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ABSTRACT 
 

Work-related stress is generally defined as harmful physical or emotional responses 

that may occur when the needs of the occupation do not match the abilities, resources 

or necessities of the employee. This can lead to poor health and physical injury. 

Emergency medical care personnel (EMCP) are not immune to this condition. They 

are a vital component of the healthcare system but workplace stress places their 

effectiveness at risk. This is evident when they have to treat patients at scenes of a 

violent nature. Such experiences result in an increase in stress thereby affecting their 

decision-making abilities. As employees have a right to be safe at work, they must be 

able to access the tools required to ensure they remain emotionally safe and well.  

This study aimed to identify the tools currently supporting EMCP in the Emergency 

Medical Care Service of the Gauteng Provincial Government (GPG) in Johannesburg, 

South Africa, and whether these tools are currently utilised. It also sought to 

investigate how effective these tools are in reducing work-related stress among 

EMCP.  

Qualitative methods were used to investigate the meaning of social phenomena 

around the tools used to manage work-related stress, as encountered by EMCP in 

their work capacity. The study followed an interpretivism philosophy, using purposeful 

sampling, while data collection was conducted using in-depth interviews. The 

population comprised EMCP working in Johannesburg for the GPG, and participants 

were selected using non-probability sampling, following a snowball technique. 

Thematic analysis was used to analyse the data.  

The research found that tools to manage work-related stress (WRS) were available 

and were utilised. However, some causes of WRS were found not to have adequate 

tools for reducing such stress. While some tools had positive effects, like formal 

debriefing sessions, others like the Employee Wellness Programme (EWP) needed 

some improvement. Additionally, the lack of security increased WRS immensely, yet 

there were very limited effective tools designed to reduce stress from the increased 

security threats experienced by EMCP. Finally, causes of WRS were identified for 
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which no tools were available for its reduction and thus immediate action is required 

to reduce it. 

WRS has been seen to have multiple adverse effects for organisations in general and 

EMCP in particular. Therefore, addressing issues raised by this research could have 

a positive impact on the industry. In addition, the findings contribute to the body of 

knowledge on mental health among prehospital emergency care workers. 
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GLOSSARY OF TERMS 
 
Advanced life support: A level of care provided within the paramedic, emergency 

care technician and emergency care practitioner scope of practice, as determined by 

the Health Professions Council of South Africa in terms of the Health Professions Act 

(Mkhize 2021). 

 

Basic life support: A level of emergency care provided primarily by emergency care 

providers that practise within the Basic Ambulance Assistant scope of practice as 

determined by the Health Professions Council of South Africa in terms of the Health 

Professions Act (Mkhize 2021). 

 
Basic ambulance assistant: A person registered as such with the Health Professions 

Council of South Africa in terms of the Health Professions Act (Mkhize 2021). 

 

Community policing forum: A community policing forum is a platform on which 

community members, organisations (community-based organisations, non-

governmental organisations, businesses, faith-based organisations, youth 

organisations, women’s organisations, school governing bodies), other relevant 

stakeholders (provincial government, local government, traditional authorities and 

parastatals) and the police meet to discuss local crime prevention initiatives (Twani 

2019). 

Emergency care practitioners: A generic practitioner drawn mainly from paramedic 

and nursing backgrounds. ECPs receive formal training and extended clinical skills to 

equip them to work as an integral part of the healthcare team working within and 

across traditional boundaries of emergency and unplanned care (Mason et al. 2007). 

Emergency communication centre also referred to as “metro control”: a 

dedicated self-contained facility for the housing of call handling and dispatch 

personnel (Mkhize 2021).  

 
Emergency medical care personnel/ambulance crews: persons registered under 

section 17 of the Health Professions Act as paramedics, ambulance emergency 

assistants, basic ambulance assistants, operational emergency care orderlies, 
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emergency care assistants and/or persons who hold a valid first aid certificate issued 

by a first aid organisation accredited by the Professional Board for Emergency Care 

Practitioners (Mkhize 2021). 

 
Emergency medical care personal manager: a person who is duly appointed as the 

responsible manager for the emergency medical service and who is registered with 

the Health Professions Council of South Africa in terms of the Health Professions Act 

(Mkhize 2021). 

 
Emergency medical services: an organisation or body that is dedicated, staffed and 

equipped to operate an ambulance, medical rescue vehicle or medical response 

vehicle in order to offer emergency care (Mkhize 2021). 

 
Health Professional Council of South Africa (HPCSA): a statutory body, 

established in terms of the Health Professions Act No. 56 of 1974 and committed to 

protecting the public and guiding professionals.  
 

Intermediate life support: a variety of non-invasive and invasive emergency 

procedures which include intravenous therapy, defibrillation and drug administration  

Mob justice: “Mob justice is a form of extrajudicial punishment or retribution in which 

a person suspected of wrongdoing is typically humiliated, beaten, and in many cases 

killed by vigilantes or a crowd. Mob action takes place in the absence of any form of 

fair trial in which the accused are given a chance to defend themselves; the mob 

simply takes the law into its own hands” (Kakumba. 2020). 

Prehospital: any environment that occurs out the emergency department/casualty 

resuscitation room or place allocated for resuscitation in a healthcare setting 

(Anderson, Anderson and Glanze 2002). 

WhatsApp: a mobile phone application that is used to communicate between people. 

It is available in many countries, anytime and anywhere, where there is cellular phone 

internet reception or computer; it offers reliable, secure communication throughout the 
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1. CHAPTER ONE: INTRODUCTION  
 
1.1 Introduction and background 

Many factors contribute to the work-related challenges emergency medical care 

personnel (EMCP) experience in their day-to-day responsibilities, including exposure 

to the victims of contact crimes, also known as violent crimes. Challenges include the 

weight of critical decision-making in uncontrolled and unpredictable environments, and 

the inability to source relevant clinical support when needed (Halpern et al. 2014: 6; 

Vincent-Lambert and Westwood 2019: 12).  

According to the commissioner of the South Africa Police Service (SAPS), contact 

crimes in South Africa resulted in 21 022 deaths in the 2018/ 2019 financial year. This 

equates to 36.4 people per 100 000, or 57 deaths per day (Sitole 2019: 14). This is 

five times higher than the global average. EMCP are regularly exposed to such cases, 

primarily to attend to victims. At times when the SAPS is not on the scene, EMCP may 

subsequently themselves become the victims of contact crimes. This exposure to both 

firsthand and vicarious trauma is known to adversely affect emotional and 

psychological wellbeing (Vincent-Lambert and Westwood 2019: 14).  

EMCP must make rapid, critical decisions for patients who are severely injured, while 

also fearing for their safety at these scenes. The responsibility of making critical 

decisions on someone’s life is described in the literature and known to result in 

disruptions to emotional and psychological wellbeing, especially when there is limited 

support (Halpern et al. 2014: 2).  

Furthermore, EMCP trained in basic life support (BLS), who are dispatched to a case 

that requires an advanced life support (ALS) skilled clinician, may not have access to 

such clinical support when needed. As a result, BLS crews may find themselves 

beyond their scope of practice and clinical authority, resulting in an inability to 

effectively manage a critically unwell patient. This could not only be frustrating for the 

BLS crew, but it can also result to undesirable work outcomes such as poor clinical 

outcome, clinician guilt, or self-blame, which may increase work-related stress (Funk 

2005: 35).  
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Much research has focused on whether high levels of stress are experienced by 

EMCP, with most researchers finding that stress does indeed exist (Setlack et al. 

2021). This is reflected in a systematic literature review of more than 49 publications 

in a study conducted by (Sterud, Ekeberg and Hem 2006). This review affirms that 

there are high levels of work-related stressors, which include both chronic and acute 

stressors. These authors further report that EMCP have high levels of burnout and 

suffer from an array of mental health challenges, all associated with work-related 

stress (Sterud, Ekeberg and Hem 2006). Another systematic review by Wagner et al. 

(2020: 16) reported strong evidence of mental health conditions among EMCP, 

conditions such as post-traumatic stress disorder (PTSD), depression, anxiety and 

trauma-related mental health disorders. These authors strongly predict that the 

causative factors of such conditions are organisational factors. While certain authors 

have identified that EMCP experience stresses at work, others have identified various 

strategies that can be employed by emergency medical services (EMS) in assisting 

their employees:  

• Understanding on the part of management of the needs of employees  

• Management engaging with EMCP  

• The implementation of approaches that support physical and psychosocial 

health  

• Ongoing professional and personal development  

• The provision of tools for peer-to-peer communication  

• The inclusion of family members in the wellness initiative  

• Ongoing support for those who have left the service.  

However, there is limited literature on how effective these measures are for EMCP 

(Smith and Burkle Jr 2018: 4).  

1.2 Research problem 

The primary role of EMCP is to provide medical assistance for patients in the 

prehospital setting, as well as transportation to a healthcare establishment for relevant 

definitive care. When employees are exposed to workplace stress, research indicates 

that this may result in  

• a reduction in professional efficacy (Greenglass, Burke and Moore 2003),  
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• low productivity, which may develop because of negativity concerning the job 

(Schaufeli 2017) 

• energy depletion may occur in their work environment (Hoboubi et al. 2017) 

Work-related stress (WRS) therefore has an impact on the mandate of EMS 

organisations to deliver a service to the community. In this regard, Funk (2005) states 

that WRS contributes to poor job performance, and increased rates of absenteeism 

and staff turnover. He adds that these issues result in increased financial strains on 

employers (Funk, 2005). Hassard et al (2018: 27) support this statement; in a literature 

review they state that the cost related to WRS rose to USD187 billion in 2014 in the 

Pan-European countries alone. This indicates that WRS not only affects communities, 

but also the government’s fiscus.  

If the core function of the EMCP is compromised by WRS, there must be a system 

that will assist EMCP to be effective in their responsibilities.  

Many factors contribute to EMCP workplace stress. Ward (2006)  suggests that 

aggression between co-workers, organisational problems and poor working conditions 

are common. These factors can lead to EMCP having issues such as general 

psychopathologies, PTSD, or self-medication with alcohol (Hichisson and Corkery 

2020). Strategies that may mitigate workplace stress for EMCP include resilience 

training, professional counselling, quality clinical improvements training, and having a 

healthy social life (Sebela 2016: 44). Sebela (2016) further suggests that such 

strategies are likely to reduce burnout, suicide and the social manifestations of 

occupational stress, as well as have organisational ramifications such as reduced 

absenteeism and staff retention.  

Over the years, many EMS organisations have created local systems, programmes 

and tools that are designed to take care of employees’ WRS. The effectiveness of 

such strategies, however, remains unclear. Evidence indicates that EMCP rely mostly 

on family support, with only a few utilising formal systems provided by employers 

(Minnie, Goodman and Wallis 2015: 17).  
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1.3 Aim 

This study aimed to identify the tools that currently exist for supporting EMCP working 

for the Gauteng Emergency Medical Services in Johannesburg, Gauteng province, 

and whether these tools are currently utilised. In addition, the study sought to 

investigate how effective these tools are in reducing WRS in EMCP.  

1.4 Research questions  

1.  What strategies are provided for supporting EMCP to mitigate WRS? 

2. How are the strategies identified in question 1 implemented by EMCP?  

3. What impact do WRS support strategies have on EMCP?  

1.5 Chapter layout  

Chapter One: Introduction  

This chapter gave a general overview of the research, including the study objectives 

and the scope of the study.  

Chapter Two: Literature Review  

In this chapter literature relevant to the study, which focuses on WRS in relation to 

EMCP, is reviewed.  

Chapter Three: Research Methodology 

The research methodology applied in this study is discussed in this chapter, with a 

focus on how the data were collected and the tools that were used to collect the data.  

Chapter Four: Data Analysis and Results 

The fourth chapter contains lays out the data analysis process, after which the data 

are presented along with the findings.  

Chapter Five: Conclusion and Recommendations  

Chapter Five summarises the work and recommendations are made based on the 

findings of the research.  
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1.6 Theoretical framework 
 

This study will apply a theoretical framework that focused on the organisational 

climate. A theoretical framework reflects the way in which the researcher sees the 

world in which their study is to be conducted. The study focuses on the tools that are 

used to manage WRS. Thus, the sample used in this study included operational 

personnel and managers. Based on this, it was deemed appropriate to apply a 

theoretical framework that studied one of the factors that influence the organisational 

climate. This will be discussed further in Chapter Three. 

 

1.7 Conclusion  

WRS is a problem for both staff and employers, resulting in increased costs for 

employers in the form of staff attrition and the like. WRS may be reduced by the use 

of effective tools; to date, the tools available to EMCP in the Gauteng province of South 

Africa have not been fully explored for their efficacy. The next chapter examines the 

literature relevant to the study. 
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2. CHAPTER TWO: LITERATURE REVIEW 
 
2.1 Introduction 
 

Work-related stress (WRS) has negative physical and psychological effects on 

emergency medical care personnel (EMCP) (Donnelly 2012). It can reduce 

productivity in emergency medical services (EMS), which may have detrimental 

effects on the community being serviced (Adib Ibrahim et al. 2019). In addition, acute 

stress has an impact on the execution of certain EMCP duties, like medication 

calculation. In the face of acute stress, EMCP can end up making unintentional 

medication errors which may result in critical adverse events for patients (Leblanc et 

al. 2005). Furthermore, a study by Regehr and LeBlanc ((Regehr and LeBlanc 2017), 

which reviewed the repercussions of exposure to chronic stress, revealed that stress 

may reduce risk assessment in cases that require professional judgement. One of the 

causes of WRS, that is, critical incidents, has been identified as directly affecting 

EMCP performance. For example, EMCP spend a long time post exposure for a critical 

incident on completion of such cases. Consequently, if they have to spend more time 

post critical incident exposure, the population they serve may experience delays in 

receiving emergency services (Gates, Gillespie and Succop 2011). This reduces the 

delivery of services by EMS organisations as a whole, directly affecting the 

communities they service (Bavafa and Jónasson 2020). There is evidence that 

indicates that tools designed to manage WRS are effective and create a better work 

environment for employees (Elder et al. 2020). However, there is a lack of evidence 

on what tools are used in the prehospital setting, and also whether these tools are 

effective or not. This lack of evidence is more prominent in Africa, and noticeable in 

South Africa. 

 

This chapter will appraise the literature that discusses issues concerning WRS 

experienced by EMCP in the prehospital setting. In addition, it will critically review the 

relevant published literature and identify current research gaps. 
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2.2 Literature search methods 
 
The literature review was conducted using resources found in databases such as 

Embase, PubMed, Science Direct, Google Scholar, and DUT Open Athens offline 

access. Search terms including (but not limited to) paramedic, ambulance, emergency 

medical care, first responder, emergency medical technician, and pre-hospital 

healthcare personnel were used to identify literature relevant to EMCP. These were 

combined with search results of topics related to occupational stress and/or WRS for 

ambulance personnel or paramedics or emergency care workers. The researcher also 

searched for dissertations and theses from various university repositories in South 

Africa. Such a strategy was encouraged by paucity in South Africa and Africa.  

 

2.3 South African public emergency medical services culture  
 
2.3.1 Population impact on WRS 
 
A country’s healthcare system and population have an impact on the WRS of EMCP. 

In this case the healthcare system referred to includes primary healthcare, prehospital 

care, in-hospital treatment and other related services. Poorly managed patient care in 

the primary healthcare service clinics or even the absence of primary healthcare, for 

example the absence of clinics, can lead to an increase in patients seeking access to 

hospitals. This in turn results in an increase in ambulance call out, or the transportation 

of patients to hospital, thus increasing the workload of the prehospital component. 

Razzak and Kellermann (2002) agree with this, emphasising the importance of having 

a strong synergy in the functioning of the departments that make up a healthcare 

system. 

 

In a systematic review, Kironji et al. (2018) highlight the important role the community 

plays in understanding the responsibility EMS has in enhancing healthcare. There are 

times when the community does not understand the role of EMS, or does not 

understand when to call for an ambulance, or when there is a severe illness that 

requires immediate ambulance transportation (Anest et al. 2016a; Kironji et al. 2018).  

 

In some communities when a child is gravely ill at night, parents may wait for the clinic 

to open in the morning, rather than calling an ambulance immediately for treatment 
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and hospital transportation (Anest et al. 2016b). Consequently, ALS paramedics may 

be required to take this child from the clinic to the hospital, thus creating a burden on 

the EMS as there is a shortage of these practitioners. Such cases are often left to 

basic life supporters who may become overwhelmed because of their lack of training, 

skills and experience in managing such cases (Butler and Adefuye 2019). 

2.3.2 South African Healthcare System on WRS 
 
In South Africa, the healthcare system is made of the private sector and public sector. 

The private sector services patients with medical aids/insurance and those who can 

afford cash fees (Gordon, Booysen and Mbonigaba 2020). Conversely, the public 

sector provides service which is generally free, based on the principle that healthcare 

is a fundamental human right and should be accessed by anyone in need, whether a 

South African national or a foreigner (Vanyoro 2019). The Statistician-General of 

South Africa Maluleka (2019) states that only 17.2% of the South African Population 

has medical aids to access private healthcare, that means the balance 82.8% of the 

South African population depends on public services for healthcare (Maluleka 2019).  

2.3.3 South African Socio-Economic Status 
 
Most of the South African population makes use of the public sector for healthcare 

services, and there are significant contributors to the presentations this population 

brings to the healthcare system, for example poverty. Jansen et al. (2015) determined 

that poverty affects the ability to afford essential items for survival in South Africa. In 

addition, it contributes to the poor’s inability to access public services and healthcare 

(Maphumulo and Bhengu 2019). There are also other factors that affect access to 

EMS such as the lack of road infrastructure in certain areas, which makes it hard for 

EMCP to reach patients.  

 

In South Africa’s urban areas, many communities live in informal settlements, which 

generally comprise poor people, and this has an impact on the health status of patients 

attended to by EMCP. Such informal settlements are the result of rapid urbanisation 

with people seeking employment and better services (Turok and Borel-Saladin 2014). 

Zerbo, Delgado and González (2020) found that residents of informal settlements 

have a higher incidence of 

• communicable diseases 

• malnutrition 
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• child mortality 

• non-communicable diseases 

• poor mental health 

• injury and accidents 

 

These conditions influence the EMS landscape. Meth (2016) adds that residents of 

informal settlement are at risk of violent crimes owing to the absence of visible policing 

and an effective justice system, which leads to vigilantism. Vigilantism occurs when , 

communities try to manage crime by taking the law into their hands. In South Africa, 

this is referred to as mob justice (Traynor et al. 2020).  

 

 Informal settlements 
 
The landscape of the prehospital sector in Gauteng and South Africa is influenced by 

the conditions presented in the previous section, with many of the clients served by 

EMS coming from these informal settlements (Maile 2020). Exposure to such a 

working environment results in vicarious trauma, as EMCP may have no control of 

their work environment (Reinecke 2017). Such communities are where the majority of 

EMCP’s workload originates. Furthermore, EMCP who are frequently exposed to 

cases that involve the victims of violent crime and vigilantism are likely to suffer 

secondary traumatic stress syndrome such as compassion fatigue. Little is known if 

there is any form of assistance in the form of tools for coping with exposure to vicarious 

trauma and compassion fatigue (Renkiewicz and Hubble 2021). 

 

2.3.4 Ambulance funding model 
 
Government ambulances are funded by the state and the clients do not pay for the 

services (Weimann and Stuttaford 2014). This presents challenges, especially for a 

developing country, with more than 80% of the population depending on the 

government for healthcare services. With an increase in demand and a limited supply 

of health services, the government is failing to supply the needs to deliver best care 

for the population (Mayosi and Benatar 2014; Maluleka 2019; Maphumulo and Bhengu 

2019).  
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A number of challenges faced by ALS EMCP have been identified, including high 

volumes of work, limited ALS personnel, and equipment supply limitations (Vincent-

Lambert and Wade 2018). The shortage of ALS and equipment leads to delays in the 

transportation of some critically ill patients (Ashokcoomar and Naidoo 2016).  
 

2.3.5 Lack of oversight and monitoring of clinical practice 
 
There is insufficient knowledge of the clinical practice expectations for ALS EMCP, 

and this tends to be a stressor in the workplace for this group. An example of this is 

the lack of clear protocols or policies that guide the clinical care standards for neonatal 

intensive care unit transfers (Ashokcoomar and Naidoo 2016). Furthermore, there is 

lack of quality monitoring, especially for clinical care in South African EMS, particularly 

in the provincial ambulance systems (Vincent-Lambert 2015). This is because the 

focus is on service delivery rather than the quality of care. As the struggles are 

experienced in service delivery and less focus is given to quality improvements, EMCP 

may be pressured to service more clients by respective EMS organisations (Howard 

et al. 2020). 

 

2.3.6 Workforce attrition 
 
There are a number of factors that contribute to reducing morale and interest among 

EMCP to work in South Africa, resulting in EMCP turnover and migration, with many 

leaving for international employers. These factors are identified as “push factors” 

because they influence migration. These push factors are also related to stressors for 

prehospital workers and include the following: 

• Working conditions, including poor work-related facilities, and the lack of 

professionalism and general respect from patients and co-workers 

• Factors specific to EMS such as ineffective EMS management and 

organisations’ focus on financial gains rather than the quality of EMS 

• Physical security, including a dangerous work environment and lack of security 

• Education and training, for example the lack of development of skills and 

opportunities 

• Job security – EMCP fear they might easily lose their jobs (Hackland and Stein 

2011; Govender et al. 2012; Gangaram 2017). 

 



 

 11 

Furthermore, there has been high turnover of paramedics in other parts of the world; 

such turnover has been directly linked to WRS. It has been found that EMCP’s daily 

tasks at work are sources of physical and emotional stress, which sometimes affect 

their personal lives and marriages and bring financial challenges. These factors 

influence EMCP’s decisions to resign from the profession (Dopelt et al. 2019). 

2.3.7 Poverty and health 
 
Another cause of WRS noted in the literature on EMCP is the nature of the cases they 

attend. South Africa is an emerging economy, with 49.2% of the population living 

below the poverty line (Lehohla 2015). Poverty, inequality and unemployment can 

increase violence; in addition, there is a high likelihood of the usage of firearms in 

murders (Sen 2008; Kramer 2012; De Villiers 2021). This phenomenon is more 

prominent in densely populated urbanised areas like Johannesburg (Meth 2016). Like 

many developing nations, South African EMCP are confronted by the ripple effects of 

working in a country with so much poverty and violence. However, trauma is not the 

only by-product of poverty. There is a relationship between poverty and health in South 

Africa, with the lowest socioeconomic groups bearing the most considerable burden 

of ill-health (Ataguba, Akazili and McIntyre 2011).  

 

EMCP that work for the public sector in South Africa have a higher workload. This is 

because the majority of the population cannot afford medical insurance for private 

healthcare (De Villiers 2021). In addition to the high workload, they are faced with 

challenges such as insufficient clinical guidance and lack of equipment (Ashokcoomar 

and Naidoo 2016; Howard et al. 2020). Such working conditions can lead to a stressful 

work environment (Anest et al. 2016b). 

 

2.4 Stress and causes of Stress in emergency medical care 
 
Having established that the South African EMS culture and population has an 

influence in the amount of stress experienced by EMCP, this section explores the 

phenomenon of stress, with specific focus on WRS in relation to EMS. It also focuses 

on the dominant subcategories that are a root cause of stress in the prehospital 

setting. 
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2.4.1 Stress  
 
Stress is a phenomenon that occurs in all humans. It is not necessarily an unpleasant 

experience, as in some cases stress can be pleasing (Le Fevre, Matheny and Kolt 

2003). Pleasing stress is also called eustress, while unpleasant stress is referred to 

as distress. In general, stress is defined as a nonspecific response of the body to any 

demand made upon it. EMCP experience unpleasant stress in their workplaces 

(Bienertova‐Vasku, Lenart and Scheringer 2020). 

 

Selye (1950) identified a general adaptation syndrome, stating that this syndrome 

occurs during stressful situations; the first stage is alarm reaction, the second stage is 

resistance, and lastly, comes the stage of exhaustion. In this third stage, the ability to 

be resilient is almost nullified. Resilience is an individual psychological resource used 

by individuals in dealing with stress (Duschek et al. 2020). Apart from reduced 

resilience, prolonged exposure to the exhaustion stage may result in physiological 

illnesses and psychosocial effects (Sharit and Salvendy 1982; Godoy et al. 2018; 

Bienertova‐Vasku, Lenart and Scheringer 2020). 

 

Figure 1 illustrates the Types of stress experience continuum. The curved line 

represents the stress levels, and the flat line with arrows describes the stress 

experience. General observations are that stress is never at zero, and the more 

extreme the life experience is, the more stressful it becomes (Sharit and Salvendy 

1982). The work of EMCP presents a certain level of stress as a result of the nature 

of the industry. EMS work in a dynamic environment, with public calling on EMS 

organisations when they face life-threatening emergencies. EMCP have to act and 

adapt rapidly while applying life changing skills (Granter et al. 2019).  

 
Figure 1: Types of stress experience continuum  
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2.4.2 Work-related stress (WRS) 
 
In this section, we look at WRS. WRS is defined as harmful physical and emotional 

responses that occur when the job requirements do not match the worker's 

capabilities, resources or needs (Dallard 2019). This type of stress falls more on the 

unpleasant side of the experience continuum shown in Types of stress experience 
continuum. EMCP experience WRS, which results in them further developing post-

traumatic stress reactions. If EMCP experience consistent stress, such has in critical 

incidences, and operational and organisational types of chronic stress, they are more 

likely to experience post-traumatic stress syndrome (Donnelly 2012; Lawn et al. 2020). 

 

If left unmanaged, the ramifications of chronic WRS such as psychological, 

physiological, and social challenges may negatively affect EMCP in the long term, and 

it may also, unfortunately, affect organisations by increasing employee turnover. This 

confirms that WRS not only harms EMCP but also organisations (Johnson et al. 2005; 

Alenazi et al. 2016; Smith et al. 2019). 

 

In addition to chronic stress, acute WRS also has an impact on the execution of EMS 

duties, resulting in poorer situational awareness, poor cognitive flexibility, unsafe 

behaviour, and involvement in incidents that are unsafe (Sedlár 2021a). This not only 

puts the public at risk, but also the effectiveness of organisations in rendering 

emergency care services (Smith et al. 2019). 

 

2.4.3 Work-related stress in emergency medical services 
 
WRS stress in general is caused by factors intrinsic to the job, organisational factors, 

and personal and professional conflicts (Michie 2002). While these may apply 

generally to any employment, they also apply to EMS.  

 
Intrinsic factors in EMS are those that inherent to the nature of the job: 

 
• long shifts 

• high workload 

• pressure to complete cases 

• cases that are complicated and hard to manage 

• no breaks 
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• poor working conditions 

• unsafe work environment (Van Der Ploeg 2003). 

 

Organisational factors include 
• no consultation on organisational changes 

• the organisational culture 

• lack of job security 

• lack of promotion 

• lack of training and educational opportunities (Decker 2021). 

 

Personal and professional conflicts include 
• new employees not following work instructions 

• rude in-hospital staff 

• bullying managers who are critical, demanding and unsupportive 

• staff shortages (Hruska and Barduhn 2021). 

 

Many factors may contribute to EMCP having work-related challenges in their day-

to-day responsibilities. The responsibility for making critical decisions on 

someone’s life is known to result in disruptions to emotional and psychological 

wellbeing, especially when there is limited support (Halpern et al. 2014: 2). 

Furthermore, stress tends to reduce the quality of paramedic’s clinical performance 

(LeBlanc et al. 2012). 

 

 Factors intrinsic to emergency medical services naturally 
acquired owing to the nature of the job  

 

2.4.3.1.1 Lack of access to clinical support 
 

BLS trained EMCP who are dispatched to a case that requires an ALS skilled clinician 

may not have access to clinical support when needed (Newton, Naidoo and Brysiewicz 

2015). As a result, BLS crews may find themselves beyond their scope of practice and 

clinical authority, resulting in an inability to manage a critically unwell patient 

effectively. This could not only be frustrating for the BLS crew, but it may also result in 

poor clinical outcomes, clinician guilt, and self-blame, which may increase WRS (Funk 

2005: 35; Cushman et al. 2010; Lawn et al. 2020). 
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2.4.3.1.2 Violence  
 

According to the commissioner of the South Africa Police Service (SAPS), contact 

crimes in South Africa caused 21 022 deaths in the 2018/2019 financial year. This 

equates to 36.4 people per 100 000, or 57 deaths per day (Sitole 2019: 14). This is 

five times higher than the global average. EMCP are regularly exposed to these cases, 

primarily to attend to victims. However, at times when the SAPS is not on the scene, 

EMCP may themselves become victims of contact crimes. This exposure to firsthand 

and vicarious trauma adversely affects emotional and psychological well-being 

(Vincent-Lambert and Westwood 2019: 14).  

 

Most undergraduate paramedic students have witnessed violence against EMCP in 

South Africa, and feel unsafe (Vincent-Lambert and Westwood 2019), with emergency 

medical care being rated as one of the top three most dangerous occupations (Jonker, 

Graupner and Rossouw (2020). A quantitative study conducted by (Maguire et al. 

2018a), which researched the prevalence of physical assaults against EMCP with 

1778 respondents across 13 countries, found that at least 65% of EMCP have 

experienced violence at work. These events lead to psychological wounding, which in 

turn affects productivity and threatens well-being. It is clearly evident that effective 

means are required to reduce stress for EMCP while at work (Lawn et al. 2020). 

 

2.4.3.1.3 Shift work 
 
The nature of emergency services demands that providers operate consistently 

throughout the day and night, even on weekends and holidays. This means that EMCP 

must work shifts. These shifts may be very different from 08h00 to 16h00, with some 

personnel being required to work 12-hour shifts, alternating between day and night. In 

other areas, shifts may comprise 10 hours during the day and 14 hours at night. 

Moreover, in other parts of the world EMCP are required to work two days, two nights 

with a break for four days (Sofianopoulos, Williams and Archer 2012; Khan et al. 

2021). These types of rotation may disturb normal sleeping patterns. In addition, Khan 

et al. (2020) report that these shifts may lead to higher levels of insomnia, which may 

be associated with higher levels of depression and anxiety among paramedics. In 

addition to these mental health presentations, Khan et al. used the Pittsburgh Sleep 
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Quality Index score in their study, finding that paramedics had higher scores than the 

recommended clinical cut-off. Khan et al.’s study concluded that the chronotype (or 

inclination about times of the day) of shift workers has a strong negative impact on 

their mental health. 

 

 Organisational stress 
 
2.4.3.2.1 Mis-categorisation of high and low acuity cases 
 

The prehospital sector exposes EMCP to both low acuity and high acuity emergency 

medical work. Both types of case bring great responsibility, and sometimes this leads 

to stressful situations and WRS (Khorram-Manesh 2020). Spangler et al. (2020) state 

that errors in the dispatch system may lead to some cases being categorised as low 

acuity when they are in fact high acuity. This in turn may lead to undertreatment of the 

patient, thus compromising the patient and overwhelming the crew treating the patient, 

leading to stress. This stress can be magnified by a perceived sense of failure to 

render services, especially if the patient dies while in the care of an EMCP (Alshehri, 

Pigoga and Wallis 2020). 

 

2.4.3.2.2 Uncontrollable work demands 
 

Stress may sometimes be enhanced by failure in expected support systems such as 

high employer expectations and high call volumes with a minimum refreshment or food 

breaks for EMCP (Regehr and Millar 2007). Added to that, EMCP are sometimes 

expected to complete tasks within a limited period. This increases pressure to meet 

tasks and decreases opportunities for quality job output (LeBlanc et al. 2012). 

Furthermore, it has been determined that job dissatisfaction, associated with 

organisational stress and negative patient attitudes, contributes to WRS (Maslach, 

Schaufeli and Leiter 2001: 406). 

 

 Personal and professional conflicts 
 

Patterson et al. (2012) state that crucial teamwork components include mutual trust, 

clear communication, as well as knowledge of structures that enhance collaboration 

in the work environment (also referred to as shared mental models). In addition, poor 
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teamwork is always associated with negative patient outcome. Fernandez et al. (2020) 

add to the concept of teamwork by suggesting that a team comprises two or more 

people who have to share thoughts, beliefs and feelings; they states that these are the 

basic needs for a team to function as a unit.  

 

In the South African context EMS crew comprises two people, and if there is a need 

for ALS, they make up the third team member. It can happen that these members do 

not have a good working relationship, and there may be conflict. Conflict is a 

fundamental source of WRS (Patterson et al. 2012). Patterson et al. (2012) further 

report that some EMCP work with more than 50 crewmates in a year owing to conflict 

in the workplace. This change of crewmates could sometimes work against the 

development of a shared mental model. One of the reasons for this high rate of change 

is interpersonal conflicts, decreasing employee retention of EMCP.  

 

Poor teamwork in EMS can increase job vulnerability, medical errors, unpleasant 

events and dangerous workplace behaviours that bring insecurity (Rashtchi et al. 

2020). This then gives a clear need to have effective tools to manage the stress that 

can be brought by interpersonal conflict while at work. Effective tools to mitigate WRS 

can help organisations render better services to their clients (Sedlár 2021b). 
 

2.5 Effects of stress: psychoneuroimmunology (immune, endocrine, nervous 
system)  

 
WRS is experienced in the physical world, in the workplace. However, it not only 

affects the work experience, but also other things such as psychology and 

homeostasis in human beings. The following section focuses on the immune, 

endocrine and nervous systems. A great deal of research has been conducted to 

assess the impact of stress in such body systems.  
 

2.5.1 Endocrine system: cortisol  
 

Assessing saliva cortisol is a tool used to determine stress in employees. It creates 

readable data that give a clear picture of employee stress levels (Vining et al. 1983; 

Hegg-Deloye et al. 2014). An et al. (2016) conducted a systemic review, finding that 
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of the forty articles studied biomarkers used to assess stress, such as saliva and 

cortisol, were assessed the most. 
 

EMCP experience stress in their workplace. This is clearly reflected by indicators such 

as increased cortisol, catecholamines and cardiovascular changes (Hegg-Deloye et 

al. 2014). Hegg-Deloye et al. (2014) noted that cortisol was particularly prevalent in 

participants with underlying conditions. In the same study, younger employees with no 

chronic conditions did not have increased cortisol during the active working part of 

their day; rather, increased cortisol was noted at the start of a shift. This suggests that 

their peak stress levels occurred more at the start of a shift. This study does not 

mention the area in which the EMCP worked, for example whether it was a city or a 

rural or remote area. It does appear that the EMCP were not too busy; at some point 

they were all able to sleep a minimum of five hours on night shift. This study cannot 

therefore be applied to all EMS systems worldwide, such as in major cities, but it does 

give a picture of stress in the prehospital setting. Backé et al. (2009) also found similar 

findings. Their results found that EMCP have stress associated with the type of work 

done in EMS; although the stress was not consistent, there were findings of increased 

salivary cortisol. It is worth noting that the organisation in which the research was 

conducted was in an urban area. The EMCP had access to emergency physicians in 

the prehospital setting more frequently than is common done in other parts of the 

world.  
 

In a more recent study in the Swedish ambulance service, saliva cortisol from EMCP 

was assessed in specific cases that were viewed as high acuity; such cases included 

traffic accidents, cardiac incidents, cases involving children, and neurological patients, 

all of which appeared to result in an increased frequency of elevated cortisol levels, 

thus reflecting EMCP as being stressed (Karlsson et al. 2020). 
 

Published articles on saliva cortisol levels for stress assessment in EMCP are found 

mainly in developed nations; no research has been done in developing countries like 

South Africa. However, this does not mean that WRS does not affect EMCP in 

developing nations. EMCP are not a homogenous cohort and many factors can affect 

the way they experience WRS. Such factors include EMS organisational structures, 
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lack of resources when carrying out everyday tasks and responsibilities as EMCP, and 

the types of case they are exposed to.  

 

2.5.2 Compromised immune system 
 

Depending on the type of stress that people may be exposed to, their immune system 

may be compromised. A compromised immune system is one of the risks of chronic 

stress, common among EMCP who experience WRS (Van Der Ploeg 2003; Esch, 

Kream and Stefano 2018). This presents itself as systemic inflammation during 

stressful situations (Dragoş and Tănăsescu 2010), and continuous stress can lead to 

dysregulation of the immune system, which in turn leads to chronic diseases such as 

frailty and atherosclerosis in adults (Morey et al. 2015). Moreover, Morey et al. (2015) 

further state that psychological stress has similar effects to chronological ageing. 

When chronological ageing is coupled with chronic stress, it rapidly increases 

immunological ageing (Graham, Christian and Kiecolt-Glaser 2006). 

 

2.5.3 Physiological effects 
 

It is well established that chronic psychological stress can adversely affect health. A 

survey by Puterman et al. (2010) found that stress increases the risk of cardiovascular 

conditions and diabetes, and it may accelerate cell ageing. Accelerated cell ageing 

occurs when the telomeric DNA found at the end of the chromosome is shortened, 

bearing in mind that shortened cells do not multiply (Schutte and Malouff 2016). While 

no study has assessed the telomere of EMCP, recommendations have been made by 

Dallard (2019), for example, that the size of the telomere can be a good indicator of 

WRS. 

 

Furthermore, the American Heart Association agrees that psychosocial stress is 

associated with cardiovascular diseases, fluctuating blood pressure, and coronary 

artery plaque, as well as abnormal blood glucose and dyslipidaemia. In addition, high 

cardiac enzymes have been found in the bloods of patients with psychosocial stress 

(Osborne et al. 2020).  
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2.5.4 Mental health effects of work-related stress  
 
WRS may result in many mental health conditions which EMCP in particular may be 

prone to, for example PTSD. PTSD may occur when a person experiences, witnesses 

or is confronted by an event which may be life threatening, or which may affect 

psychological integrity  (Friedman et al. 2011). There is a greater prevalence of PTSD, 

depression and anxiety disorder among EMCP compared to other occupations 

(Wagner et al. 2020). The evidence is seen in a number of research papers, with 

others noting a relationship between WRS and PTSD in EMS (Straud et al. 2018). 

These studies found a link between operational and organisational stress, critical 

incident stress, and the use of alcohol and PTSD symptomatology (Eiche et al. 2019). 

This relationship indicates that EMCP experience stress while at work, followed by 

post-traumatic symptomatology (Donnelly 2012).  
 

Hegg-Deloye et al. (2014) conducted a systematic literature review looking at the 

years 2000 to 2011. The review studied published research on post-traumatic stress, 

sleeping problems, obesity and cardiovascular disease in paramedics. The study 

acknowledged that EMCP accumulate a great deal of acute and chronic stress while 

on duty. It further states that their stress leads to PTSD, which in turn leads to 

cardiovascular complications. Moreover, this review confirms the prevalence of PTSD, 

sleeping problems and obesity among EMCP. The review recommends that there 

should be organisational and individual interventions in place to reduce emotional 

distress among EMCP. Additionally, it recommends that programmes should be 

designed specifically to improve the health of EMCP. 
 

WRS affects the mandate of EMS organisations to deliver services to the community. 

Furthermore, Funk (2005) states that WRS contributes to poor job performance, as 

well as increased rates of absenteeism and staff turnover. These issues result in 

increased financial strains on employers (Funk 2005). Hassard et al. (2018) support 

this statement in a literature review in which they state that the costs related to WRS 

rose to USD187 billion in 2014 in the pan-European countries alone. This reflects that 

WRS affects communities, which also affects the government’s fiscus.  
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2.5.5 Social effects 
 
The impact of stress not only affects work-related aspects. It has ricochet effects that 

are observed when workers are in their private setting, such as with their families. 

Smith et al. (2019) discovered that emergency workers sometimes experience 

difficulties fulfilling family responsibilities or activities owing to being emotionally 

drained. Sometimes they return from work feeling stressed, such that they do not do 

things they enjoy. WRS has also been seen to affect cognitive and emotional well-

being. In this regard, Rabenu, Tziner and Sharoni (2017) found that it leads to conflict 

within the family, negative moods and higher disagreements in marriage.  

 

The ricochet effect of WRS on family ends up affecting job performance. EMCP use 

family time as a coping mechanism; however, if that is affected it will mean one of the 

vital coping mechanisms used in their private setting is negated (Soomro, Breitenecker 

and Shah 2018). Kumar, Prasad and Kumar (2018) have reported that female 

employees tend to ignore work-related issues at home and prioritise family, in that way 

negating issues that result from WRS. This suggests that males are more likely to 

suffer negative effects on relationships than females. 

 

2.6 Tools used to manage work-related stress 
 
2.6.1 Organisational tools  
 
It is in the best interests of EMS organisations to have proper functional systems that 

help EMCP to manage WRS (Dube 2020). It is for this reason that organisations have 

specific department or regular systems that render services that could reduce WRS. 

For example, in the City of Tshwane Municipal EMS, after studying the after-effects of 

EMCP exposure to fatal road accidents, Sebela (2016) found the following systems 

were used to assist employees: 

• Supervision 

• Employee assistance programmes  

• Continuous professional development 

• Quality improvement  

• Learning and support 

• Open communication. 
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Maritz (2015), an industrial psychologist, explored psychological trauma management 

among EMCPs in multiple organisations in Gauteng province. He recommends that 

there should be different systems that involve both the organisational means and the 

personal approach. In Maritz’s submission, he mentions the following: 
 

• On-site face-to-face counselling 

• Group debriefing sessions 

• Awareness programmes 

• Multiple stressor programmes 

• Efficient job preparation and regular training 

• Sufficient resources. 

 
Looking at the above, organisations have strategies in place to manage WRS, but 

whether they are used or effective is unknown. In the same organisation they were not 

there or not fully implemented; hence the industrial psychologist made such 

recommendation (Maritz 2015). It is worth noting that organisations have policies in 

place that give birth to systems. Within the system there are personal approaches that 

are used to bring the policy to fruition.  
 
Although there are systems and programmes in place, studies have recommended 

that improvements be made in the execution of wellness programmes provided by 

employers. Smith and Burkle Jr (2018) found seven key areas where improvements 

had to be made by employers to programmes designed to reduce WRS: 

• Understand the workforce 

• Engage with the staff 

• Avoid silo approaches to physical and psychosocial health 

• Enable ongoing professional and personal development 

• Provide the tools for peer-to-peer support communication 

• Include family in the wellness initiatives  

• Provide ongoing support for those who have left the service. 

This study reflects that there may be tools to manage mental health in the workplace, 

but they may not have the best outcomes and need to be reviewed to assess whether 
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they are effective. It is worth noting that globally few studies have been done to review 

tools to manage WRS in general, and this situation is even worse in South Africa. 

 

2.6.2 Social Focused Tools used to manage WRS 
 
Coping mechanisms have been classified as positive and negative coping strategies 

(Zana 2019a). Positive strategies include formal and informal tools, with formal tools 

including debriefing, mental preparation using chaplaincy, and disengaging. On the 

other hand, negative coping strategies include the use of drugs and compassion 

fatigue. Furthermore, some EMCP lack the education and training to managing 

emotional trauma; this explains why some will end up experiencing compassion 

fatigue (Dehghannezhad et al. 2020).  

 

One of the coping mechanisms used to reduce WRS is detaching from work 

completely when the shift is complete, and this is done by focusing on social activities 

after work (Clompus and Albarran 2016). However, some EMCP finds themselves 

failing to dissociate work from their social spaces. This is highlighted by Lawn et al. 

(2020) in a literature review where they found that some of the effects of WRS 

experienced by EMCP spills over into their social spaces, such that they feel they have 

to withdraw socially. This negatively affects relationships. 

 

Looking at Sebela (2016), Maritz (2015) and Zana (2019), there are coping 

mechanisms in place in various organisations, and these can be separated into 

organisational and personal coping strategies: 

 

Personal coping strategies: 

• Drugs 

• Alcohol 

• On-site face-to-face counselling 

• Taking leave days/rest days 

• Hobbies and talking and socialising with peers 

 

Positive personal coping strategies are important. Failure to have such mechanisms 

can lead to detrimental effects such as drug usage and alcohol abuse. These 
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strategies can in turn lead to impaired productivity in the workplace (Hichisson and 

Corkery 2020).  
 

2.7 Conclusion  
 
Wheeler and Dippenaar (2020) agree that EMCP are exposed to multiple stressors 

while at work. They state that these stressors manifest as WRS, ending up affecting 

the social, physical and mental health of EMCP. They state that this goes further in 

the way that it affects EMCP’s physiological responses. EMCP have been found in 

general willing to do their jobs. Based on this, EMCP and employers have the same 

interests, but because of their exposure to WRS, EMCP fail to be productive. A number 

of studies have identified that EMS organisations understand there is a need to 

manage WRS. However, in South Africa, there is a lack of studies that scrutinise how 

such programmes are implemented and whether they are effective. This is displayed 

by the current literature discussed in this literature review. 
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comprising operational and station managers were interviewed to ascertain their 

understanding and experiences of WRS. 

 

3.1.1 Theoretical framework 
 
A theoretical framework is an explanation of how the researcher views the world in 

which they conduct research. It creates an idea in the reader’s mind of how the 

researcher views the world. Collins and Stockton (2018) state that a theoretical 

framework clarifies the epistemological disposition of the research and, by so doing, it 

brings to light the logic of the research methodology, as well as explaining the structure 

of the theory behind the research findings. 

 

Collins and Stockton (2018) also argue that a theoretical framework can be used to 

explain the beliefs and ideas that are held by the researcher in explaining a 

phenomenon in research. In this research study, the researcher looked at various 

theoretical frameworks, finding that the dominant ones in the field of WRS are the 

biopsychosocial model and the organisational climate model (Gask 2018; Pecino et 

al. 2019). The biopsychosocial philosophy focuses in three components: i) the 

biological, ii) psychological and iii) social dimensions (Borrell-Carrio 2004). While the 

literature in WRS extends to the physiological ramifications of stress, more research 

has been done on the organisational climate model, thus inspiring the research in this 

study. The structure of the theoretical framework for this research draws on four 

parameters:  

1. The structural properties of the organisation 

2. The environmental characteristics of the organisation 

3. The organisational climate 

4. The formal role characteristics within the organisation (Kundu 2007). 

 

An organisational climate is a set of global perceptions held by members of an 

organisation about the organisation’s environment (Mannion and Davies 2018). The 

environment in this case is influenced by the population and the communities within 

which the EMS organisation functions. The environment has a direct impact on 

employees, including EMCP and EMCP managers. Kundu (2007) states that the 

organisational climate framework is the “sum of total of perceptions based on the 
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interaction between individual perceptions and the organisational environment”. On 

the other hand, Bitsani (2013) states that an organisational climate is created by 

individuals within an organisation, who would ordinarily be reacting to the outcomes 

presented by the organisation and its environment. 

 

Tools for reducing WRS can have a significant impact on how the organisation 

functions. A high stress load has an impact on the performance of clinicians, not only 

affecting them at work but also their social life, and in some cases affects their 

physiological functioning.  
 

3.1.2 Background and position of the researcher 
 
The researcher followed the consolidated criteria for reporting qualitative research 

(COREQ) to document what is expected from a qualitative researcher report for most 

of this chapter (Tong, Sainsbury and Craig 2007). In this section it is advocated that 

qualitative researchers show reflexivity. This is when the researcher reflects on their 

own feelings or thinking that might have influenced their research. 

 

I am a male South African and the researcher of this study. Accordingly, I conducted 

interviews with station managers and operational EMCP. At the time I conducted this 

research I was employed and working full time as a paramedic in the South Australia 

Ambulance Service (SAAS). In my current employment, I volunteer as a peer 

supporter, as part of a first-line response strategy that assists paramedics with work-

related issues, personal issues, traumatic events, loss, grief and group crisis 

strategies. 

 

My career EMS started in 2004 when I enrolled at the Durban University of Technology 

(DUT). After completing my first year I registered as an intermediate life support 

practitioner, and stopped studying, working for various private companies and in 

education and training, teaching basic ambulance assistants and working at events. 

In 2009, I returned to complete the diploma, which I did in 2010. I then also completed 

a Bachelor of Technology at the Durban University of Technology. 
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For this study, it was an added advantage to have worked for the organisation in which 

the research was conducted. During the period in which I worked there, which ended 

in July 2018, I worked in the intensive care unit (ICU) and as a clinical coordinator. 

While conducting the research, I realised that my experiences in the ICU ambulance 

were generally not the same as those experienced by EMCP and which increase 

WRS.  

 

3.1.3 Study population  
 
The target of the study was operational managers and operational EMCP who had 

worked for the Gauteng Emergency Medical Services in Johannesburg for a minimum 

of three months and were registered with the Health Professions Council of South 

Africa (HPCSA). Data collection was done using individual semi-structured interviews 

for Phase 1 and group semi-structured interviews for Phase 2. 

 

3.1.4 Inclusion criteria for managers: Phase 1 
 

• Managers had to have been managers or acting managers with the Gauteng 

Provincial Government (GPG) Emergency Medical Services for more than 

three months  

• Managers had to be registered in the Emergency Medical Care register at the 

HPCSA.  

3.1.5  Exclusion criteria for managers: Phase 1 

• Managers who have been in that position with the GPG Emergency Medical 

Services for less than three months, or have acted in that position for less than 

three months; or  

• Managers not registered in the Emergency Medical Care register at the 

HPCSA.  

3.1.6 Inclusion criteria for EMCP: Phase 2 

• The EMCP had to have worked for the Gauteng Department of Health, 

Emergency Medical Care Department for more than three months, and  
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• The EMCP had to be registered as Emergency Medical Care Personnel at the 

HPCSA.  

3.1.7 Exclusion criteria for EMCP: phase 2 

• An EMCP who has not worked for Gauteng Department of Health, Emergency 

Medical Care Department for more than three months; or  

• If a manager, the EMCP could not answer the employee section; or  

• An EMCP who is not registered as EMCP at the HPCSA.  

3.1.8 Sampling strategy 
 

After obtaining ethical approval from the Durban University of Technology Institutional 

Research Ethics Committee (Ethical Clearance no. IREC 169/20), the researcher 

contacted the GPG chief executive officer (CEO) by email, inquiring about the 

processes to follow in conducting research at the organisation. The CEO referred the 

researcher to the Office of Clinical Research at the Lebone College of Emergency 

Care, where the committee responsible for research at the GPG Department of Health 

Emergency Medical Care Services is located. Following a meeting of the committee, 

the researcher was granted approval to conduct the study. 

The sampling method used was a nonrandomised sampling technique. This technique 

was favoured for its practicality and ability to target relevant participants. One type of 

nonrandomised sampling technique is convenience sampling, whereby the researcher 

requested EMCP who were available to be interviewed. Convenience sampling was 

deemed suitable owing to the accessibility and availability of participants. One of the 

disadvantages of convenience sampling is the unintended selection of a 

homogeneous sample. To mitigate this effect, in this case different qualification level 

and different genders were included (Etikan, Musa and Alkassim 2016).  

3.1.9 Recruitment and sampling: Phase 1 
 
The recruitment of the population expected to be eligible to participate in the study for 

Phase 1 took place by email invitation. Subsequently, managers were referred thereby 

applying a snowball recruitment technique. In total, three participants were recruited. 

All the participants of Phase 1 were sent questions via WhatsApp and email. They 
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were given time to read the questions (see  Annexure A: Research Questions) in 

order to make an informed decision about whether they would agree to be part of the 

study.  

  

3.1.10 Recruitment: Phase 2 

The population for the second phase of the study was recruited by the researcher at 

the Lebone College of Emergency Care, where EMCP were attending various training 

courses. The candidates were contacted, and later invited to participate, through their 

respective class representatives using the researcher’s invitation template. As 

suggested by the researcher, prospective participants then came to the classroom. At 

this point, the researcher explained what the research was about and answered 

questions related to the study. Those who were interested and who met the inclusion 

criteria were given the questions that guided the interview (see  Annexure A: Research 
Questions) If they were comfortable proceeding, they were asked to sign a consent 

form.  

3.1.11 Data collection: Phase 1 

Data were collected using semi-structured interviews. This method was used because 

it allowed the researcher to ask questions and also scrutinise if responses are 

inadequate. Semi-structured individual interviews were conducted in person and were 

recorded after gaining consent from the participant. The researcher recorded the 

interviews so that the data could be reviewed during the analysis phase. 

The researcher prepared a number of questions that guided the interview ( Annexure 
A: Research Questions). Although the questions were supplied in advance of the 

interview, they were asked in such a way that allowed for exploring and going off on 

relevant tangents when they arose during the semi-structured interview. Having 

questions prepared in advance assisted in getting respondents to talk; this is what 

researchers describe as questions that make a respondent give a verbal tour of 

something they have explicit knowledge of. The researcher used prompts to prevent 

the responses from derailing the answer, at the same time allowing participants to 

express their feelings (Leech 2002).  
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3.1.12 Data collection: Phase 2 

There is evidence to suggest that effective focus groups comprise six to eight people. 

In such groups the participants are asked open-ended questions in an unstructured 

format (Creswell 2018). (See appendix semi-structured interview questions, Page 121, 

Question 2 for EMCP.) 

In comparison to group interviews, focus group interviews give more in-depth 

information. They are designed to interrogate a topic in detail, which is easy in a small 

group of six to eight people (Moser and Korstjens 2018). Additionally, this is 

strengthened if the group is heterogeneous (Guest 2013).  

Participants’ demographics will be documented in more detail in the next chapter, 

chapter 4. Guest (2013) suggests that one focus group interview can provide data 

saturation. However, Guest (2013) strongly recommends that researchers conduct at 

least three focus group interviews in case one group interview does not go as planned, 

which is what the researcher did for this study. Guest, Namey and McKenna (2017) 

agree with this, stating that more than 80% of all themes are found within two to three 

focus groups, and 90% are found within three to six focus groups. This supports the 

interviewing of three groups. For this reason, the researcher deemed it fitting to have 

three groups. 

3.1.13 Data interpretation through thematic analysis  

Data collected from both phases of this research were analysed thematically. The 

thematic analysis process comprised the following steps:  

a) Familiarising oneself with the data. This process started during the 

interviews, with the researcher taking notes and continued during the 

transcribing process. Once the transcripts were completed the data were 

studied closely. 

b) Generating initial codes. Codes were created by reading what each 

participant in each group said. 

c) Searching for themes. The researcher examined each of the codes for 

similarities and then grouped them, thereby creating themes. 



 

 32 

d) Reviewing themes. The researcher shared the transcripts with his co-

researchers, who then also conducted an analysis, making the identification of 

themes a joint effort.  
e) Defining themes. Theme names were adjusted in order to add meaning to the 

research. 

f) Producing the report. After the themes were finalised a report was produced 

(Boyatzis 1998).  

Thematic analysis is a systematic way of arranging and describing data in detail. This 

form of analysis allows for the identification of themes pertaining to the study. Braun 

and Clarke (2006: 87) developed a step-by-step approach that stipulates the process 

of finding themes and organising them in a logical way.  

Thematic analysis has been used in many qualitative research studies. Vaismoradi et 

al. (2016) and Nowell et al. (2017) agree that this is a great tool that can be used in 

research that requires the logical and systematic gathering of themes. Nowell et al 

(2017: 2) further suggest ways in which to use the tool such that it is trustworthy. They 

define trustworthiness as credibility, dependency, conformability, and transferability, 

mentioning that these factors are achievable if the processes of the thematic analysis 

are followed.  

Data from Phase 1 and Phase 2 will be analysed simultaneously; this means data 

gleaned from both individual interviews with managers and group interviews with 

EMCP will appear under the same themes if relevant.  

 

The semi-structured interviews and the focus group discussions inquired into the 

causes of WRS, with questions being posed to managers and to EMCP, respectively. 

The researcher then proceeded to focus more on the research questions for the study. 

This was a vital step in understanding the tools that are in place to manage WRS, 

thereby seeking to understand the impact that these tools have. The themes start with 

a description or context of what is the theme about. Then, within the theme, a context 

is given preceded by verbatim quotes from the participants.  

 

The interviews were conducted in English, although both the interviewer and the 

participants were bilingual, sometimes using more than one language in the 
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interviews. During the interviews participants would respond in English and sometimes 

in their mother tongue or an informal blend of local languages. In the transcripts, the 

researcher translated this to English. The researcher did this because the languages, 

or the informal of local languages were known to him. 

3.1.14 Ethical considerations 
 
The researcher gained ethical approval from Durban University of Technology 

Institutional Research Ethics Committee, Ethical Clearance number IREC 169/20  
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Annexure B: Ethical Approval. Gatekeeper approval was also obtained through a letter 

dated 13 April 2021   

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
Annexure C: Gate Keeper Letter of Approval.  
 

The relationship between employer and employee can sometimes be such that the 

employer acts in an authoritarian fashion towards an employee, rendering the 

employee vulnerable. Both our research cohorts were employees of the organisation, 

with managers playing a management role with regard to EMCP. This also made 

EMCP more vulnerable. It was important for the researcher to ensure that both these 

groups of participants were protected from any adverse events that could have arisen 

from the research 

To protect participant confidentiality, participants were not identified using their names 

or their geographic areas of responsibility. The researcher created codes such as 

EMCPM1, EMCPM2 and EMCPM3 for managers in Phase 1 and EMCP1, EMCP10 

etc. for EMCP in Phase 2. This assisted in maintaining the anonymity of all the 
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participants. They were also made aware that the sessions were recorded and who 

would have access to the recordings, and that their anonymity was important to the 

researcher and would be maintained. Information about the length of time the 

recordings would be kept was also provided. In addition, Lebone College of 

Emergency Care as the setting for EMCP interviews was conducive to confidentiality, 

as none of the participates were at their normal work stations, and thus could not be 

identified by their fellow workers. Moreover, they were comfortable in the setting as 

they were familiar with the college. 

Participants were given time to read and ask questions about the details of the 

informed consent form to participate in the study before they signed it. The researcher 

was aware that this kind of research may invoke certain emotions or distress in the 

participants. To manage this the participants were made aware of what they would be 

asked before they consented to the interview. No adverse events were experienced 

following the interviews; indeed some participants showed gratitude for the opportunity 

to sit and discuss matters in relation to their work and WRS. Although the researcher 

was prepared to refer participants who showed signs of distress for counselling, there 

was no need to make use of this service.  

3.1.15 Ethical reflexivity 
 
During the phase of data collection I had no relationship with the organisation; 

although all the participants in this phase were known to me, I had never worked with 

them before. All participants were made aware that the interviews were solely for the 

purposes of the research project  and that my interest in the research topic was 

stimulated by my personal experience having worked in three countries and each 

countries’ management of WRS for the EMCP. 

 

 Validity and reliability  
 

Grossoehme (2014) defines validity as the trustworthiness of data, which means the 

findings of the study must be reflected in the data collected in their true state. 

Elsewhere, Noble and Smith (2015) define reliability as accountability by the 

researcher such as when he/she states whether there are any biases that influence 

the findings of the study. These concepts are important as they improve the credibility 
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of the study. It is for this reason that the researcher employed tools that are recognised 

to improve validity and reliability like conscientious record-keeping, and clear 

traceability of data and the like (Noble and Smith 2015). Creswell (2018: 215) suggests 

that in qualitative research, researchers can use multiple methods to support validity.  

Guest, MacQueen and Namey (2012) recommend that validity and reliability be done 

in all the stages of the research. The various techniques that were applied to promote 

validity and reliability are discussed as follows: 

 

Data collection phase 

• More than one way of collecting data was applied as the data were collected 

from station managers and from EMCP. In that way the information provided 

by the two parties could be compared, thus enhancing reliability. 

• The data collection instrument was developed by the researcher and refined 

after critical discussion between the researcher and the supervisory team to 

ensure it was aligned with the overarching research questions. In that way the 

measuring instrument measured what it was supposed to, thus ensuring 

validity. 

• During the interview process prompting questions were asked to ensure that 

the interviewee’s responses answered the research questions. 

• The participants were given an opportunity to review the transcripts and 

approve or reject them if they did not agree. This assisted in ensuring that 

correct information was documented and used for the research. 

Data analysis phase 

• The transcript provided verbatim details of the interviewing process thus 

ensuring validity. 

• The coding was done by two researchers other than the main researcher; in 

other words, it was done by three people, who all arrived at similar conclusions, 

meaning that the results were consistent and reproducible. This enhanced the 

reliability and trustworthiness of the research.  
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• It is also worth noting that the lead researcher, second researcher (main 

supervisor) and third researcher have different industry backgrounds 

(operations in different countries, and operations and academia, and 

psychology), thus reducing background industry bias. 

• Themes with direct quotations were used to connect the researcher’s 

interpretation to the participants’ verbal statements. 

 
3.1.16 Summary 
 
This chapter described the methodology applied and the processes undertaken to 

conduct the research, including ethical approval, recruitment and data analysis. 

Details regarding the validity and reliability of the study were also reflected in this 

chapter.   
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Figure 3: Flow of research questions 

In order to address the research questions, it was deemed necessary for participants 

first to explore the causes of stress for EMCP. This was done to understand whether 

the tools to reduce the stress that are in place do indeed address the specific EMCP 

needs.  

 

4.2 Demographic information  

The first phase of the research included managers, who are referred to in this work as 

emergency medical care personnel managers (EMCPM). The managers comprised 

two males and one female, aged between 33 and 52 years of age, with experience 

ranging between four and ten years with the organisation. One manager was an 

intermediate life support (ILS) practitioner, and two were emergency care technicians 

(ECTs). All three managers were responsible for a base in or around the 

Johannesburg metropolitan area. Based on their location, their EMCP would be 

deployed in informal settlements, townships and suburban areas. 

In the second phase, which included EMCP, the researcher conducted three semi-

structured group interviews with a total of 19 participants. The focus groups were 

named Group 1, Group 2, and Group 3. Group 1 had six members, Group 2 had seven 

members, and Group 3 had six members. Overall, the groups included three basic life 

support (BLS) personnel, 14 ILS personnel and two emergency care practitioners 
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Four themes emerged from the thematic data analysis as causes for stress: clinical, 

community, organisational and workplace. These relate to the three categories of tools 

aimed at reducing WRS: organisational, clinical and community. These seven aspects 

are presented in Figure 4 below. 
 
4.3.1 Theme 1: Clinical work-related stress and related mitigation strategies 
 
The responsibility for a person who is vulnerable and whose life is compromised can 

be overwhelming. During data collection, clinicians expressed that the nature of the 

tasks they do brings them stress. Stress-reducing strategies also were mentioned and 

the effect they have in mitigating stress for EMCP. 

 

 

 
 Subtheme: High case volumes 

 
EMCP and managers agreed that the high number of cases is one of the causes of 

stress for EMCP. High volumes of cases place pressure on EMCP to attend to more 

calls; this is done by managers or by the emergency control centre.  

One of the stressful things we meet in our bases, like I don’t know, maybe I will … the 

employer sometimes they do not look at our workload [EMCP8-Group 2]. 

It’s a workload, like Mike Charlie [Control Centre] says “Outstanding calls”, sometimes 

they say it when I arrive at work, they say 10 [calls] piled then you have to push to 

cover up those outstanding calls, so that gives us the stress [EMCP6-Group 1]. 

I think to my understanding it’s where for a quick example one is struggling or not 

coping with their workload or sometimes actually it might not be workload it’s an 

environment that you [are] working at is not conducive can give you stress [EMCPM2-

Manager]. 

Our managers don’t try to get where you come from, for an example, when you are at 

work and you already have 10 outstanding calls, you leave with a certain amount of 

equipment and you service your first house you go to hospital, before you even leave 

[hospital] you get a second call, you go service that house [and go to hospital], already 

now limited in terms of resources you have used let’s say Jelcos [brand of intravenous 

cannulas] for these patients they are now finished you need restock, you go to base, 

our supervisor like to listen to radio. He asked what are you doing at base, “we are here 
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to stock”, he will be concerned with the fact that you are delaying this call [EMCP1-

Group 1]. 

High call volumes are part of the stressors for EMCP, however EMCP and managers 

have different expectations. Managers can be under pressure to deliver services to 

the communities in their respective areas, while EMCP struggle to cope with the call 

volume. While the managers have a management responsibility, the EMCP have a 

more physical responsibility, which may render them fatigued, and may affect their 

cognitive abilities and therefore the ability to render services. Additionally, having calls 

back to back can mean no meal breaks, which exacerbates their fatigue. EMCP 

expressed they do not feel supported by managers as the pressure to do more cases 

comes from managers. The above quotes also reflect that EMCP feel the managers 

do not recognise that they have a heavy workload. 

High call volumes are associated with the depletion of disposables while attending to 

calls. EMCP1 in Group 1 mentioned that owing to pressure from the control centre 

and/or manager and thus the inability to return to the station to restock, they find 

themselves running out of disposable resources.  

 Subtheme: Types of case  

Apart from the high volumes of calls, the nature of the calls EMCP attend was 

mentioned as causing stress. When asked what causes stress for their team, one 

manager replied: 

… ehh okay, I don’t know, I can’t say how do they experience it, okay … types of calls 

they’re going out to, alright, the amount of calls they go to, ehhm that is basically how 

I feel they experience it [EMCP3-Manager]. 

The manager [EMCP3-Manager] appeared to be initially unsure about what the 

causes of stress, but further stated that the types of call EMCP attend to can bring 

stress. In addition, EMCP with lower skill levels like BLS have to rush to the hospital 

for the emergency management of patients. 

[BLS clinicians] cannot put up a [intravenous] line, so, now your response you must 

just quickly [sic], take the patient to hospital [EMCP12-Group 2]. 
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BLS clinicians are sent to cases which require skills that are beyond their training or 

qualifications, in this case intravenous access or fluids administration, so as the 

patient’s needs exceed what the clinician can render, they need to get the patient to 

hospital quicker. This would perhaps be less stressful if clinical support was available, 

or if cases were triaged to the right clinical level, for example ILS and above, or if the 

workload were not so high.  

Managers stated that there is stress resulting from the cases that the EMCP attend to, 

and the volume of calls results in pressure, which may increase stress. As an example, 

one of the managers, EMCPM1, mentioned that one of the crews once had to declare 

11 people dead. These people were killed by vigilantes, which is also referred to as 

mob justice (please see glossary for definition of mob justice). This case exemplifies 

the volume of emotionally confronting work and the nature of the calls that EMCP face.  

… I had a person now recently that dealt with 11 declarations [of death] at one time, of 

people that were … mob justice and killed, it was quiet a gruesome scene, and he was 

in quite a state … [EMCP1-Manager]. 

ILS personnel and more qualified EMCP are expected to declare the end of life, yet it 

is highly unusual to declare 11 people at once. 

 Subtheme: Clinical stress mitigating strategies  
 
High case volumes and the case type were identified as factors contributing to WRS. 

These are complemented by stress-management strategies with a clinical focus, 

including an in-house training facility, formal and informal debriefing, and the presence 

of advanced life support. 

a) In-house training facility: EMCPM mentioned that in cases where EMCP 

showed signs of struggling in the clinical management of patients, they would 

be referred to the internal training college. This is where refresher courses and 

clinical guideline updates are undertaken. Such interventions assist in boosting 

the confidence of EMCP when carrying out their duties.  

… you also get him involved with training. Send him for training courses, when you 

send a person for training, and they pass the training course they feel more empowered 

... [EMCPM1-Manager]. 
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Educational updates also referred as refresher courses  at the training college are 

designed to reduce stress by providing clinical training and therefore empowering 

clinicians to deal with the workload and case type demands by increasing their clinical 

confidence.  

b) Formal and informal debriefing: Managers typically mentioned debriefing as 

a tool to reduce WRS. Sometimes this was triggered by critical incidents or the 

manager listening to informal conversations between EMCP; subsequently a 

more formal debriefing session is organised.  

… she was traumatised after that event, and she could not do her work. We had to call 

her in and sit down with her and we did a debriefing session, that did not seem to work, 

and yah … I had to refer her EWP, and eventually she was referred to outside 

psychiatric help … [EMCPM1-Manager]. 

Not all station managers conducted debriefing sessions, however. The research 

identified that this responsibility is left to the ECP among the EMCP. If the ECP was 

not interested or busy with operational duties, EMCP felt there was no support or time 

available for debriefing sessions.  

 

ECPs felt that debriefing sessions were informative and effective and could improve 

clinical practice for the rest of EMCP. However, they suggested that they were not 

supported by managers in conducting debriefings. Additionally, making debriefing 

sessions a task organised by ECP increased their workload, which was exacerbated 

by the fact that no time was allocated for such sessions. Lack of support by managers 

in organising debriefings made the rest of the EMCP view these sessions as 

unnecessary. It also transpired that it was not compulsory to attend, which meant that 

EMCP with no will to clinically improve did not attend. 

 
… hey bekunaleya call leya [speaking isiZulu: There was that other call] that’s the only 

time, and what I have noticed its most of the time when the ECPs [Emergency Care 

Practitioners] they wanna debrief we see them as nagging, and when most of the time 

when the ECP says, can we have five minutes, we develop a negative attitude, uzosi-

bora [isiZulu S/he is going to bore us] … [EMCP9-Group 2] 
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One manager mentioned that at his station they debriefed. However, this is done only 

when adverse events or critical incidents affected a patient. He recalled a case where 

he believed the ECP who led the debrief did it with a punitive approach and identified 

that it did not reduce stress; instead, it worsened the anxiety for the EMCP involved. 

 
… then it moved to the clinical point where the more experienced BTech [ECP] maybe 

it wasn’t a good idea to call him, ’cause he pointed out quite a lot on the clinical side 

which made it actually worse … what should have been done and what should not have 

been done ahh eventually, that was also very stressful ... [EMCPM1-Manager]. 

Debriefing was used to varying degrees and had the capacity to both reduce and 

worsen stress if done poorly. 

c) Presence of advanced life support: Some of the debriefing sessions, as 

organised by advanced life support paramedics, assist the manager with lesser 

clinical capabilities and knowledge. Moreover, ALS paramedics help to back up 

lower clinical level EMCP when they have challenging cases; this is an industry 

set-up of the emergency care system in South Africa. However, as identified by 

one EMCPM below, there are limited ALS crews available. If these practitioners 

are available, their presence reduces stress when there are critical cases.  

 

… if ever there is an accident on N1 it will be easy to get to N1, to Ebony, Diepsloot, 

cause they are also responding to Alex, but we do have, we do, in Midrand we have 4 

ALS and 1 hours back up [EMCPM2-Manager]. 

 

The presence of ALS personnel does make a difference in managing critical patients; 

however, yet again a shortage of these EMCP reduces their accessibility.  
 

 Subtheme: Lack of a mitigating strategy for high call volumes 

There is no standard break time for resting or a meal for EMCP. This is because they 

work 12 hours, and there is no structure in how they have meal breaks within these 

shifts. This is confirmed by EMCPM2-Manager below. 

… ehh because of ahh in the emergency setting [industry] we would like to have a one-

hour lunch, in an emergency care industry, we cannot, if we can practise that there will 

be dangers that will be coming after you, for example if you say 11 o’clock ambulance 
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number one take a lunch and somebody got [sic] injured in front of them, [will they] 

continue with lunch not servicing the person …? [EMCPM2-Manager]. 

There are times when EMCP have to negotiate a break with their dispatcher; however, 

it is unclear whether this is standard practice within the organisation: 

… I communicate with dispatcher, always I communicate, for my side, remember in my 

class, someone mentioned that you must work smart not hard, so, what I normally do, 

if I’m from a transfer I tell Mike Charlie [the communications operator], if he gives me 

another call, I tell him or her, but it depends on a type of call. I tell him I just came back; 

can I please have a break? [EMCP15-Group 3]. 

Lack of breaks can mean that EMCP continue to work throughout their 12-hour shift 

without adequate break intervals. This is one of the causes of stress. In addition, there 

are inadequate tools to manage the stress brought by the high call volumes. 

It appeared that while there are tools to manage clinical WRS, these mainly comprise 

the organisation using internal systems that focus on training, whether formal or 

informal. This training takes place through debriefing and the training college and, 

additionally, having more skilled clinicians like ALS practitioners. However, the 

implementation of these tools is not consistent throughout the organisation.  

 

 

4.3.2 Theme 2: Community violence and security measures  
 
EMCP provide emergency medical care services to communities. However, in 

Johannesburg, EMCP finds themselves working in dangerous conditions in these 

same communities. This is because, at times, these communities experience unrest, 

vigilantism and crime. For this reason, EMCP find themselves stressed and 

challenged in delivering the services that these communities deserve.  

 
 Subtheme: Contact crime  

Working in Johannesburg means the EMCP find themselves working in informal 

settlements and sometimes in townships. This presents challenges that end up 
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increasing WRS. For example, EMCP managers describe how acts of criminality have 

been reported in informal settlements and townships such as targeting ambulances 

and ambulance vandalisation, as well as EMCP sometimes being robbed of their 

personal belongings.  

 

In the informal settlement mostly, it’s being marked as a red zone, so, there is lot of 

crimes [sic] that is happening there … [EMCPM3-Manager] 

… this is because of a lot of robberies and hijacking and staff that has been going on 

recently at GPG [Gauteng Provincial Government], guys getting attacked for cell 

phones, guys going out on call for instance where there is no real patient, they are just 

being targeted … [EMCPM1-Manager]. 

… like for instance a base in [Base X] they were having this, I think they had an incident 

where the crews were assaulted now it was said that, for each and every call especially 

at night, there is gonna be a police escort now … like he said they were held at gun 

point. Some of the equipment they were taken, another thing, they will also take your 

personal belongings … [EMCP12-Group 2]. 

EMCP and managers mentioned different forms of crime. While this is a burden on 

the day-to-day functioning of EMS, it also exerts unnecessary and unmanageable 

pressure on EMCP. Based on the above quotes, informal settlements seem to be 

dangerous working areas for EMCP, with participants indicating that the organisation 

gives little or no support in assisting to reduce the stress resulting from such crimes . 

 

 Subtheme: Phenomenon of mob justice  

One of the managers mentioned the challenge of a phenomenon where a community 

takes the law into their own hands, which is referred to as mob justice. In addition, the 

community attempts to prevent healthcare for a person accused of a crime after they 

have assaulted him/her. An example is mentioned by one EMCP who attended a case 

where an older male had allegedly raped a younger female and the community caught 

the suspect and assaulted him. This sometimes results in EMCP being attacked by 

the members of the community (the “mob”). This presents EMCP with challenges, 

such as exposure to serious traumatic injury for the accused and exposure to violence. 

In addition, as mentioned above, the nature of calls they experience may increase 
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their stress and exposure to unsafe scenes. This was mentioned by EMCPM1, 

recalling what some members of his team had experienced. 

… they been attacked 3 times one where there was mob justice where the public 

refused that they take the patient ahh then ahh its actually 4 times, on other times was 

when they tried to assist with an MVA … [EMCPM1-Manager]. 

 
a) Mob justice: primary violent assault of the patient 

 
A primary violent assault in mob justice is when there is an assault on the person or 

people that the community has identified as culprits. These assaults typically lead to 

severe injuries and may lead to the demise of the person assaulted. All groups 

interviewed mentioned having some experience of cases involving mob justice. 

 
Mob justice scenes can be gruesome, and on such scenes, mortality may be one of 

the ordinary experiences for EMCP, like some of the EMCP in this study. One 

participant interviewed had witnessed 11 fatalities, and they had the responsibility for 

declaring life extinct. Unfortunately, it became overwhelming for one of the crew 

members such that they requested mental health support from their manager. While 

an EMS organisation cannot prevent mob justice, it is responsible for providing 

strategies for enhancing safety in the workplace.  
 

 

… I had a person now recently that dealt with 11 declarations [of death] at one time, of 

people that were … mob justice and killed, it was quiet a gruesome scene, and he was 

in quite a state, eh when he phoned me … [EMCPM1-Manager]. 

 

The organisation has a plan to assist in managing the mental health challenges 

brought by the severe effects of mob justice for EMCP through the employee wellness 

centre. From what the EMCPM1-Manager stated, good results were experienced post 

consultation with the services offered by the organisation. 

 

b) Mob justice: secondary violent assault 
Secondary violent assault occurs after the community has attacked the victim and a 

member of the public has called an ambulance. It happens when members of the 

public realise that the person they assaulted is getting help. When the ambulance 
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arrives, two possibilities can unfold: the mob can attempt to further attack the victim, 

or they may attack the EMCP in an attempt to prevent the patient from getting help.  

 

Ordinarily, police are expected to attend to public violence; however, EMCP reported 

that the police are not activated until they are on scene, and they usually have a 

delayed response. For example, EMCP1 stated that police could take up to two hours 

before arriving on the scene; this happens particularly in informal settlements.  

 
Yeah, still on this talking of stress at work the threats are every day thing, especially, 

especially in cases where its mob justice, there is somebody who has been assaulted 

there by the mob, there is always threats, where there is a mob, there is always threats 

to the ambulance personnel … [EMCP18-Group 3]. 

 
The community ended up going away, we then attended to the guy, the guy is locked 

inside a shack, as we are attending suddenly they start throwing rocks, the guy is here 

[pointing on the side] and we are that side, so we are retrieving I believe those guys 

came from behind us, they started throwing, we were inside a passage, and those 

rocks came, we were holding our ECG, equipment, I jumped over the fence I grabbed 

my crew I pulled her over the fence I left jump bag as well as the dynamac [vitals 

monitor], pulled her over … then they started attacking us … as we left we got to the 

base, supervisor comes asked us what happened to the call, but his main priority. His 

main focus was “did you not get the patient”, [he said] “go back and get the patient” 

[EMCP1-Group 1]. 
 

The EMCP in the case above indicated that their workplace is not safe – not safe for 

the patient or them as EMCP. Their exposure to violence may fit the description of a 

dangerous workplace. It would appear that there are no tools in place for managing 

the stress induced by secondary violent assault in the workplace. 
 

Yeah, on scene there, so you get a call, they will say it’s a stabbing, so when you get 

there, as you busy treating the patient, the perpetrators they come to finish off the 

patient in front of you, and there is nothing that you can do [EMCP12-Group 2]. 

 

EMCP 12 narrated some of their experiences, suggesting that the presence of EMCP 

unintentionally triggered the further assault on the patient – also exposing them to 

danger. Unfortunately, such cases can bring a lot of stress and permanent 

psychological scars. 
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I once had an incident like that mob justice … on this, squatter camp [informal 

settlement] the old man stabbed a young lady, with a knife, stabbed chest, when we 

stopped with the ambulance the community brought that lady to us … we checked the 

patient, and we found that it’s a P4 [demised] ... the community came, with this old 

man, they already assaulted the man … they made a circle, there were many of them 

… they were waiting for us to say this patient is dead, so that they can also kill this man 

[EMCP10-Group 2]. 

 

The community rendering mob justice deems killing the suspect a way of punishing 

them for the crime they committed. Unfortunately, this results in EMCP witnessing or 

experiencing violence, in that way increasing stress. EMCP10 is expressing his 

account of an incident that turned hostile, effectively turning their workspace into a 

dangerous working area. Their presence unintentionally endangered a patient. 

Although this narration is multilayered, it has multidimensional stressors that EMCP 

experience in the workplace.  

 
So, we were caught in a space like we can’t say that, cause they will kill this one, so some of 

us, we were three, it was me and my crew and the back-up [ALS], we wanted to help this man 

cause he was already bleeding, they denied us. They said you can’t help this one, let this one 

die, let this one bleed and die. We are waiting for you to treat this one, if this one you say 

she’s died [sic], we are killing this one.  

 

Prehospital emergency care workers are there to sustain life like EMCP10 describes; 

in this case, they intended to treat the patient, and they were prevented from doing so. 

Furthermore, the issue became confrontational when the mob threatened to murder 

the patient.  
 

So we were trapped in that scene, we called the police it was around 18h00 afternoon, the 

police said they were busy with this parade and changing of shift, so we waited there for about 

two hours in that hostage until the police came, when they came they come with one bakkie 

[South African English for a utility van], we see them standing there [sic], they could see ehh 

they can’t control that crowd they went back, to call others, the second time they came in 

numbers that’s where we were free now we can say, guys this patient is dead in the presence 

of police [EMCP10-Group 2]. 
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These cases show how EMCP interacting with mob justice events fits the definition of 

WRS; this is because there was a direct threat to EMCP physical safety which might 

have impacted on them emotionally and possibly also on their mental wellbeing. Due 

to being EMCP they find in positions where they are not able to manage their security. 

Despite these experiences, the organisation provides no or inadequate support for 

these kinds of incidents and EMCP are continuously overwhelmed by threats to their 

physical safety and that of their patients. While it is expected that other support 

services like the SAPS will play a role in such cases, their ineffectiveness reduces 

EMCP safety, thereby increasing WRS. 

 

 

 

 Security and safety mitigating strategies  

Working with community policing forums (CPF) and the police 

Some areas are known as red zones; such areas are known to be crime and violence 

hot spots. In such areas, managers meet with CPF to work on mitigating strategies to 

keep EMCP safe.  

… chairperson of the Community Policing Forum so we had an agreement, they told 

me that this place is a red zone to them, because of most of the crimes is from that 

place so I said what If that place needs an ambulance, are you gonna be able to escort 

them? They said there is no problem … [EMCPM3-Manager]. 

While other EMCP and managers told of violent experiences at work, some managers 

stated that their crews had not experienced such incidents. This was credited to having 

sound preventative systems that enhance the safety of EMCP while in potentially 

violent areas. One manager was asked, "Have your crews experienced violence in the 

informal settlements?" Their response was as follows:  

Mmmh not really, we have a good communication with the police, so mostly they 

activate when they go to those places, during the night I advise them that don't go in at 

night, they must bring the patient to you, while being escorted by the police or there or 

the ECP [meaning CPF] the community police forum [EMCPM3-Manager]. 
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In this case, there are three systems in place that assist the managers in enhancing 

workplace safety for EMCP while at work,  with these three systems the organisation 

in directory reduces WRS: 

• Firstly, the SAPS escorts EMCP when it’s not safe; the police protect them 

during medical interventions and become a link between the community and 

service providers in an attempt to improve community safety. 

• Secondly, CPFs are used; these are community members who work with the 

police, arrange pick-up points, and protect the EMCP while they render 

services.  

• Lastly, emergency services have safe meeting points where community 

members bring the patient to them. 

There are also EMCP who believe that this strategy is ineffective and impractical. 

They stated that going to the police station generally delays the call. Additionally, 

they have to wait for SAPS to be available before attending to an Emergency, and 

sometimes there are not enough police vehicles to assist them. 

… for each and every call especially at night, there is gonna be a police escort 

now, every time they get a call, they first go to the police station and wait there 

for an hour or two for there is not enough vans to escort them, then they go do 

a call so can you imagine the time. The delay, even if that is the case, for us 

there is no security at all, we are not safe at all. The police are not protecting 

us ... [EMCP12-Group 2]. 

Conclusion on community violence and security measures  

Communities contribute to the type of work EMCP attend to; their behaviour while 

EMCP are in attendance has an impact on how EMCP feel while at work. The 

organisation is aware of these working conditions; while there is some level of reaction 

to these concerns, at the same time, they appear to take place too late. As a result, 

EMCP continue to feel unsafe and vulnerable. The long-term effects of such exposure 

are unknown. 
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4.3.3 Theme 3: Organisationally manifested stress for EMCP and available 
stress-reducing strategies 

 
Emergency medical services (EMS) organisations are in the business of offering such 

services to the community. However, they employ the services of EMCP to render 

these services; the organisation may unintentionally be a source of stress for EMCP. 

Organisationally manifested stress occurs when the organisation focuses on service 

delivery while unintentionally ignoring the needs of the EMCP in rendering such 

services. This was one of the themes that were found during data collection. While the 

study identified the cause of stress, EMCP also explored the resources used to 

address the stress that results from the organisational causes of WRS. 

 

 

 
 Subtheme: Shortage of resources and advanced life support 

 
a) Shortage of resources 

 
EMCP are available to offer services to the communities they serve, but sometimes 

their ability to render services can be hindered by a lack or shortage of resources. 

The participants shared their experiences regarding challenges related to the 

resources required to render assistance. 
 

Even equipment sometime[s], let’s say now we are in covid, right? so we are supposed 

to transport covid patients and when you get to work you only get one surgical mask, 

they expect you to work with all the cases with one surgical mask, for all the patients 

the whole day [EMCP11-Group 2]. 

 

… we [become] stressed because of the busses [vehicles] that we are using, it can not 

even enter wherever that we [are] going, our equipment, we don’t have certain 

equipment that we also need, it becomes stressful because it’s hard to actually do our 

work [EMCP1-Group 1]. 

 

In the above case, the EMCP expresses a shortage of personal protective equipment 

required to manage patients during the coronavirus 2019 (Covid 19) global pandemic. 

This exposed them to the risk of being infected. Furthermore, another EMCP 

expresses a shortage of general equipment to render EMS services: 
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… when you check the appropriate things that are needed they are not there, even at 

the station you can report to the station manager he will be aware … you feel useless, 

you feel like a taxi driver or an uber driver we just fetching mara [Johannesburg slang 

for “but’] you can’t really do anything [EMCP5-Group 1]. 

 

One of the EMCP mentioned that most ambulances they use have mechanical 

problems, with frequent breakdowns. This also becomes a safety concern; EMCP 

spend most of their day in an ambulance, thus operating a vehicle that they do not 

trust can be a source of frustration.  
 

… one more that causes stress, the department must stop buying these fake vehicles 

Iveco, that Iveco is fake, fake brand previously we used Mercedes Benz and Krafter, 

those were perfect vehicles. If you can check now, the current one I’m driving is 35 000 

kms, but seyisikorokoro [isiZulu for worn and ragged], it’s been serviced more than five 

times, not only mine, almost for the whole base. [EMCP6-Group 1]. 

 

Furthermore, the EMCP suggests that the ambulances they drive are not suitable for 

the infrastructure in the areas they service. There is poor infrastructure in the informal 

settlements, with poor roads that are inaccessible.  

 
We are using this MVs now, they are large, it’s like they are big [group agrees] Krafter, 

they are long as soon as you enter informal settlements those roads are very narrow 

you might drive maybe a kilometre too on that narrow road. How you get out, you have 

to reverse … it simple things that make it more stressful [EMCP1-Group 1]. 

 

When an accident occurs when driving on such a road, they have to contribute to fixing 

the vehicle if they are found to be at fault.  

 
You write a report, [someone says] they will suspend you, and they will see if they find 

you [guilty] and they charge you and you pay for the vehicle or if it was really not your 

fault then ... my friend someone paid close to 50 000 ZAR, they were deducting 3500 

ZAR monthly [Group Randomly talks-Group 1]. 

 

b) Shortage of advanced life supporter (ALS) practitioners  
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Some stations do not have ALS practitioners; therefore, the EMCP in the 

ambulance find themselves waiting for ALS who may be coming from other 

regions, they wait while they are confronted by critically ill or injured patients. In 

addition, when crews with limited training have patients that require treatment 

beyond their training level they find themselves in stressful situations. For example, 

in the following quote a manager was asked if there is an ALS practitioner at his 

station. He responded as follows:  

 
… we have one in Midrand plus or minus 12 (km) to our base … so we decided let’s 

put you guys at Midrand, if ever there is an accident on N1 [name of the busiest highway 

in Gauteng province], it will be easy to get to N1, to Ebony, Diepsloot, cause they are 

also responding to Alex, but we do have, we do, in Midrand we have 4 ALS and 1 hours 

back up [EMCPM2-Manager]. 

 

In the above case, the EMCPM and the district manager decided to place ALS “back 

up” at a central point where they would have access to various areas in order to 

support other stations. This means that after the crews have arrived on a scene with 

a critical patient, they have to wait up to an hour for assistance. This is due to a 

shortage of ALS practitioners who are ordinarily placed on every station. EMCP7 

below narrates their experience where a patient was died owing to inadequate 

resourcing.  

 
… the only back up was ECT she came but she did nothing to the patient, 15 min later 

the hospital (Hospital X) was on divert so we had to go to (Hospital Y) as soon as we 

arrived, I could see that the patient is no more … [EMCP7-Group 2]. 

 

There is not only a shortage of ALS practitioners, but sometimes a shortage of ILS 

practitioners as well. Thus, in an ambulance, there may be just two BLS EMCP, who 

may not be able to meet the patient’s clinical needs. The EMCP will know that they 

could have done better with assistance from more trained clinicians. This leads to 

stress from knowing they did not give the best help possible. Additionally, they may 

be questioned and reprimanded for undertreatment when they hand over to the 

hospital emergency department.  
… if you are both BLSs like she said, you get a patient like 80% burns, and they [BLSs] cannot 

put up a line BLS, so, now your response you must just quickly take the patient to hospital, 
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when you get there, you come across problem doctors, where they say this patient has been 

mismanaged … [EMCP12-Group 2]. 

 

 Conclusion on shortage of resources and advanced life support 
 
The shortage of EMCP registered under paramedic  and ECP register with the HPCSA 

results in stress for EMCP with fewer skills. This is because they are confronted by 

critical patients that they cannot manage, and there is no strategy to manage the stress 

brought about by this shortage of ANT- and ECP-registered EMCP. 

 

The shortage of essential resources such as the disposables needed for rendering 

emergency medical services is unnecessary and preventable. However, the 

organisation does not do enough to ensure these basic essentials are available. In 

that way, the organisation contributes to WRS. 

 

 Subtheme: Employee placement  
 
Employee placement is a vital component in any organisation. The relevant skills must 

be allocated to the location where there is need and demand. However, EMCP 

maintained that sometimes the GPG does not consider their needs when placing them.  

 
I think a big stressor is the placement thing, I’ve seen that, people who are applying to 

GPG are stressed about that placement process but then it’s also a thing of once you 

have been placed you are a lucky one and if you are placed in a station that is 

preferable to you, sometimes they can move you and then they say “but you are 

working for Gauteng EMS, so we can move you anywhere in Gauteng”, as mentioned 

that can cause financial stress, and other stress and everything … [EMCP21-Group 3]. 

 

There is a direct link between where the employee works and how they spend their 

money. EMCP17 alludes to this, as it has impacted on their budget and spending 

money in their household; furthermore, it affects relationships with colleagues. 
 

I think finance, sometimes you find some people stay a bit further I think that’s indirect 

affect how they behave at work. Let’s say I travel over 60 km a day, when I get to work 

I am tired. Two, I am frustrated I don’t even have enough finances, petrol money, for 

the whole Four days, it will affect the way I interact with my colleagues, it will affect the 

way I interact with patients, it will affect the way I execute my duties [EMC17-Group 3]. 
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As mentioned above, EMCP21 raises issues resulting from employee placement that 

does not support the employee's needs. EMCP21's statement highlights that newly 

qualified ECPs avoid applying for vacancies in the organisation because they fear they 

will be placed further away from their preferred locations. EMCP 17 adds that 

placement contributes to fatigue caused by driving to and from work and financial 

stress related to high fuel prices. This then affects work relations and the work itself. 

 
One of the interviewed managers mentioned that recently employees had been 

given an option to work closer to home. 

 
For now, I can say those who are being employed correctly there is support because 

they would ask you where do you reside, then they gonna place you next to your 

residential but currently those who were in the department [Who have been employed 

for a while] ehh you need to find someone who is gonna work, where you are 

working, like doing cross transfer … [EMCM3-Manager]. 

 

Conclusion on employee placement 
 
Some of the EMCP within the organisation are not given the privilege of choosing to 

relocate to stations closer to their homes. An EMCP’s work location may impact their 

financial status, fatigue and overall WRS. Currently, there is no tool available for 

actively trying to rectify or reduce stress caused by employee placement. 

 

 Remuneration and Performance Management and Development 
System (PMDS) 
 
 

GPG EMS has a programme whereby they monitor employee performance and 

encourage those that are performing well using financial incentives. While this has 

been a tool created with good intentions, it has resulted in stress for other employees 

who feel the tool is not employed fairly. 

 

One of the EMCP stated that they were involved in a physical fight with their manager 

over the PMDS.  
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I’ve had an incident where I had an encounter with my boss, an encounter that got 

physical … [EMCP5-Group 1]. 

 

The researcher asked EMCP5 what the reasons were for him getting physical with his 

manager. His response was the following: 

 
There is this money that we get, like usually every year, I don’t know why they froze 

[it], it called PMDS [Performance Management Development System], I was denied 

PMDS (Groups start making noise in agreement). People work up with ama-SMSs 

[Plural of Short Message Services – also referred to as cell phone text] of 6.7 [6700 

ZAR], 7.2 [7200 ZAR] others 6.5 [6500 ZAR]. Mina (isizulu for ‘I’) woke up with 700 

ZAR, I didn’t understand cause we work in pairs, if my partner gets it, but I don’t, it 

mean he is working and I am not … [EMCP5-Group 1]. 
 

There would appear to be a lack of understanding of the way in which the PMDS 

functions for EMCP. It is a system that has the potential to encourage EMCP. Also, it 

can bring positive energy into the workplace, but in this case, it brought stress for this 

EMCP, and possibly even the manager too could have been stressed, considering 

there was a physical fight.  

 
… there is this tool they call PMDS, somewhere somehow, maybe I am working with 

my colleague here, I am doing what I am expected to do, at the end of the year, they 

rate us, and then they rate me +/- 4, then we are doing the very same thing, then I will 

end up getting a PMDS but my colleague doesn’t get the PMDS it will end up putting 

him to be demoralised … [EMCP19-Group 3]. 

Conclusion on the PMDS 
 
While the study aimed at looking at the tools used to manage WRS, PMDS was 

available as a tool to motivate and encourage employees in the workplace, thereby 

creating a positive workplace, with the hope that it would reduce WRS. Based on this 

research, it might be effective in creating a positive workplace, and therefore reducing 

stress for some employees but not everyone. The way this tool is implemented seems 

not to have been effective in some cases. Some of the EMCP did not have clear 

understanding of the principles pertaining PMDS. Accordingly, when they do not get 

money without any explanation stress may be increased, and they believe the system 

is not transparent. This is made worse because it involves remuneration.  
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___________________________________________________________________ 
4.3.4 Theme four: Stress caused by workplace influences and strategies for 

mitigating it 

The EMCP spend a lot of time at work. Therefore, relationships have to be forged, 

which sometimes do not work as expected. Some causes of stress appeared to come 

from the workplace, such as relationships with the managers and sometimes with 

fellow EMCP. There is no specific mitigating tool designed to manage WRS for EMCP  

directed at this issue. 

 Subtheme: Lack of support from managers 

Lack of support is sometimes shown when, for example, a manager fails to support 

EMCP when they have personal restrictions that prevents them from attending to 

certain employment obligations. For example, EMCP7’s professional drivers permit 

expired but could not be renewed because s/he was attending work training. His/her 

manager subsequently decided to suspend him/her. In this case, the EMCP expect 

some level of understanding since training is an operational obligation.  

I was at school by that time, my PDP expired when I was at school, and I got suspended. For 

few days but thanks to HR it did go through, but the manager did everything possible that I 

get suspended [EMCP7-Group 2]. 

our manager was not supportive, [be]cause he called me and said come to work. I said “my 

doctor said I must take these days” and he said “No its too much, you must come to work 

now” [EMCP4-Group 1]. 

In the above case, an EMCP was sick with Covid-19, resulting in a shortage of 

operational staff. Nevertheless, the manager forced her to come to work even though 

not cleared by the doctor. 

Another EMCP expressed lack of support from his/her line manager, such that the 

EMCP felt that managers were not capable of supporting them, i.e., they generally 

lacked empathy. In contrast, such a statement cannot be substantiated; it appears that 

is arose from a place of concern and frustration resulting from a lack of existing 

support.  
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They don’t support, they also support you if you do certain things for them, but I don’t think 

they are capable of supporting us as crew members. We can blame them and say they don’t 

support us, but they are not capable [EMCP12-Group 2]. 

On the contrary, one of the managers stated that the organisation had encouraged its 

employees to bring up issues, suggesting that they could offer the necessary support 

when needed. 

Okay first I do the parades in the morning with the guys, that they’re aware I tell the guys from 

the start (that) we have an “open door policy” okay if there is any problems if there is any 

issues ehh they are more than welcome to talk to the supervisor and they are welcome to 

come and talk to me [EMCPM-1Manager]. 

Furthermore, EMCPM1 stated how they prioritise EMCP as they are the critical 

component of the organisation.  

When it comes to my personnel (EMCP) those are my people, those are the first responders, 

those are the guys that’s gonna do the work at the end of the day, ok so … it’s very important 

for me to ensure that they are okay [EMCPM1-Manager]. 

Another manager, EMCPM2, also reflected on the support they offer to EMCP, 

confirming what EMCM1 stated, that they are always open for EMCP to bring their 

challenges to them, and reflected on how they identify EMCP who are struggling and 

attempt to find a solution.  

Let’s say for example I have employee one has stress problems and I pick up the problem 

and I identify the problem, or I want to refer a person or he or she approaches me, right, Now 

where we are at as managers right, we usually have to… find out what is the problem from 

the person right, and as a manager remember you also have to advice people [EMCPM2-

Manager]. 

Since the sample was not taken from the same station, managers are likely to express 

what they do in their respective stations, and EMCP will express how they feel they 

are treated in their stations by their managers. Nevertheless, both EMCP and 

managers contributed information about the absence or presence of support. 
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 Tension between EMCP and between EMCP and managers 

Sometimes the tension between managers and EMCP hinders communication that 

may be important in the improvement of the services they offer. In answer to a question 

about whether the manager was there to listen and/or discuss clinical cases with 

EMCP, the EMCP responded with the statement below.  

Sitting here with maybe our managers, you know you gonna fight, we gonna fight 

[EMCP11-Group 2]. 

This is a clear reflection of tensions between managers and EMCP, which may be 

reflected in the source of WRS. 

I’ve had an incident where I had an encounter with my boss, an encounter that got 

physical [EMCP5-Group 1]. 

The EMCP above disagreed with his line manager when they were rated poorly for 

the PMDS. This affected the employee’s bonus in comparison to his/her colleagues. 

This resulted in tension which degenerated into a physical fight between the EMCP 

and his/her manager. 

 

I called him to my office and sat down with him and I said look, I have these problems 

with you, ehh, what is the reason? And the guy started talking, eventually he started 

talking ehh cause I said to him, I don’t want to work that way I liked everybody to be 

happy at work, I can see you not happy ...  he actually felt, like everyone was pushing 

him out, he did not feel (like he was) part of the team [EMCPM1-Manager]. 

Background on EMCPM1’s account, there was manager had a new employee from a 

different geographical area, with a different culture and background from the rest of 

the team, such that this was affecting the EMCP’s performance while at work; they felt 

isolated and did not get along with the partners they were working with. This is 

evidence that fellow EMCP can also cause some level of stress while at work.  

 Mitigating strategies for stress caused by the workplace  
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4.3.4.3.1 Management style as a mitigation strategy  

There was an indication that managers try to monitor EMCP’s wellbeing. If they notice 

they are not in a good state, they will meet with them, ascertain their mental wellbeing, 

and in some cases suggest strategies to assist in reducing stress while at work. 

However, this depended on the manager’s management style.  

… you have to put yourself in the shoes in the shoes of the people in that level, so that 

you can identify the problems and come with possible solutions … [EMCPM2-

Manager]. 

It is an EMCPM’s duty to draw up the crew or team rosters for EMCP for operations. 

EMCPM1 mentioned that they sometimes noticed certain EMCP struggling to work 

together, and would then need to find a suitable alternative co-worker to support the 

crew's productivity. This alleviated stress on the crew member who might have been 

suffering from working with an incompatible partner. Additionally, EMCP3 mentioned 

that they avoid female crewing because it increases vulnerability, increasing the 

potential of exposure to crime; preferring to pair a male and a female, hoping that such 

crewing will reduce the chances of contact crime. This management style appears to 

a) have a synergistic effect with the crew, b) reduce the vulnerably of female crew 

members to contact crime, c) reduce vulnerability overall, d) reduce stress while crew 

attend to cases. 

Also balancing the gender aah due to safety, because I do not prefer both females to 

work in an ambulance … [EMCPM3-Manager]. 

… what I would do in a case like that or what I did on this guy’s case I paired him with 

a someone … not one of the guys that will be as hard on him … [EMCPM1-Manager]. 

When interviewing EMCPM it became apparent that they had different approaches to 

how they deal with WRS. At the start of a shift, one of the managers said they would 

use the shift-change handover as a brief meeting. Such meetings are referred to as 

morning parades. EMCP use these briefs as an opportunity to communicate with the 

EMCP. They also share important information about the organisation that affects 

operations and try to find mitigating strategies for the known challenges that arise 

during day-to-day operations. 
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… parades in the morning with the guys, that they’re aware I tell the guys from the start 

(that) we have an “open door policy” … and they are welcome to come and talk to me, 

I will monitor their work progress see how they are progressing … [EMCP1-Manager]. 

Managers played a significant role in reducing or managing WRS for EMCP. It 

appeared that they believed their strategies had a positive note impact on the 

reduction of stress. 

 

4.3.4.3.2 Tools offered by the organisation through the Employee Wellness 
Programme (EWP) 

 
According to the managers, there is a programme that offers services that assist in 

wellness for employees within the organisation. Each manager referred to the 

programme by a different name, but the benefits were the same.  

 

This programme is used as a primary source of employee wellness in the workplace. 

In the interviews with the managers, it was common knowledge that such a 

programme existed. However, there was no consistency in what the programme is 

referred to as. 

 

• EMCPM1 Manager – Employee Wellness Programme 

• EMCPM2 Manager – Employee Assistance Programme 

• EMCPM3 Manager – Wellness Employment Centre 

 

While EMCPM3 called it a Wellness Employment Centre, the other managers said it 

was operated at Head Office. However, in essence, they all suggest a service that is 

available to EMCP. 

 
tools to reduce WRS are generally introduced during induction when the employees 

join the organisation. Since 2018, the Wellness Programme team has given a 

presentation to new members during the induction week. This was, however, disrupted 

during the Covid-19 pandemic, since indoor gatherings were not permitted, which 

meant that the newer members were not introduced to this strategy. Apart from the 

group that was affected by the Covid-19 pandemic, some members were not informed 
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about this strategy, especially those that were employed prior to 2018, although they 

may be aware of some components, as outlined in the following quotes: 

 
When you start, on your induction they will introduce you to the chaplain [EMCP8-

Group 2]. 

 

When they are employed, they go through induction, so through induction they get 

introduced to this employment wellness centre, that is available in the department 

[EMCPM3-Manager]. 

 

I still remember they introduced themselves in my induction, they mentioned a point, 

they said after more than 90 days, they will go to each and every base and check if we 

are still ok … [EMCP19-Group 3]. 

 

Some EMCP had knowledge of the EWP, while others only reflected on the 

chaplaincy. This is seen as a first step in implementation. 
 

 
4.3.4.3.3 Activation of employee wellness initiative  

 

There are three ways in which the employee wellness initiative is activated: 

• Self-activation 

• By the supervisor 

• By the manager 

 

The first contact will be with the chaplaincy service; they evaluate and assess how 

much they can offer in the situation and offer counselling. Some of the participants 

mentioned that the chaplains are generally religious and that their services are 

Christian based. If chaplains feel their intervention is not effective, they refer the EMCP 

on to a psychologist or even a psychiatrist. This is done in consultation with the EMCP 

involved. If the EMCP agrees, a further referral is offered. Neither the psychiatrist nor 

the psychologists are part of GPG EMS; they are instead part of GPG Health. If the 

EMCP does not feel comfortable using GPG systems, they can consult their own 

practitioner.  

 
Firstly, you communicate whatever issue you have with your immediate supervisor, 

and then they contact the chaplain services, and then the chaplain will come over and 
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talk to you, and then if it’s something that can just end on that level, then it ends there, 

but they keep on following up, and then sometimes you can ask, or give consent that 

they relay the matter to somebody higher, more professional. I am not saying that the 

chaplains are not professional. Like, qualified psychologist that more about it 

[EMCP17-Group 3]. 

 

The EWP assists EMCP in various situations and is not just limited to work-related 

matters. It extends its services to issues concerning staff members’ families. 

EMCPM2, one of the managers, mentioned three services. 

• Assistance for family members who need mental health support 

• Assistance with domestic disputes 

• Extramural activities such as sports days 

 
… they cover everything, we were informed that no matter its [sic] not work related you 

can … let’s say for an example you have a younger brother now he is being introduced 

to drugs actually they can assist [sic], to get the facility for the personnel, but remember 

it’s not at work, his set up is gonna be different but they can assist for free, so its open 

for everyone, for any kind, it marriage, it financial, work related all those they do.. yah 

assist … [EMCPM2-Manager]. 

 
4.3.4.3.4 Chaplaincy 

The first line for EWP is the chaplains. All issues that EMCP have that affect mental 

wellbeing in the workplace are referred to the chaplains. Although they also offer 

counselling, they recommend referral to a psychologist or psychiatrist if the 

problem is complex. The psychologist and psychiatrist are not part of GPG EMS 

but rather part of the department of health, under which GPG EMS falls. 

When the EMCP start with the organisation, they are introduced to the chaplaincy. 

This is done to equip them with the tools to manage WRS in the workplace as part 

of the induction package. 

 
EMCP7: Yes, that’s where you find the chaplain and they can organise you counselling 

and staff. That’s where they will educate you about safety and what SHE program, 

safety and awareness at work. [EMCP7-Group 2] 
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… they immediately send a chaplain to you … to communicate with the personnel and 

the manager with Midrand … hhee just at moment you log a complaint or a query they 

send a chaplain immediately … [EMCPM2-Manager]. 

Chaplains are a team and form part of the EWP programme. They are the first point 

of contact for EMCP in accessing any EWP programme. Based on the data provided 

they also offer training about safety, health and the environment in the workplace, and 

other mental health-related issues in the workplace. 

4.3.4.3.5 Challenges with chaplaincy 
 

Some EMCP felt that the chaplaincy did not provide for religious beliefs other than 

Christianity. They stated that the chaplains are mostly Christians, and they offer 

Christian-based measures for managing WRS like prayer and bible-based motivation, 

which was not necessarily what they needed. Therefore, while some EMCP may be 

comfortable with a Christian approach, others may not be. Below are some examples 

of the responses given by EMCP when asked what a chaplain is. 

 
I can say ... they are a religious group, they first get to know you, they ask questions, 

they wanna know what you believe in your spiritual life ... [EMCP5 Group-1]. 

 

On the chaplain it’s a religious belief they only focus, while here we are diverse, if you 

come to me, and you preach to me about the Gospel, Jesus Christ, and you find that I 

am a non-believer, that one, I will not even listen to you, what you are trying to say to 

me, already you have mentioned something I do not believe in, that’s why I say it’s a 

none … [EMCP9-Group 2]. 

 
But there is a lady I am currently working with. She was once gun pointed and all that 

they robbed them, drove them with an ambulance, dumped them somewhere, then she 

reported at work, they called chaplain, the only counselling chaplain gave was just 

praying for them ... [EMCP2-Group 1]. 

 

In addition, one EMCP suggested that they do not trust the confidentiality of the 

process. They stated that sometimes what they communicated to the chaplains is then 

told to other stations. Moreover, some fear that their issues could be communicated 

to other managers or supervisors without their permission. 
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It is underutilised I think the issue it’s the trust in this whole process, we do not trust the 

process that … At some point I wanted to get counselling and whatever, the process 

that was used I wasn’t happy with it I wasn’t even sure that whatever that I am going 

to talk about is going to stay there… and then the other thing is our managers, our 

supervisors we do not trust them, and this process has to go through them that’s why 

we do not use this process … there is a lot of power abuse … there is no 

professionalism that’s the other thing … That’s why we don’t even use them [EMCP17-

Group 3]. 

 

It is worth noting that the activation of services by EMCP9-Group 2 and [EMCP2-Group 1 

was done mainly when there were critical incidents; cases that were considered minor 

resulted in no activation. Some incidents that are deemed not to be critical may be 

overlooked, while seeking help can be of benefit. 

 
… I do know that GPG does have chaplaincy service. I think that can be a first step for 

a lot of people, but from what I have seen, that service is underutilised, and it is a thing 

of a lot of people just think that “ok no its fine”. “It’s nothing, let’s just move on” or 

whatever and they don’t realise that that has caused a form of PTSD, or can develop 

to PTSD that traumatic experience, and even though the service is there it is offered, I 

feel like it is underutilised … [EMCP21-Group 3]. 

 

Apart from those services mentioned above, some EMCP mentioned other services 

offered by the EWP:  

• Financial advice 

• Immediate family assistance with mental wellness in crises 

• Team building activities 

 

 

Conclusion: Tools offered by the organisation through the EWP 
 
The EWP was introduced during induction for some, while other employees seemed 

only to remember the chaplaincy component of this tool. Hence, its implementation 

has a lot of loopholes. Nevertheless, this reflects the organisation’s intention to reduce 

WRS. In this instance, the organisation acts before WRS occurs. 
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4.3.4.3.6 Summary of themes  
 
This study identified the tools available to manage WRS after first having explored the 

causes of stress. The researcher also assessed whether each cause of stress 

identified was aligned with a tool used by the organisation or employees to manage 

WRS. Figure 5 presents the causes of WRS and the themes identified in the form of 

a triangle. 

 

Figure 5: Detailed theme triangle 

 

 

 

Four sources of stress were identified for EMCP: 

1. Organisational stress 

2. Workplace stress 

3. Community-based stress 

4. Clinical stress 
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The sources of organisational stress and workplace stress are pressures that the 

organisation has control over and require certain action on the part of the organisation. 

On the other hand, community-based stress and clinical stress are stresses that the 

organisation can react to. Nevertheless, owing to the fluidity of the community's 

behaviour and the variety of patient presentations, the organisation can merely 

anticipate and react to these stresses.  

Organisational tools to reduce WRS 

A. Management style 
B. Employee Wellness Programme (EWP) 

• Chaplaincy 

• Psychologist 

• Psychiatrist  

Tools to reduce community-based stress 

A. South African Police Service 

B. Community Policing Forum 

C. Safe meeting point with patients 

Tools to reduce clinical work-related stress (WRS) 

A. Inhouse training facility  

B. Formal and informal debriefing 

C. Presence of advanced life support (ALS) personnel 

 

4.3.5 Impact of the WRS support strategies 
 

This section answers the third research question: “What impact do WRS support 

strategies have on the EMCP”. The data collected indicates that there is stress that 

the organisation may have direct or indirect control over. The organisation does not 

intentionally create stress for EMCP, but as they strive for service delivery stress is 

unintendedly produced. This stress can only be reduced by action from the 
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In the case above, EMCP 5 explains their encounter with the EWP – chaplaincy. 

Based on the account, chaplains were present within the organisation, and they 

offered mediation. In addition, they escalated the matter for better continuity of care. 

This case reflects that the tool is used for its intended purpose and has a direct impact 

when dealing with WRS. 
 

Like I said I feel like the chaplaincy service is an important factor, as a gate way to 

further help especially when it comes to the violence and stuff, to have someone to talk 

to, as EMCP19 mentioned, the psychologist and everything, the chaplaincy service 

could refer you for that, and for any stressful situation [EMCP21-Group 3]. 

 

The end user for the services such as chaplaincy is the EMCP. The statement above 

reflects their account, and they seem to view chaplaincy as an important component 

of stress-reducing strategies for the organisation. These findings suggest that the 

chaplaincy has a positive impact as a stress reduction strategy, and it does provide 

the relief it was designed for.  

 

4.3.5.1.1 Impact of managers in WRS management 
One of the managers stated that they offered counselling to the EMCP they led and 

that they had done training previously. This manager tool involved counselling the 

EMCP at the station in order to reduce WRS for the EMCP.  
Alright, first, I will have some counselling with them… [EMCPM1-Manager] 

 

While counselling was one of the tools for managing WRS, it was also important to 

understand whether this tool was having any effect in the management of WRS. Below 

is a reflection by an EMCP based on their experience: 

 
It’s because [I] felt better personally, ‘cause I was able to talk to someone and really 

explained how I feel. Without being judged. The other station managers of course they 

gonna listen but in the end they gonna side with the colleague … [EMCP5-Group 1]. 

 

The EMCP above expressed a possibility of the managers being biased and siding 

with other managers if they are called on as counsellors, suggesting this may lead the 

EMCP who is being counselled to not receiving quality counselling. Furthermore, 

managers were considered not to be the right personnel to reduce stress for EMCP. 

The other issues mentioned were lack of trust and confidence which affected 
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confidentiality. In contrast, having external personnel like a psychologist was viewed 

by EMCP as a better option when dealing with WRS. Having a psychologist appeared 

to be effective and had a direct positive impact because they offered unbiased 

assistance, and also there was comfort in catharsis with a person who is not part of 

the organisation.  
 

… so this one [psychologist] the counsellor neutral position [sic], they are not in a 

position to choose sides, I was happy [be]cause I was able to offload anything without 

being able to hold back or think what the next person is gonna say… [EMCP5-Group 

1]. 

The manager as counsellor was mentioned by some of the managers but did not 

appear as one of the tools mentioned by the EMCP in any of the groups. There are 

many reasons for this: the EMCP–manager relationship may not allow the freedom to 

talk freely, and managers represent the employer. In addition, in cases where an 

EMCP believes the stress emanates from the employer, talking to the manager may 

not reduce the stress.  

 

4.3.5.1.2 Management strategy for dealing with a shortage of equipment  
 
A shortage of equipment was identified as one of the causes of WRS for EMCP. The 

company has a system whereby stations are audited by a quality assurance team 

which checks for the compliance of the ambulance station with many aspects. They 

audit the state in which the station is run, including but not limited to the equipment in 

the storeroom and the ambulances. EMCP 11 gives an account of how this system is 

of benefit in ensuring equipment is ordered: 

 
… regarding the quality assurance … since they came there is a little bit of 

improvement. Regarding the equipment-wise [sic]. Because they will ask why do we 

have a sharps container that is full. Then the manager will insist to get new sharps 

containers … the managers work under pressure if they know that those guys are 

coming … [EMCP 11-Group 2] 

 

It would appear from this strategy that the organisation is aware of the shortfalls in the 

way the stations are run, including the shortages of some equipment, and they then 

have a team that monitors the performance of managers and how they stock up. In 

that way, monitoring the managers seem to be productive in improving the supply of 





 

 74 

was no or limited security for them while at work, and they had no voice in deciding 

whether to service a case that might be dangerous for them. Furthermore, the strategy 

in place seemed to be unreliable. 

 
… there is no security we are forced to do these calls on our own, only when encounter 

a situation and they tell us to notify our dispatcher and at that time the response time 

of the police is gonna take some time… …crews were assaulted now it was said that, 

for each and every call [In locations that are known to be dangerous] especially at night, 

there is gonna be a police escort … [Group 2-EMCP12]. 

 

The statement above reflects on the reactional structure of managing challenges that 

can be anticipated. The reactionary approach seems not to be contributing as an 

effective strategy to reduce stress. Some EMCP have no confidence in this 

arrangement: 

 
… where there is a mob, there is [sic] always threats to the ambulance personnel, 

luckily in most cases you find that there is one van of police there at least who will 

escort you, and make the scene safe because remember if the scene is not safe, I 

cannot work, that’s the rule … [Group 3-EMCP18]. 

 

In this case, the presence of SAPS on scene before the ambulance is seen as a 

contributor to a feeling of safety for EMCP; therefore, the presence of SAPS is seen 

as positively contributing to reducing WRS.  

 
... every time they get a call, they first go to the police station and wait there for an hour 

or two for there is not enough vans to escort them ... The police are not protecting us. 

The company is not protecting us … [Group 2 EMCP12]. 

 

One of the concerns about requesting support from the SAPS was the delayed arrival 

on scene, this meant there was the imminent danger that they remained vulnerable. 

In such cases this strategy might not achieve its intended purpose.  

 
… we called the police it was around 18h00 afternoon, the police said they were busy 

with the parade and changing of shift, so we waited there for about 2 hours in that 

hostage until the police came … [Group 2-EMCP10]. 
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critical injuries leave both clinicians and patients vulnerable, with the clinician having 

the patient’s best interests at heart, only to be limited by their abilities. 

 

Stress resulting from complicated clinical cases, such as in this case, is not well 

managed. The shortage of highly skilled clinicians in this case is evident.  

 
… back up ECP, ANT, the only back up was ECT she came but she did nothing to the 

patient, 15 min late the hospital (name withheld) was on divert so we had to go to (name 

withheld) as soon as we arrived, I could see that the patient is no more, but the doctors 

tried their best, but he didn’t survive … [Group 2-EMCP7]. 

 

Further to the above, one of the EMCP stated that there are few instances where back-

up from clinicians with advanced skill level is available. Therefore, based on the above 

the EMCP feels they are not supported by the organisation. In this case this tool is 

seen as under implemented, and its absence does the opposite of reducing stress. 

The impact, therefore, is seen as negative. EMCP 1 below suggests that it appeared 

to be worsening and now there are fewer clinicians with advanced skills. 

 
… it’s worse … everything was perfect … you would get back up even without asking 

requesting, but … all these other bases, you will go to a call and your request back up, 

you will even end up driving “scoop and go” Back up will never arrive ... [Group 1 

EMCP1]. 

4.3.5.3.2 Impact of debriefing in reducing stress  
 
In all groups there was knowledge of the tool referred to as debriefing. Some clinicians 

felt that this tool was effective, for example: 

 
… our debriefing [sic] we would talk about the roles … we even rehearse those specific 

roles … as a shift we improved and it was also easier for us to work with other services 

… it improve [sic] even the confidence of colleagues on scene, it improved everybody’s 

behaviour around those kind of situations [Group 3 EMCP17]. 

 

Debriefing in this group was positively reflected as an effective tool. The participants 

clearly stated that it improved confidence in their clinical roles and improved their 

understanding of their role. This tool was not only effective in reducing clinical based 
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WRS, but it also improved clinical practice. Debriefing also supports the core function 

of EMS in managing patients. 

 
... those little debriefing sessions are the one that are helping us. So, it’s a matter of 

when you are in school, and you can see things differently [In this case EMCP 2 was 

stating that the sessions that they have, chatting with their partners about cases after 

completions, assisted in improving clinical management of patients and, the EMCP 

further compared such sessions to being at an EMS training collage] [Group 2- EMCP 

9]. 

 

There are two matters that were highlighted in the above quote, one being debriefing 

and the other being the internal training college (referred to above as “school”). The 

internal training college offers educational improvement and debriefing, thus assisting 

with the clinical management of cases. Therefore, debriefing does appear to be 

reflected in a positive manner.  

 

 Conclusion 
 

Most of the tools or strategies in place to manage WRS had some positive impact. 

EMCP in this study expressed that tools that are designed to reduce stress that 

emanates from the organisation had a positive impact, although there was some 

dissatisfaction with certain strategies.  

 

Moreover, the WRS reducing strategies were identified as needing improvement. 

There were cases where some WRS was not addressed due to omission or lack of 

identification of stress or oversight by either EMCP, supervisors or managers. It 

seemed like some tools were not in place, like when EMCP were dissatisfied with 

remuneration, or a lack of quality of resources. Limited tools were available that were 

designed to manage the stress resulting from these challenges. one of the groups 

mentioned a quality assurance team; however, this was not mentioned in the other 

groups. It also seemed like the quality assurance audit was not applied consistently 

within the organisation. Whatever the case, as a strategy it could not be evaluated and 

its impact in this case could therefore not be observed. 
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Like the stress that emanates from clinically challenging cases, the tools have some 

positive aspects, but may benefit from improvement too. Debriefing had a positive 

impact but may need to address a few issues regarding the quality of its delivery. 

Additionally, with regard to the WRS resulting from clinical cases, the presence of ALS 

had a positive impact, but there is a national shortage of ALS which is also evident 

within the organisation – this needs to be addressed. Regarding stress that results 

from the community they serve, GPG EMS cannot control the community nor their can 

they control its behaviour, but they can put systems in place to protect employees 

while at work, in that way reducing WRS. While there were some systems in place, 

their impact was not significant. Therefore, this area needs special attention to make 

it effective and significant. 
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5. CHAPTER FIVE: DISCUSSION, RECOMMENDATIONS 

AND CONCLUSION 
 
5.1 Introduction 
 
This research sought to understand the strategies that were in place to support 

emergency medical care personnel (EMCP) when experiencing work-related stress 

(WRS), how such strategies are implemented, and the impact these strategies have 

on reducing the WRS in EMCP. In this chapter, the key findings will be discussed. 

While conducting the research it became apparent that in order to answer the research 

question explicit knowledge of the causes of stress was required.  

 

5.2 Clinical based WRS and related mitigation strategies 
 

The EMCP in this study mentioned that they experience high call volumes. These 

overwhelm EMCP which increases WRS. In other studies, high call volumes have 

been cited as a common cause of stress. Moreover, this issue is known to cause 

fatigue and has other psychosocial implications. High call volumes have been credited 

to understaffing in many instances (Paterson, Sofianopoulos and Williams 2014; 

Kokoroko and Sanda 2019).  

 

EMCP are frequently confronted with clinically challenging incidents, and such 

incidences increase when mental health disorders are present (Loef et al. 2021). 

Furthermore, an increase in the frequency of exposure to challenging incidents is 

associated with reduced recovery time post incident. Additionally, this has been 

reported as common among EMCP and is associated with psychopathology 

(Alexander and Klein 2001). Training that is designed to enhance clinical knowledge 

is one of the known mitigating strategies for reducing stress (Groombridge et al. 2021), 

however many clinicians recommend a need by the employer to put more effort into 

making such training more accessible. 

 

Furthermore, EMCP have no choice as to when their meal break will be. Lack of meal 

breaks has been reported previously in EMS, and has been identified as a cause of 

stress for EMCP (Mahony 2001). Lack of meal breaks contributes to fatigue, and 
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consequently poor decision-making (Lawn et al. 2020). Managers in this study viewed 

EMCP as essential services that are required by the community, which translates to a 

burden of being always available, such that meal breaks are ignored. However, while 

the importance of EMCP is notable, there is a need for them to have meal breaks even 

when there is a high workload (Witkin and Litt 2018). Having meal breaks has been 

seen to improve service efficiency and overall performance (Allan et al. 2019). Policy 

changes have been recommended that grant EMCP designated periods to take 

mandatory rest breaks and meal breaks (Min et al. 2020). 

 

Recent publications affirm that increased workload can lead to stress (Prottengeier et 

al. 2019), which has been credited to a “lack of job autonomy”. Lack of job autonomy 

occurs when employees do not have control over their responsibilities or lack the 

independence to make decisions on their employment responsibilities (Lawn et al. 

2020). This seems to fit what the EMCP go through. This study found that EMCP are 

informed that many cases are pending as soon as they start their shift, which is beyond 

the EMCP’s control. Mathangi (2017) suggests that the lack of significant job 

autonomy is associated with low productivity and a reduction in job quality. This means 

lack of autonomy can prevent the best clinical outcomes from being achieved. 

 

While clinically based WRS accompanies high call volumes, the types of call may also 

affect stress, sometimes influenced by the clinician’s level of training and experience 

(Perona, Rahman and O'Meara 2019). Perona, Rahman and O'Meara (2019) 

emphasise that some clinicians may experience increased cognitive load if they have 

cases that they do not know how to handle, resulting in fatigue and medical errors. 

 

There are different levels of EMCP competencies in South Africa. As a result, the 

EMCP with fewer skills find themselves having to manage cases that are complex and 

require advanced skill levels. This was highlighted during the interviews, as seen in 

Chapter 3. This has the potential to be detrimental to the patients and can result in 

stress for EMCP. These findings are consistent with the results of a recent literature 

review, which concluded that clinical-based stress is a common experience among 

EMCP. This is more prominent when EMCP are tasked with cases that are beyond 

their scope of practice. Such cases cause distress owing to the inability to render the 

emergency care assistance needed by the patient (Lawn et al. 2020).  
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 Mitigating strategy for clinical-based work-related stress: high call 
volumes 
 

This research found no strategies focused on assisting EMCP to deal with the stress 

resulting from high call volumes. At times, EMCP had to negotiate with dispatchers as 

to whether or not they would get a meal break. There was evidence to show that 

reflected there was no standard practice regarding meal breaks. Hence, rest breaks 

could be a possible strategy for allowing recovery from day-to-day WRS. Allowing and 

recognising rest breaks may reduce fatigue while at work, as having standard 

scheduled meal breaks has been identified as improving healthcare worker well-being 

and workplace productivity (Wendsche et al. 2017). 

 

The EMS organisation should employ fatigue management systems that strategically 

reduce risk, eliminate errors, produce better patient management and improve EMCP 

well-being (Ramey et al. 2019). Other EMS organisations have policies in place to 

manage fatigue; these policies include 

• fatigue and sleep scales used by EMCP to assess their level of fatigue 

(Garrubba and Joseps 2019) 

• allowing EMCP to have proper meal, bathroom and rest breaks (Jacobs et al. 

2017) 

• line managers ensuring that EMCP are trained and that they understand and 

are aware of fatigue management 

• reporting and documenting all fatigue risk incidents and encouraging a culture 

of fatigue risk management (Health 2021). 

While these strategies may be in place in some organisations, there have been reports 

of these mitigating strategies being based on little or no evidence (Patterson et al. 

2018). Nevertheless, this means other organisations have identified fatigue as a 

challenge and have tools in place to manage it. However, it is worth noting that these 

organisations are based in developed nations and that the GPG EMS is located in a 

developing country. In any case, this reflects a need to design evidence-based 

strategies that will the fit needs of EMCP employed by the GPG. 
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One of the primary conditions of employment in South Africa as stated Basic 

Conditions of Employment Act 95 of 1997 states that “an employer must give an 

employee who works continuously for more than five hours a meal interval of at least 

one continuous hour” (Government 1997). One of the managers who was interviewed 

(see Chapter 4) suggested that there is no structure allowing time for breaks, nor is 

break time recognised in GPG EMS. There is therefore a need to develop policies that 

are in line with the Basic Conditions of Employment Act, 1997. The lack of mitigating 

strategies for managing how EMCP feel about the lack of support they experience 

concerning high call volumes is a concern as this leads to fatigue. 

 

5.2.2 Clinically based work-related stress: types of call 
 

All EMCP experience clinical-based stress on occasion, as was expressed during the 

interviews. This was credited to the severity of calls they are confronted with. However, 

some like basic ambulance assistants (BAAs) and ambulance emergency assistants 

(AEAs) were more vulnerable to such stress owing to the lower skill set they possess 

compared to the EMCP who are ALS providers (Tiwari et al. 2021). Therefore, an 

organisation with different EMCP clinical levels of practice should consider supporting 

all EMCP, with more focus to those who are more prone to experiencing stress from 

clinical exposure (Elder et al. 2020). It has been reported that employees with less 

stressful employment responsibilities have significantly better health, while those with 

stressful types of workload suffer from multiple health condition (Parslow et al. 2004). 

This reflects on the possible benefits of having good WRS mitigating strategies.  

 

Furthermore, in the face of challenging calls, it is common for EMCP to feel ill-prepared 

to deal with these challenges; as much as such working conditions are well 

documented and expected within the industry, there is lack of well-developed tools to 

manage this type of stress (Zana 2019b). 

 

During the interviews, the experience of stress resulting from exposure to critical cases 

was reported. This was expressed by EMCP who were not ALS trained. While that 

was mentioned, the organisation has tools in place to manage clinical-based WRS. 

This finding is consistent with research in other parts of the world; in Sweden, 
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prehospital EMCP mentioned they were confronted by clinical-based WRS owing to 

types of call they attend to,  such that they felt they were personal shortcomings in 

their management of critical patients (Bohström, Carlström and Sjöström 2017). At 

GPG EMS, there is an internal college where EMCP can be trained in new skills and 

new qualifications, as well as refresh their cognitive knowledge of old skills. This was 

stated by one of the managers and confirmed by operational EMCP. This tool was 

having a positive impact on EMCP and they were able to be apprised of new guidelines 

and improve the knowledge they had before by doing “refresher classes”. Employees 

who work in highly stressful environments benefit from cognitive training and refresher 

classes at work. This reduces stress with regard to their responsibilities and also 

cements knowledge of standard operational procedure (Kluge et al. 2019). 

 

One of the tools that were identified that reduce stress for EMCP who have a 

qualification such as BLS and AEA is the presence of ALS paramedics or emergency 

care practitioners. This finding is consistent with a finding made by Delorenzo et al. 

(2018) where the presence of ALS was seen to improve patient care. While this finding 

does not mention a reduction in WRS, it is known that ALS personnel present 

improved clinical care, thus reducing clinical stress from lesser skilled clinicians. 

EMCP stated that ALS personnel presence in the GPG seemed to alleviate a lot of 

clinical stress. This was because the level of training and broad skill set of this group 

of practitioners brings about improvement in the clinical management of patients 

(Hubner et al. 2017).  

 

Moreover, there is a clear shortage of ALS providers nationally. This is seen in Table 
6, which indicates that, in December 2020, there were 29 458 BAA and 11 333 AEA 

nationally, compared to a total of 3427 ALS providers (i.e. a ratio of 11.9 non-ALS 

providers to one ALS provider). Highly trained paramedics such as ALS can be of 

great benefit to an EMS System (Woodall et al. 2007).  Furthermore, in addition to 

ALS being of benefit to the healthcare system, their presence in the management of 

patients is associated with positive neurological outcomes in critical patients, as well 

as in resuscitation (Naito et al. 2020). 
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Table 6: Clinical level, education and number of clinicians by the HPCSA: December 2020 

 
 
A relationship exists between knowledge of technical skills during the management of 

critical patients and stress; clinicians with fewer technical skills tend to be more 

stressed and gain confidence from the leadership of clinicians with more technical 

skills (Krage et al. 2017). This seems to be in line with findings in this research that 

non-ALS providers experience stress in the absence of clinical support. 

 

Table 6 presents a list of EMCP registered by the HPCSA as of December 2020. The 

table represents South Africa and not just the EMCP employed by the GPG. From the 

table, there is clear evidence of limited ALS EMCP compared to other EMCP. 

However, it is worth noting that ECPs are very limited, with only 821 listed, while there 

is a large supply of BLS with 29 458 practitioners. This translates to a ratio of 1 ECP 

to 36 BAA. 

 

Based on the above information, it would appear that there is a limited supply of ECP. 

This creates a challenge, with EMCP in the ambulance requiring support from ECPs 

and ECPs not being there or available elsewhere. Extensive research has looked at 

the reasons for the shortage of ECPs; in general, most studies credit this to 

organisational stress. Furthermore, these stresses lead to the immigration of ECP and 

other ALS practitioners. This shortage of ECP frustrates the EMS system, leading to 

pressure on EMCP who are presented with critically ill or injured patients, and thus 

affecting the quality of EMS output (Hackland and Stein 2011; Govender et al. 2012; 

Gangaram 2017). 
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 Mitigating strategy for clinical-based work-related stress: 
debriefing  
 

This research identified that debriefing is used to destress after a challenging case 

and contributes to improving confidence among EMCP in their practice. The World 

Health Organisation defines debriefing as a process where a person or group formally 

review their performance after a particular event that may be critical or just an ordinary 

shift (Flin et al. 2009). Elsewhere, Maestre (2014) views debriefing as an activity that 

two or more people undertake to understand why actions were taken during a specific 

activity, as well as to describe the feelings experienced during the activity. Debriefing 

is ordinarily followed by strategies to change attitudes towards any challenges that 

might have been noted during the specific event (Oriot, Alinier and Alinier 2018). In 

addition, if the reflection is positive it is discussed, with such discussion being 

encouraging in future activities (Maestre et al. 2014). Debriefing is reported to enhance 

clinical knowledge and therefore improve clinical outcomes (Villani et al. 2021), as a 

result it enhances management by EMCP of cases that are deemed critical (Ugwu et 

al. 2020).  

 

Debriefing may be classified as either informal or formal debriefing. Informal debriefing 

is described as a conversation between ambulance crews when they complete a 

challenging case, and is also described as reflection on experiential learning (Werry 

2016). Informal debriefing could take place between two people or a group sharing 

information about the case at the station. A Swedish study agrees with this concept, 

such that the participants described it as a “healing ritual” (Bohström, Carlström and 

Sjöström 2017). In this study both types of debriefing are done, suggesting that this 

tool is accessible and is used by EMCP. However, there was no guidance or structure 

for these debriefing sessions, and they simply comprised general discussions. While 

such sessions are not structured, learning does occur during them. However, there is 

a lack of support from managers in that they do not provide the time and resources to 

support such debriefing sessions.  

 

Formal debriefing has more structure and specific targets, like a concept called TALK, 

which is a mnemonic for Target, Analysis, Learning points, Key points (Diaz-Navarro 
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et al. 2021). The TALK structure is designed for clinical debriefing and has a specific 

working framework. As a tool for formal debriefing, it is a means of encouraging patient 

safety that organisations can employ to influence work culture. Furthermore, Raemer 

et al. (2011) suggest that there is a structure for conducting debriefing sessions; they 

recommend that a debriefing session should be prepared around the following 

questions: 

• Who is conducting the session? 

• What method will be used? 

• When will it be conducted? 

• Where will it be conducted, with specific reference to the environment? 

• Why is the session conducted, and what theoretical framework will be used to 

support the content? 

Formal debriefing and informal debriefing are both beneficial and each have their 

advantages. In this study we discovered that both these methods are used to mitigate 

clinical stress. Discussing cases with colleagues socially does not equate to formal 

debriefing, however it can bring some “off-loading” (Oriot, Alinier and Alinier 2018). 

For example, a study conducted in Cape Town, South Africa, found that 45% of the 

participants stated that one of the tools they use to cope with WRS is to talk to fellow 

EMCP. This seemed to have a positive impact on managing emotions (Minnie, 

Goodman and Wallis 2015). While this is not a formal debriefing session, in this 

research we can say it does bring “clinical load shedding” since EMCP share the 

clinical load. However, it may not bring about the best clinical practice solutions, 

especially if participants’ level of clinical practice and knowledge is similar. Other 

studies agree that informal debriefing has a positive effect. Furthermore, informal 

debriefing is there right after the incident occurs; it is for this reason it is sometimes 

referred to as psychological first aid (Rodger and Atwal 2018). 

 

Formal debriefings should be conducted in a way that is not judgemental, shameful or 

blaming of the participants. Shaming techniques should not be used as they 

undermine any learning experience (Oriot, Alinier and Alinier 2018). One of the 

managers mentioned that an experienced ECP conducted a debriefing session with a 

newly qualified EMCP after the latter had had a case that had adverse events. By the 

end of the session the newly qualified EMCP was even more distressed as a result of 
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the judgemental nature of the session and had to seek the help of a mental health 

specialist. The debriefing sessions were more critical to the errors during patient care. 

There was no development, support or highlighting of the positives; as suggested 

above, it is crucial to have the right person with the required training conduct a 

debriefing session (Naidoo 2021). As much as a debriefing session may reduce WRS, 

it may result in precisely the opposite (Oriot, Alinier and Alinier 2018). This has been 

well highlighted in research into WRS, which indicates that criticism that is not 

constructive tends to increase WRS (Oriot, Alinier and Alinier 2018; Hoyt, Darabos 

and Llave 2021). ECPs are expected to have greater clinical knowledge as they attend 

universities and, for that reason, they are the ones who conduct debriefing sessions; 

additionally, they are expected to be trained to conduct debriefing session 

(Macfarlane, Loggerenberg and Kloeck 2005; Sobuwa and Christopher 2019) 

(Makkink and Dreyer 2021). Two issues emerged from this: the first is whether ECP 

need more on-the-job-training to provide debriefing sessions, and the second is who 

provides clinical support for ECP? While ECP are required to provide debriefing 

sessions, its emerged that they may be interrupted while the sessions are in progress 

in order to respond to cases. This suggests that there are no specific times allocated 

for debriefing, which may frustrate debriefing as a WRS mitigating tool. As it can be 

productive, it may benefit from having a set time for debriefing to be conducted (Burns 

2016; Chen and Arriaga 2021). Moreover, if the organisation allocates a specific time 

for debriefing, it may reflect keenness to enhance patient safety and employee 

wellness, with a positive reflection of organisational culture (Rodger and Atwal 2018).  

 

5.2.3 Recommendations for clinical-based work-related stress: high call 
volumes 

 
There is a need for the GPG to establish a policy that standardises meal breaks and 

rest breaks for EMS. Furthermore, there should be clear strategies for reducing fatigue 

in the presence of high call volumes. Based on the South African Basic Conditions of 

Employment Act, EMCP should have two breaks during a 12-hour shift. Additionally, 

more resources should be made available to service a large population such as 

Johannesburg, thus reducing the pressure on EMCP. 
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5.2.4 Recommendations for clinical-based work-related stress: types of call 
 
Clear strategies should be in place for an organisation such as the GPG EMS to retain 

EMCP who are ALS practitioners. As discussed above, having ALS personnel in the 

organisation will reduced stress on the operational EMCP. Besides retaining existing 

ALS providers, more ALS providers should be employed; in that way EMCP with 

minimum skills and clinical knowledge will not be overwhelmed by clinical-based WRS. 

 

Tools should be designed to manage WRS in ALS providers. There was no evidence 

to show how they manage critical cases beyond their scope of practice, and the stress 

that emerges from those types of case. 

 

Debriefing needs to be employed effectively, using recognised debriefing measures. 

Time should be set aside for debriefing sessions and they should take place without 

interruption. In addition, the organisational culture should be enhanced in order to 

promote learning, and bring about improvements in patient safety.  
 

5.2.5 Community violence and security measures  
 
In the previous chapter, the study found that the community EMCP serve places a lot 

of stress on EMCP. This stress may emanate from false calls, crime perpetrated on 

the EMCP themselves and violence in the community resulting in calls that are of a 

gruesome nature. This finding is not unique to GPG EMS, as robustly discussed in a 

literature review by Murray et al. (2020), who found that violence has been seen to be 

a leading cause of stress for many emergency care services. Furthermore, there is 

evidence that there is a concerning negative relationship between violence, burnout 

and patient care. Organisations do not have control over this type of stress and cannot 

control what the clientele they service does (Converso 2021). 

 

When EMCP enter the industry, there is a strong emphasis on hazard management 

before approaching any scene. This is always done to ensure safety. However, EMCP 

may not always have control over the management of hazards or dangerous 

environments (Asadi et al. 2019). An example from the study is when EMCP are 

attacked by an angry mob, as was discussed in the results chapter. Interestingly, the 
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employer has a responsibility to create a safe work environment for their employees. 

Part 8 of the South African Occupational Health and Safety Act 85 of 1993 advocates 

that employers should do all that is reasonably practical to ensure the safety of the 

working area for employees (Labour 1993). 

 

Organisation’s strategies for mitigating stress include the Community Policing Forum; 

these strategies involve utilising law enforcement, such as the SAPS. However, based 

on the results of this study, EMCP feel vulnerable and continuously exposed to harmful 

conditions while at work. They do not feel the tools provided reduce danger or mitigate 

the risk, thus creating a very stressful work environment. In their literature review, 

Murray et al. (2020) argue that although there are mitigating factors associated with 

stress caused by violence, these tools are inadequate and not specifically designed 

for EMS; this was also the case in this study. In other parts of the world there is 

increased evidence of EMCP carrying defence weapons while on duty (Maguire et al. 

2018b). This reflects a lack of confidence in the strategies for mitigating violence while 

at work. In this study, the tools used to manage WRS emanating from the community 

they serve are ineffective and need improvement.  

 

There is consistency in studies that suggest a lack of mitigating strategies for reducing 

stress for EMCP brought about by violence in the workplace. Such stress needs to be 

addressed using a variety of approaches, such as the promotion of societal 

behavioural change, consideration of socio-political factors, and a positive 

organisational safety culture. (Baig et al. 2018). Additionally, mitigating strategies for 

reducing WRS brought about by violence are not possible without strong support from 

the organisation; this includes strong policies that target the workplace violence 

protection capacity (Khoza 2021).  

 

5.2.6 Recommendations for measures to mitigate community violence and a 
lack of security 

 
The stress that arises from the nature of the community is hard to manage from the 

organisation. However, there should be mitigating strategies for anticipating potential 

crises in the red zone and thus reducing the danger for EMCP.  
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EMCP that have been exposed to confrontational cases, whether primary violent 

assault on the patient or secondary violent assault”, should automatically be checked 

to assess their wellness by a programme such as the EWP.  

 

5.2.7 Shortage of resources and advanced life support 
 

In developing countries, there may be challenges in acquiring resources to service 

communities (Moyimane, Matlala and Kekana 2017). As seen in the results section, 

EMCP struggle with a shortage of clinical equipment. The resource shortage does not 

end with clinical equipment, as they also stated that the vehicles they use are not 

suitable for the road infrastructure in the informal settlements. The shortage of suitable 

ambulances or basic infrastructure has been seen as a challenge in South Africa and 

in other African countries (Ziraba et al. 2009; Dawson 2014; Phiri et al. 2021). A 

literature review focused on articles that discuss barriers in the prehospital setting 

stated that in countries with underdeveloped economies it is common to have 

challenges with frequently needed equipment (Kironji et al. 2018). A shortage of 

equipment can lead to WRS and moral distress, as EMCP may know what needs to 

be done, yet fail to render services owing to the shortage of resources (Jafari et al. 

2019). In this study, EMCP highlighted this insufficiency but managers did not put 

much effort into ensuring that such shortages are prevented. 

 

EMCP mentioned this as a source of stress while they are at work. This form of stress 

is stress that emanates from issues that the organisation can have control of. One 

could argue that since South Africa is a developing country, this may be an expected 

challenge. However, a shortage of ALS and equipment remains one of the 

unaddressed causes of WRS for EMCP.  

 

Organisations do not mean to stress their employees while they are at work. They aim 

to render services; however, they end up causing stress for their employees. In this 

case, they do so by forcing EMCP to service more cases, sometimes with limited 

resources. This also means organisations are unprepared for this unintended stress. 

This is the case for the GPG as employers of EMCP. Based on the data collected, 

there are inadequate strategies for mitigating this stress. It is worth noting that the ALS 

shortage is a shortage nationally. The workforce of the South African EMS is 
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distributed as follows: 76% comprises BLS and 18% comprises ILS, while ANT 

comprises 3% (ALS provider), ECT 2% (ALS provider), and  ECP 1% (ALS provider). 

This means that ALS providers comprise just 6% of the entire EMS workforce in South 

Africa (Tiwari et al. 2021). It is worth noting that not all the practitioners who are 

included in these figures are practising in South Africa; some work in other African 

countries and in other parts of the world. There is thus notable under-resourcing, 

negatively impacting on the provision of EMS (Govender et al. 2012; Tiwari et al. 

2021). 

 

 Employee placement and remuneration and the Performance 
Management and Development System (PMDS) 
 

Placement of employees is one of the issues mentioned by EMCP as one of the 

causes of stress, with personnel being placed where the company needs them rather 

than close to where they reside with their families. However, it appears that the 

organisation had changed its attitude towards placement, placing employees closer to 

their homes especially for newer employees, which is an effective way of preventing 

stress for EMCP who join the organisation. However, those who have already been 

placed still suffer stress brought about by being far from their residential areas. There 

is a positive relationship between favourable employee placement and employee 

performance; accordingly, employees should be considered in decisions about their 

employment and location, and these should suit both the employer’s and the 

employee’s needs. This significantly improves organisational performance (Meswantri 

and Ilyas 2018; Ulfah and Prastiwi 2020). In this study employee placement choice 

was not accessible to everyone but was deemed effective in reducing stress for the 

group that has access to it. However, the organisation needs to prioritise and make it 

accessible to all EMCP. 

 

One of the tools that the organisations use to motivate employees is the Performance 

Management and Development System (PMDS). This was mentioned as one of the 

causes of stress in some cases. Talent management tools like the PMDS are used by 

employers to encourage EMCP and to recognise performance. This occurs during 

appraisal done and takes the form of monetary recognition for efforts that reflect doing 
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more than the ordinary duties of employment. This is done to show recognition of 

human capital by employers (Bibi 2018).  

 

Kubheka Z. (2018) looked at the PMDS in the GPG Emergency Medical Services, 

reporting that some employees believed that PMDS is a tool used by managers to 

control employees. Additionally, some employees believed that managers would 

withhold bonuses for no reason. This was consistent with what the EMCP who were 

interviewed felt. One EMCP ended up having a verbal altercation that deteriorated into 

a physical fight with their line manager because they believed that the PMDS scoring 

system was used against them. Managers should know to how to facilitate 

performance management appropriately for employees in order to minimise disputes. 

This process means managers and employees must be educated in performance 

management, and employees should be knowledgeable about the tool used (Brown 

et al. 2019). Performance management systems have the potential to make a positive 

impact and positively correlate with employee performance (Ahmad et al. 2018). 

 

 Recommendation for mitigating the shortage of resources and 
advanced life support 
 

Kubheka Z. (2018) suggests that the PMDS has the potential to be effective in bringing 

about job satisfaction and assisting the organisation to reach its goal. Still, there must 

be clear induction on how the PMDS is implemented and clear communication about 

what is expected of EMCP by supervisors, and managers when the PMDS is used. 

Cong, Nguyen Van and Hoang Huu (2013) hold similar views, stating that employers 

and employees need to agree on how such tools are used, and employees must have 

a voice in how this process is conducted. If communication is clear and fair there is 

the likelihood of reducing conflict, in that way allowing the tool to be effective and, 

furthermore, enhancing workplace well-being (Hoque et al. 2018). Sustaining the 

number if ALS is significant. Having 6% of ALS representation in the country’s EMS 

system suggests that organisations are likely to struggle to recruit and/or reduce 

turnover for this population. Improving the quality of employment for ALS as well as 

the other EMCP, is one of the recommendations for enhancing retention (Gangaram 

2017). 
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5.2.8 Stress caused by workplace influences 
 

Human interaction happens in the workplace and takes place with colleagues or with 

supervisors. There is sometimes a hierarchy in workplaces, with some colleagues 

holding more authority than others. For example, in EMS, better qualified EMCP have 

more clinical authority than those who are less qualified. Such human interaction 

requires professional relationships. Unfortunately, some of these relationships end up 

being unprofessional or tense, as was noted in the study. 

 

In the research, some EMCP expressed that they experience tensions between 

themselves and other EMCP and/or with their managers. This was also found in a 

study that had similar findings where managers did not support EMCP (Clompus and 

Albarran 2016). Such findings have been reported previously where by other EMCP 

felt some colleagues acted like “big brother”, stating that such relationships end up in 

some level of aggression, violence and verbal abuse (Lawn et al. 2020). This was 

shown to result in WRS. Furthermore, it was expressed that EMCP lack support from 

their managers. This lack of support could be observed in the issues above such as 

regarding the PMDS. EMCP were not supported such that they felt managers were 

deliberately against them. This resulted in psychological stress such as loss of self-

worth, agitation while at work, and withdrawal. Generally, employees end up resorting 

to being withdrawn and avoidance as a coping mechanism, which was also noted in 

this study (Bhandarker and Rai 2019). 

 

 Mitigating strategies for stress influenced by the workplace 
 

The organisation had a well-established system to assist employees who experienced 

welfare challenges and WRS. This also covered circumstances where EMCP 

experienced critical incidents. The programme in place to deal with this is called the 

Employee Wellness Programme (EWP), which is initiated by chaplains. First, they do 

the primary screening to assess the EMCP involved. Then they offer assistance in the 

form of talking to and motivating the employees involved. The EMCP mentioned that 

sometimes they get prayers and bible-based motivation. The following are the 

challenges relating to the EWP: 
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• Initiation of the programme had some grey areas, like who made the first call to 

activate the programme. 

• Lack of trust on the part of EMCP who had never used the programme and 

those that had:  

o Confidentiality leaks were mentioned and experienced by some EMCP. 

o Effectivity of the programme based on rumours. 

• Most EMCP believed the programme was focused on religion, and it was more 

Christian based; as not all EMCP are Christians, this meant they had no 

confidence that the programme would help them. 

• Some critical incidents were overlooked by managers or supervisors or even 

EMCP. 

• Some EMCP did not know about the programme. 

 

Lack of knowledge of the EWP is common, which also explains the lack of knowledge 

on how such programmes function. If the programme is not known its usage will be 

minimal (Makhanya 2021). The EWP as a tool to reduce WRS has positive impact and 

has the potential to be made even better. EMCP who have used the tool, highlighted 

some positive strategies by the EWP team; the availability of a psychologist and a 

psychiatrist somehow brought some positive value. This was consistent with the 

finding in other studies that there are some employees who value these services, while 

others do not see the benefit. In addition, concerns such as that of confidentiality were 

a common challenge (Malatjie and Ncube 2019). One EMCP mentioned a significant 

advantage that the psychologist was not employed by the EMS organisation but rather 

by the health department. This made them feel that their private conversations were 

not likely to end up with senior management, therefore enhancing confidentiality. 

Psychologists are part of EWP programmes and have ethical accountability to ensure 

confidentiality. Additionally, they should assist organisations to create a culture that 

promotes workplace wellness (Chipeva and Trendafilov 2021). 

 

Tracy (2017) states that a critical incident is an incident that disrupts or impacts the 

functioning of the business. Examples of such include non-fatal workplace accidents, 

mortality of an infant or child, armed or unarmed robbery, etc. This description is not 

focused on EMS but relates to any workplace. However, EMCP experience such 
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events and they may not be treated as critical incidents. All groups could recall an 

incident that could be classified as a critical incident, yet many did not get a reaction 

from a chaplain or a member of the EWP. At times these incidences were reported to 

line managers, but no actions were taken to assist EMCP. Unsurprisingly, inability to 

identify emotions or describe emotions associated with critical incidents is prevalent 

among EMCP and even managers. This inability may result in slow recovery from the 

impact of a critical incident (Halpern et al. 2012). . Furthermore, more tools need to be 

developed that could clearly focus on managing critical incidents at work. Although 

this tool may affect operations, EMCP taking a break post a critical incident has been 

identified as being effective. Down time post a critical incident has been seen to have 

great effect in avoiding depression following critical incidents; EMCP could 

consequently benefit from being removed from their shift after exposure to a critical 

incident (Halpern et al. 2014).  

 
5.2.9 Recommendations regarding workplace influences 
 
The EWP programme should create ways to ensure that it is known within the 

organisation among EMCP. Managers were confused over what the programme is 

called and some did not know about it at all. Therefore, the EWP should make an effort 

to advertise its presence. The programme should also improve its systems and 

prevent a breach of confidentiality.  

 

In regard to stress-reduction strategies, some at the EWP use faith-based methods, 

which have been proven to be effective (Smith, Walker and Burkle 2019). In the study 

some EMCP identify a Christians and having chaplains that use bible-based 

motivation may benefit them. However, those that have a different religion might not 

find comfort in Christian based inspiration. Some programmes have faith as part of the 

EWP but not as the primary approach.  

 

Some EMS organisations have programmes like EWP, however instead of chaplains 

they have EMCP who work as colleague supporters, referring to these employees as 

peer supporters. Rather than being based in a centralised office, peer supporters are 

part of the team. Such programmes are designed to align to EMS system (Connolly et 

al. 2021) . 
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In addition, a clear definition of a critical incident is required, and such incidents should 

automatically activate the EWP. All systems that can identify a potential critical incident 

should be used including the control centre, self-reporting, manager reporting and the 

general nature of the case, for example a mob justice victim. The organisation should 

be proactive in trying to reduce WRS for EMCP.  

 

Organisations should prioritise reviewing the effectiveness and appropriateness of the 

tools available. It would also be of benefit to design more programmes to reduce WRS 

specific to the GPG EMS community. Such programmes should be up to date in terms 

of the social landscape of the organisation and the global EMS community. 

 

5.3 Conclusion, limitations, and further research 
 

The aim of this study was to identify the tools that were used by the Gauteng Provincial 

Government Emergency Medical Service (GPG EMS) in supporting EMCP in dealing 

with WRS. It also sought to determine whether the tools in the organisation were 

utilised and, additionally, to understand whether these had an effective impact. The 

research was conducted using qualitative methods and an interpretivist approach, 

where participants shared their lived experiences. Participants were identified with the 

use of a snowball sampling technique. Data collection tools included interviews and 

focus group interviews. A thematic analysis was used to analyse the data. While 

conducting the study, it became apparent that in order to understand what tools were 

present, it was imperative to understand the sources of stress for EMCP.  

 

The study ascertained that EMCP were affected by WRS from various sources such 

as from the organisation they worked for, from the community they served, and from 

the clinical work they did. All these forms of stress were addressed using certain tools 

that were in place. This study was able to establish the tools available in the GPG 

EMS, and their effect. 

 

The organisation manages stress using an EWP programme. It was established that 

the EWP was effective if well applied. However, it was not well known throughout the 
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organisation and may thus need improvement, specifically in terms of inclusivity and 

confidentiality. In that way, confidence in its use will increase among EMCP.  

 

Tools for dealing with stress that emanates from the community EMCP serve are in 

place but are not entirely effective. The EMCP still felt unsafe when working in areas 

that are dangerous or referred to as “red zones”. The organisation may have to 

redesign tools relating to this aspect in a way that will suit the EMCP while not 

compromising EMS services for the community they serve. 

 

Effective strategies to manage stress emanating from the clinical component of their 

employment include debriefing, attending the internal college, and having ALS 

practitioners on critical cases. However, access to these tools needs to improve, as 

well as the organisational culture around the application of these tools. 

 

Overall, the EWP and managers need to work together in strengthening, solidifying 

and executing their roles and responsibilities in the management of WRS for EMCP. 

A significant amount of work may need to be done in redesigning and rejuvenating 

tools for reducing WRS and their consistent effectivity. 

 

This study is an important landmark in knowledge of the management of WRS. 

Accordingly, this study will assist more studies in designing tools to deal with WRS. 

Furthermore, the study contributes to the knowledge of mental health for EMCP 

globally and especially in Africa, where limited studies have focused on this area. 

 

5.3.1 Limitations 
 
In Phase 1 managers were sampled using a type of purposeful sampling referred to 

as a snowball technique. A limitation of this method was that the sample ended up 

being people who knew each other; those who were not known to the primary 

participant did not have a chance on being part of the study.  

 

The second phase used nonrandomised sampling where the researcher permitted 

whoever was available to participate in the study. This limited other EMCP who would 

have offered valuable information but who were unavailable at the time. This phase of 
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the study used group interviews to collect data; accordingly, the limitations 

experienced during this data collection included when interviewing EMCP in the group 

their responses might have been influenced by what others had said, as everyone was 

listening when the others responded. While this can be an advantage in igniting the 

conversation, it does however create group bias towards the discussion. 

 

Further limitations included that, when listening to some of the experiences of the 

EMCP, the researcher was at times overwhelmed, mostly as a result of the horror of 

some of their experiences. This could have created cognitive bias on the part the 

researcher, and a sympathetic bias towards the EMCP, therefore influencing the 

results. It is also easy to find employees who are unhappy with their employers, which 

create an environment that is prejudiced towards an employer and the EMCP narrative 

is biased.  

 

One of the disadvantages of qualitative research is the small sample size. In this case, 

the sample was drawn from one organisation and in one province, Gauteng. While 

there is an advantage in obtaining an in-depth point of view from the EMCP in a 

qualitative study, it cannot be assumed that all EMCP in the organisation agree with 

how the three groups felt. There may be benefit if the future studies were to address 

similar questions using quantitative methods, thus covering a larger sample including 

other provinces and/or countries.  

 

Finally, the study focused on EMCP and managers at the station level, thus benefitting 

from acquiring in-depth information on human resources and policies, and the 

organisation's senior management perspective on what they have in place and how 

they measure the effectiveness of the tools, as well as accessing any other data on 

measures employed by the GPG to weigh the effectivity of their tools used to manage 

WRS. All this could be of benefit in understanding which tool is effective and which is 

not, and lastly, what strategies they use to evaluate employee wellness. This could 

also be used by future studies. 
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5.3.2 Further studies 
 

It would be of benefit for the industry to have tools that are designed to reduce WRS 

in the South African EMS landscape. This study has identified that EMCP have limited 

resources to manage certain WRS, including stress from the organisation such as 

heavy workloads, and stress caused by dangers in the communities they serve. 

However, little is still known about what the best strategies are to manage stress from 

such sources. Further studies could look into this and develop practical strategies that 

may work in the South African EMS industry. 

 

Violence and crime are a challenge for EMCP; exposure to such ills can have 

detrimental effects. In addition to the day-to-day challenges, a study that looks at the 

psychological effects of violence and crime towards EMCP would be of benefit. Such 

a study could also include examining the effect on their mental health, clinical practice 

and overall well-being.  

 

Furthermore, little is known about the criteria used to determine a critical incident; thus, 

determining how a critical incident is identified would contribute to how WRS is dealt 

with. Furthermore, unidentified critical incidents can have long-term effects in dealing 

with mental health for EMCP, and therefore the life span of an EMCP on the job. 

 

5.3.3 Personal reflection 
 

During the study, I learnt that EMCP had no clear knowledge of the tools in place to 

manage WRS. While some EMCP had a positive outlook on being at work, others had 

a negative outlook due to their experiences. During the data collection phase of the 

research I experienced overwhelming feelings due to the hardships EMCP 

experienced in their workplace. This is, however, expected in qualitative research, and 

I was assisted in dealing with this by having time to discuss such feelings with one of 

the researchers who is a psychologist. This seemed to dispel or reduce these 

overwhelming feelings. Also, allowing sufficient time between in-depth interviews 

would be one of the considerations in my future research. Having a large enough break 

between interviews allows for reflection and recuperation before the next interview. 
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