

provide this help have not and are unwilling to 

see him, at that point, and that feeling of not 

being able to help someone makes me very 

uneasy, I think.” – interview 11 

 

 

 

 

 

you need to move the services to meet their 

needs, and mental health is the same. You are 

not going to stop people dialling 999.” – 

interview 2 

 

 

Real vs ideal role 

 

In addition, many paramedics felt that their role 

lacked more definition. It was no longer a role of 

being emergency responders, but more “a jack 

of all trades and a master of none”, which 

clouded their situated identity (Goffman, 1963). 

A clear situated role was preferred which was 

why many paramedics have started to 

specialise in urgent care or critical care as these 

roles are far more defined and less general: 

“The role of the paramedic nowadays is 

everything, whatever we just get sent to 

whereas before, I think it was a more defined 

role, years ago … Again, mental health more of 

that than what we used to deal with years ago 

and we’re doing more, I would say GP type 

work with the 111 type calls we get so things 

like trauma, even cardiac and all this is just 

going, you know, it’s just slowly disappearing.” – 

interview 6 

 

“We should have specialist paramedics 

because it’s a drain … Probably because we can relate to 

them (laughing).  I mean, they [mental health patients] are 

frustrating because you are not going to get anywhere with 

them to a degree, you don’t have long enough to sit with 

them and peel back the layers of the onions and find out 

what the cause is, because we’re pushed to come clear to 

do another job, so we don’t have time enough with them 

really. You know the only place to take them is the ED half 

the time.  If they are safe, you are going to get criticised 

there. Or, you leave them at the scene you are running the 

risk that they might harm themselves, and if you overlook 

something you are going to get criticised.” – interview 4 

 

 

 

Nostalgia 

 

“…‘You have got to understand the mind set of 

paramedics, particularly once they have been in [the 

ambulance service] a few years, their mind is in an 

emergency world, so everything, it’s a bit like the 

McDonalds culture, everything has to be done now and 

that is how our minds work because we are an 

emergency, so to us an emergency response is eight 

minutes or an hour at most, that is how we think. So, if 

somebody tells us they are providing a crisis intervention 

or an emergency duty team, the words in our head, 

consciously or otherwise, we kind of interpret that as, 

‘They are going to come now then’ whereas the mental 

health world is much slower, and they consider an 

have a treatment plan for them, so I 

think that’s changed, but I don’t think 

you always need a treatment plan and 

I think in other Trusts you don’t, but 

because it’s so heavily advocated to 

keep someone at home, you’re 

starting to treat a lot more people.” – 

Interview 5 

 

“I made about eight telephone calls to 

eight different services and it was just 

going around. I think I even spoke to 

the pharmacy at one point because 

they were refusing to give out a 

medication without – everyone was 

just refusing to take responsibility and 

you think, you know, it was just so 

frustrating.” – interview 8 

 

“My first call was to the mental health 

crisis team, they refused to come out. 

They always do. They said I needed 

to transport him to hospital to rule out 

organic causes before they could get 

involved.” – field note 1 

 

“It’s that feeling of not … of 

uneasiness and not knowing, 

uneasiness and probably 

helplessness, of knowing that this 
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(whatever they are now) on the car and leave 

the ambulance for real emergencies. Seamless 

care does not work … we are being used as an 

urgent resource when we are trained for 

emergency care.” – field note 8 

 

 

Performance 

 

Paramedics were regularly responding to 

patients who “cannot get an appointment with 

my GP” but felt they need to be seen by 

someone and often mental health patients 

called 999 as “I know you will come” and “no 

one else will listen”. This resentment was 

evident in the interviews as well: 

“We are not doing the job we are trained for, we 

are really not … You see, we could be called to 

something totally different and people have got 

mental health, so I am probably seeing mental 

health an awful lot more, definitely a lot more 

than in the olden days. I don’t mind going to 

mental health, but going to some of the stuff, it’s 

hard to be professional sometimes.” – interview 

4 

 

The constant tension between portraying a 

“professional face in their uniform” and their 

personal feelings of frustration and futility 

emergency response to be within 24 hours, and there is 

this clash of mind sets and you can't gel that together’.” – 

interview 1 

 

 

 

Identity 

 

Performance/ Real vs ideal role 

 

 

 “We aren’t counsellors or psychiatrists. It begs the 

question, should we be treating the patient holistically and 

be supported by education to do so, or should our focus 

remain on the physical, only noting mental health issues 

on our documentation and referring patients to supportive 

services.” – field note 6 

 

 

 

 

 

 

person needs some intervention, 

needs some help, but that that is not 

forthcoming and the services that are 

there to provide this help have not 

and are unwilling to see him, at that 

point, and that feeling of not being 

able to help someone makes me very 

uneasy, I think.” – interview 11 

 

 

Real vs ideal role 

 

Paramedics are very good at 

switching off and I think that’s one of 

the other reasons why paramedics 

have so many mental health issues 

later on in their career, or when they 

retire. It’s because it then affects 

them. They’ve been so good during 

their career at shutting it off.” – 

interview 2 

 

 

 

 

 

 

 



because of the limitations they had in providing 

care for mental health patients was exhausting. 

Not only did they have to present a 

“professional face” to patients and to their 

organisation while these undercurrents were 

running beneath the surface, but this was also 

in contrast with how they interacted with each 

other during down time. 

 

“They’re like a black hole” 

 

But keeping up front stage acting was draining 

and therefore fed into the feeling of “they’re like 

a black hole”. To counteract this, paramedics 

managed their emotions back stage as 

described below:   

 “You just need time out, because it’s a drain … 

I mean, they [mental health patients] are 

frustrating because you are not going to get 

anywhere with them to a degree, you don’t have 

long enough to sit with them and peel back the 

layers of the onions and find out what the cause 

is, because we’re pushed to come clear to do 

another job, so we don’t have time enough with 

them really. You know the only place to take 

them is ED half the time. If they are safe, you 

are going to get criticised there. Or, you leave 

them at the scene you are running the risk that 

they might harm themselves, and if you 

overlook something you are going to get 
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criticised.” – interview 4 

 

“I’ve only got about 20 minutes of ‘there, there’ 

in me” 

 

 Back stage acting was more authentic and raw 

as Goffman (1959) believed. In the excerpt 

below paramedics revealed that they felt worn 

out and tired and as one paramedic aptly 

described as “… I’ve only got about 20 minutes 

of ‘there, there’ in me” to manage mental health 

patients as described below: 

“They’re [paramedics] thinking subconsciously 

that they need to defend against burnout, and 

that they’re worried about getting too involved 

emotionally with a patient because of the affect 

it might have on them, which (?), you would 

expect. So, they’ve put up a sort of defence by 

saying, you know, publically almost that, ‘I’m not 

gonna do this and I’m gonna limit … You know, 

I’m gonna ration, if you like, my empathy 

through self-preservation.’ But, actually they are 

naturally quite empathic people…Despite their 

anxiety, they articulate that way about being 

drawn in … Being burnt out by being drawn in to 

emotive situations because that’s part of the job. 

Maybe it’s like a sort of, you know, a bit of flag-

waving saying, ‘I don’t wanna let myself do this. 

I don’t wanna let myself be emotionally 

compromised.’ But, actually they can't help 



themselves because they are actually 

empathic.” – interview 3 

 

 

 

 

 

 

Conclusion: A profession in Transition 
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Mental health calls in a 999 service, 
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