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Abbreviations and Glossary
ALS Paramedic: Advanced Life Support Paramedic. The base level qualification for
paramedics in Victoria (Ambulance Victoria, 2017). ALS paramedics are able to
provide advanced skills and clinical assessments such as intravenous cannulation, drug
therapy, fluid resuscitation, and advanced airway management.
Ambulance Officer: A term used in association with those able to provide a basic level
of pre-hospital emergency care. The title was phased out in Ambulance Victoria with
the introduction of an Advanced Life Support level of practice in the mid-2000’s. The
title is still sometimes used interchangeably with the term ‘paramedic’.
Backup: Refers to additional ambulance support or assistance to a primary response
crew.
Bag Valve Mask: A hand-held device used to administer artificial ventilations to a nonbreathing or poorly breathing individual.
Capnograph: A device used - usually after intubation (see below) - to measure the
amount of carbon dioxide present in exhaled air. Readings can confirm a successful
intubation.
Chest Decompression: A means by which to reduce the accumulation of air in the
pleural space in the setting of tension pneumothorax (see below) by use of a surgical
incision or needle placed into the chest wall.
Closed Circuit Resuscitator: A device consisting of a ventilation bag and mask
attached to an airway filter and oxygen system. Used to facilitate artificial respirations
in a non-breathing or poorly breathing individual.
Code One: A lights and sirens ambulance response to a time-critical case.
Comms: An abbreviation for Communications, as in ‘Communications Centre’. A
location in which staff manage and control ambulance responses to emergency calls,
usually via two-way radio communication.
CPR: Cardiopulmonary resuscitation. An emergency procedure consisting of chest
compressions and artificial ventilations in order to maintain circulation when an
individual’s heart has stopped.

vi

Crew: Refers to an ambulance crew, which numbers two paramedics.
Despatch: Refers to the sending of paramedics to a case, or can be used as another term
for the Communications Centre.
Downtime: The time that paramedics spend at work when they are not responding to
incidents.
EasyCap Device: A device that assists in confirming correct endotracheal tube (refer
also to intubation below) location following intubation, using a colour reagent.
ECG: Electrocardiogram. A non-invasive procedure that measures electrical activity of
the heart.
Intraosseous Needle (IO): A needle inserted into the marrow of a bone to provide
emergency drugs or fluid to the patient when intravenous access is not possible.
Intravenous Cannulation (IV): The insertion of a plastic catheter into a vein in order
to give medications or provide fluid to patients.
Intubation: Refers to endotracheal intubation, a process whereby a tube is inserted
down the airway of a patient in order to maintain a patent airway, ventilate a patient
adequately, or administer lifesaving medication.
Laryngoscope: A lighted instrument used for examining the airway.
MICA Paramedic: Mobile Intensive Care Ambulance paramedic. An advanced
clinical practitioner able to carry out procedures beyond that of an ALS paramedic,
including endotracheal intubation, rapid sequence intubation, surgical airways,
intraosseous access, and various drug infusions. May work as a single responder or as
part of a crew (Ambulance Victoria, 2017).
MVA: Motor Vehicle Accident.
Nebuliser Mask: A face mask used to deliver both oxygen and medication (commonly
salbutamol) in the form of a fine mist.
Operational Paramedic: A paramedic working in an on-road capacity responding to
cases.
Oropharyngeal Airway: A medical device used to maintain a patient’s airway and
prevent the tongue from obstructing the movement of air into the lungs.
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Partner: A term used for the person a paramedic works with as part of a crew.
Salbutamol: A medication that causes dilation of constricted airways.
SES: State Emergency Service. A volunteer based organisation tasked with responding
to road crash rescue and natural disasters.
Single officer: A paramedic working on their own.
Tensioned/Tension Pneumothorax: A build-up of air in the pleural cavity normally
occupied by the lung. May lead to death if not treated. In paramedicine, treatment
includes chest decompression (see above).
Trismus: Spasm of the jaw muscles leading to difficulty opening the mouth.
Two-zero: An ambulance service radio code used to signify the arrival of a crew at
scene.
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Abstract
The profession of paramedicine is continually evolving as a result of advances in
medical practice, changes to demographics, new technologies, and issues with service
distribution and efficiency. These changes have important implications for how
paramedics go about their work, and yet, underneath them all, human factors underpin
how paramedics make sense of their work and the professional world they inhabit.
Much of this sense making is processed through story telling: to each other, within the
profession, to our students, and to others.
Based on my own professional experiences as a paramedic over two decades, this
research project focuses on ontological aspects of paramedicine; what it means to be a
paramedic. It aims to reveal and examine tacit meanings of being through a combination
of autoethnography and hermeneutic phenomenology. The autoethnographic narratives
presented in this thesis reflect the breadth of experiences involved in doing
paramedicine.
The hermeneutic analysis of these narratives reveals three key domains of
understanding that are representative of paramedicine practice: being-with others,
responding, and controlling. These themes are always present, and are woven into the
experiences of being a paramedic. They exist in a variety of ways as a paramedic goes
about their everyday work, yet they often remain unnoticed and therefore unexamined.
The elaboration of each of these domains provides a pathway to new understanding,
showing how paramedicine can be understood through lived experience.
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Introduction: Exploring the Landscape
I couldn’t do your job. You must see some terrible things. It must take a certain type of
person to be a paramedic. I had heard these words hundreds of times during my career
as a paramedic in regional Victoria, and despite my familiarity with them, I never knew
quite how to respond, or whether they demanded a response at all. I would often
presume they were rhetorical statements, and quickly change the topic to something
safer and easier to discuss. The weather, the latest movie, or a book I had read. Rarely
the job. Afterwards, when I was alone, I would think about the career I had chosen that
would elicit such comments from others. Had I really seen some terrible things, and did
those things define the person I had become? What sort of person is a paramedic? What
is the field of paramedicine like to work in, what is it to ‘do’ the job, and perhaps most
intriguingly to me, what is it like to be a paramedic?
This thesis showcases a journey into the lived domain of paramedicine, a profession
still shrouded in mystery, particularly for those who have not dwelt within this unique
and challenging occupational landscape. A need to preserve patient confidentiality,
coupled with limited media exposure and research regarding some of the more mundane
and fundamental aspects of the job, has meant that knowledge of the role is often
confined to fast moving ambulances heading to dramatic and distressing scenes. The
lived nature of paramedicine, and of being a paramedic, remains elusive and opaque,
and ways of being are foundational but often overshadowed by the everyday.
Before moving further it is important to gain a contextual understanding of
paramedicine as a profession, an overall picture of what this ‘everyday’ in paramedicine
looks like from both historical and contemporary perspectives. Doing so will allow for
a later unveiling, a movement away from the shadow that currently obscures the
phenomenon in question. This research explores the meaning of being a paramedic in
Australia, through a process of autoethnographic and phenomenological reflection. As
a paramedic located in regional Victoria, the stories presented in this thesis naturally
reflect this particular geographical context. However, this thesis is not intended as a
study of regional practice per se, as the experiences I describe may be shared across the
profession of paramedicine, both nationally and internationally.
In this introductory chapter of my thesis I begin by orientating the reader to my
individual paramedic journey, and offer some of my own pre-understandings of being
1

a paramedic, while illustrating my relationship to paramedicine as both practice and
research focus. This is followed by a presentation of the purpose of the study. I then
offer an overview of the profession as it was in the past and as it is now, inclusive of an
exploration of some of the issues and challenges common to paramedicine. Next, I
specify the scope and limitations of my work, before concluding my introductory
chapter with an outline of proceeding chapters.

Contextualising the researcher
As far back as I can remember, I had wanted to be a paramedic. Perhaps it stemmed
from watching the United States television series from the 1970s called “Emergency!”
where the characters Roy DeSoto and John Gage rushed from case to case, rescuing
victims and riding around in their shiny red squad car. I desperately wanted to be just
like them, but when the time came to choose a career, I was informed by my high school
Careers Advisor that Victoria was not accepting females into the ambulance service, as
the weight a female was permitted to carry at work was limited to 16kg. I was crushed,
bitterly disappointed, and at a loss as to what I should aim for once I completed
secondary school.
On the advice of family and friends, I became a registered nurse. It was to be a career
that, while enjoyable, was missing something, but I wasn’t sure what that something
was. When the Labour and Industry Act changed in 1987 and the rules prohibiting
women from entering paramedicine were overturned, I had been working on hospital
wards for five years. A newspaper clipping advertising positions in regional Victoria
for Ambulance Officers (the original term for paramedics) saw me relinquishing my
nursing career and rushing to apply. At the age of 26 I was employed by an ambulance
service, and commenced my paramedic education at the Ambulance Officers Training
Centre in Melbourne. I still recall the day I arrived at headquarters to sign some papers
and collect my uniform. It was a time of anxiety and pure, deep centred joy.
I am more nervous than I should be, and I try and calm myself before
making my way to the regional headquarters administration offices. I
take a deep breath, rocking forward on the balls of my feet, and nod my
head. You can do this, Susan, I whisper quietly to myself. I walk the short
distance to the door, place my hand on the metal door handle, and … the
door is yanked inward, leaving me stumbling forward, and into the arms
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of a man. “Oh, sorry!” I say, disengaging myself from his grip and
feeling my face flush with embarrassment. “That’s okay mate”, he
responds, smiling. He looks to be a little older than me and is wearing
an ambulance uniform with MICA epaulettes on the shoulders. “Are you
one of the new staff members?” I nod, feeling a tremendous sense of
achievement as I do so, and he reaches out to shake my hand. “I’m
Glen.” “Susan,” I reply. He nods and says “Hang on a sec; I’m just
going to ask what you should be doing first. Won’t be a tick.” He turns
and rushes down the hallway, and is back within minutes. “We gotta get
ya some uniform mate. And there’s some paperwork to do as well, but
we can do that later. How ‘bout I take ya to Reidy? He’ll sort you out
with your uniform.” I nod and smile, having no idea who Reidy is or
where I may be taken to find him.
When I first began my journey I was caught up in the tangible, overt symbolism of the
profession, and I left the branch buoyant, my new uniform overflowing from a large
box and my mind overflowing with joy.
As soon as I am home I open the cardboard box and prepare to examine
the contents, item by item. My eyes fall on an ambulance service belt,
and I take it out first and run my fingers over the buckle with its red and
blue enamelled Maltese cross. I slip the belt around my waist. Too big.
Way too big. Perhaps I can cut it down, add more holes... I place it on
my bed and take a shirt out of its plastic package. I remove my top and
slip it on, feeling the coolness of the fabric against my skin. Doing up the
buttons feels odd, and I finally realise it is because this is a male shirt,
and the buttons are positioned on the opposite side to the shirts I usually
wear. I move to the full-length mirror, and my heart sinks. Just like the
belt, it’s too big. Way too big. The material billows and hangs loosely
on my thin frame. It’s okay. I just need to tuck it in. Perhaps that will
improve the fit.
I try on the other pieces of uniform and sigh. I look ridiculous. It has
been years since the first female was permitted to work in the ambulance
service, and every item I have been provided with is designed for a male.
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Male belt, male shirts, male pants, male jumper, male vest, male car
coat, male coveralls, male hat, male shoes, male t-shirts. Even the socks
are made for males. I feel tears prick my eyes. I look like a clown, a child
playing dress-up. Nothing like I imagined. The uniform doesn’t fit me.
Or is it me that doesn’t fit the uniform?
I clearly recall this bittersweet experience, which at the time I thought was significant,
but was soon dwarfed by far greater challenges. I had moved from a female to a male
dominated profession, and was to be the only outlier in a branch where male was the
exclusive gender. Regardless, I soon learnt to fit into the culture of paramedicine, to
pick up on the unspoken rules of the workplace, and to settle into the close-knit
environment formed by shared experiences. Many of them were chaotic, unpleasant,
and emotive. Regardless, I loved what I was doing and would not have traded it for
anything, and I moved from Ambulance Officer to Advanced Life Support (ALS)
Paramedic, and finally to Mobile Intensive Care Ambulance (MICA) Paramedic. In
addition, I worked in various clinical education and management positions, but I was
always an operational paramedic, working on road and responding to calls alongside
my peers. I remained doing so for almost 15 years, until I was enticed by the opportunity
to shift my focus from paramedicine to paramedic academia.
As a university educator, instead of acting as clinical instructor to one individual, I could
be shaping the future careers of hundreds on a daily basis. I knew this, but was reluctant
to leave my role as operational paramedic entirely, and worked in a casual capacity with
the ambulance service. Then one weekday afternoon, it happened; something clicked,
and I made the decision to resign from Ambulance Victoria. Before I had a chance to
change my mind, I filled in the necessary paperwork, sent it, and went home with a
cardboard box and a feeling of unsettledness.
I am once again looking across at the clothes laid out on the bed, at the
colour of the material and the cloth badge sewn onto the shirtsleeves.
This is it; the last time I will ever have them in my possession. I am about
to package them up and return them to stores, which has long ago moved
from the large dark shed run by the smiling Reidy. The badging
especially must be sent back as I will no longer be an employee of the
ambulance service. I cannot bring myself to admit the fact that I will
never again be able to call myself an operational paramedic, so for now
4

I tell myself I will simply no longer be an employee. It hurts a little less
that way. For the thousandth time I wonder if I am making the right
decision in leaving paramedicine to work at the university. I sit down on
the edge of the bed with a sigh. I pick up a jumper and run my hands
back and forth over the navy blue wool, lost in thought.
It was at this point that I realised my sense of self was wrapped up in the items of
uniform that surrounded me. I grew into the person I was today while wearing it. It had
seen mud and dust and blood and vomit and saliva and tears, some of them my own. It
had brushed against the living, the dead, and the in-between. It had made contact with
the patients and bystanders I had comforted, and all of the individuals, including peers,
that I had hugged. I imagine that it reassured patients and was symbolic of the standard
of care they expected to receive. It was the one constant, the one thing that was
predictable and common and visible at every shift I completed during my career. To me
it represented everything that was good about the job, all of the best qualities and values
I imagined a paramedic should possess. As I took it off for the last time, I came to the
sudden realisation that it was one of the hardest things I had ever had to do.
What happened in the space between first putting on the uniform and taking it off for
the last time? What had I gleaned about paramedics? I had learnt what the role of a
paramedic was, and had engaged in the practice of paramedicine from a number of
different perspectives. I had immersed myself in the social aspects of the job, was
familiar with the culture, and understood the challenges inherent in paramedicine and
the dynamic, unpredictable, and often stressful nature of the work paramedics do. Yet
there remained a question that I found difficult to answer, one that settled on the edge
of my consciousness, only to be re-awakened once I had transitioned into academia. As
I read through a paramedicine journal that espoused the latest pre-hospital interventions
for a variety of clinical presentations and promoted the latest piece of medical
equipment to hit the streets, my mind kept returning to it. What does it mean to be a
paramedic? What meanings have I missed while I was caught up in the doing? Is there
more to being a paramedic than we realise? Where, and how, can I find the answers?
It is these questions that have bought me here, to the writing of this thesis.
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Purpose of this study
The purpose of this study is to illustrate and deepen understanding of being a paramedic
in Victoria, Australia, and to explore some of the key existential (or ontological) themes
that serve as components of what it is to be. I do this by presenting and interpreting a
number of lived experiences using autoethnographic texts that emerge from recollection
of my time as an operational paramedic. It is within these narrated experiences that clues
as to the complex taken-for-granted experiential nature of being a paramedic wait to be
discovered.
During the period of 2014 and 2015, the total operational workforce across all
ambulance service organisations in Australia was 13,048 (Productivity Commision,
2016), and this includes volunteers and staff working in all organisational positions.
When compared to other health disciplines, the number is small. Yet despite the
existence of what is obviously a unique, specialist cohort (or perhaps as a result of such
small numbers), we know so little about what it means to be a paramedic: in Australia
the literature is largely silent. What are some of the phenomenological understandings
that arise from this study; what it is to be a paramedic?
The word ambulance originates from the Latin verb ‘ambulare’, meaning to walk,
travel, or even to march. Walking is what paramedics do during their shift, from the
ambulance to the scene and then back to the ambulance. Regardless of urgency, I never
seemed to see paramedics run, unless it was away from danger. I was taught that running
was a sign of panic, and that panic is contagious, unhelpful, and even risky. In order to
keep patients and bystanders calm, you entered a scene with an air of confidence, as
though you were capable of handling anything that fate was willing to throw your way.
As a result, I never remember running, not once in almost two decades as a paramedic.
I may have walked quickly, but I never ran.
Within this study, I find myself walking once again, only now the movement is more
metaphorical. Walking within the context of this thesis is symbolic of movement, a
progression from one location to another: a journey. My work, from conceptualisation
to data collection, compilation of the narratives to analysis of the text, represents a
particular type of journey. The journeying is not from one geographical location to
another, but rather an excursion from one place of knowing to another, where a deeper
understanding can emerge. It was T.S Eliot who said that “we shall not cease from
6

exploration, and the end of all our exploring will be to arrive where we started and know
the place for the first time” (Eliot, 1971, p. 59). This thesis represents an exploration
into my own lived experience of being a paramedic, a lived experience that is in my
past. As a result of this study I returned to a certain time and place (my employment as
an operational paramedic in regional Victoria), only to see it, really see it, for the first
time. What I once thought of as familiar ground I now view as new terrain.
There has also been a gentle movement, a shift in my own understanding of what it is
to be a paramedic to another, somewhat surprising version. My own horizon (Gadamer,
2013, pp. 313-317), or viewpoint relating to the phenomenon of being a paramedic has
been expanded and altered as a result of this work, and it has become clearer to me that
many of the truths that I once took for granted are impermanent, changeable, and fluid.
It has been said that “the past is always open to revision, and so, too, are our stories of
the past and what they mean now” (Bochner, 2015, p. 54). Meanings are always in
motion as we walk from the present to the past and amble towards the future, watching
as our horizons expand and change, fuse and separate. This is an invitation to also walk
down a path, to immerse yourself in the lived experience of being a paramedic.
Understandings related to being may assist in enriching education to undergraduate
paramedic students, guide the development of industry practice frameworks, and
establish effective psychological supports for those who undertake a paramedic role
both in Australia, and internationally. This work may also inspire non-paramedics to
explore their own taken-for-granted meanings in life, and may serve to empower
paramedics, each of whom have their own collection of stories, to find their voice, share
their personal points of knowing, and take a reflexive stance in regards to their practice.
I am not the first to examine the issue of being, as the seminal work of philosopher
Martin Heidegger [1889-1976], Being and Time (1962), returns to a forgotten ontology
practiced by early Greek philosophers, and explores everyday experiences of being
human using a hermeneutic phenomenological approach. Many others have since taken
the path to exploring being in varying contexts. The particular approach I advocate in
this thesis is inspired by the work of others, principally Heidegger, whose writings
broadened my pre-understanding of lived experience and the meaning of being. I was
also significantly influenced by Max van Manen, who stated that a phenomenological
inquiry into lived experience “…is not unlike an artistic endeavour, a creative attempt
to somehow capture a certain phenomenon of life in a linguistic description that is both
7

holistic and analytical, evocative and precise, unique and universal, powerful and
sensitive” (van Manen, 1990, p. 39). I have attempted to present each of these elements
of phenomenological inquiry throughout this thesis, most significantly within my three
analysis chapters.
The work of John De La Garza, an ex-paramedic from the United States, also figures
prominently as a motivator for my inquiry. His doctoral thesis is an autoethnographical
personal account of emergency medical response work (De La Garza, 2011), and while
different in nature to my own study, includes a collection of personal paramedic stories
narrated in a style that is both evocative and engaging. They reveal aspects of everyday
paramedicine not commonly divulged to the general community, and on reading the
narrative, I somehow felt that I was being provided with permission to write and analyse
my own unique experiences as an operational paramedic.
It was through the seminal works of Arthur P Bochner and Carolyn Ellis (Bochner,
2015; Bochner & Ellis, 2016; Ellis, 1999, 2003; Ellis & Bochner, 2000), both worldrenowned scholars and leaders in the field of autoethnography, that I gained much
guidance in documenting and representing the self and the culture of paramedicine with
vulnerability, verisimilitude, and creativity. I carry forward their belief that “the truth I
seek is a deeper truth than the facts on which it is based” (Bochner & Ellis, 2016, p.
245). My overall approach to this work has drawn on autoethnography and
phenomenology in a manner influenced by writers such as Gruppetta (2004) and AllenCollinson (2009, 2011, 2013), and this approach is discussed in greater detail in Chapter
3 of this thesis.

Paramedicine in historical context
And I think if I go with the ambulance I'm certain to find a show,
For they have to send the Medical men wherever the troops can go.
From Driver Smith, by Andrew Barton Paterson (Paterson, 1902)

The paramedic profession was born of necessity amidst the machinations of war and
the pleas and cries of the injured populace. As early as 43 AD in Roman times, teams
of men with water and bandages would ride or walk behind the lines of battle, treating
and carrying away the injured, and for every life saved, foot soldiers would earn a piece
of gold for their work (Liverpool Medical Institution, n.d), so it was somewhat of a
lucrative business, if the risks were ignored. The act of walking behind an army in order
8

to provide fast assistance and, if possible, get the troops back onto the battlefield, was
common practice, and formed the foundations for civilian pre-hospital care in times of
peace. The term ‘ambulance’ claims its origins from the Latin ‘ambulare’, meaning to
‘walk’ (Hoad, 2003). The French term hòpital ambulant, or walking hospital, was more
commonly utilised from the mid-1850s, when it referred to a vehicle that could transport
the injured from the field (Cresswell, 2010). Often the vehicle was something as simple
as a sling attached to a horse.
While ambulance service practices in Australia have moved beyond that of military
stretcher bearer, echoes of our military origins have persisted well into the late twentyfirst century and have influenced components of paramedic culture (Mildenhall, 2012,
p. 320), particularly in terms of how paramedics manage elements of the job including
stress, and the prevalence of hegemonic masculinity (Reynolds, 2009, p. 31). The first
female paramedics were not accepted into the ambulance service in Victoria until 1987
(Department of Human Services, 2008), and from an international perspective, the
United States employed its first female paramedic as recently as 1975 (Gonsoulin &
Palmer, 1998). However, it was a woman who took the initiative and was at least
partially responsible for the establishment of the first ambulance service to operate in
Victoria, Australia.
From around 1883, St John Ambulance Association (SJAA) Victoria was providing
basic first aid training for the public, but the seeds for a professional ambulance service
were really sown in 1887, when the wife of the president of the association raised funds
to purchase a number of Ashford Litters (Bird, 1999, p. 1). These litters, comprised
mainly of wood and canvas, were simple stretchers with handles and large wheels. They
enabled patients to be transported with a little more comfort than afforded by earlier
conveyances, such as doors removed from their hinges and carried by volunteers. The
litters were distributed to police stations across Melbourne, and police held the task of
running along the road pushing the patient on the stretcher. Their knowledge of first aid
was rudimentary, with only basic training provided by SJAA (Bird, 1999, p. 1).
It was not until 1899 that the first horse-drawn ambulance was purchased in
metropolitan Melbourne, and it was manned by firemen. Soon after, the provision of
first aid care and transport was passed from one organisation to another – mainly police
and fire, and then a number of private contractors in quick succession, primarily as a
result of a lack of funding and resources. In 1913, SJAA resumed full responsibility and
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administration of the service (Bird, 1999, p. 5). They continued to operate until 1916,
when they formed what was known as the Victorian Civil Ambulance Service (VCAS):
a separate entity from St John, both structurally and legally. The state government
regulated the service from 1948 (Wilde, 1999, p. 27), but it was not until many decades
later, in the mid-seventies, that the government proposed a change from VCAS to
Ambulance Service Victoria (ASV), and later passed the Ambulance Services Act of
1986. Subsequent changes to the service led to the amalgamation of rural and
metropolitan arms of ASV, and the eventual change of name to the current ‘Ambulance
Victoria’. While the Australian state and territory ambulance services developed
individually due to varying governance, there are strong similarities between services
in terms of clinical practice and workplace cultures. Unlike other countries such as the
United States, where there are thousands of individual, privately owned and run
emergency ambulance services, Australian organisations are state run, with only a
single emergency ambulance service operating in each state or territory (Grbich &
O'Meara, 2008, p. 21).
In the early days of ambulance provision in Victoria, most employees of ambulance
services were former members of either the St John Ambulance Brigade or the Army
Medical Corps (Howie-Willis, 2009). There was no organised system of training prior
to the 1960s, and ambulance officers learnt on the job with only the assistance of a
simple first aid course of military origin (Wilde, 1999, p. 21). Incredibly, the first
training course that catered specifically to ambulance officers was not initiated until
1961, and was only four weeks long. Educational requirements progressed slowly, with
advancement in the early 1980s to a three year Certificate of Applied Science consisting
of semesters of study within the training centre interspersed with experience on road as
student ambulance officers. The course was remodelled again in the late 1980s and
upgraded to an Associate Diploma in Health Science (Wilde, 1999, p. 144), and in 1994
Australia’s first university-based degree qualification, the Bachelor of Health Science:
Pre-Hospital Care was offered in New South Wales at Charles Sturt University (Lord,
2003). A bachelor degree is now the minimum standard required by ambulance services
in Australia, with the exception of New South Wales, whose minimum education
standard is a Diploma of Paramedical Science - Ambulance ("Health practitioner
regulation national law and other legislation amendment act 2017," 2017).
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The move to bachelor level qualifications heralded the beginning of contemporary
paramedicine, but providing a clear definition of the role of a contemporary paramedic
remains problematic. In the past, it could be said that paramedics simply provide
emergency pre-hospital care to the sick and injured. They respond to, triage, treat, and
transport patients (Willis, Pointon, O’Meara, McCarthy, & Jensen, 2009) to what’s
known as ‘definitive care’: generally a hospital with an emergency department. Yet,
with increases in ageing and the chronic disease burden, the traditional role of a
paramedic has been steadily evolving (Lowthian, Jolley, et al., 2011). Many paramedics
are now viewed as clinicians, able to manage complex clinical situations, often under
time pressure and with relatively few resources. The current core business for
ambulance services is one of emergency response, assessment, treatment and transport
of people with various medical, traumatic, or psychiatric conditions (Gregory & Ward,
2010, p. 13). However, paramedic roles have expanded beyond these core functions in
response to contemporary healthcare demands and the need for an integrated healthcare
model (Williams, Onsman, & Brown, 2010a). Despite the evolution of practice, the
commonly held public perception of what paramedics do on a daily basis remains
largely confined to emergency response and life-saving care (Lowthian, Cameron, et
al., 2011). This may be due to the fact that time critical patient management and
transport are the most visible aspects of a paramedic’s role (Johnson, 2015a, p. 11). It
is difficult to miss an ambulance on an emergency response call, replete with coloured
flashing lights and high-pitched sirens.
Regardless of community perception of the roles paramedics undertake, studies by
numerous Australian and international researchers have found that paramedics,
especially in rural and regional areas, are extending their level of care beyond that of
emergency or time critical response (Bigham, Kennedy, Drennan, & Morrison, 2013;
Blacker, Pearson, & Walker, 2009; Evans, McGovern, Birch, & Newbury-Birch, 2013;
Hoyle, Swain, Fake, & Larsen, 2012). Ambulance services in Australia vary in regards
to the way in which extended care practice is implemented, and even greater variations
of practice can be found when examining the international arena. From an Australian
context, ambulance services are embracing the concept of an ‘extended care’ paramedic
model that facilitates an expansion of both clinical assessment and clinical management
skills (Stirling, O'Meara, Pedler, Tourle, & Walker, 2007).
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Some universities, such as La Trobe University in Victoria, are providing undergraduate
paramedicine students with the knowledge to perform extensive medical assessments
and management beyond that found in more traditional paramedic curricula (O’Meara,
Furness, & Gleeson, 2017). These management techniques include advanced wound
assessment and intervention in the form of suturing and sterile dressings, basic
ultrasound skills, and other clinical tasks more frequently associated with nursing or
medicine, such as stoma management and indwelling catheter insertion. Changes to the
role of a paramedic also encompass a shift to community engagement, public health
promotion and education, improved referral abilities, and a movement in practice
ideology from transportation of patients, to working as part of a collaborative healthcare
team designed to keep the patient at home without sacrificing any of the medical care
or support they may need (O'Meara, Tourle, Stirling, Walker, & Pedler, 2012; Reeve,
Pashen, Mumme, De La Rue, & Cheffins, 2008; Reynolds & O’Donnell, 2016;
Williams et al., 2010a). As paramedicine evolves as a profession, it becomes
increasingly important to understand the meaning of being a paramedic in order to
ensure a sound sense of paramedic identity, and to better equip staff to manage the
challenges inherent in the role.

Situating contemporary paramedicine: Issues and challenges
Paramedicine can be understood in terms of a set of issues and challenges, each of which
impact on the members of the profession who work amidst and among them. These
issues are not confined to the profession in Victoria, but can be viewed more broadly in
contemporary paramedic practice both nationally and internationally.
While this thesis is not specifically concerned with paramedic identity or role
designation, the current positioning of paramedicine presents one of the more complex
challenges for both the individual and the profession. Paramedicine can be viewed as
suspended within a liminal space: a threshold or precipice between one set of identities
and roles, and another. Traditionally, paramedics have been regarded as operating
within an emergency service similar to that of fire and police, and hence they were
referred to as emergency service workers. Yet the nature of much of their work is that
of health carer, an integral link in the chain of a large and often complex healthcare
system. The absence of professional registration in Australasia, which is set to occur in
2018 (Paramedics Australasia, 2016) has had an impact on the definition of paramedic
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roles, and on the perception from the community and health professionals alike as to
where the discipline sits (Joyce, Wainer, Archer, Wyatt, & Pitermann, 2009).
From both a national and international perspective, paramedicine has long been referred
to as dwelling at the intersection of health, public safety, and emergency services (Beebe
& Myers, 2010, p. 4). Paramedicine straddles all three areas, but is also part of another
space, a different but equally challenging domain which may be described as a third
space, situated beyond the normal confines of established professional boundaries. A
third space involves an interrelationship between individuals from different
professional bodies who have a problem, idea or objective in common. The individuals
from each of the professions do not usually share the same physical space or work
together on a regular basis (McAlpine & Hopwood, 2009; Verbaan & Cox, 2014). This
concept of third space has been utilised to investigate spatial relationships in social
theory and has its foundations in the field of cultural studies and societal dimensions
including class and gender (Whitchurch, 2012, p. 21). Third space work often involves
activities that are not specifically related to that of formal organisational duties, and
may not be explicitly documented as a job function (Whitchurch, 2012, p. 15). They are
sometimes termed in-between spaces where two or more cultures meet (Bhabha, 2004,
p. 10; Chulach & Gagnon, 2016; Verbaan & Cox, 2014).
Third spaces are often associated with a blurring of professional boundaries, where
individuals may transition in and out of their own clearly defined professional domain
to that of another’s (Chulach & Gagnon, 2016; Whitchurch, 2008). For example, a
paramedic may advise an individual on possible drug interactions by reviewing their
medications, assess their wound for signs of infection or healing, refer them to an allied
health professional as required, and liaise with the patient’s doctor to ensure continuity
of care. There is a sharing, an overlapping of activities that were traditionally carried
out only by a general practitioner, pharmacist, or district nurse. In one sense, a third
space is a space in which a hybrid culture is produced, and where cultural differences
become negotiated (Bhabha, 2004, p. 255). It has been suggested that practitioners
operating within a third space eventually become neither one thing nor the other, but
blend and merge cultures to create something different and unique (Jacobs & Brandt,
2012). Ideally, an integrated third space should be developed, where a variety of
professions and institutional agendas are accommodated and individuals work together
as a team (Whitchurch, 2012, p. 36).
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While the concept of individuals stepping in and out of their usual professional domains
to achieve goals appears on face value to be ideal, third spaces have also been described
as areas where occupational cultures clash, and where professional status is shaky.
Some researchers go so far as to say that third spaces are often shared spaces of unease
and tension (Bhabha, 2004, p. 143; Shelley, 2010; Whitchurch, 2012, p. 23). This
tension can be related to a theory expounded by Abbott (1988, p. 34), who focussed his
research on the concept of professional jurisdictions, which are services or tasks that
the profession in question claim they have expertise in (Abbott, 1988, p. 34). A
profession may claim jurisdiction through competition with others, by influencing
public opinion so that specific types of work are associated with that profession, or
through legislation and regulation of the profession and those granted permission to
work within it (Verbaan & Cox, 2014). Abbott came to the conclusion that jurisdictional
boundaries are, without exception, fought over between different occupations (Abbott,
1988, p. 2). Alongside such third space related struggles, a gradual transformation
between cultures can occur, resulting in the formation of new boundaries (English,
2005). Traditional ways of operating may be questioned and contested, but it is from
this contestation that new opportunities for development, growth, and an emergence of
new identities and behaviours can occur (Verbaan & Cox, 2014).
Paramedicine in Australia sits not only at the busy intersection of three separate but
related fields, but also within a non-physical third space that attracts the inherent risk of
role confusion and jurisdictional struggles. If we add to this the challenges Australian
paramedics face in regards to becoming a registered profession with a clear sense of
professional identity (McCann, Granter, Hyde, & Hassard, 2013), some of the
complexities of Australian paramedicine become apparent. Such complexities are not
often visible to the casual observer (Johnson, 2015b, p. 9) and are compounded by
additional everyday difficulties inherent in a paramedic’s role. Understanding of the
meaning of being a paramedic may better prepare individuals to manage these existing
and emerging challenges.
Identity and paramedicine
One of the significant challenges in paramedicine is the issue of identity. The ambulance
service in Victoria has come a long way from its origins as a first aid provider in the
late 1880s, and is now viewed as a large and complex organisation (Yen, 2009, p. 167).
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Given this complexity, it is perhaps not surprising paramedic identity and role confusion
exist within the field.
Paramedics have long experienced a lack of recognition as healthcare professionals with
specialised knowledge and a unique skill set (McCann et al., 2013), and this experience
has been accentuated by the lack of professional registration. While registration is now
on the horizon, its imminent arrival has led to the emergence of varying levels of anxiety
and uncertainty in regards to registration requirements. These requirements include
potential changes to the role of the paramedic, the nature of clinical assessments, and
the consequences of failure to meet anticipated competency standards (Australian and
New Zealand College of Paramedicine, 2016). There remains confusion over whether
paramedicine actually has professional standing, and it seems that the title of
‘professional’ is largely associated with what paramedics believe themselves to be,
rather than what others determine they are (Sheather, 2009, p. 70).
For many years, paramedics have had to contend with the dynamic nature of the
occupation in regards to both its fairly recent development as an academic discipline
and alterations to scope of practice, which have increased exponentially in the last few
decades (Stirling & O'Meara, 2009, p. 50; Walker, 2009). Paramedic roles are
expanding (Johnson, 2015c, p. 11), and as a result of this expansion the potential for
role ambiguity and interprofessional tension is amplified. Additionally, it has become
increasingly difficult to identify whose occupational right it is to claim ownership of
specific elements of extended practice such as unscheduled public health promotion and
education, traditionally the domain of public health practitioners.
Gender
For the first five years of my employment as an operational paramedic I was the lone
female employed at the branch in which I was stationed. My only face-to-face contact
with female paramedics came through attendance at continuing professional education
days and occasionally at other branches if we stopped in on our way back from
delivering a patient to a larger healthcare centre. The number of females working in
Ambulance Victoria has since increased dramatically, with women making up 47% of
all Ambulance Victoria paramedics (Paramedics Australasia, 2017).
Both in Australia and internationally, ambulance services continue to be male
dominated, and there remain expectations of paramedics to adhere to what has been
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described as “strict traditionally hegemonic masculinity” (Williams, 2012, p. 371). It
has been stated that the male coping culture that arises from traditionally masculine
ambulance origins has the potential to effect stress management and coping
mechanisms, and to conceal a paramedic’s individuality (Steen, Næss, & Steen, 1997).
Issues of competency
Another issue facing contemporary paramedics is one of competency. Within the space
of a single day, a paramedic may be dispatched to provide pre-hospital emergency care
to a critically injured trauma patient, closely followed by a visit to a diabetic patient
who requires health promotion and education, and then a call-out to a medically ill
paediatric patient and his distraught parents. The same paramedic may then be called
on to attend an industrial environment in order to manage a patient in respiratory
distress, or be sent to a patient’s residence to assist with a mental health crisis. Given
such a dynamic, time pressured, sometimes hazardous, and mostly unpredictable
working environment, the onus is on the contemporary paramedic to maintain an
acceptable standard of clinical competence. Failure to do so could have catastrophic
consequences, not just for the patients they interact with, but for the health and
wellbeing of the paramedics themselves. In addition, paramedics must frequently
perform their role in environments that are less than conducive to clear and rational
thinking (Johnson, 2015a, p. 2).
Not only is there a pressure incumbent on paramedics to maintain clinical competency,
but there is a need for operational paramedics to do so amidst the rapidly changing face
of evidence based practice and accompanying updates to clinical practice guidelines
(Burgess & Cantwell, 2009, p. 92). The pressure to meet expected key performance
indicators in rural and regional locations where distance to hospital may be great and
access to resources limited, is also another challenge for the paramedic.
While there may be the opportunity for greater practice diversity, especially in the areas
of health promotion and education (Stirling & O'Meara, 2009, p. 49) there is also a
potential for decreased case load and diminished exposure to patient presentations as
compared to locations with higher populations. This may result in difficulty maintaining
both personal confidence and clinical competence. Conversely, demand for ambulance
services has been increasing by up to 12.5% per year since the mid-nineties (Ambulance
Victoria, 2011; Productivity Commision, 2009). Such increases in workload have the
potential to affect the amount of time paramedics have to maintain clinical competency
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through study and peer-reviewed simulated practice, and to effectively debrief with
colleagues between cases or simply rest and prepare for the next call out.
Issues of distance and resources
Accompanying issues of identity and competency, particularly in rural and regional
locations, is the issue of distance and resourcing. The paramedic’s role in rural and
regional Victoria includes the expected task of responding to a variety of incidents, but
additionally, may involve providing back-up assistance to first responder or volunteer
services. The qualification levels of responders may range from advanced first aid
training to intensive care level (Stirling & O'Meara, 2009, p. 46). This broad variation
in qualification standard may add to the complex role of the rural and regional
paramedic, who could be required to take on greater or lesser overall job responsibility
according to the skill mix of carers present at scene. The availability of mobile intensive
care ambulance (MICA) paramedics in rural and regional Victoria is less than that of
metropolitan Melbourne, which places pressure on advanced life support paramedics to
manage their patients without the additional clinical support afforded by the presence
of a MICA paramedic.
Rural and regional areas of Victoria generally experience lower overall health
workforce numbers than that of metropolitan Melbourne (Productivity Commision,
2016). Such a shortage may lead to an additional role for local paramedics, who may be
called in to assist health carers in emergency departments of rural or regional hospitals
due to a paucity of staff or an unexpected increase in patient numbers. This need for
capacity building, particularly in rural settings, allows for paramedics to take on
elements of public health and primary care roles (Stirling & O'Meara, 2009, p. 51), but
may also lead back to identity issues and increasing role complexity.
Geographical distance to patients and resultant time to definitive care in rural and
regional Victoria may be longer than that experienced in more populated centres with
well-staffed hospitals and the availability of trauma or other specialist centres
(Mulholland, 2010). There is potential for patients, particularly those designated as
time-critical, to deteriorate, testing the skills of paramedics and affecting psychological
wellbeing.
Access to seminars, symposiums, and conferences designed to promote collegiality and
enhance evidence-based practice is decreased in rural areas as compared to individuals
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living and working in metropolitan Melbourne. The issue is compounded in some rural
localities by restrictive rosters that require paramedics to stay on duty for a number of
days in a row, or to be on call at the end of a work day (Mulholland, 2010).
Safety, health, and wellbeing
Paramedics are exposed to issues regarding their own safety, as well as human suffering,
trauma, and the tragedies of others, on a regular basis as a result of the nature of their
work (Fjeldheim et al., 2014; Regehr, 2005). It is a physically and emotionally
challenging vocation that has the potential to lead to work-related stress (Avraham,
Goldblatt, & Yafe, 2014; Regehr, LeBlanc, Jelley, Barath, & Daciuk, 2007). For the
paramedic working in rural or regional settings, the chances of being required to attend
to a relative, friend or acquaintance while on shift are high, leading to greater levels of
anxiety and potential detrimental psychological effects (Mulholland, O'Meara, Walker,
Stirling, & Tourle, 2009).
Dependant on the population of the given community, it may not be unusual for
paramedics to gain something of a public profile, meaning opportunities for privacy
when off-duty are limited, and former patients may continue to factor in the lives of
paramedics long after they have been treated (Mulholland et al., 2009). Relationships
tend to be closer between paramedic staff and other healthcare workers, as professional
boundaries are blurred due to workforce shortages, and contact with existing staff
becomes more frequent (Stirling & O'Meara, 2009, p. 47).
Contemporary paramedics work with a variety of issues and challenges that have the
potential to impact upon critical components of practice and personal wellbeing,
including skills maintenance, appropriate resourcing, self-identity and social
relationships. These challenges add to the complexity and nuanced nature of the role,
and combined, point to a need for exploration of the everyday experiences of
paramedicine in light of such issues.

Scope and limitations
My work centres on my experiences of being a paramedic, with the aim of exploring
existential themes comprising what it is to be. While the narratives I present and analyse
portray events that occurred in rural or regional Victoria, this is not a study about rural
or regional paramedicine, nor is it within the scope of my work to explicitly represent
or examine issues of rurality or the challenges exclusive to rural practice. Additionally,
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while the experiences represented within this body of work are my own, and as such
depict situations in which a female paramedic figures prominently, issues of gender,
identity, and the relationship between gender and paramedicine are also beyond the
scope of this thesis and will not be explored in any significant detail.
The collection of narratives examined in this thesis is by no means exhaustive, and
represent only a small portion of the range of experiences open to paramedics during
the course of everyday practice. It is not within my intention, the research question, or
the parameters of this thesis to provide readers with more than a sample of paramedic
practice from my own perspective. I have, however, taken pains to ensure that each
narrative exhibits a high degree of verisimilitude, and depicts many of the everyday
occurrences central to the work of a paramedic.

Thesis outline
This first chapter – Exploring the Landscape, served as an introduction to my body of
work. It sets the scene by establishing the context for the study, and examines the field
of paramedicine as it relates to Ambulance Victoria from both an historical and
contemporary perspective. Finally, the challenges and issues relevant to paramedicine
in regional Victoria and the landscape in which the events depicted within the
autoethnographic narratives occurred, has been presented to the reader.
Chapter 2 – Clearing a Path, comprises a hermeneutic literature review, where the
premise of being a paramedic is explored using a hermeneutic approach, and literature
relating to pre-understandings of being a paramedic is examined. This will establish the
significance of the study by highlighting the dominant discourse that exists in relation
to how a paramedic is understood, and the prevalent gaps in the literature in regards to
being a paramedic. The final section of this chapter poses an ontological question that
arises from the literature review, and further establishes the need to turn the lens towards
the lived experiences of paramedics within a phenomenological framework. It clears
the way for a movement towards the next chapter, the way of the study.
Chapter 3 – Lighting the Way, begins by presenting the epistemological and
methodological underpinnings of this thesis. It illustrates how the application and
merging of phenomenology and autoethnography serve to bring the work to life and
aide in understanding the concept of being in the world. It also introduces the process
of arriving at three distinct phenomenological themes that form the basis of the
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proceeding work. van Manen (1990) writes, “Themes are the stars that make up the
universes of meaning we live through. By the light of these themes we can navigate and
explore such universes” (van Manen, 1990, p. 90). This chapter can be seen as the
starting point for navigating through sections of a universe previously concealed, often
in plain sight. The themes introduced in this chapter have always been present in my
work as a paramedic, but they have been covered, shrouded by other components of the
everyday (Dreyfus, 1991).
Chapters 4, 5, and 6 – entitled Being-with Others, Responding, and Controlling expound on the themes introduced in the previous chapter by analysing my own lived
experiences of being a paramedic through the use of autoethnographic narratives.
Evocative autoethnography is employed as a process of bringing the narratives to life
and providing the reader with a rich description of events that have occurred during my
time in the job. Each of the three chapters comprise a collection of narratives
accompanied by hermeneutic discussions informed by philosophical notions drawn
from the works of van Manen, Gadamer, and Heidegger, bringing the reader closer to
the essence of the phenomenon of being a paramedic. My narratives also serve as an
attempt at what van Manen describes as “capturing the phenomenon” (van Manen,
1990, p. 87), and holding it aloft for others to view.
The first theme (Chapter 4), being-with others, expounds the numerous ways in which
paramedics are always being-with and relating to others, and explores the concepts of
inauthentic and authentic modes of being. The second analysis chapter (Chapter 5)
explores another fundamental meaning of being a paramedic: responding, and
demonstrates the relationship between responding and the phenomenological concepts
of leaping in for and leaping ahead of. The third analysis chapter (Chapter 6) examines
the expression of control and controlling, and its relationship to the philosophical mode
of play.
The conclusion – Looking Back while Walking Forward, is the final chapter in this
thesis, and comprises key findings emerging from the research and the importance and
possible application of these findings for others. The concluding discussion synthesises
the outcomes of this study and presents recommendations for the future and a brief
summation of the reader’s own shift in horizons that have occurred as a result of this
journey.
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Chapter 2: Clearing a Path
This aim of this chapter is twofold. Firstly, it will serve to situate my research by
exploring some of the historical and cultural elements within the context of
paramedicine, and secondly, it will analyse dominant literature relating to paramedicine
and being a paramedic, both in Australia and internationally. The main focus of this
chapter is on demonstrating existing pre-understandings of the paramedic, and how the
paramedic is represented and theorised in the literature. Additionally, I consider the
findings of the review as a whole, and point to an absence in the literature, a path not
yet taken that leads us to inquiring into the lived experience of being a paramedic.
This study to uncover the meaning of being a paramedic is hermeneutic in nature. The
term hermeneutics originates from the Greek word ‘hermeneia’, which can be translated
as bringing to understanding (Annells, 1996; Holroyd, 2007) or bringing to light. The
messenger of the Greek Gods, Hermes, is linked with the word hermeneutics (Gadamer,
2013, p. 164), and was considered to be known for bringing light to situations and
making humans come to an understanding about that which is unknown (Walsh, 1996).
Both understanding and interpretation are closely and sometimes seamlessly linked, and
are both fundamental to the practice of hermeneutics. Hans Georg Gadamer (Gadamer,
2013) proposed that in order to understand a chosen phenomenon, some measure of
interpretation must occur, and this interpretation is most frequently mediated through
language. We are interpretive beings, always interpreting whether we are conscious of
doing so or not, and our interpreting always draws on background understandings of
being (Gadamer & Bernasconi, 1986, p. 68). Gadamer also emphasised the point that
neither understanding nor interpretation are definitive and are a product of creation. We
each have a history and understandings of phenomena within the lived world prior to
becoming consciously aware of them, and it is these pre-understandings that are
inconclusive and open to change. The same can be said of literature, where
understanding of a text never occurs in isolation; one paper should be interpreted in the
context of others, and each piece of additional literature influences and challenges our
pre-understandings, sometimes changing them altogether (Boell & Cecez-Kecmanovic,
2010). There is a shifting, a circling of thoughts that occur as we integrate new
knowledge into our current horizons. When literature from a range of sources is
reviewed in a hermeneutic manner, both reviewer and reader are encouraged to form
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what Smythe and Spence call a “hermeneutic relationship” (Smythe & Spence, 2012, p.
13) with the material. The essence of this relationship is to remain open to what may be
revealed, and to consider a range of possibilities and meanings (Gadamer, 2013, p. 281).
It is for this reason – remaining open to possibilities and meanings - that the exploration
of the literature within this chapter is hermeneutic in nature.
One of the differences between a hermeneutic and standard literature review is that,
with the former, the researcher works to create a nuanced understanding through the use
of questions and answers, and deep contemplation with text, wherein it becomes a
companion throughout the “journey of thinking” (Smythe & Spence, 2012, p. 14).
Another significant difference between a traditional literature review and a hermeneutic
review is that a hermeneutic review is not all-encompassing, as the primary purpose is
not to identify the gaps in the literature, but to examine pre-understandings and provoke
thinking.
Inclusion of texts not closely related to the subject are common in hermeneutic literature
reviews, as is the addition of philosophical literature, images, metaphors, and quotes,
poetry, and prose. van Manen speaks of doing hermeneutic research creatively,
intuitively, and descriptively (van Manen, 1990, pp. 10-13, 39), and I have attempted to
do the same within this review, where I have read widely and chosen literature that
inspires and provokes my thinking, engages and sometimes brings into question my
own pre-understandings of paramedics and paramedicine. This sentiment is echoed by
Reed, Smythe and Hocking (2013) who state that, within a hermeneutic literature
review, “a particular text calls the reviewer because it resonates, gives vision or adds to
understanding” (Reed, Smythe, & Hocking, 2013, p. 254).
A hermeneutic review does not consist of a formulaic cataloguing of data, but rather an
orientation towards texts that provoke astuteness or questioning in order to highlight
“what is and is not spoken about” (Reed et al., 2013, p. 254). During our time of being
in the world, our orientation becomes inseparable to that of our culture and histories,
with our current understandings originating in our past. They remain with us,
influencing our present and affecting our future. They are a foundation from which we
build our knowledge of various phenomena, and are a sometimes veiled, sometimes
explicit carry-over from an earlier time. Likewise, the historical foundations of the
phenomenon of being a paramedic can provide glimpses of pre-understandings that
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have shaped meanings. Reviewing pre-understandings, both contemporary and
historical, can illuminate previously concealed, or taken-for-granted, ways of being a
paramedic.

Unpacking the idea of paramedic
Although the term paramedic is a relatively recent one, the act of caring for those in
urgent need of medical assistance is not. Earlier versions of the contemporary paramedic
were known by their title as ambulance officer, medic, ambulance man, driver, or
stretcher-bearer; each one varying not just in terms of name, but in regards to the sociocultural setting in which they operated or the skill set they employed. While it is
commonly thought that the current version of paramedic had its origins in a military
setting, no doubt even earlier versions of the paramedic existed in times of peace and in
more domestic settings. However, cross-pollination, or sharing of components of the
role (wholly or partially) with that of the nurse, medical officer or physician, healer,
midwife, or even barber-surgeon is likely to have occurred in the past, hampering full
exploration of the pre-understandings that may exist in the literature.
Prior to the mid-1990s in Australia, paramedics were more commonly known as
ambulance officers, and the term ‘ambo’ (a contraction of ambulance officer) is still
utilised in Australia and can be viewed as interchangeable with that of paramedic. Prior
to the turn of the century the term paramedic was largely connected only with an
individual who was provided with intensive care training (Wilde, 1999, p. 101). From
an etymological perspective, the word paramedic is purported to have originated in the
United States, where in 1951 it was used to refer to a medical corpsman who parachutes
(Harper, 2010a). This description conjures heroic imagery of a gallant male soldier,
jumping from planes high above the ground and into an uncontrolled, high-risk
environment. With little regard for their own safety, their mission was to help those
(perhaps equally heroic) soldiers who were injured in battle. To gain a more complete
understanding of the origins of the paramedic, however, it is valuable to move back
further in time to the predecessor of the 20th century parachuting medic: the stretcherbearer.
Stretcher-bearers, who operated during times of war, provided first aid and
transportation to wounded troops. There were actually two types of stretcher-bearers in
operation during conflicts: regimental stretcher-bearers, and ambulance-bearers,
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although both were often known simply as stretcher-bearers. Regimental stretcherbearers were regarded as combatants, and ambulance-bearers were non-combatants.
Interestingly, the regimental stretcher-bearers of the infantry were initially taken from
the musical bands that each unit possessed, as it was thought that musical abilities were
no longer important once fighting began. This tradition was also known to be in
existence during the battle of Waterloo, where the only band member not used for
stretcher-bearing, irrespective of first aid knowledge, was the drummer (Johnston, 2014,
p. 7).
Stretcher-bearers possessed great standing due to their level of self-sacrifice and the
courage they showed in the face of danger. During both the First and Second World
Wars, it was a common belief that the work of the stretcher-bearer was more risky than
that of the riflemen, and that the four stretcher-bearers, along with the patient they
carried, formed a sort of social unit of courage and camaraderie (Johnston, 2014, p. 14).

Figure 1: Stretcher-bearer Private John Simpson Kirkpatrick, and his donkey (O'Brien, c 1915)

The most famous Australian stretcher-bearer, Private John Simpson Kirkpatrick, who
enlisted as Simpson, was known for his stretcher-bearing in Gallipoli during the First
World War. Stretcher-bearers sometimes worked in crews of two, but more commonly,
if casualties required carrying any distance, four stretcher-bearers were used. Simpson
deviated from this practice altogether by working on his own and utilising a donkey
rather than a stretcher to convey the injured.
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During his stint as an Australian and New Zealand Army Corps medic in Gallipoli,
Simpson transported the wounded to the safer zones of the island, but his donkey could
not be rushed, and often they were both seen walking without haste along tracks exposed
to enemy view (Johnston, 2014, p. 43). Stretcher-bearers in general were known to act
in a similar manner to that of Simpson, staying calm and unhurried, even in the presence
of danger. There was an unspoken code among bearers that you presented an air of
nonchalance, regardless of the circumstances you found yourself in (Johnston, 2014, p.
97). Does that unspoken code still exist? Is the social unit of camaraderie and mateship
still a defining component of the make-up of the 21st century paramedic, or has it been
buried with those long dead stretcher-bearers of the First World War? The literature
relating to these concepts appears to be in short supply.
Anecdotally, the term stretcher-bearer, when used to describe a contemporary
paramedic, now seems to possess negative connotations and can be seen as offensive,
perhaps as a result of expansion of skills and roles from that of the now historical origin
of the job. An examination of typical, or standard terms frequently used to describe
contemporary paramedics may provide a more accurate depiction of the role that
paramedics play in twenty-first century society. The paramedic archetypes introduced
below may help to shed light on the pre-understandings and conceptions of being a
paramedic that exist today.
Paramedic as hero
Acts of courage and beneficence, including those performed by stretcher-bearers such
as Jack Simpson, can also be referred to as heroic. In classical mythology, heroes were
beings of godlike stature and prowess, demi-gods who were capable of great acts of
strength and specialist ability. Later, heroes were defined as people admired for
outstanding achievements, courage in the face of danger, and valour (“Oxford English
dictionaries,” 2017). “Ambulance work is often depicted in the media as heroic and
masculine” (Reynolds, 2009, p. 31), with television shows emphasising the more heroic
elements of paramedic work, such as saving lives and rescuing patients from dangerous
situations (Reynolds, 2009, p. 31; Tangherlini, 2000). The term ‘hero’ used in
association with the paramedic seems to be more prevalent in some countries, such as
the United States (Scott & Tracy, 2007), than others, but literature originating from
Australia also denotes paramedics as having hero status (Lazarsfeld-Jensen, 2014;
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Reynolds, 2009, p. 31). Australian paramedic Patrick Kennedy (1999) created a
compilation of stories of paramedic work entitled You Must See Some Terrible Things,
in which consistent and repeated reference is made to his colleagues and their heroic
acts (Kennedy, 1999). Similarly, Lazarsfeld-Jensen (2014) tells of hero-like anecdotes
that reflect paramedic experiences of lifesaving and rescue.
As ubiquitous as the archetype of hero is to the organisational culture of paramedicine
(Clarkson, 2014), paramedics sometimes represent themselves as anti-heroes, with
many medics doggedly avoiding the term hero (Charman, 2015; Tangherlini, 1998,
2000), and instead using dark humour, sarcasm, or irony to downplay or dismiss any
suggestion of hero status. ‘Hero stories’ are viewed with derision by many paramedics
(Tangherlini, 2000): “While the popular media frequently portray paramedics as silent
heroes, medics tend to avoid the ‘hero’ designation. Indeed, in their storytelling, there
is an almost studied resistance to any self-portrayal that may come across as selfglorification” (Tangherlini, 2000, p. 61). Rather than focus on individual heroism,
medics have been found to tell heroic anecdotes about their team as a whole, which has
been said to foster group cohesion and strengthen interpersonal relations (Tangherlini,
2000). Benjamin Gilmour (2011), an Australian paramedic and author of a book on his
experiences on road, sees the title of hero as being a misrepresentation of paramedic
identity: “The title of hero is forced upon us, and what is lost is who we really are”
(Gilmour, 2011, p. 1).
Charman (2015) conducted a study on the cultural characteristics of ambulance staff in
England, reporting that paramedics were seen as heroes because they saved people (p.
169). Lazarsfeld-Jensen (2014) purports that “The role of first responders on 9/11 made
them the heroes of the early 21st century” (Lazarsfeld-Jensen, 2014, p. 734) The general
prevalence of these assertions raise questions as to what a paramedic is when lives are
not saved, events turn sour, or when the job takes an unexpected and negative turn. It
remains to be seen whether paramedics will still be referred to as heroes in the future,
when expansion of job roles into other primary care domains sees a decrease of
emphasis on the heroic acts so commonly associated with a paramedic.
Paramedic as male
Prior to the late 1980s, the Australian paramedic workforce was comprised entirely of
males (Department of Human Services, 2008; Johnson, 2015b, p. 13). Moreover, from
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an international perspective, the first female paramedic was not employed in the United
States until 1975 (Gonsoulin & Palmer, 1998). The composition of the workforce has
been steadily changing, and in 2011, women comprised 32 per cent of the total
paramedic workforce as opposed to only 26 per cent in 2006 (Paramedics Australasia,
2012). Despite such marked changes to the demographics of the workforce in recent
times, the culture is still referred to as masculine (Clarkson, 2014; Reynolds, 2009, p.
35), likely due to its military origins and its association with other male dominated
emergency services such as fire (Gonsoulin & Palmer, 1998).
The presence of a male-dominated culture in the field of paramedicine has meant that
females have felt pressure to take on masculine, or macho qualities in order to fit in,
including being robust and boisterous, and engaging in male-oriented conversations and
banter (Clarkson, 2014; Clompus & Albarran, 2016). They have also had to manage
preconceptions formed by both the community and their male colleagues in regards to
their capacity to undertake their roles. In the late 1990s, United States researchers
Gonsoulin and Palmer explored the attitudes of Emergency Medical Service (EMS)
workers (EMS being the United States equivalent of a paramedic organisation). They
found that some EMS employees thought that females were unsuited to the profession,
particularly in regards to their physical stature and strength, their emotional make-up,
and their ability to assume authoritative roles (Gonsoulin & Palmer, 1998). The
perceived challenges purported to be faced by females who took part in the study are
summarised by one participant who declared “You've got to walk the walk and talk the
talk and act like men to be a successful paramedic. A butch is what the public expects
of a female paramedic." (Gonsoulin & Palmer, 1998, p. 46).
The prevalence of what Steen et al. calls a “male coping culture” (p. 60) in paramedicine
has highlighted a need for examination of paramedic cultural attitudes towards the
emotional components of their work (Steen et al., 1997), as the hegemonic masculine
culture in paramedicine can be viewed as informing both resilience and emotional
expression (Clompus & Albarran, 2016). In the Canadian context, Regehr, Goldberg
and Hughes (2002) undertook a mixed methods study involving 86 ambulance
paramedics to investigate the most challenging aspects of the job, the consequences of
exposure to trauma, and coping strategies utilised by paramedics. They found that “the
macho atmosphere dissuaded workers from discussing their real concerns and fears”
(Regehr, Goldberg, & Hughes, 2002, p. 510), and that coping strategies that are
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typically used focus primarily on emotional repression (p. 509-510). This stoicism
displayed by both male and female paramedics in the workforce can be detrimental, and
has been associated with both physical and psychological stress symptoms (Porter &
Johnson, 2008).
Paramedic as stoic
Paramedics are frequently referred to as stoic, perhaps due to the military origins of the
profession. From the late 16th century, the word stoic came to mean a person who “can
endure pain or hardship without showing their feelings or complaining” (Stevenson,
2010), and this can be seen in the actions of many of the predecessors of the paramedic,
the stretcher-bearers, who conducted themselves in a calm, often cheerful manner, and
often with an air of indifference to shell fire or danger (Johnston, 2014, p. 15). This
attitude is echoed by contemporary paramedics, who have been described as possessing
“…stoical devotion to duty in the face of physical and psychological risks, insults, and
‘dirty work’” (McCann et al., 2013, p. 766). Researchers such as McCann et al. (2013)
and Tangherlini (2000) hypothesize that this stoicism emerges from a paramedic’s sense
of moral dignity and pride in the work that they perform: work that other professionals
are unlikely to come across or even tolerate. Staying calm and performing well under
pressure has long been seen as positive attributes for paramedics to possess. The “…I
can cope with everything culture…” (Steen et al., 1997, p. 57) while being of benefit to
both the paramedic and the wider community in situations when a detached and levelheaded response is required, can also be detrimental, especially when such stoicism is
used as the predominant coping mechanism for paramedics (Lowery & Stokes, 2005;
Porter & Johnson, 2008; Regehr et al., 2002).
Paramedic as healer
One of the symbols for medicine and paramedicine alike is the icon of Asclepius, also
spelt Asklepios; the single serpent entwined on a rod or staff, illustrated in Figure 2
below.
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Figure 2: Asclepius (Esculapio) Vol. I, plate 34 (Anonymous Italian, 1768-1772)

Asclepius was known in Greek and Roman mythology as the god of medicine and
healing, whose powers extended not just to healing the afflicted but to raising the dead
(Hansen, 2005). Hippocrates, known as the father of western medicine, was a noted
member of the asclepiadae, a healing guild named after Asclepius (Luce, 2001). In
2011, the peak professional association for paramedicine in Australasia adopted the
Asclepius as its logo due to this long-held association with healing and clinical care
(Paramedics Australasia, 2011). Although this was a relatively recent event, the image
of the serpent and staff has long been associated with paramedicine in Victoria, although
the symbol of the caduceus (the winged staff with two intertwined serpents) is – some
would say mistakenly – emblazoned on the side of Victorian ambulances as a symbol
of medicine. While many medical organisations use the caduceus as representative of
their profession, in Greek mythology it is actually the icon for Hermes, messenger of
the gods, and does not seem to have any such association. The serpent on its own,
however, has long been connected with pharmacology, medicine, healing, and
benevolence (Ramoutsaki, Haniotakis, & Tsatsakis, 2000).
Beebe and Myers (2010) state that “the paramedic is seen as the compassionate
caregiver – a healer” (Beebe & Myers, 2010, p. 4). As a healer is someone who supports
another during illness in order to help reduce suffering, paramedics can be termed as
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such, as this is one of the foundational components of their role. Murcot and colleagues
(2014) conducted a focus group study in Victoria, Australia, examining community
perceptions of the status of the paramedic discipline and the words used to describe outof-hospital workers and the tasks they undertake. The researchers propose that a number
of words were used by the participants that correlate to that of healer, including caring,
open, and compassionate (Murcot, Williams, Morgans, & Boyle, 2014).
Paramedic as clinician
The word clinician derives from the 17th century French ‘clinique’, from the Latin
‘clinicus’, meaning a physician who sees patients in their bed, and from the Greek
‘klinike’ – to practice at the sickbed (Harper, 2010b). This definition seems to fit well
with the practice of paramedicine, where the paramedic travels to the patient rather than
the patient making their way to a clinician who works in a clinic away from the
‘sickbed’. The paramedic’s clinic can be said to be the ambulance (Beebe & Myers,
2010, p. 8).
While the word clinician is used frequently to refer to a medical doctor or specialist
healthcare worker, the term is also used interchangeably with that of paramedic.
Paramedics can be seen as possessing some of the same skills and attributes as
physicians, including those of a non-technical nature. In fact, Jensen (2009) investigated
how Canadian paramedics undertake clinical decision-making, and found that,
depending on the circumstances, paramedics “…straddle the line between the intuitive
reasoning strategies of nurses and the analytical processes physicians tend to use”
(Jensen, 2009, p. 73).
The title clinician points to some of the foundational roles associated with the
occupation that are summarised in the term ‘clinical practice’. Paramedics engage in
clinical decision-making and judgement (Bendall & Morrison, 2009), clinical
assessment (Thompson & Drummond, 2013), clinical treatment and autonomy (Beebe
& Myers, 2010, p. 9; Hou, Rego, & Service, 2013; Williams, Onsman, & Brown,
2010b), and clinical education (Brown, Williams, & Lynch, 2013; Stirling & O'Meara,
2009, p. 48). The majority of peer-reviewed paramedic literature both in Australia and
internationally reflect the prevalence of clinical skills and tasks across the continuum of
a paramedic’s work. The recent evolution and beginning emergence of paramedic
practice as a profession is said to be the cause of this predominance of clinical related
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literature, and there is currently “…very little relating to the professional aspect of
practice” (Nixon, 2013, p. x).
Paramedic as storyteller
Although there is a healthy volume of data linking storytelling to healthcare professions,
including medicine (Bleakley, 2005; Calman, 2001; Chretien et al., 2015; Dhurandhar,
2009; Ofri, 2015), and nursing (Davidhizar, 2003; Sandenlowski, 1994; Wadsworth,
Colorafi, & Shearer, 2017; Wood, 2014), paramedicine is an area that appears to be
under-represented in terms of research examining storytelling, its prevalence, and
applications. Despite this underrepresentation, folklorist Timothy Tangherlini (2003)
purported that “paramedics are immersed in narrative” (p.348), and went on to state
that the act of storytelling was a defining characteristic of paramedics. LazarsfeldJensen (2014), in her work on paramedic’s oral traditions and role dissonance, states
that the “…cultural method of debriefing – telling a story – is like a rite of passage” in
paramedicine (p. 735), and posited that young paramedic graduates may use their
practice stories “…as a form of identity, endorsement and a symbol of belonging” (p.
738).
Storytelling in paramedicine has been explored in a five-year ethnographic field study
conducted in the United States by Tangherlini (2000). The purpose of his study was to
provide a thick description of the occupational culture of paramedicine, the ways in
which paramedic storytelling is integral to this culture, and the form of and meaning
behind the stories narrated. Tangherlini reported that paramedic stories are “deployed
tactically” (Tangherlini, 2000, p. 62), dependent upon the situation in which they are
told and topic of the story. He stated that stories can provide rich insight into how
paramedics negotiate power and use narrative as a means of informal debriefing. He
also found that storytelling occurs in many different contexts, and “…has diverse
purposes and consequences, affects people in different ways, indicates numerous
motives and intentions of narrators as well as of audiences, and offers varied
interpretations of an event” (Tangherlini, 1998, p. xxi).
Literature containing autobiographical stories of paramedic practice are plentiful, and
while the majority of texts could not be classified as an attempt to undertake empirical
research or qualitative analysis, they do offer a contribution to the area of narrative and
paramedicine by demonstrating the prevalence and popularity of storytelling in the
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field. Another source of paramedic story can be found by entering the term ‘paramedic
stories’ into a search engine of the internet. This enquiry returns numerous web and
blog sites, including Stories from a Rookie Paramedic – Emergency Medical Paramedic
(http://www.emergencymedicalparamedic.com/stories-frome-a-rookie-paramedic/)
and Real-life EMS Stories (http://ditchdoctorstories.blogspot.com.au/). These, and other
sites, contain collections of stories composed by both individuals and groups, both male
and female, novice and expert.
The archetypes explored above serve to exemplify the assumptions and presumptions
of what a paramedic is and what a paramedic does, as many of them relate to the role
paramedic’s play in society, such as healer or clinician. Some of them, including
paramedic as stretcher-bearer and paramedic as male, emerged from an earlier time
period and now appear as outdated and unrealistic characteristics to apply to
contemporary paramedics. With the evolution of paramedicine and the move to an
expansion of care beyond emergency response (Bigham et al., 2013; Blacker et al.,
2009), what is required is a fresh exploration of the ontological dimensions of being a
paramedic.
An important point is that many of the perceptions of what it is to be a paramedic
originate from the perspectives of others and not from paramedics themselves. An
insider’s view of paramedicine could assist in revealing the potentially taken-forgranted but essential meanings of being a contemporary paramedic. Additionally, many
of the archetypes represent the ontic component of paramedicine (the facts, or physical
elements of paramedicine) and are founded on what a paramedic does rather than what
it is to be. An alternative way of investigating the meaning of being a paramedic is
required, and this study serves as an attempt to do so through the use of personal
narratives of experience.

Orientation to the literature
When reviewing the literature relating to paramedicine I discovered that, compared to
other health professionals such as nurses (for example, see Spence and Smythe, 2008),
research directly pertaining to essential ontological meanings of being a paramedic is
lacking. I am not alone in this finding, with Charman (2015) lamenting the sparsity of
literature on the lived experiences of paramedics and paramedic culture. Shields and
Flin (2012) also observe that the non-technical components of a paramedic’s role lacks
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any significant attention. My search did however uncover roles assigned to the
paramedic that did not figure prominently in scholarly studies (empirical and theoretical
in nature) or within popular media. These included the paramedic as educator (Beebe
& Myers, 2010, p. 10), patient advocate (Tavares, Bowles, & Donelon, 2016),
practitioner (Tavares et al., 2016), and researcher (Beebe & Myers, 2010, p. 10). They
are potentially of no less importance than those discussed in detail within this chapter,
however I am constrained by the limitations of this thesis to outlining only a few.
During the literature review process, I began to realise that the body of literature relating
to paramedics was oriented towards the following areas: the skills or competencies that
paramedics should acquire, already have, or be prepared to procure in the future (the
what); the clinical evidence to support or refute these skills or competencies (the why);
and how paramedics should operate, including issues of professionalisation, safety,
simulation, or clinical placement (the how). What seemed to be missing was the ‘who’,
or ontological aspects relating to the experiential nature or meaning of being a
paramedic.
While it has been said that hermeneutic literature reviews do not necessarily lead to a
final definition based on assembling or summarising findings, and nor do they always
lead to the showing of clear themes (Crowther, Smythe, & Spence, 2014), I nonetheless
found myself wanting to examine the latest research in the field of paramedicine to get
a clearer picture of the above mentioned categories, and sought to investigate leading,
peer-reviewed scholarly journals in Australia, the United Kingdom, and the United
States.
The journals I chose attracted a high readership and linked directly to the national
paramedic or emergency medical services association for that country. In Australia, the
Australasian Journal of Paramedicine is the quarterly international peer-reviewed
journal for the national professional association of Paramedics Australasia. For the
United Kingdom, the influential peer-reviewed journal affiliated with the Association
of Ambulance Chief Executives is the Journal of Paramedic Practice, and for the
United States, the peer-reviewed monthly journal Pre-hospital Emergency Care is a
popular, high quality journal of the National Association of EMS Physicians and the
National Association of State Emergency Medical Service Directors.
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I refined my search to articles published in these journals for the year 2016. I was
primarily interested in Australian studies, but, perhaps because the United States and
United Kingdom articles far outweighed those originating in Australia in terms of
volume, I found myself becoming more engrossed in organising all of the literature
explored in regards to their orientation towards the what, why, how or who. As a result,
I sorted a total of 165 studies and have summarised these into a table (refer to Table 1
in Appendix 1). The titles of the articles provide an accurate description of their
contents. I excluded the commentaries and editorials from the table for brevity’s sake,
but did not encounter any information corresponding to the ‘who’ category while
perusing them.
Of the 165 articles published in the above mentioned journals in 2016, the vast majority
of them focus primarily on the skills or competencies that paramedics possess or should
procure in the future (the what), and the clinical evidence to support or refute these skills
or competencies (the why), or a combination of the two. For example, a study by
Carrillo, Hern, and Barger (2016) involved investigating the prehospital rates of
epinephrine administration in paediatric patients, and concluded that “EMS personnel
are not treating anaphylaxis appropriately or consistently with epinephrine” (p. 243).
Another study by Mihalik et al. (2016) sought to determine the effect of football
equipment interference on the delivery of adequate ventilations and appropriate chest
compressions, and recommended that emergency responders remove the head and
shoulder pads from footballers who require cardiopulmonary resuscitation. Rice (2016)
explored both the presentation and pre-hospital management of cardiogenic shock and
examined the clinical evidence to support paramedic practice in this area.
The second largest category that emerged from the collection of articles published in
the three journals related to ‘how’ paramedics should operate, including issues of safety,
simulation, professional practice, or clinical placement. A total of 46 articles pertained
to either the ‘how’, or a combination of both the ‘how’ and the ‘what’, by introducing
the topic in question and including information relating to its implementation by prehospital providers. An example of this is an article by England (2016) that covers
legislation in relation to medicines and the restrictions that apply within ambulance
services. The author also provides guidance for paramedics to ensure legislation
requirements are followed. Another example of an article that addresses the ‘how’ of
paramedic work is Smith’s (2016) article, wherein he examines undergraduate
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paramedic clinical placement by exploring practical and clinical skills exposure in two
clinical placement environments. He then suggests ways of developing student
capabilities and optimising placement experience (Smith, 2016).
Only one journal article relating to the exploration of the meaning and nature of being
a paramedic - the ‘who’ - was found. It is also one of my own, having been written when
first embarking on this current journey into being. The article offers an
autoethnographic analysis of one of my own paramedic stories, and discusses the role
that storytelling plays in exploration of both the professional and personal self as a
paramedic (Furness, Lehmann, & Gardner, 2016).

Summary
In summary, what appeared to be lacking throughout my exploration was literature
pertaining to the ‘who’; the meaning and nature of being a paramedic, either in Australia
or overseas. There are works relating to the ontic, the entities and facts concerning them,
but not the ontological, the questioning of the nature of existence or being. Research
relating to the what, the why, and the how of paramedicine forms an essential and
valuable contribution to the field, especially given recent expansion of clinical practice
scope and technical and clinical advances in pre-hospital care. In recent years, the
supply of knowledge generated for practitioners and patients has significantly
increased, alongside an “…emphasis on quality of care and litigation in healthcare”
(Perkinton & Nixon, 2013, p. 77). As such, professional association journals must focus
on these aspects of paramedic work by publishing related research. Yet there is also
room for exploration of other, more existential aspects of paramedicine. My aim in this
study is to delve further into the ‘who’ of paramedicine in order to illuminate the lived
and ontological nature of the paramedic, and to contribute to and expand existing preunderstandings of what it means to be.
Deeper understandings of being a paramedic may be concealed by everyday knowledge,
and remain largely unquestioned. Or perhaps the concept of being a paramedic is
complex and resists any ready conceptualisation. Regardless, questions relating to
ontological and lived meanings of being a paramedic, including the way a paramedic
makes sense of and understands the world, remain unanswered. The next chapter will
provide the reader with an outline of the way in which I sought to answer these
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questions, and includes discussion relating to the core philosophical underpinnings of
my inquiry.
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Chapter 3: Lighting the Way
In a narrow well, things look backward from how they are. Stones and metal objects
seem treasure, as broken pottery does to children pretending to buy and sell. Tell her
Joseph sat in such a well, then reached to take the rope that rose to a new
understanding.
From Solomon to Sheba (Barks, 2004)

Like Joseph in this excerpt from the poetry of Rumi, I have spent my own time within
a particular space; the cultural workspace of paramedicine. And, as Rumi infers in his
writing, I have also come to the realisation that it is difficult to see things as they truly
are, particularly when engaged in the everyday, taken-for-granted actions and activities
of life that fail to emerge from the subconscious and remain hidden, unnoticed or
unseen. Just as Joseph who sat in the well and later chose to rise, I have sought out a
new understanding of my own in relation to what it is to be a paramedic, and to see
further than the pre-understandings that I hold or have found in the literature.
This thesis is informed by a theoretical framework that combines two overlapping
theoretical domains: autoethnography and hermeneutic phenomenology. As a starting
point, I launch into an examination of autoethnography, its origin, paradigmatic stance,
and key features. I then narrow my focus to the framework and makeup of the distinct
style of autoethnography used in this thesis: evocative autoethnography. Next, I present
the underpinning principles, origin, and dominant aspects of phenomenology before
turning the lens towards the strand of research I have used alongside evocative
autoethnography: hermeneutic phenomenology. Finally, I discuss the merging of both
evocative autoethnography and hermeneutic phenomenology and the resultant
formation of an autophenomenography.

Approaching autoethnography
“… akhuni nena hakakhatek?-"What do people do?” (Heider, 1975, p. 3). This question,
posed in the early 1970s, was said to have given birth to the term autoethnography, a
research style that emerged when anthropologist Karl Heider produced a series of
cultural representations of the Dani people of Irian Jaya, Indonesia. Heider declared his
research report to be a “Dani auto-ethnogra-phy” (Heider, 1975, p. 3), with the ‘auto’
component of the word referring both to the term autochthonous, meaning relating to
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an inhabitant of a location or place, and automatic, given its simplicity of
implementation. Other anthropologists such as David Hayano also refer to
autoethnography in a similar way to that of Heider. In his 1979 autoethnographic paper,
Hayano reported on the tension in anthropology between shifting from scientific
observer to participant-insider or native group member, and acknowledged that this shift
had already occurred in some areas, including research by anthropologists and
sociologists who also worked as jazz musicians, pool hustlers, taxi drivers and
waitresses. Hayano later published work that centred upon his own participant-insider
experiences as a semi-professional poker player, and his role as a full member of that
culture (Anderson, 2006). Hayano also presents his views on the potential future
paradigm move to a “…radical anthropology emphasizing the practical uses of
anthropology in support of one’s own people, and therefore, of oneself” (Hayano, 1979,
p. 101).
Interest in autoethnography shifted from the field of anthropology to the more general
social sciences (Allen-Collinson, 2006), and by the mid-1980s there was increasing
doubt from postmodernists and poststructuralists as to the ability of the scientific
doctrines to produce meaningful, truthful and clear approaches to expressing lived
experience. The philosopher Richard Rorty concurred, and recommended an
experimental approach to social science research (Bochner & Ellis, 2016, p. 49). It was
not until the late 1990s that real progress seemed to be made in the field of
autoethnography, which was being defined as a genre of research and writing that was
autobiographical in nature and linked the personal to the cultural. Autoethnography was
seen as a viable alternative to empiricist social science that neglects meanings, details,
and rich description (Bochner, 2015, p. 53; Spry, 2001).
After “…a long tradition of embracing a biomedical approach that values objectivity
and science over subjectivity and qualitative inquiry” (Graeme, 2013, p. 517),
researchers in the health field setting, including allied health, have now largely
embraced autoethnography as a valuable research tool to inform practice. In addition,
numerous non-health professionals have also used autoethnography to explore their
own experiences of illness, and have assisted readers to become aware of health issues
and their psychosocial impacts (Chang, 2016). Autoethnography in allied health has the
potential to engender new cultural understandings in healthcare, and possesses the
ability to shape meanings of health and illness, stimulate critical thinking in practice,
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and allow for an examination of human experience that outsiders to the profession may
not normally be privy to (Bochner, 2012; Peterson, 2015; Vickers, 2002).
Autoethnographic narratives can also provide the reader with “…unexpected
(re)presentations of professional practice” (Denshire, 2006, p. 233), that inform both
health practitioners and the broader community, and add to the body of knowledge for
the respective discipline.
While there are several different approaches to autoethnography, including interpretive,
narrative, performative, analytic, collaborative and evocative, all share the aim of
connecting the personal with the social: the self – the auto, with the culture – the ethno,
within the research process – the graphy (Chang, 2016). From an etymological
perspective, the term is derived from the Greek, with ‘auto’ referring to self, ‘ethnos’
referring to nation or group of people, and ‘grapho’ meaning to write (Doloriert &
Sambrook, 2012). The accent on any one of those three components will vary according
to the research question, commitment to autoethnographic methodology, and individual
preference.
In the mid-70s and 80s, the focus of many autoethnographies was on the concept of
researcher-and-researched, where the researcher is not the only participant in the study,
but is connected to other research participants by a common intellectual idea, or what
Doloriert and Sambrook state is a “conceptual common denominator” (Doloriert &
Sambrook, 2009, p. 36). With researcher-and-researched autoethnographies, the
researcher is often fully engaged with the culture of the area of study, the ethno, and is
a complete member researcher with intimate knowledge of the sub-cultures and social
worlds of which they are a part. On the other end of the auto-ethno continuum is the
style of autoethnography in which the researcher-is-researched, and becomes both the
central focus of the research and its only participant. Not only are they complete
member researchers, but they create reflections of their own lived experience, much like
an auto-biography, only focussed through reflexivity and cultural critique on the
relationship between the personal and the cultural, the auto and the ethnographic.
Autoethnography is said to be a combination or synthesis of postmodern autobiography
and ethnography (Allen-Collinson, 2013, p. 283).
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Autoethnographic research paradigm
Autoethnography sits either within the constructivist-interpretivist or criticalideological research paradigm, dependent upon the researchers subjective positioning
and the main thrust of the research study (McIlveen, Beccaria, du Preez, & Patton,
2012). Within this thesis I take a constructivist-interpretivist stance, wherein I work
from a hermeneutic approach, believing that meaning (constructed through interaction
with our social world) is concealed or hidden, and may be revealed or at least glimpsed
through the use of reflection. One of the major characteristics of constructivist thinking
was highlighted by the work of German philosopher Immanuel Kant, who posited that
objective reality cannot be separated from the person who is experiencing that reality
(Ponterotto, 2005). Kant also proposed that individuals should “…seek the testimony
of the few; and number not voices, but weigh them” (Jacob, 2014, p. 22). This viewpoint
supports the premise that, while a single key informant presenting autoethnographic
narrative can make no real claims on generalisability, there is value to be had in regards
to gaining rich, deep understanding of a lived experience, a broadening of individual
horizons, and inspiration for critical self-reflection (McIlveen, 2008; Neville-Jan,
2003). Constructivist-interpretivist autoethnographies in which the researcher is the sole
participant have been said to procure an “…authoritative voice that permits an insightful
glimpse into an otherwise hidden world” (Gruppetta, 2004, p. 2). This ‘world’ is a
mutable one that social groups and individuals create, re-create, and co-create, with
constructivists hesitating to adhere to any unvarying or permanent principles by which
truth can be universally known. In this sense, constructivists are said to lean towards
the antifoundational (Lincoln & Guba, 2000, p. 173).
From the perspective of ontology and epistemology, the constructivist paradigm tends
towards a relativist ontology wherein there are multiple realities that are dependent on
the individual, and a transactional or subjectivist epistemology, where both the knower
and the respondent co-create understandings and find meanings through interpretation
(Denzin & Lincoln, 2011, pp. 98-99). Constructivist-interpretivist research is often
defined by its convention towards questions of knowing and being, and its positioning
within a postmodern, post structural arena with its “…fertile fields of inquiry rigidly
walled off from conventional inquirers” (Lincoln & Guba, 2000, p. 177).
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Autoethnography has also been described as a merging of postmodern autobiography
and postmodern ethnography (Allen-Collinson, 2013, p. 283; Gruppetta, 2004), and
personal narratives constructed in the form of anecdote or story are often a
distinguishing feature of a contemporary autoethnographic study. These stories are said
to instigate a conversation, both with the reader as well as with the writer (Ellis &
Bochner, 2000, p. 748). Autoethnographic narrative stands as an invitation for readers
to explore the implications and significance that may have been unveiled within the
author’s work, and to put themselves in the place of the author from the perspective of
their own lives. This entering “…empathically into worlds of experience different from
their own” (Ellis & Bochner, 2000, p. 748) may help readers to critically examine their
own personal lived experiences, potentially expand their horizons while exploring
social and ethical perspectives, and move to a deeper form of perception and awareness.
Autoethnographic narratives can allow for viewing not just of theories, concepts or
methodologies of the researcher, but of intentions (Dauphinee, 2010), and this is the
approach I take within this study.
Writers of autoethnographic narrative reveal and express a range of personal elements,
including vulnerabilities, uncertainties, challenges, emotions, choices and values. Not
only do they show their lived experience, they can use their accounts as an enabler of
self-understanding and a facilitator of ethical discussion. Autoethnographic narration
can be seen as a deeply reflexive activity that serves to bring both writer and reader
together while also connecting the personal to the cultural, a meaning making and
illustrative device that points powerfully and evocatively to the lived experience of a
phenomenon.
Personal documents, including but not limited to diaries, journals and letters, as well as
artefacts such as photographs, medical reports, and even audio-visual material are also
commonly incorporated into autoethnographies, and work to produce a similar effect to
that of narrative. Additionally, interpretive dance, sculpture, and art all have legitimate
presence in an autoethnographic project. Both artefacts and documents serve to provide
a means through which reflexivity and interpretation can be facilitated and new
understandings can emerge, as they both reflect and embody our everyday lives, and
can provide a rich and evocative depiction of an individual’s lived experience (Bochner
& Ellis, 2016, p. 66). When writing the personal narratives contained within this study,
I utilised a number of old photographs of my prior workplaces and colleagues, alongside
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clinical logs recorded during my time as a student paramedic. They have not been
included here for confidentiality reasons, but they assisted me to reflect on my
experiences during the process of narration.
Regardless of whether an autoethnography is one of researcher-as-researched or
researcher-and-researched, some individuals advocate interviews as a recommended
form of reflexivity, with memories of the past explored alongside the researcher’s preunderstandings. Interviews may be interactive or take the form of a more traditional
interviewer/interviewee event. They may also resemble an individual or co-constructed
narrative, where the focus is firmly on the self or selves (Anderson & Glass-Coffin,
2015, p. 70; Chang, 2008). The autoethnographic self-interview is an opportunity to
engage in “dialogue between one’s past and present selves” (Anderson & Glass-Coffin,
2015, p. 69) for the purpose of re-creating and re-constructing perceptions, emotions
and understandings relating to past events. While I did not engage in the traditional
interviewer/interviewee method for eliciting perceptions and pre-understandings within
my own work, I did employ the process of individual narrative construction through
reflexive journaling, which included a type of question and answer self-dialogue.
In addition to the tools used by autoethnographers, there are a number of differentiating
features of ethnographic and autoethnographic studies. These features include visibility
of the self, reflexivity, vulnerability, open-endedness, aesthetic merit, and expression of
a reality (Anderson & Glass-Coffin, 2015, pp. 71-78; Patton, 2002, p. 87). From the
latter half of the 20th century onwards, reflexivity has been viewed as being largely
synonymous with autoethnography. The researcher is clearly and consistently visible in
the work, and emphasis is often placed on reflexive exploration of the self. In this way,
a merging of the self with the context of the study occurs and the auto and the ethno
coalesce. The researcher emerges as the principal player in the construction of meaning
and is deeply embedded in all aspects of the research (Atkinson, 2006).
Being a reflexive self-researcher includes undertaking activities of self-understanding
and questioning, with reflexivity in autoethnography measured by the degree to which
self-awareness and exposure has occurred and is demonstrated (Patton, 2002, p. 87).
This sometimes intimate level of exposure can lead to vulnerability on the part of the
researcher as they re-interpret and re-live experiences that may be both painful and
confronting. Many autoethnographers write of events that are deeply personal,
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challenge the status quo, lead to a disruption of some sort, relate to issues of life and
death, emotional upheavals and existential angst, or illustrate inequalities, illness, or
pivotal events in the lives of the researcher (Anderson & Glass-Coffin, 2015; Ellis,
2003; Ellis, Adams, & Bochner, 2010; Patton, 2002). Anderson and Glass-Coffin use
the term “traumatic truths” (Anderson & Glass-Coffin, 2015, p. 75) to describe the
product of combining deep self-reflexivity with honesty, and often, substantial
emotional commitment and exposure.
Autoethnographic narratives are generally aesthetic, engaging, and emotionally rich,
bringing both writer and reader face to face with what may prove to be challenging and
confronting issues that evoke an emotional response (Ellis et al., 2010). Grounded in
personal history and illustrating lived experience, many autoethnographic narratives
also feature creative or artistic elements that assist in producing a credible, authentic
representation of an event or events. In this way, the narratives come closer to
illuminating true accounts of phenomenon as they were lived, complete with thoughts,
emotions and actions, and devoid of sterility and rigid, parochial or colonialist research
traits that often end up obscuring rather than explicating.
Autoethnographic writings present insights and understandings that occur at one or
more points within an individual’s socio-cultural and temporal landscape. Yet human
perceptions, ideas and understandings shift and change, remaining malleable and fluid.
What one thinks today may change tomorrow, and what is hidden in the present may be
glimpsed in the future. Knowledge is always situated and open to contest. This openendedness, or resistance to closure or finite truth is said to embody “…a conception of
the self (and society) as relational and processual, mutably written in a moment that
opens onto a panoramic, albeit not unlimited, future of possibilities” (Anderson &
Glass-Coffin, 2015, p. 79).
Evocative autoethnography
One of the main aims of autoethnographic research is to facilitate an exploration and
illustration of the taken-for-granted components of the culture in question and the
interactions between the self and that culture. It is to give pause, to indicate without
explicitly pointing, to encourage an environment where the there but unseen is thrown
into light. Evocative autoethnography is an autobiographical genre of research that
encompasses illumination by using a shifting of consciousness, a movement between
43

levels of knowing. The researcher’s gaze is in motion, looking outward at the cultural
and social components of their work depicting personal experience, then inward to
expose a more vulnerable, personal self that is influenced by or even resistant to the
culture in question. As this inward and outward dance continues, “…distinctions
between the personal and the cultural become blurred, sometimes beyond recognition”
(Bochner & Ellis, 2016, p. 65).
Evocative autoethnography is autobiographical writing that possesses a particular
ethnographic interest, and allows for the possibility of inspiring critical self-reflection
in the reader. It does so through the use of evocation; the ability of the narration to evoke
emotions in the reader due to the personal nature of the text (Neville-Jan, 2003). While
other autoethnographic genres such as analytic autoethnography lean towards more
objective analysis, the goal of evocative autoethnography is to develop resonance and
engender an empathic response. In their ground breaking text on evocative
autoethnography, Evocative Autoethnography: Writing Lives and Telling Stories,
Arthur Bochner and Carolyn Ellis (2016) outline its liminality, and define its location
as:
“…a space between science and art; between epistemology and
ontology; between facts and

meanings; between experience and

language; between the highly stylized conventions of fact-based
reporting and the unfixed alternatives of literary, poetic, and dramatic
exposition; between a cold and rational objectivity and a hot and visceral
emotionality; between a commitment to document the reality of what
actually happened and a desire to make readers feel that truth coursing
through their blood and guts” (Bochner & Ellis, 2016, p. 66).
One of the key aims of an evocative autoethnography is to transport the reader to the
activity or action being represented through the use of narrative and storytelling.
Storying “…expresses a being in the world” (McIlveen, 2008, p. 18) and allows
opportunities for contemplation, reflexivity, and illumination of experience that may
otherwise have been left hidden, or revealed but unnoticed: overlooked in the
everydayness of life.
It has been said that while evocative autoethnographers seek to tell, hermeneutic
phenomenologists seek to show (Spence, 2016). While this research project uses
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evocative autoethnography as a methodology, it is not used in isolation, but rather
coupled with hermeneutic phenomenology to form a complementary and multi-faceted
exploration of the research topic: a show and tell concerning the meaning of being a
paramedic.

Phenomenology
Phenomenology can be understood as a disciplinary field, an inquiry paradigm, a
methods framework, and a movement in the history of philosophy itself (Dowling,
2004; Merleau-Ponty, 2012, pp. lxx-lxxii; Patton, 2002, p. 104). Denzin and Lincoln
(2011) describe it as a “complex system of ideas” (Denzin & Lincoln, 2011, p. 16) that
arose from the works of philosophers including Edmund Husserl, Jean-Paul Sartre, and
Martin Heidegger (Laverty, 2003), while Herbert Spiegelberg (2012) offers more than
twelve different uses for the term phenomenology, some dating back to the mid-18th
century (p.44-58). The main phenomenology movement arose just prior to the First
World War in Germany and was founded by Husserl (Spiegelberg, 2012, p. 111). Since
that time, others such as Heidegger, Hans Georg Gadamer and Maurice Merleau-Ponty
have further developed the theoretical underpinnings of phenomenology (Gadamer,
2013; Heidegger, 1962; Merleau-Ponty & Smith, 1996; Willis, 1999).
From an etymological perspective, the word phenomenology is derived from the Greek,
with the term ‘phenomenon’ denoting that which appears or “…that which shows itself
in itself, the manifest” (Heidegger, 1962, p. 51). Rather than the ‘ology’ in
phenomenology being associated with a field of science or study, the term ‘logos’ is
said to be more apt for examination, and is a word also derived from the Greek meaning
“to let something be seen” (van Manen, 2016, p. 27). A phenomena can be defined as
that which appears to someone, and the main focus of phenomenological exploration is
either on the person experiencing the things, or the things being experienced (Willis,
2004).
There are two main schools that determine the way in which the phenomenon is
examined: interpretive - or hermeneutic, and descriptive - or eidetic (Caelli, 2001;
Flood, 2010). Husserl is considered the founder of descriptive (sometimes referred to
as transcendental) phenomenology. He proposed a scientific approach to uncovering the
lived experiences of others, and believed that the actions of humans are influenced by
their perceptions of reality. The positivist stance of descriptive phenomenologists
45

upholds that researchers remain objective and separate their own knowledge and views
in a process known as bracketing or epoché, meaning suspension of taken-for-granted
beliefs (van Manen, 2016, p. 215). Husserl believed that researchers can transcend their
own preconceptions and prejudices and remain objective in the research (Sloan &
Bowe, 2014). This process is said to prevent any preconceptions or biases from entering
into and influencing the research itself (Dowling, 2004). One of the aims of this
transcendental form of positivist or objective phenomenology is “…to produce proof,
not provide ways for the reality to affect others” (Denzin & Lincoln, 2011, p. 111).
Descriptive phenomenological studies are epistemological in their orientation. For
example, Husserl was concerned with investigating the nature of knowledge, whereas
the phenomenological stance of Heidegger, and later Gadamer (both interpretive
phenomenologists) was more ontological and focussed on the nature of existence and
the phenomenon of being (Flood, 2010). Gadamer was one of the main philosophers of
the 20th century concerned with the advancement of interpretive, or hermeneutic
phenomenology, and saw it as a way of moving from simply knowing the world, to an
understanding of being in the world (van Manen, 2016, p. 132). The hermeneutics of
Gadamer may be viewed as an ontological philosophy and an approach rather than a
method with specific guidelines. The foundational intention of hermeneutic
phenomenology is to reveal understanding and the conditions that contribute to it; an
aim associated with being-in-the-world, or Dasein (Debesay, Nåden, & Slettebø, 2008).
van Manen, following the basic tenets of Gadamerian phenomenology, upholds that
within historical and cultural contexts, language reveals being and provides a means for
data interpretation in order to come closer to an understanding of existence (Sloan &
Bowe, 2014; van Manen, 1990, pp. 112-119).
Hermeneutic Phenomenology
The word hermeneutics derives from the Greek term hermeneuein, meaning to interpret,
and refers to the winged messenger-God Hermes, who is associated with
“…transmuting what is beyond human understanding into a form that human
intelligence can grasp” (Palmer, 1969, p. 13). The basis of human understanding is
hermeneutic in that understanding of our everyday world is sourced from the way in
which we interpret it (Flood, 2010). Hermeneutic phenomenology goes beyond mere
definition to attend to meanings hidden or embedded in everyday occurrences as
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individuals go about their lives, and it is for this reason that I have chosen to use
hermeneutic phenomenology as a component of this study.
Hermeneutic phenomenology asks that the interpretive lens be turned to the
phenomenon in question in a search for meaning. This meaning may be “…withdrawn
and hidden, forgotten, covered up, and even disguised. It lies hidden in the background
familiarity of experiences” (Crowther et al., 2014, p. 158). It is the role of the
hermeneutic researcher to build a possible interpretation of a human experience as it is
lived. The phenomenological component of this methodology describes how humans
orient to lived experience, and the hermeneutic component relates to how a human may
interpret the texts of lived experience (Sloan & Bowe, 2014). The researcher works to
bring forth the “meaning structures” (van Manen, 1990, p. 41) of a particular experience
and ultimately shines a light on potential interpretations, as all description is, in the end,
interpretation. Gadamer posits that interpretation is both a pointing to something – a
revealing - and a pointing out of the meaning of something, which is what is done when
we explore something which in itself is already an interpretation (Gadamer &
Bernasconi, 1986, p. 68). This is due to the belief that “understanding is already
interpretation because it creates the hermeneutical horizon within which the meaning of
a text comes into force (Gadamer, 2013, p. 414).
Following on from the work of Gadamer is that of van Manen, whose approach builds
on Gadamer’s idea of interpretation of text, and expounds language as being central to
revealing being nested within cultural and historical contexts (Sloan & Bowe, 2014).
van Manen sees hermeneutic phenomenology as a way of studying humans via means
of reflection facilitated through text and language (van Manen, 1990, pp. 7-14). In fact,
the concept of examination and exploration of texts in order to ultimately reveal hidden
meanings is pivotal to all hermeneutic phenomenology (Crowther et al., 2014;
Gadamer, 2013, p. 261). Texts should be read with an open mind, and with due
consideration and sensitivity, while ensuring that the historical temporality of the text
continues to be acknowledged (Gadamer, 2013, p. 414; van Manen, 2016, p. 132).
Phenomenological interpretation requires a movement, a restless shifting back and forth
between already-there understandings and the understandings that may be concealed or
revealed within the text itself (Smythe & Spence, 2012). This movement is epitomised
by the concept of what is referred to as hermeneutic circling.
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Hermeneutic circling
The process of hermeneutic circling has long been associated with hermeneutics and
hermeneutic phenomenology. In its simplest form, it can be defined as the act of circling
from the whole of a text to the parts and back again. Understanding the parts of a text
relies on our understanding of the whole, but this understanding of the whole can only
occur by understanding the parts, which are acted upon and modified by initial and
subsequent understandings (Gadamer, 2013, p. 302). This idea of the interplay between
the whole and the parts and its influence on interpretation of a body of text is not new,
and can be traced back to the works of Plato who proclaimed that the parts of a text
must be conceived with an understanding of the whole (Grondin, 2015, p. 400).
It is important to note that an individual’s understanding of the subject in question will
shift and alter over time; their horizons, or “field of vision” (Fleming, Gaidys, & Robb,
2003, p. 117) seen from a particular perspective, will change as new experiences and
interpretations occur. For this reason, understanding is constantly evolving, and never
complete, as the way in which humans interpret something is a result of their own
presuppositions or prejudices (Gadamer, 2013, p. 317). The act of engaging in
hermeneutic circling assists in remaining orientated towards the phenomenon in
question and open to a new way of knowing or seeing as time progresses. It allows for
both an extension and a fusion of horizons that can be actively used to find meaning
related to lived experience (Gadamer, 2013, p. 406).
Prejudices
Hermeneutic circling offers a way in which presuppositions informing our
interpretations and understandings (also referred to as prejudices), can be examined in
the context of the phenomenon being explored (Grondin, 2015, p. 59). Yet declaration
and inclusion of prejudices in research seem to clash with the epistemological approach
of objectivity, where the results are completely independent to that of the researcher. In
qualitative research, removing subjectivity can be challenging, and it is for this reason
that the process of bracketing of prejudices was introduced by proponents such as
Husserl, who believed that an objective stance is only possible if presuppositions are
put aside (Gadamer, 2013, pp. 246-247). Gadamer, however, pronounced that this
laying aside of prejudice was not possible, and that consciousness is formed by the
fusion of one’s horizons with the prejudices of history (Fleming et al., 2003; Gadamer,
2013, p. 306). Prior experiences are an essential component of the formation of
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expectations and knowledge, and when an individual’s past experiences merge with the
present, the resultant fusion of horizons leads to understanding (Debesay et al., 2008).
Prejudices are always at work, and in fact there is no understanding without them
(Crowther et al., 2014; Gadamer, 2013, p. 289). Heidegger uses the term vorverständnis,
which refers to the interpreters pre-understanding or prejudice when reading a text, and
relates to the living relation of the interpreter to the phenomenon or issue being
illustrated by the text itself (Grondin, 2015, p. 403). The aim of the interpreter is not to
eliminate their prejudices but to bring them to light and open to examination, thereby
engaging in reflexive practice. One’s prejudices, or pre-understandings, are essential
for deeper exploration of lived experience, and despite the modern negative
connotations of the word, prejudices are said to form the very interpretations of life as
it is lived (Fleming et al., 2003; Gadamer, 2013, p. 289).
Dasein and being
Heidegger sought to question the nature of being and what it means to ‘be’, and this is
the main premise of his pioneering work, Being and Time (Harman & Languirand, 2011,
p. 56; Heidegger, 1962). He shows that we already have a conception of being through
the use of our presuppositions, although these are usually hidden from us as we go about
our everyday tasks, employing them only tacitly and without thought (Heidegger, 1962,
p. 228). Heidegger believes that being can be recalled, its essence brought to the fore,
the forgotten made visible by remaining open and aware of one’s being (Heidegger,
1962, p. 42), for the “…essence of truth is openness” (Harman & Languirand, 2011, p.
92).
For Heidegger, being is not an objective or physical presence in the universe (an ontic
perspective) but rather ontological, wherein ‘to be’ is context specific and centred
around and within experiential meanings. Da-sein (being-there) is a term coined by
Heidegger (Heidegger, 1962, p. 28) in reference to being in and belonging to the world,
and a revealing of “…conditions that facilitate understanding; an aim not intended to
be subject to scientific examination, but as ‘being-in-the-world’” (Debesay et al., 2008,
p. 58). Dasein is the situated meaning of being a human in the world (Heidegger, 1962,
p. 28), or human existence, and of working within a clearing, an opening in which
questions such as how meaning happens and what it is to be in the world can be revealed.
Heidegger takes the Greek word aletheia and uses it to re-define truth as un-
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concealment that occurs in such an opening. It is only through dasein that aletheia can
work to draw the forgotten or neglected into visibility (Harman & Languirand, 2011, p.
92).

Blending autoethnography and phenomenology
When I first began to think about ways in which to undertake this research journey, I
considered, and subsequently rejected, a number of different research methodologies.
Despite much deliberation, two remained, jostling for attention and demanding further
contemplation and exploration: evocative autoethnography and hermeneutic
phenomenology. I could see the value of both as a means of exploring the phenomenon
in question, and, whether by luck or subconscious design, one of my research
supervisors was well versed in autoethnography, the other in phenomenology. I felt a
self-imposed pressure to make a decision and commit to a single research stream, but
was reassured somewhat by the words of Heidegger, who in reference to his own
methodology stated: “Whether this is the only way or even the right one at all, can be
decided only after one has gone along it” (Heidegger, 1962, p. 487). I was also
heartened by van Manen, who referred to the act of exploring a number of
phenomenological methods and appreciating the words of previous researchers as a way
to “…help us to develop an approach that enhances our own strength” (van Manen,
2016, p. 75). After much contemplation and review of relevant literature, I arrived at a
theoretical framework suited to my work. My research is a blend of autoethnography
and phenomenology, and has the following characteristics.
I have sought to connect with readers, “…while at the same time bending the customary
‘rigorous’ ways of doing things – neutral tone, fact-based exposition, third-person voice
– towards a fresh approach to re-presenting realities of lived experience” (Bochner &
Ellis, 2016, p. 66). I have also aimed for the production of stories that have the potential
for readers to experience moments of “visceral emotionality” (Bochner & Ellis, 2016,
p. 66), and to not just read about experiences as a paramedic, but to feel them, to place
themselves amidst the events depicted in the stories and to sense their lifelikeness. My
narratives illustrate my own lived experiences in paramedicine with equal measures of
creativity and vulnerability, both important aspects of evocative autoethnographies
(Pelias, 2015, p. 388). In addition, I have used evocative autoethnography to bring to
light previously subjugated knowledge specific to the practice of paramedicine. “Every
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working life will have a number of subjugated places, an ‘immense remainder’ of
human experience that ‘does not speak’” (Denshire, 2010, p. 529). Within this thesis,
my evocative autoethnographic stories give voice to these everyday experiences, a voice
which may otherwise be silenced by a different choice of methodology.
Although evocative autoethnographic stories can stand on their own as important
research devices, I chose to accentuate them by including interpretation and analysis
that further explores being in paramedicine. I was subsequently drawn to the works of
van Manen, Heidegger, and Gadamer, and to the field of hermeneutic phenomenology.
My stories of lived experience in paramedicine are coupled with hermeneutic analysis,
depicting taken-for-granted components of being, and revealing aspects of meaning in
paramedicine from an ontological perspective.
This approach of combining autoethnography and phenomenology is not unique, in fact
it resembles an approach described as autophenomenography. Autophenomenography
is a relatively new form of research first mentioned by Maree Gruppetta in 2004, and
explored in greater detail by Jacquelyn Allen-Collinson (2009, 2011 & 2013). The term
autophenomenography is used instead of autophenomenology, as the latter has specific
and contested meanings in phenomenological circles. Additionally, the suffix ‘graphy’
can relate to a field of study, a written representation of the research, and the research
product, making it a suitable name for this methodology (Allen-Collinson, 2013, p.
293).
The principle characteristic of autophenomenography is that the researcher is both
investigator and participant, and, unlike a standard autobiographical project, rigorous
and continued phenomenological analysis of presented narrative is employed
(Gruppetta, 2004). Another key characteristic of an autophenomenographical study is
that the researcher’s lens is turned more to the lived experience of the phenomenon as
they themselves have experienced it, rather than to the socio-cultural context within
which the phenomena occurs: the traditional view taken by a purely autoethnographic
project (Allen-Collinson, 2013, p. 293). My own study takes on the above trademarks
of autophenomenography, in that the voice that speaks loudest is that of the auto, or
self, and not necessarily the ethnographic (Allen-Collinson, 2013, p. 296), although it
needs to be made clear that the ethnographic also shines through, as the socio-cultural
landscape within which my research is set cannot be separated from the experience of
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being a paramedic. Autoethnographic narrative is blended with phenomenological
interpretation throughout my analysis chapters.
My study differs to that of autophenomenographers Gruppetta and Allen-Collinson in
regards to their use of Husserlian descriptive phenomenology and the process of
bracketing presuppositions. The fundamentals of autophenomenography remain intact
in that I strive to both represent and subsequently analyse my own experiences of the
phenomenon of being in paramedicine. The difference lies in my chosen methodology
of hermeneutic phenomenology, and the concept that presuppositions cannot be
separated from the research, nor from interpretation or understanding. Instead they
should be both declared and embraced.
The blending of evocative autoethnography with hermeneutic phenomenology has led
to the provision of a framework for the presentation and analysis of my research data.
This has resulted in three chapters, each of which carries its own hermeneutic theme
and consists of a number of evocative autoethnographic stories of practice nestled
within and between phenomenological interpretations. The following section provides
an outline of the research method that led to the development of the content for these
three chapters.

Method
My approach to data collection and analysis is informed by both autoethnographic and
phenomenological paradigms. Autoethnography, despite the auto prefix, is actually a
shared creation, just as Dasein (being-in-the-world), is shared with others. My
recollections are saturated with the influence of others, either as primary actors whose
actions are recorded by me, or behind the scenes, as ‘thickeners to the plot’. Others
serve in different ways, providing impetus and influencing action and choice. These
people are moulders and shapers in the world of the autoethnographer, either setting
and keeping them on their life trajectories, or creating conflict and throwing them off
course. In this way, while the author of an autoethnography composes stories that are
representative of the socio-cultural nature of the field they are writing about, other
individuals are also integral to the process of composition. What follows is an
explanation of my own narrative composition, and the way in which I began to search
for meanings of being within these shared creations.
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Personal memory data
While an autoethnographer’s stories are of past events, the clock does not stop when
they are committed to paper. As elements of memory, stories are malleable, becoming
more nuanced and layered the more frequently they are shared with others, recalled, and
shared again. While not without its limitations, including story malleability and
potential blurring of memories, personal memory remains a “building block of
autoethnography” (Chang, 2008, p. 71), and was used in this inquiry as the primary
method of data collection. I commenced the process of collecting data by holding the
phenomenon close as I entered into a reflective mode of thinking. To assist me, I drew
on a number of techniques and resources, including the use of an autobiographical
timeline (Chang, 2008, p. 73; Hassett & Paavilainen-Mäntymäki, 2013, p. 127). I
entered a period of contemplation, and focussed on documenting events that were
directly connected to my chosen phenomenon by plotting them on a timeline spanning
15 years as an operational paramedic. I soon discovered that this process was onerous
given the number of memories I had and the challenge of placing them in some sort of
chronologic order. Eventually, armed with a broad and somewhat incomplete timeline,
I took to my own reflective journal in order to funnel my recollections of countless
events that I had experienced during my time as a paramedic.
My reflective journal is just a supermarket exercise book, with blue and red stripes
running across the thin cardboard cover that houses white paper lined in pale blue ink.
The corners are worn, and there are jagged white edges where pages have been ripped
from the spine. And then there is writing: scribbling, scrawling, sometimes only on the
right side of the booklet, and other times on both. The words are pushed tightly together,
and they seem to be marching across the page like soldiers to battle. Sentences,
sometimes disjointed, sometimes flowing, mark the events that stuck in my mind and
that mattered enough at the time to commit to paper.
My reflective journal includes representations of a range of experiences, both unique
and repeated, spectacular and mundane. These are the basis for the narratives on which
this study is based. I sat and wrote, initially using my journal to trigger memories, and
then plucking the stories that jostled their way to the top of my mind and translating
them to words on a page. I engaged in the act of what Ellis (2009) refers to as
“systematic sociological introspection” (p. 97), a process whereby I recalled both my
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feelings and my thoughts, and used a kind of emotional recall to transport myself back
to the time of the event as I documented details including conversations had with others,
my emotions, and even physical sensations. This process is said to lead to “…recalling
other details, which produces deeper emotional remembering” (Bochner & Ellis, 2016,
p. 168). I also strove to write in a way that not only engaged the reader, but made the
story accessible to them.
My memory contains a myriad of stories of practice, and I initially spent several months
crafting narratives while re-living events from the past and referring back to my journal
entries. The process was sometimes challenging, as I worked to recall past experiences
as though I were right there and they were happening once again. Regardless of the
strong emotions that often accompanied the process, I persisted, determined to stay as
true to my memories as the passage of time and the limitations of this thesis would
allow.
Eventually, after several months, and at a period in the process when I had collated over
70 narratives ranging from a paragraph to multiple pages in length, the speed and
fluency by which my stories had previously emerged seemed to lessen, and I took a
pause in my writing to reassess. It was then that I decided the journey of narration had
ended.
Protecting others
While I have made concerted attempts to depict events as closely as I recall them
occurring, I have also taken pains to ensure paramedics, emergency service workers,
patients and their families, and bystanders are unable to be identified. This was achieved
by modifying and sometimes blending or merging similar occurrences, as well as by
occasionally altering details such as gender of patients or crew members, or the age of
the patient. I have also left out any reference to the geographical location in which the
events took place and the year of their occurrence. In addition, I have changed the names
of all involved in my narratives, with the exclusion of myself.
In conducting this inquiry, the matter of ethical responsibilities to those depicted within
my narratives was continually reflected upon. I adhered to the suggestion of Bochner
and Ellis (2016) who propose that, when writing autoethnography, researchers should
consider each of the ethical dilemmas presented to them as they occur (p. 148). Once I
had written a narrative, I would go back to it, time and again, and question whether the
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individuals were represented in a negative light, or whether they may be identified by a
sentence I had written or a particular description of events. I removed a number of
narratives from my inquiry due to the possibility the narration would lead to reputational
harm or undue stress to either the ambulance service or to the individuals involved.
Verisimilitude
I have aimed for verisimilitude over any claims of total truth, by trying to instil in
readers “…a feeling that the experience described is lifelike, believable, and possible”
(Ellis, 2003, p. 124), and the sense that the narration is seen as representing truth
(Browning & Morris, 2012, p. 158; Ellis et al., 2010, p. 10). The importance of validity
in regards to research is well known, and validity in relation to autoethnographic
research means that the narratives seek verisimilitude. I have made substantial efforts
when writing my stories to ensure coherency, and to enable the reader to view my own
lived experiences from their own perspectives. “Like all life writing, evocative
autoethnography tells a story, not the story” (Bochner & Ellis, 2016, p. 243). My own
perspective is but one of many perspectives of an event and represents only “…one slice
of reality” (Frank, 2012, p. 150). I have worked to present that perspective in the most
truthful way possible while still adhering to the ethical responsibilities inherent in the
process of narration.
While writing my autoethnographic stories, I sometimes felt as if I were walking a
tightrope; how could I best represent events while steering clear of identifying
individuals and respecting ethical boundaries? Just as vital a consideration was how I
could effectively write stories that I had told many times before, about events that, in
some cases, had occurred many years ago. I took solace in the words of writer Danielle
Wood, who, when wondering on the telling of stories, so eloquently stated:
“Over the years, I watched the tale attain a certain symmetry which it
certainly never had in the beginning. Each telling buffed off a little more
of its irregularity. Each time it was told, it was polished smoother, until
eventually it was a perfect globe shape, and shining. I have often
wondered if this refining makes a story less or more true. Whether in
becoming less factual, it became more truthful. Whether, irrelevancies
sloughed away, what was left was, if not the actual truth, then the essence
of the matter” (Wood, 2003, p. 170)
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By writing my stories of experience, I seek to demonstrate the essence, or “inner
essential nature” (van Manen, 1990, p. 177) of being a paramedic. It is in this essence
that one may come to see the phenomenon for what it is.

Data analysis
While my autoethnographic stories stand on their own as rich descriptions of events
occurring in paramedicine, the stories are also a means of “letting something show
itself” (van Manen, 1990, p. 26). In this sense my narratives can be viewed as
descriptive, yet they are also interpretive. Gadamer and Bernasconi (1986) state that
interpretation can be seen to have two meanings and covers both the act of pointing to
something and the pointing out of something (p. 68). While I have pointed to something
with my stories, it is through the use of hermeneutic phenomenology as a means of data
analysis that I undertake a pointing out.
I commenced my data analysis by engaging in an intuitive process of re-reading the
narratives I had collected in an attempt to see “structures of experience” (van Manen,
1990, p. 79), van Manen’s term for phenomenological themes. I continued to read and
ponder, working through each story numerous times, and then stepping back for a period
to allow them to dwell within me. This back and forth movement from the whole to the
parts and onto the whole again can be described as engaging in the hermeneutic circle
(Dreyfus, 1991, p. 36). The continued circling motion, the backward and forward
reasoning, assisted me to deepen my understanding of the narrative content and its
relation to the research question (Heidegger, 1962, p. 28). I moved from my own preunderstandings to newer, more explicit understandings, and finally came to a fresh
knowing, a new seeing of phenomenon, albeit initially somewhat delicate and uncertain.
Interpretation is never finite, and is created based on perceptions, experiences, and
beliefs inherent in the researcher. “To interpret means precisely to bring one’s own
preconceptions into play so that the text’s meaning can really be made to speak for us”
(Gadamer, 2013, p. 415). For this reason, the analysis stage can never really be referred
to as complete. There came a time, however, when I reached a pause in my circling, and
it was then that I began to categorise my narratives into themes. My task was to decide,
through necessity given the limitations of this project, which of these themes shone the
brightest and pointed to the essence of the meaning of being a paramedic.
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My initial categorisation of stories resulted in 22 broad themes: family and bonding,
gender, resilience, humour, death and near death, acceptance, meaning making, selfpreservation, values and morals, success and failure, frustration, risk, control, self and
other, uncertainty, change, trauma, pain, loss, fitting in, spirituality, and belief. It is
clearly beyond the scope of my thesis to examine each of these in detail, but I am
cognisant of the fact that those sub-themes that did not become the primary focal points
of my work remain accessible to the reader, as they are embedded within and across
many of the stories I present.
The theme of ‘bonding and family’ stood out as one of the categories with the highest
proportion of stories assigned to it (a total of 22 narratives), and this was merged with
the ‘self and other’ category to form the overarching theme of ‘being-with others’. The
second core theme, ‘responding’ emerged after contemplation of several sub-categories
and the realisation that many of these categories represented a state of responding. For
example, responding with humour, acceptance or frustration, responding to trauma,
loss, or pain, and responding despite uncertainty or the possibility of failure. The final
theme selected for deeper exploration, ‘controlling’, transpired through the process of
combining the sub-category of ‘control’ with other categories including ‘risk’,
‘frustration’, ‘uncertainty’ and ‘self-preservation’, as each shared a fundamental
relationship with that of control.
As a result, I settled on my final themes relating to the meaning of being a paramedic:
being-with others, responding, and controlling. They comprise the three interpretive
chapters presented in this inquiry. In writing these chapters, I combined my interpretive
thoughts with autoethnographic narratives that exemplified various permutations of
each of these themes. In this way, readers are presented with an opportunity to
experience the autoethnographic text and the events portrayed within them, and then
engage with the material from a different perspective as I present my own interpretation
of each of the narratives offered.
Following this initial theme selection process, I again returned to the stories. Resisting
the temptation to lean towards the more explicit, visible aspects, I engaged in a
hermeneutic way of thinking and worked to find the hidden or concealed meanings
within each narrative. I attempted to remain open to alternate understandings and other
possible ways of interpretation, and spent time both with the narratives and away from
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them, engaging in what Heidegger (1966) terms meditative thinking. I wanted to allow
the narratives to speak for themselves rather than force meaning from them, and I found
that short periods of time away from the stories were beneficial in helping me to glimpse
meanings that would otherwise have been hidden. Meditative thinking also allowed me
to sort through my preconceptions and view the narratives from a new perspective.
What emerged from this period of contemplation was a selection of key stories that best
exemplified aspects of each of the core themes. I then curated the stories in order to
produce an exhibition of sorts, one in which the stories could stand on their own and
readers could immerse themselves without the distraction of copious analytic text.
While there are some exceptions, stories are presented prior to their hermeneutic
exploration, allowing for the reader to form their own thoughts in relation to meaning
without initially being influenced by my own.
The first of the three chapters that follow is also the first of the phenomenological
themes relevant to the meaning of being a paramedic: being-with others. The stories
presented in this chapter serve to illustrate the fact that paramedics are always engaged
in being-with others, in various guises, during everyday practice. Heidegger’s
theoretical concepts of authentic and inauthentic modes of being emerge throughout the
narratives, and are explicated during story analysis.
The second theme, responding, is explored in the next chapter, with the Heideggerian
concept of leaping in for and leaping ahead of expounded as fundamental and often
nuanced components of the act of responding. Stories within this chapter demonstrate a
number of taken-for-granted aspects of paramedic response, and hint at the complexities
inherent in the field of paramedicine.
The final theme-based chapter, controlling, presents narratives that exemplify elements
of control in paramedicine in its various permutations, and draws on Gadamer’s
representation of the philosophical mode of play to demonstrate that, although
fluctuating from moment to moment, control is a dominant and consistent element of
paramedicine. Each of these three themes will be summarised in greater detail within
the conclusion of this thesis. I invite the reader to open themselves to the stories laid out
in the following chapters, and encourage them to dwell amidst the interplay between
the self and the sociocultural elements of paramedicine, while concurrently
contemplating the concealed or taken-for-granted meanings of being a paramedic.
58

Chapter 4: Being-with Others
Being a paramedic means being with others. As paramedics, as humans, our being in
the world is always-already shared and lived out with others (Heidegger, 1962, p. 155),
and our ways of being-with one another are based on the structure of care. This means
that others, and our relating towards them, matter to us in varying ways, ranging from
indifference to genuine care (Heidegger, 1962, p. 158) and can take on one of two
modes: authenticity or inauthenticity.
Humans are thrown into existence, into a being-with, and this existence is influenced
by the standards, prejudices, and beliefs of society. Although we are always being-with
others in the world, and are subject to the common ways of thinking, communicating,
and living, we are each of us unique individuals, and it is this individuality that allows
for possibilities and choice. “As thrown, we are thrust into a set of circumstances, and
freedom lies in choosing to embrace our thrown possibility” (Sherman, 2009, p. 2). If
we choose not to seize this ability to differentiate ourselves from others and act from
the understanding that we are each of us distinctive entities, we are at risk of relating in
an inauthentic way.
Our everyday mode of living is an inauthentic one in which we find ourselves caught
up in the play, in the everydayness of life and being-with. “This Being-with-one-another
dissolves one’s own Dasein completely into the kind of Being of ‘the Others’, in such
a way, indeed, that the Others, as distinguishable and explicit, vanish more and more”
(Heidegger, 1962, p. 164). There is a tendency to forget ourselves or dissolve in this
everyday mode of existence, concerning ourselves with averageness, a “levelling down
of the truest and best possibilities of Dasein to a common currency of existence”
(Sherman, 2009, p. 2). Our authentic selves are lost in our absorption with the everyday
and obscured within our habitual activities. “…the Self of everyday Dasein is the theyself, which we distinguish from the authentic Self…” (Heidegger, 1962, p. 167).
Inauthentic relating should not be viewed as ‘worse’ than that of authentic responding,
as immersing oneself in the everyday of life is both necessary and unavoidable, and
belongs to Dasein itself (Dreyfus, 1991, p. 28).
Relating and being-with authentically can only occur once we realise that each human
is a distinctive entity who has the ability to take up as one’s own, and to reclaim oneself
and our unique possibilities for existence. Authenticity involves relating with intent:
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being true to oneself and acting accordingly. Stories in this chapter illustrate both
inauthentic and authentic modes of Dasein, and reveal how paramedics are constantly
being thrown into an unpredictable play of being-with and caring-for others. As specific
events unfold, paramedics find themselves relating-to others, and being-related-to-by
others in some way, whether they are consciously aware of this ontological dynamic or
not.
Encountering Heidegger’s existential notions of being-with and caring-for made me
realise that relating with others is essential to being a paramedic, regardless of whether
the mattering of our relationships with others is obscured by the urgency of everyday
practice or momentarily glimpsed. Absorbed in the busywork of being a paramedic,
relationships and relating are commonly experienced between colleagues, patients,
relatives, bystanders and other healthcare workers. Yet the mattering of these
relationships often remains hidden in the everyday, and is only partly revealed to us in
fleeting moments. Often, relating is so routine and self-evident that we become unaware
of it. These relationships are frequently taken-for-granted, but they always-already
matter, and mattering is paramount to the relational experience (Rayle, 2006). What
follows is a snapshot of the various ways that being-with others exists in the everyday
work of a paramedic.

Relating with a sense of togetherness
“Susan, come on, we gotta go.” My partner for this rotation of the roster, Brett, walks
hurriedly through to the vehicle bays, the screen door closing with its usual double
cracking sound as the force makes it bounce on the jamb. I place the book I was reading
on the table and follow, confused. The pager hadn’t gone off, and I had heard no phone
ring.
In the moment it took me to reach the ambulance, the garage door was lifting and Brett
was gunning the engine impatiently. I jump in, barely managing to secure my seatbelt
before we are out and away, sirens blaring in the quiet afternoon and tyres screeching
as we turn onto the main road. “Where are we going? I didn’t get the job. Do I need to
get the map out? Have you told them we are two-zero?” The questions tumble out, one
on top of the other. “No need to call ‘em”, Brett mumbles. I sit with the silence that
follows, trying to make sense of the situation. I open my mouth to respond but close it
again as he continues to speak.
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In the initial stages of the above story, concern for my partner seems not to be the
priority, but as the case progresses, my concern comes to the fore, and the relationship
appears to matter, even to the extent that possible risk is recognised but ignored. There
is a sense of uncertainty as the everyday, normal act of responding and working as a
paramedic is disrupted. I am confused by this event that challenges my expectation of
working with my partner in the usual shared activities of a paramedic: The pager hadn’t
gone off. “Where are we going? I didn’t get the job. Do I need to get the map out? Have
you told them we are two-zero?” Even when my partner responds to my questions by
stating there is no need to call in, I sit with the silence that follows, trying to make sense
of the situation. Sharing the same understanding to that of my partner is important to
me, and at this point in time I remain bewildered, but trust that things will become clear,
and I open my mouth to respond but close it again as he continues to speak.
“I got a call from Dianne, the dog’s been hit by a car.” I picture Brett’s dog, a tall and
gangly Great Dane, lying injured at the side of a road, and wince. Then my eyes grow
wide as my mind catches up with what we are doing: going code one. To a dog. It’s
breaking the law, a quick way to lose our jobs, and I shift my weight in my seat,
squirming in discomfort at this realisation, but remain quiet. It isn’t long before we
arrive at the scene and the vehicle lurches to a stop.
The dog is lying close to the footpath, a small trickle of blood escaping from the corner
of its mouth. Brett switches off the siren, but not the flashing lights, and runs to the rear
of the ambulance to remove a stretcher. “Come and help me lift him.” Brett’s words
are rushed, his tone urgent, and I find myself automatically obliging. We scoop the dog,
its limp body the size of a small human, onto the stretcher. I hover, wondering if I should
get the gear out, somehow take a blood pressure or check a pulse. How much oxygen
do dogs need? Brett closes the rear and opens the side door, hesitating momentarily
with his foot on the first step leading to the cab. “You drive.” I nod and try to look
nonchalant, as though what he is asking me to do is standard and happens every day.
Brett goes to shut the door behind him and pauses; “Oh, and Susan?” I look up
questioningly. “Drive to the Laurel Street vet, and hurry!”
And so I drive with lights flashing and sirens blaring to the closer of the towns two vets,
the ambulance swaying and rocking as I accelerate through bends, urging it on, coaxing
it to its destination in what feels like record time. I want to get there as fast as possible,
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not just because of the still form lying in the back, or the anxious father leaning over
him, but because I am afraid of being caught in the act. What if someone sees us, or had
already seen us? I have a terrifying vision of the headline in the weekly paper, saved
in perpetuity; Ambos Break Law to Save Dog. No. More like Ambos Put Community
Lives at Risk to Save Dog. I breathe out a long sigh of relief as I pull up in front of the
vet clinic and turn off the ignition. By the time I get to the rear of the ambulance Brett
has the stretcher out and is wheeling it past the front of the vehicle, its engine ticking
loudly: a mechanical pant after the wild sprint it had just endured.
I remember the vet nurse being more than a little surprised as she watched us enter,
two paramedics in uniform pushing a stretcher containing a silver-grey coated dog, its
rear paws poking over the edge of the bed. I remember the vet examining him, and the
moment when he pulled back the dog’s lips to reveal its gums, pale as the white sheet
that its body was laid out on. I remember Brett suddenly holding a hand to his face, his
head shaking in denial, a cry of frustrated anguish escaping his lips. I remember him
thanking the vet, his voice soft and shaky as he stroked the lifeless body of the dog for
the last time. And I remember a sudden and surprising certainty that I had done the
right thing by my partner, and if the circumstances called for it, would do so again.
I become complicit in the activities that go against ambulance service policy, the law,
and potentially the safety of the community as I assist my partner to load the dog into
the ambulance. We both work together in this activity that falls outside of our roles as
paramedics, yet I hover, wondering if I should get the gear out, somehow take a blood
pressure or check a pulse. I struggle to make this event fit an everyday paramedic
framework of responding, as to do so would allow me to be calmed by the taken-forgranted activities I am used to performing. There is a sense of tranquillity associated
with inauthentic being (Heidegger, 1962, p. 222), and I walk the line between authentic
letting-be and inauthentic activity as I find myself automatically obliging and struggling
to make this job fit the norm.
This story also illustrates a move from anxiety to resoluteness. The resoluteness
“….brings the Self right into its current concernful Being-alongside what is ready-tohand, and pushes it into solicitous Being with Others” (Heidegger, 1962, p. 344). The
events reveal something about the nature of my relationship with my partner, which is
seen by me to matter to the degree that the relationship is privileged over the risk of

62

trouble. Recognition of this mattering comes late, and only once I come face to face
with my partner’s vulnerability. At this point in time, the relationship appears to matter
less for my partner, who is wrapped up in the trauma of the situation for the time being
and is unable to reciprocate the mattering overtly. Instead, perhaps the mattering of the
relationship shines through in the fact that he relies on me to support him and appears
to do so unquestioningly – my assent is assumed. There is an understanding that, as
partners, we work together as one, sharing situations as they arise, regardless of how
bizarre they may be.

Relating with a sense of urgency
There is extensive damage to the right side of the car, the metal twisted and compressed,
the right edge of the roof pushed back to the centre of the vehicle. My only way in is via
the passenger side, and I climb through and move towards the driver. She looks young,
and her long blonde hair is hanging forward, covering part of her face. She is pushed
close to the dashboard, and her head is pinned on an angle between the headrest and
the B pillar of the car. I inch myself closer to take a better look. Both her eyes are closed,
swollen shut, and there is bruising beginning to show across the bridge of her nose and
over her cheek bones. Her mouth is open, lips pale and parted slightly. Her teeth are
clenched tight, and the sound of her rapid, snoring breaths echoing through the car put
me in mind of something less than human.
I have a cervical collar in my hands, but there is no way to fit it to her neck; her head
is wedged tightly between the seat and the compressed metal of the car. I reach for the
oropharyngeal airway, then stop as I realise she has trismus, and there is no way I will
be able to insert it past her rigid jaw. One of her femurs is fractured, tearing her jeans
as it was forced through the skin of her thigh. Blood is pooling around the fabric, and I
glimpse a piece of bone poking out of the wound. Brian is trying to get to her through
the back seat of the car, but the hatch is compact and devoid of rear doors, making
access challenging. A back-up crew has arrived on Brian’s request, and the four of us
work to treat and extricate the woman with the help of the SES who are now at the
scene.
In this excerpt from a longer story, we are called as a crew to a motor vehicle accident
in a small rural town: car into a tree. The fact that we are a two person crew points to
the together-ness that is inherent in many of the jobs I have attended as a paramedic,
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yet in the everydayness of paramedicine, such together-ness is unspoken and largely
unacknowledged. Initially, managing our patient is an important focus and is, of course,
fundamental to our jobs. While the patient is at the centre of our attention, our relating
with her is not.
Brian and I share in an unspoken togetherness as we both work to achieve the aim of
providing care to the patient. In the initial stages of the response, there is no conscious
thought given to relating with the patient. When I am in the everyday mode of a
paramedic, the patient matters, but this is borne out not by the act of engaging in a
relationship in any way, but rather in the act of absorption in the everyday work
required. Heidegger states that within this being-busy or absorption, “…the essential
structure of care – falling – makes itself known” (Heidegger, 1962, p. 420). I have fallen
into the world of the everyday (at least for a paramedic), and thusly absorbed in beingwith-another, the relating overshadowed by the doing.
I am in the ambulance, sitting at the head of the patient, assisting her ventilations with
a closed circuit resuscitator. Brian comments as he checks her blood pressure; “I bet
she doesn’t make it. Her head injury’s pretty extensive by the looks of it.” I gaze at the
pale, swollen face, the bruised eyes, the clenched jaw and heaving chest. She is now
spinally immobilised, and tape is stuck over her head, securing it to the board. It
blanches the area above her eyebrows, smoothing the creases on her forehead. Her
body shudders beneath the spine board straps and I turn my head, forcing myself to
focus on the job I need to do, trying not to think of her chances of recovery.
I choose not to dwell on thoughts about this person’s recovery, preferring to stick with
that which provides a measure of emotional protection: to see this as simply another job
and to avoid thinking of a future in which this human may not exist. At this stage I am
relating to the patient in a specific way. As Dasein, I am mitsein (being-with) and relate
to the patient as an important Other: I care about this person in what Heidegger terms
“circumspectively concernful Being-in-the-world” (Heidegger, 1962, p. 154). We are
always with others, and always already in the world with others. In one sense we share
“a primordial familiarity” (Heidegger, 1962, p. 119), and we gain an understanding of
others through the activities of being-with, being-for, and caring-for in the form of
solicitude (Chan, Benner, Karen, & Ruth, 2010, p. 28).
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Several months after this event, emergency service crews, including ambulance,
received an invitation to a thank-you party that was being held by the woman involved
in this accident. The story picks up again at the event, where the former patient arrives
on stage to speak.
She is wheeled out slowly by a women I take to be her mother. She sits upright in the
wheelchair, a small blue blanket positioned over her legs. Her head and arms are
affected by muscle spasticity, and she struggles to grasp the microphone as it is handed
to her. She pauses, looking out at the audience. And then, in speech heavily slurred and
sometimes garbled, she begins.
I did everything I could to stop from crying as she made her speech. I dug my fingernails
into the palms of my hands. I sipped far too much water and stared intently at the table
decorations. I recited a poem in my head, and fashioned my serviette into an origami
bird. For a while I was managing it. I was doing okay. Right up until that part in the
speech when she wanted to thank “the best people ever - the paramedics who saved
me.” There is an enthusiastic round of applause and a smattering of cheers. I looked
down at the table, smiling weakly and shaking my head. Don’t cry. Don’t cry. Don’t
cry. I could feel my eyes getting moist, the tablecloth blurring as I looked down at it.
The thanks seemed to go on and on, and the word ‘hero’ was used on more than one
occasion. By the end of the speech I was sure I had made a mess of my mascara; the
back of my hand was marked with black from wiping it across my eyes. So much for
covering up the fact that the lives of my patients have an impact on my own.
As much as I may try and deny it, the life possibilities of individual people do matter,
but often, in the midst of everyday paramedic activities (such as attending to a patient
at the scene of an accident), any thought of relationship, and often any chance of
establishing one, is pushed aside. If anything, there is a reluctance to form a connection
with patients, to relate, for fear that I may become too involved, too wrapped up in their
lives and their suffering.

When being-with others appears insufficient
Relating to and being-with another alters according to a number of factors, including
the nature of the event we are called to. This next story depicts a time when paramedics
in Victoria were the primary providers for non-emergency patient transport in addition
to their emergency response role:
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I have just completed a clinic run, and am working as a single officer when I drop off
the elderly lady after her radiology appointment and assist her to her house. She shuffles
slowly, head down and breathing heavily, pausing in her walk only to re-adjust the
nasal prongs that deliver oxygen from the portable cylinder I wheel by her side. She
asks me in and I politely refuse, stating the need to get back to the branch and prepare
for the next case. She reaches out and touches my arm. “Please”, she says. “Oh please
come in, just for a moment.” I look into her eyes, the irises seemingly washed out from
so many years exposed to light. In them I see history, and sadness, and tears. “Please”,
she whispers, almost inaudibly.
And so I sit with her on her faded chintz couch, her white fox terrier wriggling between
us, and look through a photo album. There was “Barry” standing beside a car in his
uniform, “he worked for the Postmaster General you know” she says with unmistakable
pride in her voice, and Uncle Harold and Aunt Beth - “I never did like her much, such
a stern woman.” Three smiling young ladies in very modest bathing attire leaning
against the retaining wall of a beach; children playing under a sprinkler in someone’s
back yard; a photo of a young couple with their arms around each other on the front
veranda of a typical suburban 1940s house. The edges of the photo are creased and
folded over, like the creases in this ladies face, a face depicting years filled with stories
and rich with…life.
“They’re gone now – all of them. I have become an old woman in an old house
surrounded by nothing but old memories.” She ruffles the dog’s head with an arthritic
hand and sighs. Her gaze falls back to the photo album on her lap, lost in her own
thoughts. In the silence that follows I feel a small space within my chest expanding, the
sensation rising and constricting my throat, obstructing any chance to speak, which
matters not, as I have no need for a voice at this moment. I know of nothing I could say
that could appropriately fill this silence. And so we sit within it, two humans and a dog.
While initially declining this patient’s invitation to continue to be together beyond the
standard boundaries of the job, I am swayed by the sudden recognition that this woman
is more than a mere patient, she is a human being in need, and as such, relating to her
becomes important to me. I look into her eyes, the irises seemingly washed out from so
many years exposed to light. In them I see history, and sadness, and tears. I experience
a compulsion to provide this woman with something more than usual paramedic-patient
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interaction allows for, and feel that a failure to do so would be detrimental to her
wellbeing; I hear her plea. “Please”, she whispers, almost inaudibly.
My Being-with, and relating to this woman while I sit with her on her faded chintz
couch, her white fox terrier wriggling between us, is not an expressly verbal or
consciously intentional act. I have moved away from an everyday inauthentic mode of
being, and as a result of that movement a space is created. It is a clearing in which I
relate authentically, and deepen my self-understanding of what it is to be. In the silence
that follows I feel a small space within my chest expanding, the sensation rising and
constricting my throat, obstructing any chance to speak, which matters not, as I have
no need for a voice at this moment. I know of nothing I could say that could
appropriately fill this silence. We are together in this moment of authentic being,
connected by our shared knowing of not knowing what to do. There are no easy fixes,
nothing to say that will change the situation and nothing to be done at present but dwell
in silence. And so we sit within it, two humans and a dog. While at first glance my
relating to this woman seemed not to be enough to meet her long term needs, perhaps it
was enough for that particular moment in time.
In contrast to this welcome being-with, the next story takes on a very different mood,
yet represents another situation in which being in relationship is not enough:
“Here.” She thrusts the child at me before I have a chance to shut the passenger door
of the ambulance. I don’t want to take him because I have a plan, a system in my head
that I want to follow, and by taking him right now, that system is taken from me. We are
at the scene of a major collision, and I want to determine who else may be involved.
She forces him into my arms and says; “he has just stopped breathing.” For the next
twenty minutes I do what I can, but I know I need to stop. There is another patient in a
critical condition who needs both of us and we are only one crew. I finally decide to
call it. I look at my watch, but I can’t look at the child when I make this decision. Instead
I gather the airway equipment together, switch off the cardiac monitor and the
capnograph, and close the zip on the drug bag with a sinking feeling; it sounds just like
zipping up a body bag. I pick my way up the slope to where the other patient is being
treated by my partner. I don’t get far before I notice them.
They are both leaning back against a eucalyptus tree, their hands clasped tightly
together, their heads bowed. Without being told, I know that these are the parents of the
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child. I could keep walking, could leave them to the police who are now at the scene,
but instead I stop and crouch down in front of them on the dusty ground, setting the
equipment bag down beside me. I owe it to them to be the one that delivers the news.
I want to say I’m sorry I failed. I must not have done well enough, and you can blame
me. But then this isn’t about me, it’s about the little boy with the light brown hair and
the fake Sponge Bob tattoo on his right forearm, and a sticky spot on the left side of his
chin where the remnants of something red and sweet he’d eaten earlier had left its mark.
I realise that what I say next will shape how I see myself. This is a defining moment not
just for the parents, but for me. I open my mouth, not quite sure what will come out, but
trusting that the words will be there for me. Before I can utter a sound, the man nods
his head once and mumbles softly, “we know.” I close my mouth abruptly, saving my
words for next time and letting the silence speak volumes.
As I arrive at the above scene, I am placed in a position where my everyday mode of
operating and managing circumstances is interrupted as a child is thrust into my arms.
I don’t want to take him because I have a plan, a system in my head that I want to follow,
and by taking him right now, that system is taken from me. In paramedicine, the dynamic
and unpredictable nature of the job leaves us open to sudden and often uncomfortable
changes in the way we gain control of situations and relate to the people and events we
encounter. I do not want to interact with this child at this point in time as I feel a need
to determine who else may be involved, yet that choice is taken from me as I recognise
the need to leap-in for the child and the person delivering him into my arms.
Later, when attempts at resuscitation of the patient are unsuccessful, I see a couple and
without being told, I know that these are the parents of the child. I do not know where
this knowing originates from, but act from a sense of intuition, or perhaps I see
something in them that my conscious mind is not aware of. I have a need to approach
them, as I am aware that conversation is required, at least in the form of delivering the
bad news. This means of conversing, of relating, is important. I know that I could keep
walking, could leave them to the police who are now at the scene, but instead I stop. I
owe it to them to be the one that delivers the news. I operate from an authentic mode of
being-with when making this decision.
Just prior to crouching in front of the parents to tell them their child has died, a thought
crosses my mind. I want to say I’m sorry I failed. I must not have done well enough,
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and you can blame me. But then this isn’t about me. This important reflection points to
the way in which the ‘I’ withdraws in the everyday with-ness of others. In addition, I
see it as essential to deliver this news in an appropriate way, not just for them, but for
me. It might not matter to them, but it matters to me. I know that I will replay this scene
again and again, and against my will. What I say next will shape how I see myself.
In this sense, the relational experience with this couple and their child will continue to
affect my life long after the event (Rayle, 2006). In the end, I am spared from uttering
a sound as the parents acknowledge the situation. I am ‘spared’ because I feel I have
been given a reprieve, in that the decision to verbally relate the news in an appropriate
manner is taken from me, and for that I am grateful. “We know.” Even though these are
the only words exchanged, we are engaged in relating with each other, but through the
sharing of an experience. This “Dasein-with is already essentially manifest in a co-stateof-mind and a co-understanding” (Heidegger, 1962, p. 205). In this circumstance, the
parents of the deceased child are not looking for a relationship with the ambulance crew.
If anything, they are looking for the return of their child, a need impossible to fill. I
close my mouth abruptly, saving my words for next time and letting the silence speak
volumes. It is different to the silence discussed in the prior story of the old lady in her
lounge room, as, while that was a companionable silence, this is a silence that falls
heavily and accentuates a gaping loss. A loss that in some way, each of us shares.

When relating is infused with a sense of ‘dis-harmony’
There are times when disharmony is experienced in relating with others. In the
following story extract, I am confronted with a situation in which my partner steps
outside of what I see as appropriate management of a patient. It is uncharacteristic of
him, and it initially catches me off guard. The story picks up after we are called late one
night to a pub, where we find a woman on the ground surrounded by her friends:
She is lying on her side on the wet bitumen of the road, close to the gutter’s edge. The
area smells of urine and stagnant water, and there’s a stain of what looks like vomit on
the edge of the footpath near her head. I squat down beside her, touch her on the
shoulder and call out loudly, “Hello? Open your eyes.” She doesn’t move, and so I call
out again, this time placing a closed fist against her sternum, digging my knuckles into
the space between her breasts to illicit a pain response. She opens her eyes suddenly,
lifts her head and looks around. “What the hell did you do that for?” I ignore the
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question and instead ask her what happened and why she’s lying on the road. She drops
her head back down and closes her eyes. I sigh. “What’s your name?” I ask. She
mumbles something unintelligible, so I ask again, leaning slightly closer to hear her
response. “Fuck off and leave me alone.”
I finally manage to get consent to perform an examination, and as I begin to place the
blood pressure cuff on her arm, my partner returns from speaking with the bystanders.
“They reckon she’s pretty drunk, and had a fight with her boyfriend. She came out here
and started getting really upset, then dropped to the ground crying. Apparently it wasn’t
a physical altercation.” “He’s a fucking arsehole”, the woman says. “I never want him
near me again.” She starts weeping softly. My partner looks down at her. “Get up.”
She ignores him, covering her face with her hands as she sobs. “Get up!” my partner
says, more forcefully this time. The woman remains still but for the subtle shaking of
her shoulders as she sobs. “I said get up or we’re going to call the cops.” Her crying
becomes louder but she does not move.
It happens so quickly that it takes my mind a few moments to catch up. My partner
curses under his breath, takes a step closer to her, and kicks her in the side, just above
her right hip. She cries out, curling herself into a ball and swearing. He leans down,
grabs one of her arms by the elbow, and drags her into a sitting position. “I said get
up!” I am now standing, and I feel my stomach drop. I can’t quite believe what I am
seeing, and I am mute, watching wide-eyed as my partner pulls the woman roughly to
her feet. I step forward and guide her to the footpath, away from him, speaking
soothingly to her as I do so. One of the men standing on the sidelines grabs her hand
and leads her off, the two of them swaying and cursing and stumbling slightly as they
leave the scene, one leaning into the other. She turns and raises her middle finger in
defiance before I lose sight of her as they round the corner.
On the return drive to the station I am silent, but my mind is so crowded with thoughts
that I hardly hear my partner as he speaks. “We could have been out saving a life but
instead we’re dealing with scum like that. Who calls an ambulance for that, anyway,
for a stupid, hysterical woman, he asks, looking across at me. “Mm”, I reply. I sit
quietly, but I want to turn to him and scream. I want to tell him that no, he is wrong,
that he is a narrow-minded man who lacks insight about what it is to be human, and
uses his position of power to intimidate and demoralise others. I open my mouth to
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speak, but no words come. Instead I sit with the feeling of being less than I want to be
due to my inability to respond, and I clench my hands into fists. I look out the window
as the darkness whizzes by.
As my partner drives us back to the branch, I have time to think about the incident. I
need to talk to him about what he has done, but I delay out of fear. I am afraid that I
will not be able to broach the subject in a way that will still leave our relationship intact.
I am anxious about the repercussions, still bothered by a childhood upbringing where
saying my piece or speaking up in support of others was punished.
Up to this point in the narrative, one of the prominent themes has been the issue of my
partner and me relating to the patient through different modes, and this has created disharmony between those present. I view my partner as someone who lacks insight about
what it is to be human. I see a presence of an absence, and this absence calls for a
genuine mode of relating-with, where individual truths can be disclosed and discussed,
yet I experience a moment of being-unable-to-relate in an effective manner. I open my
mouth to speak, but no words come. Within that moment I perceive a shift away from
the togetherness that is so common to paramedic crews, and I sit with the feeling of
being less than I want to be due to my inability to respond. Not knowing what to do, I
turn away from my partner and face outward, but no light is shed on the situation and
the darkness whizzes by.
As we continue driving, I realise that I am afraid that I will not be able to broach the
subject in a way that will still leave our relationship intact. This points to a common
inauthentic mode of relating-with: getting-along with others in the job. My relationship
with my partner matters, and I am uncomfortable with the disharmony that has been
created by the situation and my partner’s actions, and hesitant to discuss what has
occurred. My past intersects with the current situation in my attempts to relate; I am
anxious about the repercussions, still bothered by a childhood upbringing where saying
my piece or speaking up in support of others was punished. The outcome of events from
years before are still present, and I am in the ‘between’ of my past and present
(Heidegger, 1962, p. 426).
I have a decision to make. I can go along with the flow and the security that an
inauthentic everyday mode of relating affords me, or I can relate with authenticity. To
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do so is not without risk though, as it will leave me somewhat vulnerable and may
damage any sense of togetherness that we have both developed over time as a crew.
I finally gather my courage as he reverses the ambulance into the bay. Gingerly, softly,
I ask; “What happened back there?” He engages the handbrake and turns the keys in
the ignition: the only sound between us the ticking of the cooling engine. “You must
know that what you did was wrong.” He doesn’t move, just sits in the driver’s seat, one
hand resting on the top of the steering wheel, his eyes focussed on some distant point in
time. I hold my body still, waiting for the backlash, the retaliation, the denial of my
voice. Instead he takes a deep breath, holds it a moment, then exhales while turning his
face to mine. His eyes seem to hold both unshed tears and unshared pain as he whispers
haltingly; “I know. And I just don’t know.” He wipes a hand across his eyes. “I just
don’t know”, he repeats, his voice cracking as he looks away. He shakes his head before
letting it drop, a weight he can no longer shoulder in addition to this other, as yet
unspoken of burden. We sit quietly in the cab of the ambulance, both of us lost in
thought, weighing the loads we both carry in the darkness that surrounds us.
As we reverse into the ambulance bay, the tempo of the event we have been engaged in
seems to change, leaving room for an unveiling to occur. I converse hesitantly with my
partner, and softly state; “You must know that what you did was wrong”. This represents
a critical moment in an authentic mode of relating, and I am relating from what
Heidegger views as an authentic present (Heidegger, 1962, p. 387). This authentic
present arises in the moment that I choose to act resolutely, both in regards to my past
and the future (Gordon, 2001, p. 84). Heidegger posits that it is only through individuals
being-their-selves in resoluteness that an authentic being together can occur (Heidegger,
1962, p. 344). We are now in a shared space, a different mode of being-together than
has come before, one in which I catch a glimpse of myself. “That which is ‘shared’ is
our Being towards what has been pointed out – a Being in which we see it in common”
(Heidegger, 1962, p. 197). We share the weighing of the loads we both carry in the
darkness that surrounds us.

When personal and professional relating intersect
The man is grey, and frail, and dying. He is curled in a ball on top of his bed, arms
hugging his knees: a study of angles and bones. The room smells of antiseptic and cheap
air freshener, and, barely perceptible beneath the ‘fresh alpine forest scent’, is the
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sickly odour of decay. A suppurating ulcer at the base of his spine and another on his
left heel are the cause, their dressings soaked through with green and brown exudate.
His wife speaks softly to us from the doorway but never once crosses the threshold: a
line in the sand that she has drawn. I lean in, struggling to hear her words above the
straining, guttural breathing of her husband; “He is palliative…dying of cancer. Can’t
we just take him?” She pulls at the hem of her top and smooths it repeatedly against
her sides. In her left hand she grips a balled up tissue as though it were a precious jewel
vulnerable to theft. Her eyes are red-rimmed, swollen, and dark-shadowed, her body
bowed forward: she is a reed buffeted by the wind and close to breaking. “I need you
to take him to hospital.”
I touch her arm gently and guide her down the narrow corridor to her kitchen where
we sit, our chairs side by side, bodies close and voices lowered: conspirators. He is
palliative, must have a palliative care team assigned to him that we could call. We could
organise supports – for everyone involved. She shakes her head vigorously and pulls at
the tissue, picking at its fibres. “No. Enough. I don’t want him to die here, in this house.
I want…” her voice hitches and she swallows a sob before continuing. “I want my
memory of him in our home to be better than this.” There is silence but for the gurgling
rhythm of her husband’s breath echoing through the house. “What does your husband
want?” I ask.
We speak for a long time while my partner works in the bedroom. Her sobbing has
stopped and she straightens her back and pulls her chest up and out, breathing in
deeply: forcing bravado into her body along with the air. “I’m better now. I can do
this…can keep him here with me. He always said it’s what he would want, if it ever got
to that stage. And here we are, aren’t we? It’s that stage. I’ll be fine, it’s him I’m
worried about.” Her eyes are wide and brimming with unshed tears as she pours out
the words in rapid fire, one after the other, as though the taste they leave as they pass
from her mouth won’t be as bitter if she spits them out quickly.
We wait with her until the palliative care nurse arrives, walk her to the bedroom and
hand over the patient, and say our goodbyes. At the front door I glance back down the
corridor and see her, a small figure, shoulders slumped in resignation and one hand
gripping the edge of the doorway, supporting herself as she stands on the threshold of
a stark and frightening reality.
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I return back to my home where my friends and spouse are enjoying a barbeque and
engaging in idle chatter about sport and shopping. My husband places an arm around
my shoulder and asks “What did you go to?” Conversation stops as everyone waits for
my answer. I think of what I could say and wonder how I could paint a clear enough
picture for them, or even if I want to. Where to start? “A very unwell old man and his
wife.” They wait for more, and suddenly I am certain I don’t want to tell them anything
further. “Did ya go lights and sirens to hospital?” They are silent, leaning forward,
waiting. “No. He stayed at home.” Any tension that was building up seemed to swiftly
evaporate in the mid-afternoon air, and attention shifted back to the latest gossip and
football scores. My husband releases his arm from around my shoulders and steps
away, moving closer to the others. In my mind, I step away too and go back to the
patient’s house. The distance between us now seems even greater than it ever had
before.
This narrative depicts a number of different relationships: the one observed between a
patient and his wife, the relationship I have as a paramedic responding to the couple,
and the personal relationships I have with my (then) spouse and friends. It shows a time
where the professional affects the personal, and hints at the complexity that can
sometimes accompany relating to others.
Paramedics are often in a position to give witness to an interplay between individuals
at times when the usual social conventions are torn down and everyday circumstances
are changed, sometimes suddenly. For this woman whose husband is dying, I glimpse
a withdrawing from relationship, a stepping back from the face of reality that has so
recently altered for this couple. His wife speaks softly to us from the doorway but never
once crosses the threshold: a line in the sand that she has drawn, as though by
physically standing back she can better preserve herself. After, as we go to leave the
patient’s house, I again turn towards this woman who has agreed to allow her husband
to die at home. She stands with shoulders slumped in resignation and one hand gripping
the edge of the doorway, supporting herself as she stands on the edge of a stark and
frightening reality, one where her relationship with another is irretrievably altered.
There are two key occasions when togetherness is made explicit within the above text.
The first is the description of when we sit, our chairs side by side, bodies close and
voices lowered, conspirators. It is only by separating ourselves from the scene playing
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out in the bedroom that we come to a state of being-with and being-together
authentically, albeit by speaking with voices lowered and a sense that we are colluding.
In this setting genuine conversation occurs and the truth is disclosed; I don’t want him
to die here, in this house. I want…” her voice hitches and she swallows a sob before
continuing. “I want my memory of him in our home to be better than this.” I am silent
before responding from a point of my own authenticity; “What does your husband
want?” The second event in which togetherness is explicit in the narrative is when as a
crew, we wait with her until the palliative care nurse arrives. This waiting-with is a
mode of being-with, but includes a shared anticipation of an imminent event, one I know
will be swiftly followed by having to leave the situation in the midst of its unfolding, as
is so often the case for a paramedic.
While much of the actual relating that takes place during this case occurs between
myself and the wife of the patient, I recognise that I am not just relating to her, but by
extension, to her husband as well. Our relationship to ourselves is inseparable to that of
others; we are always already being-with. Our lives are intertwined, and the relating to
one another is not the relating of isolated individuals. The degree to which this woman
and I authentically relate will ultimately influence not just her own life but that of her
husband, and even mine as I commit the job to memory and return home.
Once home, a shift in my perception occurs, and as a result my own personal
relationship is permanently altered. My comportment, or mode of being has changed as
I take on a particular stand and am attuned to a new horizon of what is essential to and
about me (Dreyfus, 1991, p. 26). On returning to those I have left at the house, I
recognise the gap between the professional and personal, and experience the feeling of
struggling to relate with individuals who have not shared the experiences that being a
paramedic affords. While I attempt to discuss the case with others, I experience a sudden
realisation that I am certain I don’t want to tell them anything further. The distance
between professional and personal that I am called to relate within seems dauntingly
large. As my mind works to find a way to explain the situation, attention shifts back to
the latest gossip and football scores. This “idle talk…closes things off” (Heidegger,
1962, p. 214), and what is being closed off is genuine understanding of the situation I
attempt to explain and a falling into an inauthentic mode of relating (Dreyfus, 1991, p.
231).
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While this closing off is accentuated by my husband physically stepping away, in my
mind, I step away too and go back to the patient’s house. The state in which I find
myself can at first glance be likened to Heidegger’s distantiality; concern with one’s
distance from others given the desire for following norms (Dreyfus, 1991, p. 153;
Heidegger, 1962, p. 164). Yet what I feel is not concern, but rather an urge to withdraw
from those present, and to hold tight to something I am more comfortable confronting:
the problems of others. The distance between us now seems even greater than it ever
had before. A relational distance-between has formed and becomes the latest mode of
relating and being-with one another.

When relating is unexpected
Sometimes relationships are forged unexpectedly, sneaking up on us, and it can be in
those moments that we surprisingly feel a strong sense of connection with another. In
the following story, I describe one such moment where connection comes in the guise
of thanks. It is unexpected, occurring as I arrive in the branch carpark ready to
commence a shift:
I step out of my car, and before I can lock the door he is there, right in front of me,
blocking the sun. A tall man, broad shouldered and heavily muscled. Tattoos of serpents
circle his arms. “Susan?” he asks, his voice deep and gravelly. I nod, and his words
come out in a rush; “I am the brother of the woman you tried to save yesterday. I was
there” – his words hitch for a moment before racing again – “I saw how much you tried
to help her and I am really grateful that you tried and I wanted to come to the branch
and say thank you.” He inhales, gathering his breath, and follows those final words
with a deep, shaky expiration, relieved of his burden. Then he steps forward and wraps
his big tattooed arms around my body, squeezing so hard that water leaks from my eyes
and a pain spreads deep within my chest, and I know in that instant I will never forget
the few moments I share with this man.
In the recalling of the above, I come to the realisation that this man and I related through
the sharing of an event that was sudden, traumatic, and tragic. The relating does not
come in the form of words, nor does it occur at the time of the event, when paramedics
and bystanders alike were caught up in the play. The past comes to meet us both in this
moment, and it is only now that the mattering of relations is authentically expressed.
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Paramedics are exposed to many such events, and these are shared, not just with partners
but with the patients, bystanders, and other emergency service workers at the scene.
The sharing of events for paramedics occurs not just in association with patients and
call-outs, but at the branch between cases, and away from the workplace altogether. The
next story excerpt depicts a time when I had just informed the staff at the branch that
my marriage had ended. The team manager took me to his office and the following
conversation ensued:
“Take some time off. We are all behind you, supporting you. Just tell me if I can do
anything for you.” I respond that I’m fine – too quickly – rushing to fill the silence,
hoping to cut off the emotion that’s welling up inside of me, shutting it down with words.
I find myself wondering, like I had so many times during my years in paramedicine, how
would a man deal with this? How would a sensible, capable man manage this situation?
Part of me knew that this thinking was flawed, and that females were just as wellequipped and had just as much right to be a paramedic as males, but it didn’t stop me
from doubting myself and my true worth in the workplace. So instead of freeing the tears
that so desperately fought to appear in this space that was created for me to do so, I
give a short laugh and say “I’m okay, really. There’s no need to take time off. All good.”
His face said “I don’t believe you.”, but he quickly learnt the rules of game I was
playing and responded with “Sure. Okay then. Just let me know.”
A week later I am off duty and the doorbell rings. I hurry to answer it, unsure of who it
may be. There, standing in the doorway with a cloth bag at her feet, is one of my work
colleagues. While she wasn’t at the branch when I told the others the news of my
separation, it seems she has heard, at least judging by the look on her face and the fact
we don’t usually socialise outside of work events, but she is here. I invite her in, and we
move from the hallway into the kitchen. She places her bag on the bench and turns to
me. “Come here and give me a hug.” I oblige, pulling her close and giving her a light
squeeze. I lower my arms and step back. “Now give me a real hug,” she says. I move in
again and we stand in the kitchen and hold each other tightly. Tears spill from my eyes,
but for once I do not care. This woman, this female, is like me. She knows what it is like
to work and sometimes struggle in a profession at a time where males comprise the
predominant gender. We hold each other, not speaking, for what seems a long time, and
I wonder if she realises that the tears I am shedding are for much more than the loss of
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my relationship, and have been waiting, just below the surface, for years. When we
finally separate again, she softly states “that’s better” and turns to her bag, removing
the contents. She pulls out a packet of Tim-Tam biscuits and a bottle of red wine. “Find
some glasses. We’re drinking. Just us. Together.
When relating with my team manager in the office at the branch, there is a shared
holding back. I am relating on an inauthentic level by containing my emotions and
refraining from discussing my thoughts. Our togetherness has its origin in an inauthentic
mode of relating, and this seems to be prevalent in the everyday occurrences at the
branch. There is a disguising of who I am and what I feel, and Heidegger states that in
times such as this, being-with-one-another “must follow special routes of its own to
come close to Others, or even to ‘see through them’” (Heidegger, 1962, p. 161). My
male colleague takes one of those special routes by affirming the relationship in his
reaction. His face said “I don’t believe you.”, but he quickly learnt the rules of game I
was playing and responded with “Sure. Okay then. Just let me know.” Sometimes
relating with partners in paramedicine requires a measure of seeing through, or beyond
that which is presented. Perhaps during our relating, he has taken his cue as to how to
respond from me, and notes my rush to fill the silence and my struggle to hold back
tears. I do not give him much of an opportunity to relate genuinely. Or perhaps he
recognises the constraints of being a manager in a workplace replete with accepted, and
expected, behaviours and acts accordingly. He is thrown, is confronted with
possibilities, but limited by the circumstances he finds himself in. To relate in the
workplace as my female colleague did at my residence would be deemed inappropriate.
Our ability to act from a place of authenticity is therefore sometimes limited.
The second way of relating prevalent in this narrative is one of authenticity, and it occurs
when my female colleague unexpectedly knocks at my door. I invite her in, in a literal
sense, but am initially unsure if I will let her in in terms of relating authentically with
her. When she asks for a hug I oblige, pulling her close and giving her a light squeeze,
yet she senses this half-hearted response and asks for a real hug. We experience a
moment of authentic relating as I move in again and we stand in the kitchen and hold
each other tightly. Tears spill from my eyes, but for once I do not care. The relating
seems easier as I acknowledge to myself that we have a shared past and similar
experiences that arise out of both being females in a (then) male homogenous
profession. We both seem to recognise the fact that in authentically being-with-one78

another, there is no need for idle talk. We hold each other, not speaking, for what seems
a long time. Our reticence as a mode of discourse allows for the possibility of a
transparent being-with, one in which the act of keeping silent permits the emergence of
genuine and open relating (Heidegger, 1962, p. 208). We finally separate again in a
physical sense, but it is with a new existential sense of closeness that has emerged from
the interaction.

Conclusion
Each of the stories in this chapter depict an essential phenomenological meaning of
being a paramedic: that of relating. We experience being a paramedic as relational.
There is a relational co-existence, a being-with-others during paramedic work, and this
co-existence extends from colleagues to patients and bystanders we engage with
throughout the course of a shift. We are thrown into relating, and are always relating in
some way, as this is the very nature of being human, of being Dasein.
There are modes of relating and being-with-one-another that make themselves known
within the everyday work of a paramedic, and they inhabit the continuum from
indifference and not mattering, to positive solicitude and a leaping ahead to
authentically give back care to another. While it is the deficient and indifferent modes
that dominate everyday being-with-one-another, authentic modes of relating emerge
when one chooses to live an owned life and to remain resolute in the midst of one’s own
truth. As paramedics we are always relating, and those modes of relating are necessarily
fluid in order to match the circumstances in which we find ourselves thrown. In the next
chapter I illustrate how another taken-for-granted aspect of paramedicine – responding
– shows itself in various ways during the everyday practice of paramedicine, and how
both being-with others and responding are intertwined.
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Chapter 5: Responding
Just as paramedicine embodies the act of being-with and relating to others as a
foundational component of practice, so too is responding fundamental to what it is to
be a paramedic. It has been stated that “the self is always already constituted by a
relationship with the other, and this fundamental relationship with the other person is
experienced as the ongoing need to respond” (Hanlon, 2011, p. 291). The essential
underpinning role of a paramedic is to respond, and in this sense, responding is not a
matter of choice or inclination, but an action that takes the form of a duty. Paramedics
must make themselves available while on shift to respond to calls as they are received,
and in a manner dictated by the nature and urgency of the case. They arrive after the
event has occurred, and only once the call for assistance has been made and the response
initiated by others. In this sense, to be a paramedic is to always be primarily responding
to something that has already begun. Yet there remains an option available to the
paramedic that is far more complex than the mere act of adhering to a job description,
responding to a call, and arriving expediently at the scene. Choice arises in the way in
which we respond and the way in which we recognise and express our responsibilities
before, during, and after a case.
When I am working as a paramedic, I am expressly being-with others, and am
responding from the position of solicitude, actively caring for those who need help.
“Being with the Dasein-with of others as we encounter it within-the-world could be
seen as solicitude, or fürsorge” (Heidegger, 1962, p. 237). Heidegger recognises two
possibilities of fürsorge on either extreme of a continuum: “leaping in for” and “leaping
ahead of” (Heidegger, 1962, p. 158). Leaping in is to step in for the other and to relieve
the other of care until the issue is resolved (Tomkins & Simpson, 2015). The act of
leaping in risks the other becoming dependant on the one who has leapt in (Heidegger,
1962, p. 158). At the other end of the scale of solicitude is leaping ahead, which is an
act of giving back the others potentiality-for-being. It is a leaping ahead of the other
with the intention of returning them to their own, and to “…become free for it”
(Heidegger, 1962, p. 159), a mode of intervention that can be seen as enabling.
As a paramedic, the mode of my own responding to cases has tended to fall somewhere
between the two extremes of leaping in and leaping ahead. Yet there is a substantial
lean towards the leaping in for mode, primarily because those to whom we are called to
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respond require something of us (often urgently) that does not allow for a leaping ahead
to occur. From the perspective of temporality, “leaping-in is mostly concerned with the
present and the immediate…” (Tomkins & Simpson, 2015, p. 1017). Just as airline
passengers require pilots to leap in for them and fly the plane safely, paramedics are
relied on to use their own equipment to leap in and steer the situation to a safe and
hopefully favourable outcome. The following narratives show the predominance of this
form of solicitude in the everyday activities of a paramedic, and also hint at the fact that
a different form of leaping ahead occurs: that of thinking ahead to the consequences of
decisions made and actions taken, often well after the event, and carrying thoughts of
patient outcomes far beyond the case itself.
There are moments during my being a paramedic in which a clearing is created while
solicitude is being provided. In such moments, components of what it is to be human
reveal themselves, and new understandings are reached. At other times, the case moves
on rapidly, not allowing for a clearing to form. Unpredictability encompasses
responding and responsibility in the process of being of paramedic, with responding
taking a variety of modes and forms. The following narratives serve to illustrate these
forms, and point to the intricacies of responding and responsibility that emerge in the
everyday practice of paramedicine.

Responding in time
Sometimes the mattering of responding to and having responsibility for patients appears
to reveal itself through the existential of temporality, or lived time. Lived time can be
seen as our temporal “way of being” in the world (van Manen, 1990, p. 104), one in
which the past, present and possible future experiences merge to constitute the horizon
of our individual temporal landscape. The following narrative extract demonstrates both
the level to which responding appropriately to my patient matters to me, and the degree
to which temporality figures throughout this responding. The story picks up just after I
arrive with my partner to a collision involving a mini-van and a motorcycle. My partner
locates the injured mini-van driver, while I continue to search for the motorcycle rider:
I start to walk around the van, looking for the patient, following the groans. I find him.
He is wedged underneath the vehicle, right at its very centre. He must have been struck
and either slid under it, or the van drove over him as he lay on the road. Regardless, he
is there, between the bitumen and the chassis of the mini-van. I get down on my hands
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and knees and tilt my head so that I can see him better. “It’s okay, just hang on. We’re
going to get you out.” This is met by a sudden thrashing and screaming as the man
attempts to move from his position. I lay myself down on my stomach and slowly shimmy
my way in. I can feel the gravel of the road pushing and digging through the thin
material of my uniform as I move into the narrow space, scraping my chest and thighs
as I slowly edge forward. The road is hot against my body, and there’s a sudden and
fierce burning sensation as my bare arms make contact with the bitumen. I am made
even more conscious of the plight of the patient and the need for haste, and I pick up
my speed, shoving my body forward, using a breast stroke motion, grunting, swimming
on an ocean of tar, its heat moving in waves against my body.
I am closer to the man now, and I start stretching my arms towards him, muscles and
ligaments straining. I raise my right arm up and quickly recoil, burnt by the heat of the
van’s undercarriage. I struggle to make out exactly what I am seeing even though I am
close to the man; perspective is somehow lost at this odd angle. He is lying face down
on the road, wedged between bitumen and metal. I reach out for him again, this time
connecting with his shirt, and pull. He screams and thrashes, the words spilling from
his mouth unintelligible in the midst of his panic. He seems held by something, stuck. I
look closer and realise that on the man’s back is a large backpack and that backpack
is secured, caught somewhere on the underside of the van. He continues to flail, his
screams intensifying as bare skin makes contact with the scorching heat of the vehicle’s
chassis.
The world narrows, compresses until it is only myself and the man. We are all that exist.
Or perhaps we don’t. Perhaps we both dissolve from the normal world and appear
inside another. I see only him, his shape shadowed by the floor pan of the car,
illuminated only by the narrow band of daylight that spills from the edges of the vehicle.
I take his groans and cries into myself; all else fades from perception. I can no longer
smell the pungent mix of oil and grease and hot bitumen, can longer hear the traffic
passing on the highway or feel the heat of the road beneath me. I have moved to another
place, another time. It is the twilight zone of a case, and it is a dangerous land. I am
oblivious to what is going on around me, will be vulnerable to any emerging hazards.
My mind drifts back to another time, another job where I have had this feeling before,
then I blink and shove the thought from my head.
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I reach out, feeling the strain in my shoulder as I grapple with the backpack, pulling at
the material, trying to find the point at which it is stuck. The patient continues to thrash
and groan, and I speak softly to him “Shhh, hush, try and stay calm. I know. I know it
hurts. I just have to get…” I grunt with the effort of moving my body into a position
where I can better see and feel the backpack. There is so little room to move. I notice
the patients hands, both of them bent, the wrists obviously fractured. I can’t see much
more of his body, but his head is turned towards me, his eyes wide with panic, and his
mouth open and panting. In the dim light, I realise I am seeing a layer of a person and
a reality that this man lying prone before me has never known. No mirror has ever
captured his expressions in such extremis, no photograph of such pain exists in his
album. Something definitive, heartbreaking and at the same time repulsive is being
glimpsed as I gaze at the man’s face, something that words could never do justice to but
that I will never be able to forget.
He is utterly, completely and thoroughly terrified, and my motions to release him
become more frantic as he yells, his panicked movements triggering pain from his
injuries and equally painful sensations as he writhes between hot bitumen and hot
metal. I see movement from the corner of my eye: another paramedic, his head framed
by the car and road, looking in. “Get me a pair of shears” I yell, my voice clearly
indicating the sense of urgency now coursing through my body. I reach out and touch
the man’s shoulder, rubbing gently, trying to calm him. He is making a mewling sound
like a wounded animal drained of strength, defeated. “Hush. Nearly there. Just stay
calm. That’s it. Not long now.” The paramedic returns and a pair of shears is slid
across the bitumen towards me. I scoop them up and try and turn my body towards the
patient in an effort to get better access to the pack. I feel along the patients back for the
straps securing it to him, and cut one, then two of them, leaving the backpack hanging
onto the chassis. He gives a cry and thrashes once more, and I turn again, grab him
firmly by his upper arms and drag him towards me, pulling with all my strength. The
other paramedic joins in, and then, with one last scrape against the edge of the van and
the road, we have the patient out from the darkness and into the blinding light.
I have fallen, am fully immersed in the activity of being a paramedic, am “’absorbed in
the thing one is handling’, and in such bringing-close, the essential structure of care –
falling – makes itself known” (Heidegger, 1962, p. 420). I experience a shift, a
movement from the present to the past, and to both an alternate time and place. The
83

world narrows, compresses until it is only myself and the man. We are all that exist. Or
perhaps we don’t. Perhaps we both dissolve from the normal world and appear inside
another. I have moved to another place, another time. Even in the midst of a physically
challenging and somewhat distressing job, the concept of temporality makes itself
known. It has been said that the act of memory is “…temporally intriguing: it is a
temporal act that disengages from the perceptual field in order to place it into a wider
context of continuity and meaning” (Sherover, 2003, p. 98). As I move from the present
to the past and back again, I realise I am seeing a layer of a person and a reality that
this man lying prone before me has never known. No mirror has ever captured his
expressions in such extremis, no photograph of such pain exists in his album. I see the
patient from a different perspective, and come to a new seeing, a new knowing, albeit
fragmented and incomplete. I come to a place of recognition that this man is more than
merely a patient, and by my responding to him I am gaining a new horizon in regards
to what it means to be human.

Out of time and place
The act of taking responsibility for, and responding to the needs of patients seems to
matter in the above story, but what of the times when paramedics arrive at the scene to
find that neither a clinical or physical response is required? What shape does responding
and responsibility take, and does it ultimately matter? The following narrative depicts
a collation of occasions where responsibility is played out in a very specific way against
the general backdrop of death:
Occasionally I sit and let them emerge, unencumbered by the busyness of the everyday.
It’s easy, all I need to do is sit quietly and focus briefly and they are there, so real that
I feel as though I am transported back to them. They are the dead from my past. An old
man comes into focus first. He is lying on the green grass of a suburban nature strip,
his daughter pushing down on his chest, her face a study of fear as she attempts CPR
to no avail. Then come the elderly couple, the front seats of their car pushed violently
backwards by the weight of a semi-trailer: bodies frozen in place like macabre manikins
wearing twisted masks of pain. The children: a young boy, his life washed away by the
muddy brown waters of the river, a baby, his cold skin waxen and glowing in the midday
light. A girl, cradled against her mother’s breast for the very last time. A tiny bloodied
fetus, lying amidst clots and tissue at the base of a shower. They are all there when I
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close my eyes and allow them to come. An old woman, lying in bed, the mattress worn
and her body nestled on it like a chick in the nest, unable to fly. A man lying naked on
a bathroom floor, surrounded by vomit and foul smelling faeces. A teenager swinging
by his neck from a rope. A businessman hit while crossing the road. A golfer who will
never finish the last nine. A young man whose car hit a tree while driving from work,
his body wedged tight beneath the dashboard. A single arm sticking out from the
window of an overturned van, the fingers curled inward slightly. A waiter, a farmer, a
teacher, a priest. A man buying pies. People visiting their friends, having sex, feeding
their dog, cooking their dinner, watching T.V., knitting, reading, eating, sleeping.
There are too many, jostling to be counted, eager to be acknowledged. They have lost
their names, are titled by me only by their ailments, their clothing, or the way in which
they died. Louise becomes the overdose of sleeping pills and panadeine forte, Jack is
now just that guy in the red shirt who fell from the roof. The electrocution, the chainsaw
accident, the Coopers Road collision, the asthma attack, the pulmonary oedema, the
stroke, the aneurysm, the motorbike crash. I never even saw the faces of some, and
others are so clear in my mind it is though they are relatives. I cannot forget them, in
fact I no longer try. My mind is a memorial to them, constructed not from concrete or
marble, but from emotion and snippets of sounds, sights, and smells that still linger
somewhere inside me, regardless of the passage of time.
Occasionally I examine a single memory from the depths of the pool. What happened in
that person’s life? Would I have liked them? Did we have anything in common? It
wouldn’t matter if we didn’t. They will always mean something to me in some way. They
are symbolic of the pain and tragedy that is part of being human, have given me the gift
of accepting the process of death as a part of life. And, as odd as it sounds, they have
become my people.
I have chosen to respond to the deaths I have encountered during my time as a paramedic
in a very specific way. This response is deliberate, despite the fact that my choice to
allow or prevent the memories of them from emerging is sometimes not. I cannot forget
them, in fact I no longer try. Regardless of the general anonymity of the deceased to
me, they matter, and I feel an imperative to represent their former existence in some
way. My response to this urge is to produce a memorial to them, constructed not from
concrete or marble, but from emotion and snippets of sounds, sights, and smells that
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still linger somewhere inside me, regardless of the passage of time. I feel a strong sense
of responsibility towards them as they have given me the gift of accepting the process
of death as a part of life. This is representative of the fact that our “…temporal
biographies are inextricably enmeshed with, and incorporate, relations with other
people…” (Sherover, 2003, p. 102). I am irreversibly connected with the dead in such
a significant way that I refer to them as my people. As Heidegger states when speaking
of commemoration of the dead, “…those who have remained behind are with him, in a
mode of respectful solicitude” (Heidegger, 1962, p. 282).

Responding before the call
We are always responding, even when the call to respond to patients does not occur.
Preparing to respond comprises an important but often unexamined component of a
paramedic’s role, and in many branches in Ambulance Victoria, preparing would take
the form of weekly ambulance inventories in addition to smaller daily equipment
checks. These inventory days became an integral component of branch routine, and an
opportunity to bond with work colleagues.
It’s Wednesday, about 0900hrs. Inventory Day. The automatic doors make a loud
rumbling noise as they rise. Ambulances are edged forward and buckets of detergent
and hot water are carried from the laundry. Music streams from the local radio station
via one of the cars, and lyrics are howled in falsetto voice, followed by the obligatory
“shut the fuck up” and “bloody idiot”. Stretchers emerge – two per vehicle – their legs
unfolding with a clunk. Hands work on automatic pilot as the stretchers are stripped of
their sheets, their steel and vinyl skins exposed, bathed in suds, and left to dry. There is
talk of annual leave and the next group 4WD expedition up North, how bad the food at
the new restaurant is, the farm, the fight with the missus, and what Mick from one of the
neighbouring branches said about Tony from the other neighbouring branch.
There is laughter and banging as bandages and oropharyngeal airways and suction
catheters that have passed their expiry date are hurled through the back door of the
ambulances and hit the far wall of the garage, missing the bin by metres. There is
muttering – “who the bloody hell put that there?” and cursing - “why the fuck is there
blood on the wall?” interspersed with pure wonder “how do we keep losing pillows?”
Cupboards are relieved of their contents for checking and cleaning, but only one at a
time in case we get a job and have to leave in a hurry. The dashboard is wiped of dust
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and oxygen D cylinders swapped over. Then it’s a quick dash out of the one bay and
into another a little further along; the wash bay. Soapy brooms fight with dead bugs on
bumpers, and tyres are scrubbed of road grime. And then the ambulance is squeezed
neatly back in its original spot beside the others: home. Buckets are emptied, mops
hung, equipment restocked. Car 728 still smells like the inside of a camel stall, but it’s
as good as it ever gets. Doors are closed and wet towels are thrown in the skip. The
radio is silenced and the flurry of activity is over, until next Wednesday, when the ritual
is repeated.
Preparing to respond brings paramedics together in a task that is devoid of the high level
of responsibility inherent in responding to actual cases. In this environment we dare to
relax and drop our guard, and this provides an opportunity to engage in light-hearted
banter that brings individuals together in a way that is unlikely to occur in the midst of
a case. There is no imperative to focus intently as there would be on a call out, and we
therefore converse about the ordinary: how bad the food at the new restaurant is, the
farm, the fight with the missus, and what Mick from one of the neighbouring branches
said about Tony from the other neighbouring branch. This method of relating assists in
cementing bonds and establishing trust, both essential foundational qualities for when
the personal retreats and the professional persona of a paramedic is once again assumed.
There is a measure of safety in the routine of this event, but it is not entirely without
tension, as we remain ready to receive a call to respond: Cupboards are relieved of their
contents for checking and cleaning, but only one at a time in case we get a job and have
to leave in a hurry.

Waiting to respond
The period of time between responding to cases in paramedicine is known as downtime,
and it occurs more frequently when working at rural or regional branches where
population density – and therefore response requirements - are lower than that of urban
centres. The following narrative depicts a day in which I was not required to respond to
any cases, and illustrates the way in which the resultant downtime was experienced:
I am waiting, not in line or for the weekend’s arrival, nor for Godot, a bus, or a second
chance. I am simply waiting to respond, to be called to a case during a day shift at a
rural branch. I have read the daily paper – twice - and have cleaned the toilets, mopped
the floors, and emptied the contents of the bins into the large skip that reminds me of a
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hulking metal monster with an enormous hinged mouth. My partner is asleep on the
recliner in the living room, shoes discarded, legs splayed, and arms hanging over the
edge of his makeshift bed. The occasional snuffle and grunt mixes with the drone of
daytime television, replete with advertisements for funeral plans and supermarket
specials. The second day shift crew have already been despatched on a job and are
transporting a patient to a hospital some hours down the road, but our own pager is
silent.
I walk to the training room and kneel at the head of Max, the branch simulation manikin.
I open his mouth using the triple airway manoeuvre, then poke idly at his plastic teeth
with my finger, any prior motivation to practice my skills now lost. I gaze at his chest,
noticing the scuff marks, sticky patches and general grubbiness of his chest and arms,
and a smile touches the corners of my mouth. That’s something I can do. Max will have
a sponge bath. I feel suddenly energised, and move to the cleaning room, search for a
cloth, and fill a small bucket with detergent, listening to the soft fizzle and pop of suds
as they rise to the edge of the container. I have a purpose, a task, and I instantly feel
lighter, as though released from the shackles of boredom. I get to work, enjoying the
sensation of warm water on my hands as I scrub at the marks, nodding happily to myself
as they disappear with my efforts. It isn’t long before Max’s ablutions are complete,
and I take the bucket and cloth back to the cleaning room, dry my hands, and search
for something else to occupy my time. The pager remains silent.
The smallest things become objects of attention. The many scratches on the mess room
table; the ambulance bulletin pinned to the notice board heralding the importance of
adhering to the drug management policy; the steady dripping of the cleaning room tap;
the whirring of the old wall clock; a car coat hanging over the back of a chair; the clunk
and chuff of the fridge; a single pen on the window ledge. I walk to the kitchen cupboard,
remove my mug from the shelf, and start to prepare my third coffee for the day. I am
thirsty, not for any liquid, but for movement, for the act of doing. Doing equates to being
occupied, and to me, being occupied is far superior to being bored. While I sit and
contemplate the warmth of the coffee cup nestled in my hand, the pager remains silent.
I have a feeling that the clock on the wall is losing minutes. Perhaps the battery needs
changing, I think, but then I recall that it’s hard wired and a battery is unnecessary:
one less thing to fill in my day with. A quick glance at my wristwatch for the twentieth
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time in the space of a few hours confirms that the slowing of the clock is merely an
illusion, albeit an incredibly realistic one. I sigh, run my tongue across my teeth, and
hold my hands out, inspecting my nails and the small silver ring on my right hand. My
fingers look strange; tendrils of flesh and bone wriggling from two meaty squares, alien
appendages that somehow exist only in the interminable time between calls. I view them
from a different perspective, as though seeing them anew. I consider studying my
clinical practice guidelines instead of my fingers, but tomorrow is my dedicated study
day, and I have already revised the drugs and the pathophysiology of stroke and
myocardial infarction earlier in the shift. Besides, motivation is leaching from me,
drawn from my body by the tedium of the day. “Come on,” I groan softly, “just one
job.” I decide that, for some reason, the day is definitely longer than any I have
experienced before. The pager remains silent.
Feeling defeated and somewhat superfluous, I reluctantly join my partner in the living
room. I stare vacantly at the TV screen before I can stand the advertisements no longer,
and then rise and wander to the storeroom to see if anything needs organising. There
is one hour, then half an hour, then fifteen minutes left until the torture is over and our
shift is complete. I am once again sitting beside my partner on one of the recliner chairs,
so comfortable that it feels as though my body has melded into the cushioning and has
become one with the chair itself. I push my body forward with effort and stand, raising
my arms above my head in an extended stretch, then yawn loudly and pull at the edges
of my shirt that have somehow escaped from the confines of my trousers. I move to the
sink, rinse my cup for the final time that day, and replace it in the cupboard. My partner
is working on returning his shoes to his feet, and with head still bent states “Well,
another big day over and done with. Maybe tomor -” The sound of the page carries
shrilly across the room, and I feel myself jump and my heartbeat quicken. “No! Why
now?” my partner exclaims as I reach for the radio that now sits in the charging unit
by the phone. “I know,” I reply. A job is really the last thing I feel like doing so close
to the end of the shift, but we need to respond, and I remove my notepad and pen from
my pocket to take down the details. My partner’s voice carries to me as he makes his
way to the ambulance. “Geez, give us a break. Why can’t they just leave us alone? You
can never get any rest around here with that bloody pager always going off.”
At times, such as the one above, not being required to respond is as stressful and tiring
as responding to cases. I question my usefulness - Feeling defeated and somewhat
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superfluous, I reluctantly join my partner in the living room, and make efforts to find a
way in which to vanquish these feelings. I have a purpose, a task, and I instantly feel
lighter, as though released from the shackles of boredom. For me, fulfilling my
responsibilities as a paramedic means interacting with patients, and their absence makes
for a challenging shift. Despite my wishes, the pager remains silent, which hints at the
unpredictability of the role and the lack of control inherent in paramedic work. Issues
of temporality also come into play, as I have a feeling that the clock on the wall is losing
minutes but realise that the slowing of the clock is merely an illusion. I feel as though
the day is definitely longer than any I have experienced before. As the shift slowly
progresses, I lose motivation and become more lethargic the longer I am without the
stimulus of responding to a case. At the end of our shift, the pager finally sounds, and I
realise that a job is really the last thing I feel like doing so close to the end of the shift,
but we need to respond… Responding after having spent such a quiet day at the branch
when the end of the shift is in sight is both frustrating and challenging, more so than if
we had have been busy for the entire day. Perhaps this is why my partner exclaims;
Geez, give us a break. Why can’t they just leave us alone? You can never get any rest
around here with that bloody pager always going off.

Responding with a sense of advocacy
“You’re after Mrs Dell.” The nurse doesn’t look up from her notes but continues busily
shuffling them into some sort of order. She reaches for Mrs Dell’s in-patient history,
then pushes herself away from the desk she has been seated at and holds the pile of
notes out to my partner, who takes them somewhat reluctantly and says “um, thanks,
but could you tell us a bit about her? All we know is that she is for transfer to Melbourne,
but we never received any information as to why.” The nurse has already turned away
from him and is moving towards the doorway. She stops and looks back at us, but
doesn’t meet our eyes. “All I know is that she was admitted a couple of days ago because
she deteriorated suddenly. She’s palliative. Cancer, I think. She needs to go to
Melbourne.” I tilt my head slightly and narrow my eyes. “Are you sure? I mean, if she’s
palliative, why are we taking her at all?” The nurse lets her shoulders drop and sighs.
“Don’t ask me, they were the doctor’s orders.” I shake my head and ask “Where are
her relatives?” and she replies “Not sure where they are right now, but they live about
half an hour away from here.” Her voice is flat and unemotional, as though she doesn’t
care. She turns again to leave, and this time it is my partner who stops her. “I don’t
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understand”, he says, rubbing at his eyebrow with his fingers and frowning. “It seems
pointless to move her if she’s dying.” I nod in agreement, and my partner looks at me
and shrugs in confusion. The nurse sees none of this, however, as she has already left
the room.
“This is crazy, we can’t take this poor woman from the hospital and subject her to three
hours in the back of an ambulance for no good reason. She’s likely to die before we get
there.” I am flicking through Mrs Dell’s paperwork, trying to make sense of why this
move has been organised. “Yeah, I agree.” My partner’s voice reaches me from the
doorway, where is he standing and gazing across at the small form in the large room.
She appears odd, a lone patient surrounded by five empty hospital beds. It is as though
she has been left behind, so still and unobtrusive in the process of dying that she is
overlooked, forgotten by others whose trajectories are less certain or finite than hers. I
rub at my face with my hands, closing my eyes for a moment against the bright lighting
and the situation that makes no sense to me, then I take a deep breath and make a
decision. “Right. I’m not taking her. I’ll ring Communications and let them know what’s
going on, and then we’ll have to find a nurse to contact the doctor, but let’s not ask the
one that was just here. You ‘right with that?” My partner turns to me and nods
enthusiastically in agreement as I reach for the phone.
“Why have you asked for me to come back here? I think we’ve made it clear enough.
Your job is to take her to Melbourne. I mean, that’s apparently what you do isn’t it –
transport?” The doctor makes a sweeping action with his arm towards the desk where
the patient’s notes lie. “You have read the history haven’t you? I think it’s pretty clear
what you need to do.” He snorts and shakes his head. I am struggling to stay calm but
can feel my heart beating and heat spreading up my neck and into my face. I want to
tell him he is being a sarcastic prick, and that the notes he has written don’t reveal
much at all. I want to tell him that his position doesn’t give him the right to raise his
voice, but instead I dig my fingernails into the palms of my hands and force myself to
take a breath before answering in what I hope is an assertive but placating tone. “The
patient is close to death, and there’s a big chance we won’t actually make it to
Melbourne without her dying. I don’t see the point in wasting a resource to transport
her, nor in putting her through the journey unnecessarily.” From the corner of my eye
I see my partner nodding, and I watch as the doctor looks across at the paperwork still
sitting at the desk and then back at us. “We don’t have the staff to look after her here.
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She needs to go.” While he has lowered his voice somewhat, his face is beginning to
redden and there is a tightness to his eyes that makes me realise he is no less angry than
before.
While I consider my reply, the nurse that has arrived with the doctor clears her throat
and interjects “Ah, I think we’d be okay to look after her. She doesn’t really need too
much care. In fact, I’m not sure why she is here and not at home, but I guess she
deteriorated so suddenly…” The doctor whips his head around and glares at her. “I
want her out of here!” He raises himself to his full height and spreads his legs further
apart, planting both feet firmly on the floor. “But there’s no point,” my partner replies
in exasperation. “Her family live here. How are they going to visit her down in
Melbourne? And have they agreed to this move?” The nurse steps forward and nods
her head. “That’s right, she probably should stay here. The family are really busy and
it might be hard for them to…” “I said she is to be transferred to Melbourne!” the
doctor yells, cutting her off abruptly. “Her son agrees with me, and as far as I am
concerned, the other members of the family have no right to decide.” The three of them
start talking at once, their voices parrying, competing to be heard. Everyone seems
convinced they are right. I stand to one side and listen, wondering how far I am
prepared to go in order to do what I believe is best for the patient. I had never before
refused to do what was asked of me by Communications, had always been compliant
with both my managers and with medical staff. Sure, my partner and I may have
whinged and moaned to each other about what we were called to, but that was as far
as it ever went. It ended between the two of us. I wonder where it would end today, and
I listen for another minute before turning and stepping quietly from the room.
The faint odour of talc greets me as I approach the bedside and look down at the small
shape of Mrs Dell. The pattern of her breathing is deep and regular, her body still. The
sound of arguing floats from the nurses’ station, but if she hears it she shows no
indication, her face pale and impassive, her eyes closed to the world. I reach out to rub
the back of her hand, then grasp it in my own. “Are you there Mrs Dell?” I ask in a low
voice. And then louder: “Do you know they want to move you somewhere else? Does
it matter to you?” I look for any sign that she has heard but she is silent and unmoving
beneath the crisp white sheets. “If you want to stay, just squeeze my hand.” I look down
at the hand I hold in my own. The fingernails are broad and ridged, the knuckles swollen
and bent with arthritis. Her hand is cool against my own, as though even her blood has
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retreated to somewhere else. “Do you hear me?” I try again, but her hand stays cradled
in mine, inert.
I move my gaze to her face and study it for a moment. Her lips are parted and air
whistles gently as it passes over them. They are dry and pale and flaking, and there are
small red cracks at the edges of her mouth. I lick at my own lips, imagining her
discomfort and wondering if her final words have already passed through them. Her
cheek bones are sunken and there are dark smudges under each eye, shadowy pockets
that seem to deepen as I watch. And the eyes…the eyes are closed, but I see them moving
beneath her eyelids like they do when one dreams. Where is she, this woman for whom
a decision is being debated? Will she even know if we took her from here? Perhaps not.
Perhaps she has already given up on this world and has moved to another, a world in
which her eyes see more than this sterile hospital room with its empty beds and shiny
linoleum floors. A place where she is no longer viewed as cargo to be shipped to a
bigger warehouse. I look down again at the hand still clasped in mine. “You are
someone.” I whisper. “You matter.” I give it one last squeeze and lay it gently on the
bedcover, then walk purposefully back to the nurses’ station.
“How long do you think she has to live?” I ask. Perhaps it is my tone of voice, or the
look on my face, but the arguing stops and the doctor stares at me for a moment before
answering; “Not long. Maybe a day or so.” I nod and raise my hand, pointing a finger
towards the room I have just left. I can feel adrenaline rush through my body and my
hands tingle slightly as a result. I clench my jaw, enjoying the sensation of energy that
spreads into my chest, the sense of capability it engenders, and continue. “That’s a
person in there.” I pause for effect before continuing. “A woman who, at the very least,
deserves the courtesy of staying in a warm bed in a warm hospital, not jolted and
bounced in a truck for hours like some sort of parcel for delivery. We are not Australia
Post, we are a mobile health service. Now show some respect and let the woman rest
comfortably for the few hours she has left in this world.” There is stunned silence and
I can see a small smile playing at the lips of my partner as he looks across at me. “But
I think…” the doctor starts. I interrupt, raising my voice and pointing an index finger
at his chest. “Don’t! Just don’t. How about you stop thinking and start feeling?” I
watch as his eyes grow large and his mouth opens, but nothing emerges from it. I notice
my breathing has quickened, my exhalations thin and shaky. I hope that others do not
notice my sudden nervousness as I realise how risky it is to speak the way I have. A
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word pops into my head as I stand and wait for a response. Audacious. I am being
audacious, and I am actually enjoying the feeling that this act of audacity creates. I
square my shoulders and spread my legs, mirroring the doctor. I have a sudden urge to
place my hands on my hips, but think this may be overkill, and so I leave them to hang
at my sides and instead tilt my chin in a gesture of confidence. Unable to think of
anything better to say, and aware that the power of the moment is ebbing with each
second that passes, I announce “We’ll leave you to it.” I turn on my heel and exit the
room. My partner follows without speaking, grasps the head end of the stretcher and
steers it towards the exit.
I pause at the side of the patient’s bed, lean down, close to her ear, and murmur
“Goodbye Mrs Dell. I hope you don’t mind at all, but there’s only one more journey for
you to make, and it won’t be in an ambulance to Melbourne.” An image comes to me of
being reprimanded, rebuked for the decision I am making, but it passes quickly,
replaced by the feeling that I fulfilled a key aspect of my role as a paramedic – to
advocate for those who can no longer do so for themselves. I reach down and give her
hand one last squeeze. Perhaps it is wishful thinking, but I am almost certain I feel her
fingers moving as she returns the gesture.
I have little control over who I am tasked with responding to or what my responsibilities
are in regards to the management of the patients I encounter as a paramedic. At times,
conflict arises in regards to responsibilities, as is the case in this example. I am torn
between my core obligations to respond as requested, and my obligation to act as an
advocate for my patient. I stand to one side and listen, wondering how far I am prepared
to go in order to do what I believe is best for the patient. I had never before refused to
do what was asked of me by Comms, had always been compliant with both my managers
and with medical staff. One of the fundamental aspects of Dasein, being-with others in
the world, leaves me having to respond to what Heidegger names the call of conscience;
“The call of conscience – that is, conscience itself – has its ontological possibility in the
fact that Dasein, in the very basis of its Being, is care” (Heidegger, 1962, p. 322).
Responsibility can be viewed as the “authentic response of the self to that call…” which
is “…the most originary sense of being human” (Raffoul, 2010, p. 8).
I encounter a sense of conflict in regards to what my response to this situation should
be, and the decision is accompanied by physical actions, as though the effort impacts
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upon not just my mind but my body. I rub at my face with my hands, closing my eyes
for a moment against the bright lighting and the situation that makes no sense to me,
then take a deep breath and make a decision. Even once the decision to respond in a
particular way has been made, I return to the patient’s bedside in the vain hope that she
may still have license over her own destiny, and can give weight to the plan I have
chosen to implement. I reach out to rub the back of her hand, then grasp it in my own.
“Are you there Mrs Dell?” I ask in a low voice. And then louder: “Do you know they
want to move you somewhere else? Does it matter to you?” When there is no answer,
I act from a locus of both concern and solicitude, as there is a swift and certain
recognition that I am “being-alongside” another (Heidegger, 1962, p. 237) and exist
within a shared humanity; I move my gaze to her face and study it for a moment and I
look down again at the hand still clasped in mine. Any opportunity for me to
demonstrate solicitude through one aspect of leaping ahead is lost: “Do you hear me?”
I try again, but her hand stays cradled in mine, inert, yet another mode of leaping ahead
is still available to me, that of providing advocacy and standing up for, and in for,
another (Tomkins & Eatough, 2013).
As I look at the patient’s emaciated body I see the human characteristics of frailty and
vulnerability; characteristics that, as is the nature of Dasein, I also share. Her lips are
parted and air whistles gently as it passes over them. They are dry and pale and flaking,
and there are small red cracks at the edges of her mouth. I lick at my own lips, imagining
her discomfort. Raffoul (2010) states that “vulnerability now appears as the new ground
of responsibility, in the call not to do harm to the vulnerable ones” (Raffoul, 2010, p.
12). Responding appropriately to this patient seems suddenly to be of upmost
importance; “You are someone.” I whisper. “You matter.” A leaping in is called for,
and it is this acknowledgement that impels me to respond so purposefully and to meet
the doctor’s sense of righteousness with that of my own, and I respond in a way that
echoes my own core values in regards to what bearing responsibility calls for; Don’t!
Just don’t. How about you stop thinking and start feeling?

When responding is impaired by indecision
Paramedics frequently make decisions in regards to responding clinically to patients.
Often this responding is made with ease, but on occasions, such as the one described
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below, paramedics are left with the responsibility to treat the patient appropriately, yet
there exists a measure of uncertainty as to exactly what that response should entail.
A young man in a dirty red checked shirt and a faded pair of shorts opens the door when
we knock. He has striking blue eyes, and his hair is a fiery red mass of tangles that stick
up from his head at odd angles. We introduce ourselves and he nods and mumbles “I’m
Robby” as he leads us into the lounge room of the house. The place is cluttered, stacked
to the brim with mismatched furniture and piles of magazines and advertising brochures
and half-filled plastic bags. There is movement from within the kitchen to the left of the
lounge room, and a female voice floats out to us: “G’day. I’m his sister Fran.” I wait
for her to emerge, but a flash of colour as she passes near the doorway is all we are
provided with. I turn to the patient, who is standing and kicking at the carpet with his
foot. “What seems to be the problem today Robby?”
“I got a sore throat.” He rubs his hands along both sides of his neck from under his
ears to his Adam’s apple. “That’s no good. How long have you had that for?” He
shrugs. “Maybe a week, yeah Fran?” His sister responds from somewhere in the
kitchen: “yeah”. He nods solemnly and looks down at the carpet that feels sticky
beneath my feet. “Have you seen a doctor?” I ask. “Aha. Yep, I did, just a couple of
days ago.” “And what did the doctor say?” My partner has moved closer to the front
door, and I can tell by the look on his face that he’s eager to leave. “Doctor gave me
tablets. Antibiotics he said. And stuff for pain.” He scoops two packets of medications
from the sideboard and hands them to me. I examine them briefly and nod. “Okay, good.
And how many have you taken so far?” “None”, he replies, nodding his head vigorously
in affirmation. “You haven’t taken any at all?” He shakes his head and his eyes dart
from my face to the floor. I try and keep from sighing, and then ask him why he hasn’t
followed the doctor’s instructions. He shrugs his shoulders. “Dunno.” I hear a snort
behind me and then my partner exclaims “Robby, you’ve got to take them or they won’t
work. That’s why your throat’s still sore. Do you understand?” Fran voice booms out
from the kitchen “I told ya Robby. I said, for fuck’s sake just take the tablets. But you
wouldn’t listen to me. Ya never fuckin’ listen! You’re a total dead shit, you are.” I look
down and fiddle with my watch band, running my fingers over the links, then take a few
breaths to centre myself before continuing. “Robby, is there anything other than your
throat that hurts? How do you feel?” I look back up to see him shifting his weight from
foot to foot and rubbing at his nose with his hand. “I feel bad. Real bad.” My partner
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interjects “Well, you’ll feel better once you take the tablets Robby. Fran, you make sure
he takes them, yeah? Come on Susan, let’s go.”
I rub the corner of my eye with my index finger, and then trace the line of my eyebrow
and rest two fingers on my temple, thinking. Something doesn’t feel right, but I don’t
know what it is. As much as I want to leave this house - the patient seems quite well and
the room is stuffy and smells of neglect - I can’t seem to get my legs to move. I look
across at Robby, who is picking intently at a button on his shirt. I put down the
equipment bag I have been carrying and unzip it. “Robby, come here mate.” He steps
closer, and I wrap a blood pressure cuff around his arm, and rest my fingers on his
wrist, checking his pulse. His blood pressure is within normal limits, and his heart rate
is at the upper limit of normal. We don’t carry thermometers, so I rest my hand on his
skin for a minute. He feels warm, but not unduly so. I ask a few more questions,
searching for the reason for my reluctance to leave Robby at home, but everything
seems to point to it being safe to do so. I look over at my partner who already has one
hand on the doorknob. “All good?” he asks. “Yes. All good.” I return the equipment to
the bag and re-zip it, then straighten and stand in front of Robby. “Robby, how do you
feel about coming with us to the hospital?”
As we walk with Robby to the side door of the ambulance, my partner voices his
dissatisfaction with my decision. “Why are we taking him? You know how busy they
usually are, and now we’re taking someone who doesn’t need to go. You said yourself
he was fine.” I don’t reply until we have guided Robby onto one of the seats in the back
of the ambulance, and then I step back outside briefly and say, “Look, at the very least
he will be able to get some education from the medical staff. Maybe it will hold more
weight with him than when we say it.” He shakes his head and draws his mouth into a
thin line. I try again. “He might need some intravenous antibiotics. Let’s let the hospital
staff decide.” He lifts his eyebrows, replies with “Mmm, your decision,” and then walks
around to the driver’s side of the vehicle. I don’t tell him that the explanation I have
provided him with, although sound, isn’t the real reason why I am taking Robby. I don’t
tell him, because I’m still not sure what the real reason is.
When I hand over to the emergency department staff at the hospital, I use phrases like
“borderline tachycardia”, “significant malaise” and “a level of acopia and challenges
with ADL’s at home” in an effort to justify bringing Robby to them, and I write the same
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on the case sheet. While not untrue, they still don’t touch on why I have transported this
man with a simple sore throat. It’s not until we are backing into the parking bay at the
branch that I come closest to the real reason. “Look. I think I was just..,” I say to my
partner, “…I was just…worried about him.” I shrug my shoulders, unable to articulate
the feeling further, and doubting, for what seems like the hundredth time in less than an
hour, the decision I have made in relation to this patient.
I greet the nightshift staff as I arrive at the branch the next morning. “How was your
night?” They look up from their coffees. “Not too bad Susan. We had a cardiac arrest
earlier in the evening though. Shit of a job. He was in bed, and you should have seen
the bedroom…really cluttered. Made it hard to work. We didn’t get him back, and he
was only in his twenties. And get this: he’d been seen at the hospital earlier that day.
We reckon he was probably septic.” My legs feel suddenly weak and I lean back against
the wall for support. My mouth opens involuntarily, but no words emerge, and instead
I take a deep breath in and hold it. The guys don’t seem to notice. “Hey, were you part
of the crew that took him in yesterday? His name was Robert.” My breath leaves my
body in a rush, and I have a sudden vision of Robby, picking at the button on his shirt.
The same Robby whom I almost left at home. “Yes,” I say softly, “we took him in.”
“Lucky you did. Reckon you dodged a bullet there. Imagine the questions if you had
have left him behind and he was found dead later. Hello Coroner’s Court.” I smile
weakly and make my way into the female locker room, the only place I could be assured
of being alone.
As the door closes behind me, I grip the edge of the sink, lean forward, and stare into
the mirror. Tears prick my eyes and I find myself confused by the mix of emotions that
swirl within. Relief and a sense of satisfaction: I had done the right thing, had made the
right choice. Frustration that I didn’t yet know what it was that made me decide to
transport the man to hospital. And an overarching sadness that the decision was
ultimately of no benefit to the young man with the shock of red hair and the bright blue
eyes. I look closer at the image staring back at me in the mirror, and I think I can see
something different, something new that has emerged in the space of twenty four hours.
Or maybe it was always there, and it’s only now that I’m really seeing it. A measure of
fear. A fear of something much more significant than being questioned in a Coroner’s
Court. Terrified of what this might mean to my practice as a paramedic, I close my eyes
suddenly, tightly, and turn away from my reflection.
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This narrative illustrates the challenge involved in taking on responsibility for another
individual, and my struggle to respond appropriately to the situation. The challenge
comes in the form of not being able to adequately justify my decision to proceed in a
particular way, and instead having to rely on a sense of both unease and intuition to
determine the course of the response. Something doesn’t feel right, but I don’t know
what it is. As much as I want to leave this house - the patient seems quite well and the
room is stuffy and smells of neglect - I can’t seem to get my legs to move. I make attempts
to clarify the situation; I ask a few more questions, searching for the reason for my
reluctance to leave Robby at home, but I am none the wiser for it.
It is at this stage in the case that I make a decision that surprises both my partner and
myself. “Robby, how do you feel about coming with us to the hospital?” I am not
cognisant of having come to this conclusion prior to asking the question, but I am
suddenly committed to this course of action, regardless of the fact that it is easier to
leave the patient at home, saving me from both paperwork and uncomfortable
conversations with over-burdened hospital staff. Hanlon (2011) states that “the genuine
expression of responsibility is the event in which I act despite myself...” (Hanlon, 2011,
p. 295). I am committed despite having not consciously chosen to be so. Yet I am still
burdened with doubt as to the rightness of the decision. I shrug my shoulders, unable to
articulate the feeling further, and doubting, for the countless time in less than an hour,
the decision I have made in relation to this patient.
Later, as the event unfolds further, I feel a shift occur in relation to my being. I look
closer at the image staring back at me in the mirror, and I think I can see something
different, something new that has emerged. I am encumbered with a measure of fear
that is much more significant than being questioned in a Coroner’s Court. It is a fear of
the weight of responsibility and the consequences of an incorrect decision on the lives
of my patients. Terrified of what this might mean to my practice as a paramedic, I close
my eyes suddenly, tightly, and turn away from my reflection, as though turning away
will erase this newly recognised and distressing reality. Vellega-Neu (2003) states that
there are times when decisions transform our lives regardless of the stance we take. “As
these decisions occur we cannot know where they will take us, and yet despite this
blindness, we are called to be responsive and thus responsible towards what happens in
them” (Vallega-Neu, 2003, p. 248).
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Responding to trauma
Uncertainty regarding clinical intervention is not the only challenge that paramedics are
met with when responding to cases. Often the clinical uncertainty is accompanied by
additional difficulties, including ethical or emotional factors, as is the case in the
following narrative:
Viscous. Thick. Wet. Partly congealed. Red. What should be inside him is now spread
over the front of his t-shirt, partly suspended from the lower section of his face.
Suspended from his face, but not his jaw, because that’s somewhere else.
Hundreds of tiny shards of bone and tissue are splattered across the wall, and the
ceiling, and onto the clothes that are hanging like silent observers in the open wardrobe
to his right. It is a small bedroom, and he is sitting near the bed, but not on it. A bed is
for sleeping, and he is awake, his eyes large as saucers, his hands reaching, waving in
the air from time to time as though checking that all this is real and not just some dream.
Some nightmare.
His sister has taken their mother outside and the memory of what she has seen she takes
inside her mind. She is likely to carry it forever. We insert two IV’s and give analgesia
and fluid, consulting with each other as to how we will manage his airway when all we
can see is red and raw and swollen and mangled. I place the suction unit close to the
patient’s head and then pause, my hand hovering near the contents of the airway bag.
Should I intervene, and in what way? Is this patient able to maintain his own airway,
and for how long? I look across and into the patient’s eyes, and they make contact with
mine, unblinking, before he shakes his head slightly, his brow furrowed and eyebrows
lowered. I want to reassure him, tell him that it’s okay, but of course it’s not. His death
could have been swift if he had have used the correct bullet to achieve his end. His
recovery, if he lives, will be long, difficult, and incomplete. I cannot bring myself to
rejoice at his failure to die.
I am thrown in the midst of a situation that is both grotesque and clinically and
emotionally challenging. Hundreds of tiny shards of bone and tissue are splattered
across the wall, and the ceiling, and onto the clothes that are hanging like silent
observers in the open wardrobe to his right. I am aware that the family of this young
man is outside, has borne witness to this abnormal scene and the suffering of their
relative, and yet I am not in a position to respond to them. My attention must be focussed
100

on the patient, at least for now. Knowing that others are also in need, and that I am
unable to assist them, adds to the sense of helplessness I encounter on this case.
I come to a realisation that there is much about this situation that I am unable to
positively affect. I want to reassure him, tell him that it’s okay, but of course it’s not. I
am deprived of even my ability to reassure, as this patient did not want the situation to
be okay; his intention was to cut short his life. I come to a point of knowing that
personally, I cannot bring myself to rejoice at his failure to die, as his survival, while
not guaranteed, will lead to ongoing pain and disability. I have a responsibility to care
for this person, but ultimately wonder if, by working to keep him alive, I am also doing
him a disservice.

Responding with vulnerability
There are times when responding as a paramedic can be difficult. It may be due to
indecision or a lack of clarity as to the correct path to take, as in the situations
documented above, or it may be due to the emotional aspects of the case. The following
narrative provides an example of how the cultural norms embedded in the paramedic
workforce at the time of my employment influenced the way in which I responded to
and interacted with my colleagues:
We are jostling for space to work in the small storeroom. This is where the consumables
are kept: bandages and airways and suction catheters and thermal blankets and
penlights and oxygen masks, and all the other pieces of equipment you could possibly
need to manage a patient. In the same room is a large metal drug safe and a second
drug cabinet, both containing drugs. Two crews have returned from a job at the same
time, and both are re-stocking their bags under the flickering fluorescent light that
buzzes overhead. I am a member of one of those crews, and as we work, the storeroom
transforms into my confessional.
I notice Rob slotting an intravenous cannula and three-way extension tap into the empty
spaces of his drug bag, and I point to the nearby compartment where I know the
intraosseous needle is kept, letting my fingers brush the outside of the pocket. “I forgot
about that during a job last week.” “What, the IO needle?” he asks. I nod. “What did
you go to?” I feel the attention in the room shift to my response. “A trauma job…an
eight-year-old in bradycardia and respiratory arrest when we got to the scene.” No one
is looking at anyone else. The guys are reaching for stores, straightening equipment in
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their kits, or writing in the drug imprest book, but I know they are listening. “I’m an
idiot. I tried to get IV access, tried to cannulate this kid for what felt like ages, and I
never once thought to put in an intraosseous needle.” I shrug my shoulders, trying to
indicate that I am not that worried about this, that I know it is a forgivable mistake
given we are human and the job was stressful. I guess I want them to know that I am
seasoned, have made mistakes before and understand I will make them again. I want to
pretend that this has not really affected me. “Who were you working with?” Peter asks.
“An ALS student”, I reply. I want to add, but this does not change the fact that I
managed the patient poorly, but I stop myself because I don’t want to sound too selfeffacing. “That’s tough when you’re MICA and have no one to bounce things off, not
even a qualified person” Darren comments, raising one hand and rubbing at his mouth.
“Well, I guess, but the job was my responsibility, and I was the senior person there,
so…” I leave the sentence unfinished.
There is silence, and I decide that I may as well share a little more. “So when I couldn’t
get a line in I decided to put the drugs down the tube.” Darren murmurs an “aha”,
encouraging me, and I continue. “For the first time in my whole career I had this mental
block. I drew a blank. I know the drug calculations for the size of the patient and the
route I had chosen, but they just wouldn’t come to me. I sat there with the drug bag
open and an empty syringe in my hand. It’s like I searched the data banks and there
was nothing there, just a blank space…like the hard drive was wiped.” I let out a weak
laugh, scanning all three faces, trying to gauge their reactions. Peter winces, Rob and
Darren nod, but I still wonder if they think I am indeed, as I professed earlier, an idiot.
Like a dam that has suddenly burst, I can’t seem to stop sharing, and I continue; “I had
to ask someone to get me the guideline book from the ambulance!” I think back,
remembering the sinking feeling in the pit of my stomach and my utter embarrassment
of having to read from a book at scene. I remember how I had flipped to the relevant
drug dosage guide, how I ran my index finger across the page after picking the
appropriate patient category, and how that finger went back over the printed numbers
once, and then a second time, trying to get the information to stick in my mind. I
remember that I turned back to the patient, my ampoules cracked and syringes loaded
with drugs, and then stopped just short of administering anything and returned to the
book a third time, tracing the numbers again with my finger. Just to be sure. I don’t
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want to share that, but I decide I can talk about another aspect of the job instead, and
so I continue.
“And just before the drug debacle, when I was intubating the kid and had connected the
capnograph, the bloody thing wouldn’t work. It wasn’t doing anything but flashing.” I
pause, anxious to hear the response but afraid at the same time; what will they think of
me? Peter zips up his drug kit and asks; “So what did you do?” I want to say that I felt
any last semblance of control slipping away with the failure to get the device working,
and that it was as though the ground had opened beneath me and I was falling,
spiralling down, picking up speed as I dropped. Instead I said; “I connected the
EasyCap device to the tube, and the colour was good, so it worked out okay. No big
issue I guess.” I don’t tell them that I placed my stethoscope on the narrow chest of the
boy and listened for air movement for the second time in as many minutes, but still did
not trust what I was so clearly hearing, and asked the student to listen as well. And
when he was done, I checked again. I don’t tell them how it felt as though I was no
longer at the scene, and instead was watching all of this play out from some distance
away.
Rob goes to the shelf containing combine dressings and places two into the open first
aid kit. “Then what happened?” I have the feeling that he is really less interested than
he is making out, and that instead of interest he is giving me permission, allowing me
to debrief without officially debriefing. “Well,” I reply, “The kid goes and dies, doesn’t
he? We do CPR for a while, and I push some more drugs down the tube and check that
he hasn’t tensioned.” “Had he?” Peter asks. “No.” “Did you get him back?” Darren
queries. “No.” There is silence for a few moments, and then Peter says; “That sucks.”
The others nod in agreement. The conversation ends there, and the others drift off to
return the re-stocked bags to the ambulance.
I want to call out, to tell them I haven’t finished with the story, that there’s more. I want
to ask them for absolution, these men who have been in the job longer than me and have
seen and experienced more: my role models. I want to ask them what I should do with
the boy who seems to be hanging around me, pulling at my emotions, weighing down
my conscience. How do I say sorry to this dead child for letting him down, for not saving
him, for not being good enough? I need to ask them how to sleep at night, because
every time I close my eyes I see his small face and the face of his parents as I tell them
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he is dead. I am not sure how much longer I can re-live the event: the feel of his chest
moving downwards, flexing as I press on his sternum with the heel of my hand, the
sound of the plastic suction catheter as it clinks against his back teeth, the white linen
sheet that we cover his little body with. The feeling of leaving him lying on the ground
for someone else to collect. I want to ask them how to deal with this part of the job, how
I can stop the memories, because at this stage I have been a paramedic for ten years,
and I still have no idea.
I have been socialised into the particular way in which paramedics respond, whether in
relation to demonstrations of vulnerability, emotion, or failure. Heidegger
acknowledges that Dasein “…must be socialized into a particular cultural understanding
of being” (Dreyfus, 1991, p. 26), and this includes the act of responding. My own
socialisation in regards to dialogue with peers is exemplified in the narrative by the
statement no one is looking at anyone else… but I know they are listening. Insider
knowledge of accepted ways of both responding and relating are also expressed
throughout the narrative with a holding back: “I want to add…but I stop myself because
I don’t want to sound…”,“I want to say that I felt any last semblance of control slipping
away…instead I said…” “I don’t tell them…”, “I don’t tell them…” This refraining
from articulating a response is in itself a response; it is a response to the pressure I feel
to conform, to project a particular image to my colleagues. It also results in un-stated,
and therefore unanswered, questions: “I want to ask them for absolution…” “I want to
ask them what I should do…” Even though the job is over and is now only a memory, I
remain with questions in regards to how I should respond to that memory: How do I say
sorry to this dead child for letting him down, for not saving him, for not being good
enough? I need to ask them how to sleep at night… There are times, such as this, where
responding to jobs, and shouldering responsibility for them, is never over.

Responding to danger
Responding to cases and taking responsibility for patients is sometimes difficult, not
because of the clinical decisions that need to be made, but because of the
unpredictability of the job. In these situations, there is very little opportunity to plan a
response. If the situation holds an element of physical danger for the patient, or for the
crew, responsibility weighs heavily. In the following excerpt from a longer story, my
partner and I are in the midst of transporting a psychiatric patient – Trevor - from a rural
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hospital to a regional psychiatric centre. He has not been sedated prior to leaving, and
has thus far been displaying signs of agitation:
The traffic is light, and we have travelled almost half way to our destination before I
hear my partner exclaim in a firm voice; “Lie back down Trevor!” My eyes dart to the
rear vision mirror, where I see an image of David looking cautiously at Trevor. There’s
a clanking noise that I take to be the seatbelts on the stretcher being released. “No!
Keep your seatbelt on Trev. No need to get up.” I hear murmurs, mumbled words from
the patient, but nothing more. I shouldn’t be concerned, have had many patients try and
get off the stretcher while we’ve been in motion, but this person isn’t fully aware of what
they’re doing, making them unpredictable. I take another glance in the mirror, and
notice David sitting back in his seat again. He doesn’t look worried, and I turn my
attention back to the road. Farm land stretches on either side of us, bright yellow
carpets of canola against a clear blue sky, and I sigh deeply and try and loosen my grip
on the steering wheel. No need to stress. It’s all good.
Only minutes have passed before I am once again startled. “Trevor, I said sit down!
Everything is okay. Just sit back and relax.” I see movement in the rear vision mirror.
Trevor has swung his long legs over the edge of the stretcher and is attempting to push
himself upright. David leans in and places a hand on his arm, trying to settle him. I
realise I have taken my foot off the accelerator, and I call out “do you want me to stop?”
David leans in and ducks down slightly so I can see him in the mirror. He smiles weakly.
“No, keep going.” I nod and increase our speed slightly, but my mind is racing. If
Trevor becomes more agitated, what will we do? I estimate the distance to our
destination is around forty minutes, and wonder if, given Trevor’s increased mumbling
and agitation, we will arrive without incident. I hear a sharp slapping noise from the
back, and then David’s voice booms out angrily. “Stop that Trevor! Don’t hit!” Hit?
My eyes move to the mirror again, and I see David leaning forward in his seat. “Don’t
do that again!” “David…” I call out, but he anticipates what I am about to ask and
says “it’s all good Susan, just keep driving.” I want to believe him, but I have a sudden
sick feeling in my stomach. “Are you sure? Do you want me to call the police to meet
us?” He shakes his head. I can hear Trevor talking continually now, his pressure of
speech prominent, the words running into each other, a fast paced murmuring. At times
a high-pitched statement echoes through the vehicle, fired off as if from a machine gun.
Clack. Clack. Clack – his words are accompanied by drumming as Trevor taps a finger
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loudly on the side window nearest the stretcher. “Reveal the cross! They know it’s the
truth. The truth. The truth. The truth.”
I can’t quite believe that David isn’t worried about the escalation in agitation that we
are seeing, and I wonder if his silence is because he was so adamant that Trevor did
not require sedation, and his statement that he had dealings with him before and could
handle anything that eventuated. It would be a bitter pill to swallow should he be proved
wrong. How much trouble could someone’s pride land them in? I hear more yelling
from the back, and decide I need a plan.
I remember hearing about crews who have had to pull over to the side of the road and
jump out, locking the patient in the ambulance and waiting for police to arrive. I also
remember how wrecked the inside of the ambulance was when they did this. We could
do the same as a last resort, unless David is stuck in the back and unable to exit. Then
what? Would I use force to help him? I certainly couldn’t physically restrain the patient
by myself. What would I use as a weapon? An equipment bag? The oxygen cylinder?
Maybe. It’s definitely heavy enough, and I think I could get a good swing up if
needed…but where would I hit him? The body? The head? And how hard? I had never
hit anyone before. Would the law deem it to be reasonable force, or would I be convicted
of assault? If I hit him in the head, would I knock him unconscious? Would there be
blood? What if he…I shake my head and alter my position in the driver’s seat. This kind
of thinking is ridiculous, I tell myself. Things aren’t that bad. You’ve transported
psychotic patients before, some of them more boisterous than Trevor. Get a grip.
The difficulty encountered in this job stems from the fact that there are several ways to
manage the situation, and each one of them is set against a backdrop of potential
violence. In this case, responsibility shifts from concern and care for the patient to that
of myself and my partner. The way in which I respond, and even the decision to respond,
is unclear and anxiety provoking. I run through a number of different options as to the
next course of action to take, but am constrained by the volatility of the situation. I am
in the midst of a heightened sense of attentiveness, yet this does not prevent my mind
from skipping through the various options that may be available to me to a somewhat
unreasonable degree. I try and reign this in by telling myself; Things aren’t that bad.
You’ve transported psychotic patients before, some of them more boisterous than
Trevor. Get a grip.
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In the following extract from a longer narrative, I question the way in which I respond
emotionally to the cases I am called to:
The feeling of tension I had didn’t happen often anymore, I think because I had become
used to the abnormal, and that worried me. Where had I disappeared to? When did I
lose my feelings? Perhaps it was at the last suicide (I think I may have felt something
then, or was I just hoping to?), or maybe I lost them in the hallways of the nursing home
we often got called to, or in the ambulance itself. Perhaps too many night shifts under
that imposing fluorescent lighting in the back leached the feelings from my body. An
ambulance took my feelings…and all I got for it was this blank space inside.
I am concerned that I am not responding the way I should be, am fearful that my own
response would not be that of the general community or aligned with societal
expectations. There is a dichotomy at play – I am thankful that I am not bound by my
emotions, yet anxious with the realisation that the way in which I respond is at times
devoid of these same emotions. Heidegger states that “anxiety discloses Dasein as
Being-possible, and indeed as the only kind of thing which it can be of its own accord
as something individualised in individualization” (Heidegger, 1962, p. 232). I am
provided with an opportunity to examine issues of identity, as “anxiety individualizes
us and reveals our ontological constitution” (Blattner, 2013, p. 145). This only occurs
for me in the clearing that presents itself at the tail end of responding to a case.

Being unable to respond
The potential de-sensitisation to the emotional component of cases paramedics are faced
with is played out in different ways, including through the use of humour or the
deliberate refocussing of attention (Regehr et al., 2002; Scott, 2007). Paramedics are
ultimately thrown into unpredictable environments where the predominance of emotion
may be detrimental to our ability to respond effectively, a situation exemplified by the
following story excerpt:
The child wore shorts splashed with mud from the river, the pockets stuffed with lolly
wrappers and a plastic frog. He should have been laughing and exhausting his parents
with questions and exuberance and boyish play. He should have been wading in the
river, the water lapping at the bottom of those shorts and beyond, squealing at the
sudden coldness as it flowed over his thin white legs. Instead he was lying prone on the
bank, silent and still. A single word came to mind: fragile. He was fragile and pale and
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lifeless. I wanted to yell at him to go back to being a boy instead of a body on the sand.
I knelt at his head and reached for the equipment bag. My partner and I concentrated
on organising, analysing, problem solving, thinking and acting, anything, but not
reacting, at least not emotionally. Right then the clinical overtook the emotional, and I
was glad. There was no room for anything else right now, no room for feelings even if
I had them.
In this situation the response to the patient is mainly clinical, but my unspoken thoughts
were not: I wanted to yell at him to go back to being a boy instead of a body on the
sand. Abruptly, I switch from viewing the patient in such a human way, and focus
instead on organising, analysing, problem solving, thinking and acting, anything, but
not reacting, at least not emotionally. I state that there was no room for this in my
response, as though the emotional component of the job combined with the cognitive
would be more burdensome than I could manage. As a paramedic, my sense of clinical
responsibility for the child becomes greater than my urge to respond in an emotive
manner, and I show a capacity to manage and contain any anxiety that this holding back
provokes.

When the act of responding is carried after the event
Responsibilities weigh heavily after some events in the form of memory, and appear
especially vivid when responding provokes an emotional response, as is the case in the
following narrative excerpt:
I turned my head to see the second patient: the one my partner had told me was in the
back seat. I know I will always remember that seat – its colour, the book lying on it, an
empty chocolate wrapper. It’s funny what stays with you. I would remember that seat,
and I would remember the child. She looked as though she were asleep but for the angle
of her head. The seat belt cut deeply into her small chest, obscuring part of a glittering
multi-coloured rainbow decal on her light blue t-shirt. I will always remember it was a
warm day. I will remember her father in the front seat crying with physical pain and
emotional sorrow. And I will remember that the child was dead. The world seemed to
stop for a long moment, and in that moment I knew I would never be able to see a
rainbow again without thinking of her.
Here, the remembering of components of the case don’t necessarily follow a pattern or
make much sense: I will always remember that seat – its colour, the book lying on it,
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an empty chocolate wrapper. They are inconsequential to the job and do not form a key
component of my responsibilities, and yet they remain with me, a random collection of
images that I cannot erase.
Also figuring prominently in this case is the feeling that it is not just time, but the whole
world that seems to stop. This sensation occurs in the midst of responding, as the full
extent and gravity of the situation comes to the fore. I am engaged in a situation that I
no longer have any control over, and there is a dropping away of responsibility as the
locus of control shifts. I experience the sensation of not having an active role to play in
this individual’s life, and am left bereft of further responsibility for the outcome.
In this next narrative, it is not so much the details of the case, but rather their location
that causes a job to be carried long after it is responded to:
It was over a crest on the road, just past an old farmhouse that was surrounded by pine
trees. I sighed, knowing that every time I travelled past this spot in the future memories
of this job would be shaken from their sleep. They always were. There were so many
roads in Victoria, so many intersections and gullies and embankments and paddocks
and verges that I had been called to. It was as though each of them had become portals,
transporting me back to the events that had occurred there weeks and sometimes years
earlier. I hoped that the memories of this job were easy to suppress. When I saw the
scene for the first time, I knew this wouldn’t be the case.
The nature of working as a paramedic and operating in a single location for any period
of time can lead to memories of events that appear to become attached to geographical
landmarks. In this way, responding is a burden that spills over into one’s personal life,
making it impossible to completely separate the two. Mixed in with the elements of
responsibility and decision making, is an ever-present concern that unpleasant
memories may arise when frequenting or viewing a location. The more challenging the
job, the more likely it is that such location-orientated remembering would occur.
When responding to cases, I am only partially cognisant of whether the details of the
job will embed themselves in my mind as memory. It is only later, when they arise long
after the case is over, that I experience their impact. At other times however, I am left
with a certainty that I will both recall and carry the weight of my response from the
moment I arrive at the scene. The following story is one such time:
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The cars were locked together like bulls locking horns, and for a strange moment I
thought I could hear one of them bellowing. Then I realised that desperate sound had
come from the driver of one of the cars and my pulse quickened. I moved closer and met
with one of the police officers I recognised from a job we’d done last week. His mouth
was pressed in a thin line and he nodded his head and looked away, unable to meet my
eyes, averting his gaze from anything as human as having to look at one another. I
nodded back in agreeance.
There was blood. I could almost feel it slam into me, a wave of copper tang that
somehow leaves a coating on you even after you shower and scrub at the end of the
shift. People think that blood signifies how sick someone is, but that’s not always the
case. I was more concerned with how quiet it was inside the car. Where was my bull,
my bellowing patient in this car? Instead there was only occasional cursing and
moaning from what was left of the back seat, and a snoring, wet sound from the front.
There were three people, two in the front and one in the back. I checked the one closest
to me: a guy with blonde hair tinted red in places by streaks of blood. His eyes were
closed, swollen shut from an obvious head injury. Would they ever open again? He had
a pulse, but it was faint, like a child’s light steps scampering on a vinyl floor of some
distant hallway.
I quickly moved to the other side of the vehicle while calling out to my partner, asking
him what he had. He told me there were two patients: one conscious, one not. Both had
multiple injuries: bones protruding from skin, lacerations, bruising. He had called for
back-up crews, they would be here soon. A thought shoved its way through the others
already jostling for space; “not more”. Not more people to share this collection of
sights and smells and sounds that would stay with them forever. More people to carry
this memory back to their homes, to have it sit like an unwelcome visitor at the dinner
table, at work, at the shops, on holidays. It would become a part of all of us who had
been here, grafted to our souls.
The girl in the passenger seat was young, but her facial features were twisted somehow,
making her appear much older than she really was. She was choking, drowning in her
own secretions: vomit and saliva and blood. I couldn’t get to her, couldn’t reach her
from this side, and couldn’t use the door to the vehicle. The SES would arrive soon, and
maybe then I could prise the door open, maybe we could get her out alive. Maybe…
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As I ran back over to the driver’s side, the police officer helping me told me he could
no longer feel the drivers pulse. I swore softly and reached over to feel at the neck of
this young man with the blonde hair and swollen eyes, finding nothing. The snoring
sound from the passenger seat was getting more irregular, the pauses between sounds
longer. I tried to pull the driver out of the car so I could get to the girl, my arms reaching
around his torso, feeling the strain in my back as I pulled. He was stuck, pinned by his
legs under the dashboard, jammed tight. I took a breath and climbed over him, over his
still warm body, the suction device I carried leading the way.
This is a case with a number of challenges: limited crewing to manage the number of
patients, the critical conditions of these patients, and the limited access to individuals
trapped in the vehicles. The traumatic nature of the job is evident, and the liaison with
the police officer early on in the case, telling. His mouth was pressed in a thin line and
he nodded his head and looked away, unable to meet my eyes, averting his gaze from
anything as human as having to look at one another. To do so would mean that this job,
this event, actually exists within the realm of the everyday, and alongside the normality
of other aspects of life. I experience a reluctance to humanise this, to allow this event
as a paramedic to blend with the more structured and pleasant social conventions such
as making eye contact or engaging in conversation with peers. I suspect the same is true
of the police officer I work with.
When I hear the news that others have been responded to this case, I experience a sense
of anxiety in regards to their arrival, and the burdens they too may be called upon to
carry. A thought shoved its way through the others already jostling for space; “not
more”. Not more people to share this collection of sights and smells and sounds that
would stay with them forever. More people to carry this memory back to their homes,
to have it sit like an unwelcome visitor at the dinner table, at work, at the shops, on
holidays. It would become a part of all of us who had been here, grafted to our souls.
The aftermath of responding to jobs is sometimes subtle, and at first glance may not be
observed by those who aren’t paramedics. Regardless, they can leave a lasting
impression:
Back at the branch we talked about the weather, what we could cook for dinner and
watch on T.V. that night, and the plans we had for our days off. Later, when we felt it
was safe to open up, safe to talk without the risk of exposing our emotions too much, we
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made comments about the job. We added the obligatory humour, desperately clutching
at any moment that could be turned into something lighter. But it bubbled just beneath
the surface. We could see it in each other’s eyes, the pain, helplessness and anger that
would present itself without warning. I watched as my partner searched the newspaper
for something, his frustration growing when his attempts to find it failed. There was a
swishing noise as he swiped the whole paper from the table and watched it scatter
across the floor. He got up, stepped over the paper and walked away, but the job
followed. The jobs always follow. There is no getting away from them. They leave you
feeling hollow one minute and overflowing with intensity of emotion the next. They are
never over, not for the survivors, not for the family of the patients, and not for the
emergency service workers who add them to their unwanted collection.
Only when we felt it was safe to talk without the risk of exposing our emotions too
much, we made comments about the job. These comments are layered with humour that
is desperately clutched at, signifying humour’s usefulness as insulation between the
details of the case and the emotional reactions the job evokes. It isn’t so much in
dialogue that the impact of responding reveals itself, but rather in the actions of my
partner that signify frustration: there was a swishing noise as he swiped the whole paper
from the table. Despite his attempt to walk away from the turmoil of the job, it followed.
The jobs always follow. Whether we verbalise them or re-direct our feelings through
physical actions and behaviours, the memories of cases stay with us. There is an
understanding, largely unspoken, that the traumatic, difficult, or psychologically
impactful jobs that we respond to continue long after they are completed. I acknowledge
that, for many, they are never over.

Conclusion
Responding is something all Dasein do, each and every day. In fact, to not respond is in
itself an act of responding. Caring for others is an existential of Dasein, even if that
caring constitutes responding with indifference or inconsiderateness (Raffoul, 2010, p.
259). In this way, “responsibility becomes a mode of existence…and it is a mode of
existence that is never at rest” (Hanlon, 2011, p. 293). Paramedics carry out their roles
with others, and it is amongst this being-with others that responsibility becomes
responsibility for others, as in itself it is imbued with otherness. Responding in
paramedicine can take a variety of forms, from the leaping in for to the leaping ahead
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of, and all points in between. It sometimes leaves us with a feeling of being inadequate
or ‘not enough’, and can lead to a questioning of one’s suitability for the tasks required.
While taking on many forms in paramedicine, both responding and being-with others
emerge as pervasive themes in everyday practice; inexorably linked with each other and
with that of the final theme presented in this thesis – controlling.
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Chapter 6: Controlling
Paramedicine encompasses diverse aspects of being, one of which is the mode of ‘play’
associated with the expression of control. It seems incongruent to associate the notion
of play with that of the everyday practice of paramedicine, especially in relation to the
context of control and the often decisive act of controlling. Play generally relates to
recreation, childhood, and the playing of games. For Gadamer (2013), it is also a
concept strongly associated with aesthetic consciousness, wherein play shows that the
“observer of an artwork is interwoven into an event, that he does not control and in
which he cannot feely dispose of his normal horizons of experience and expectations”
(Grondin, 2001, p. 43). So too is this the case for a paramedic, where the events they
are called to attend are ones in which control is often an illusion, and horizons of
experience and presuppositions become entangled within the drama of events as they
‘play’ themselves out.
From a philosophical perspective, the distinction between play and the more serious,
everyday aspects of life are often blurred, with play possessing a “global relevance in
philosophical hermeneutics” (Vilhauer, 2009, p. 359). Play is engaged in even when we
are unaware of it, which is also the case with the play of control. It is not something that
can be isolated from other elements of life but remains an enduring aspect that suffuses
meaningful events and activities. “We are constantly caught up in play’s structure of
self-representation and self-renewal…” (Palma-Angeles, 1997, p. 6), even to the extent
that the dominance of the game over those that are involved in the play leads to the
players experiencing it in a special way (Gadamer, 2013, p. 110).
Play is a process of engagement between objects, events, or other players. It is an
activity that has a life or spirit of its own that emerges only through participation of
some sort, a playing-along-with. Play has a to-and-fro movement, a motion which is
fundamental to the playing; without this movement the game would not go on
(Gadamer, 2013, p. 108; Vilhauer, 2009). When in the midst of this movement of play,
the players themselves become absorbed in its structure. In fact, for the movement of
play to continue the player should be immersed in the game as it unfolds: “Play fulfils
its purpose only if the player loses himself in the play” (Gadamer, 2013, p. 107). When
paramedics are engaged in the mode of play that is control, they are often unaware of
this engagement, so absorbed are they in the playing.
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Becoming immersed in the movement of play is not without its risks. Gadamer posits
that “…the game itself is a risk for the player…one can play only with serious
possibilities” (Gadamer, 2013, p. 110). This risk comes about due to the freedom of
decision, of the options available to the player or players, and the dynamic movement
of the event. The ‘game’ of paramedicine attracts us, sometimes because of this very
risk. Yet the freedom of decision, or situational room to manoeuvre, is limited as we are
constrained by the rules and social conventions that make up the game and the influence
of others who are also playing. As humans “we exist as ”anyone selves”, as what anyone
is supposed to do on given occasions” (Koo, 2016, p. 102), and this premise holds true
in paramedicine where we often act in accordance to the norms of the profession. Yet
the precise way in which we comport ourselves and contend with the possibilities open
to us will settle both who we are and who we become, not just as paramedics, but as
humans.
As I engaged in the everyday work of a paramedic, control was taken, assumed, or
offered to me by patients, bystanders, other emergency service workers, and peers. It
grew and shifted with the movement of the event in question, and I was either fully
cognisant of exerting it, or it retreated from my conscious awareness, lost in the play.
And so was I. Ultimately, “…all playing is being played. The attraction of the game,
the fascination it exerts, consists precisely in the fact that the game masters the players”
(Gadamer, 2013, p. 111). What follows is a short collection of narratives that illustrate
the ways in which control as a recurrent mode of play embeds itself within the
operational fabric of paramedicine.

Having control
In this first narrative, I am an intensive care paramedic working an evening shift with
an ALS paramedic. We have been called on a code one response to rendezvous on the
highway with a single ALS officer who is transporting a male patient with asthma.
When we arrive, the officer is in the rear of the ambulance, and the patient’s relatives,
who have been following the ambulance in a private car, are standing on the side of the
road:
The relatives are quiet, worried, their mouths drawn tight and bodies held rigid as they
stand still, drinking in the gravity of the incident. One of them looks across at me as I
make my way from our ambulance, its lights still flashing, then beckons me with a wave
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of his hand and points at the side door of the vehicle as though I somehow need
directions to find the patient. The air is thick with tension, and I move through it,
pushing it aside as I walk purposefully, resolutely, from our ambulance to the other. As
I pass the huddle of observers I nod my head briefly but do not pause.
The paramedic in the ambulance is sitting by the head of the patient as I enter the
vehicle, and I immediately notice that the patient is sick, unconscious, attempting to
suck in air through narrowed airways, and not succeeding. “Get that nebuliser mask
off him and start ventilating with the bag valve mask.” I try to moderate my voice, but
I know the instruction comes out as a demand. I am frustrated, annoyed with the
paramedic who hasn’t recognised the seriousness of the patient’s condition and doesn’t
seem to see what I see: a man who is too fatigued and too unwell to breath without
assistance. “But he needs the salbutamol”, the paramedic responds, and I shake my
head. “He can’t breathe it in, so he’s not even getting any. I’ll give it IV, and you
ventilate.” I realise I am still shaking my head in annoyance and force myself to stop
and grit my teeth instead.
I watch the man as he struggles, his breath a soft, tight wheezing, neck muscles
straining, neck veins engorged like thick ropes that jut out from either side of the pipe
that is his trachea. His eyes are rolled back, his skin clammy and tinged with a trace of
dusky blue. He is thin, and with each breath that he takes I imagine he diminishes
further, becomes drawn into himself, like a vacuum bag shrivelling and shrinking. I
place my stethoscope on his chest and listen, hearing only a thin stream of air and a
tight, tight wheezing sound. “Let’s get a line in”, I say more to myself than anyone else,
as I know I will be the one cannulating the patient. I place the tourniquet on his arm
and wait for the veins to engorge. I imagine a clock ticking, and I stare at his arm,
willing the blood to pool. My partner has gathered the cannulation equipment for me,
and I struggle to pass the needle into a vein that I cannot see, and can only just feel. I
see a flash of blood in the cannula and let out a breath that I didn’t realise I was holding.
“What now?” my partner asks, and in my mind I run through all that I will need to do
if this patient is to have a chance of surviving.
The seriousness of the situation I am responding to calls for control, and it is quickly
delivered unto to me by the patient’s relative as he beckons needlessly with his hand. I
walk purposefully, resolutely, from our ambulance to the other, with its lights still
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flashing. My doing so is a demonstration, albeit subconsciously played out and
illusionary, that I am in control. Yet perhaps control is given over to us as paramedics,
not only because of the clinical skills and knowledge we possess, but because there is a
kind of fanfare that goes hand in hand with our appearance at the scene. Our arrival is
heralded by sirens and flashing lights, we wear a uniform with badging and epaulettes
that distinguishes us as authoritative and different to others, and carry with us medical
equipment not normally viewed by general society. We are attending what is perceived
to be a drama, and “…a drama is a kind of playing that, by its very nature, calls for an
audience” (Gadamer, 2013, p. 113), and our mode of arrival ensures that we have one.
The way paramedics present themselves gains them credibility, and, coupled with a
desire on behalf of bystanders to be relieved of the concern and distress that many
medical cases evoke, control is welcomingly relinquished to us.
While I am content to assume control in this case, I am conscious of the need to balance
and mitigate my stance when required. This occurs as I first enter the cab of the
ambulance and see the need to correct the management implemented by the treating
paramedic. I try to moderate my voice, but I know the instruction comes out as a
demand. I am frustrated, annoyed with the paramedic who hasn’t recognised the
seriousness of the patient’s condition. I exert control through the instructions I provide,
but am conscious of the need to do so in the right way. I realise I am still shaking my
head in annoyance and force myself to stop and grit my teeth instead. There is control,
and there is dominance, and I wish to convey one and not the other; I am choosing the
way in which I play this part of the ‘game’.
Being the most senior clinician does not mean, however, that I am immune to the
stressors inherent in the job. I see a flash of blood in the cannula and let out a breath
that I didn’t realise I was holding. Even though I must exude confidence, I am anxious
about my own performance, but keep this to myself, as to share it may jeopardise the
self-possession I have attempted to convey. There is a difference between being in
control and having the appearance of it. In my mind I run through all that I will need to
do if this patient is to have a chance of surviving. This patient is vulnerable and requires
us to leap in for him in order for him to survive. With control comes responsibility, and
both factor prominently in the work that paramedics are called upon to complete.
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On taking control
In this next excerpt from a longer narrative, we are called to respond to a woman with
a medical condition. On arriving at the scene we are met by an inebriated female who
claims to be the friend of the patient. She presents no major difficulties to us until it is
time to leave for the hospital:
“I’m comin’ with”, she vehemently declares as we load her friend - who lies silent and
sick on our stretcher - into the ambulance and start to pull down the door. “No, it’s best
if you stay here, we’ll take care of her”, my partner explains. I watch as she shakes her
head vigorously, her body swaying, her breath smelling of the alcohol she carries in a
1.25 litre Coke bottle. She holds a ceramic cup in her other hand, takes a long gulp
from it, then turns and lowers herself heavily on the top of a low brick fence. She fumbles
in the pocket of her shift dress and pulls out a cigarette, bent and crushed but obviously
holding promise, for she laughs out loud in satisfaction. I see our chance and step
towards the rear door of the ambulance, intending to close it while she is occupied.
It isn’t that I dislike her, but that she poses a risk. She has just finished cursing and
yelling at her friend and the people she has left in the house. I just want to get away
from her, and so I hurry to shut the door but she is up, and runs surprisingly fast from
the fence to the vehicle. “What the…I said I’m comin’ with ya!” I step up into the
ambulance to check the patient’s vital signs, and my partner has one hand on the rear
door, but he can’t close it with her in the way. “What ya think ya doin’ to her, bitch?”
she slurs. “I’m just checking her blood pressure. We need to take her to the hospital
now, so you will need to step back so we can shut the door.”
I hear a loud crashing sound as an object whizzes by my right ear and hits the wall
behind me. I look around and see her ceramic cup in pieces on the floor of the vehicle.
“Don’t throw things!” my partner yells, but she ignores him and proceeds to clamber
into the vehicle, dropping to all fours, cursing and mumbling, reaching out for the end
of the stretcher to support her climb. I watch her, silent, undecided. Should I call the
police to help us? My partner is a graduate paramedic, not yet fully qualified:
unfamiliar with these situations. I see him staring at me, waiting for direction. I look
down at our patient, sick with what we suspect is pancreatitis given her history, not
benefitting from this delay at all. Then I look across at the woman who now stands over
both myself and the patient. She is tall, and broad shouldered, and angry. She has lost
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her cigarette - and her cup – but still holds her plastic bottle, and she swigs from it and
mumbles under her breath.
By the time the police come, we could be at the hospital – safe. How much of a threat
does she pose in the short time she will be in the back? If we don’t move now, the
patient may deteriorate, along with the mood of this woman. If we refuse to take her,
she is likely to resist. Avoid confrontation. Avoid injury. Leave the physical restraining
to those trained to do it. This is what we are taught to do and think. Police or no police?
Placate and drive, or remain at scene?
In this situation, working with a newly qualified partner, I feel it is incumbent on me to
take control of this situation, and to provide the appropriate response. Yet it remains
unclear to me what that response should be, and I experience uncertainty as to the exact
nature of the game and my own involvement in the play. I do not want the person to
travel with us because she poses a risk, is unpredictable. Up to this point in time I have
had control of the situation and felt assured in my management of the patient, but
introducing this person into the equation threatens that control. I watch her, silent,
undecided. The woman has now been physically aggressive towards me, yet my first
instinct is not to call the police, but rather to spend some time weighing up the
circumstances. Police or no police? Placate and drive, or remain at scene? I am in the
midst of an ethical dilemma. I need to make a decision but a variety of options are open
to me, and either can lead to detrimental outcomes. My prior experiences on road,
coupled with the norms and expectations inherent in paramedicine, will ultimately play
a role in the decision I make and influence the outcome of the ‘game’ as a result.

The instability of assuming control
As paramedics, the assuming of control in order to complete the job required is a
commonplace and expected occurrence, and the following narrative exemplifies one
such event. We have arrived at a rural location where a child has drowned in a river,
and commence clinical interventions in the presence of his parents:
The parents stood to one side and watched, grabbing at each other as though drowning
in the moment. Drowning. I knew what they were thinking: “paramedics save lives, and
they’ll save our son.” But this was not like in the movies, where the victim is pulled
from the brink of death by heroes who race in with their machines that go ‘ping’, and
rescue the person without breaking into a sweat or messing up their hairdos. Thank you
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very much, handshakes all ‘round, and away they go. Cue camera on the closing scene
depicting paramedics driving into the sunset while the parents look on, hugging each
other and laughing with relief. It just wasn’t going to happen that way. We knew it, but
did the parents?
There are no heroes in ambulance, just crews who do what they have to until it’s time
to go back to the monotony of waiting for the next case. I wanted to tell them right then,
to get it over with, but instead I flicked open the blade on the laryngoscope, made sure
the globe was bright and white, and prepared to insert a plastic tube into the throat of
the small boy. But I knew, and so did my partner. I knew when I first arrived – but I
have no idea from where that knowing came, and I knew after forty minutes when I put
down the equipment and stood to tell the parents. They shook their heads, grasping at
each other and at the straws still floating in their minds. I knew that my words would
penetrate a place within where time and forgetfulness could not reach. I imagined each
sentence I spoke embedding themselves like poisonous barbs made to facilitate a
lingering, grief filled life. Try as I might, I could not soften their impact. The stopping
of the boy’s heart was followed by the stopping of time, both for the parents and for the
treating paramedics.
Paramedics possess knowledge, often tacit, relating to the profession they work within
and the cases they attend. As a consequence, they are in a position to both assume and
maintain a degree of control over events as they occur. In the above situation, tacit
knowledge relating to the eventual outcome of the job comes to the fore. But I knew,
and so did my partner. I knew when I first arrived – but I have no idea from where that
knowing came, and I knew after forty minutes when I put down the equipment and stood
to tell the parents. I make an assumption that the parents are not in control at this point
in time and have no preconception of what the outcome is most likely to be. Perhaps if
I viewed them as having this knowledge, my own sense of control would be affected,
as my thoughts would include concern for the parents, adding to my already significant
cognitive load.
When the time comes to deliver the news to the parents that their son has died, I knew
that my words would penetrate a place within where time and forgetfulness could not
reach. I imagined each sentence I spoke embedding themselves like poisonous barbs
made to facilitate a lingering, grief filled life. Try as I might, I could not soften their
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impact. Here I imagine that I have control over the way in which the words I speak are
received, and by assuming this, I take control away from the parents, albeit
subconsciously at the time. The play of control is actually a to-and-fro movement, an
“…activity that goes on in-between the players, reaches beyond the behaviour or
consciousness of any individual player, and has a life, a meaning, or spirit of its own
that emerges from the players’ engagement…” (Vilhauer, 2009, p. 359). In this instance,
the parents play their own role in the event and the way the illusion of control emerges.

The illusion of control
I am clenching my jaw. I can feel the tension building, a solid tightness that spreads
from my teeth across my chin, and then up both sides of my face. I lean forward in the
driver’s seat and peer out of the insect spattered window, narrowing my eyes and
craning my neck in an effort to somehow see my surroundings in more vivid detail. I tap
my left foot nervously on the floor pan of the ambulance sedan in a repetitive rhythm,
then adjust my grip on the steering wheel and look briefly from the road to the two-way
radio that I know is no longer in range. My hand joins my foot in its restless dance, and
I drum my fingers on the edge of the wheel and try to ignore the steadily rising sense of
panic. “Come on, come on. Where is it? Where the fuck is it?” I press the button on the
phone secured in its car cradle, and the blue-tinged screen comes to life. I look
carefully, but there are no service bars, no “emergency calls only”; nothing. I curse
the absence of a GPS device in the vehicle, and the frustration of having to find a rural
location not identified on a standard map. Then I push the accelerator down further,
edging the car over a crest in the road. My heartbeat quickens in anticipation, the
feeling suddenly overridden by a plummeting in the pit of my stomach that has nothing
to do with the vehicles sharp descent into the valley. Spread out as far as I can see are
hills and pastures, trees and sky. I am alone, responding as MICA backup to a car into
a tree in a region of Victoria unfamiliar to me, and I am worryingly, hopelessly lost.
I’d started from the branch, where verbal instructions were relayed by a paramedic
with vague knowledge of the area, and a mud map was scrawled on a scrap of paper
and shoved into my hand. I should have taken that paramedic with me. The map could
only get me so far, and at one stage I found myself driving back in the direction I had
come so I could make a call on my hands free phone, watching the screen closely and
looking for the point where reception existed, straddling the invisible line between
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service and no service. It felt strange, having to turn around and drive away from the
job in order to get instructions to find it. I’d reached out and flicked off the flashing
lights, preventing the red and blue beacons from signalling to the world “look at me, I
don’t know where I’m going.” And the signal was correct; I really didn’t know.
The call to the paramedic was patchy, difficult to hear, and peppered with um’s and
ah’s. We had reached the outer limits of his knowledge of this operational region, and
the other paramedics at the branch, who were listening, were in agreeance; I was on
my own from here on in. So I once again turn the car around, flick the beacon switch,
and accelerate onto the road. I drive for what feels like ages, passing through both
rocky outcrops and wide flat fields. An image comes into my head, an aerial view of my
service car. A lone moving point on an infinite landscape; a narrow road snaking
through expanses of green. Then a sharp bend looms ahead of me, and I re-focus my
attention, tapping gently on the brake pedal and easing the car through the tight corner
and into the unknown.
There is a fork in the road ahead of me, and I feel my stomach muscles tense. Which
way should I veer? I look for a road sign, but find none. I take my foot off the accelerator
and search the rear vision mirror for any sign of vehicles, but I am alone. I examine
one ribbon of bitumen and then the other, searching for anything that might help me
decide. Both roads are sealed and equally worn, and both appear similar in breadth.
Chewing at my lower lip, I slow the car almost to a halt, look right and left one more
time, and randomly choose a direction. Left. I rake my fingers through my hair,
smoothing strands behind my ears, then take a deep breath and accelerate once again.
I don’t like choosing at random when the stakes are so high, and I wipe sweat from my
palms and turn up the air-conditioning, hoping to dispel the heat that flushes through
my body.
I drive for a few minutes before realising that the road is becoming narrower, and holes
pockmark the bitumen with increasing frequency. No, this isn’t right. This can’t be the
way. “Shit!” I struggle to turn the vehicle around on the tight section of road, and it
occurs to me as I complete the turn: I feel like a beginner again. I feel incapable, out of
my depth, like I have fallen into the ocean and am forced to tread water. This time there
is no life jacket, no clinical supervisor or partner with whom I can share the event. It’s
just me. I fight the urge to give in to the tears of frustration I feel pricking at my eyes. I

122

want to give up, but the thought that others are relying on me, that I have a job to
complete, spurs me on. I jab at the accelerator and feel the body of the car rock slightly
as I tear up the road.
I feel as though I am moving in slow motion, but the needle on the speedometer points
to the 120 km/h mark. The road is winding, and a series of unexpected curves, dips, and
peaks are eventually enough to stop me driving any faster, despite the panicky feeling I
have that I am way too late. I coax the car over the peak of a large hill, and there, in
the distance, are a cluster of red and blue flashing lights. To me they look more beautiful
than a cache of rubies and sapphires, and I let out a loud whoop, punch the air with a
fist, and smile broadly. I increase my speed, eager to finally arrive.
I park my car on the verge of the road, behind the other emergency service vehicles that
have arrived before me. I grab my MICA kit from the back of the vehicle and approach
the twisted mass of metal that appears embedded, melded into the side of a tree. As I
draw closer I notice the lack of activity, and I clench my free hand into a fist and will
myself to move forward. Paramedics and SES workers are standing idly nearby. A heavy
knot forms in the area beneath my rib cage. “Where’s the patient?” I ask, hoping that
perhaps he has been removed from the wreck and is now in the back of an ambulance.
One of the paramedics turns to me and shakes his head. “Gone.” I feel a muscle twitch
below my right eye, and the knot in my torso twists violently. “What do you mean,
gone?” I hear the words spill from my mouth and immediately want to retract them. I
know what gone means. “He died about ten minutes ago. We worked on him, but there
was nothing we could do in the end.” The knot kicks and writhes, hammering in my
chest and pushing up into my throat, and I struggle to keep my face from showing any
emotion. They may wear the same uniform, but these are not my people, and I work
hard to keep my feelings to myself.
It’s as though I am moving through treacle as I lower my bag to the ground and walk
to the driver’s side of the car. Don’t do it Susan, I tell myself. Don’t look, there is no
need. Ah, but I deserve to see, I counter, and instead of reward, this deserving is
penance. I make sure I look closely; the slack jaw, the open lacerations to both legs, the
bloodied face and closed, swollen eyes. I deliberately take it all in, every detail, and
commit it to memory. Conflicting thoughts spring to mind: He might have died anyway.
You were too slow in coming. It’s ultimately out of your control. You failed him. Around
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and around the thoughts spin, and I rock on my heels, feeling unbalanced by their
frenzied movements. I reach out to steady myself, desperately trying to stop the swirling
of thoughts and emotions that threaten to lower me to my knees. From the turmoil within
comes a single clear thought; I had finally arrived, only to be lost once again.
In the situation presented above, I am alone, responding as MICA backup. As the only
MICA paramedic at the scene, I will have a greater measure of clinical responsibility
compared to the ALS officers already present, and will be required to maintain ultimate
control over the case and the decisions made for its duration. The case is also outside of
the region I usually work in, adding to my distress, and I acknowledge this later when I
declare that although also working as paramedics for the same ambulance service, the
crew I am called to interact with are not my people, and I work hard to keep my feelings
to myself. This recognition of separateness, of difference, of “not-being-at-home”
(Heidegger, 1962, p. 233) impacts on my sense of control of both the scene, and my
feelings, both enroute and on arrival.
My failure to initially locate the incident adds to my sense of being out of control. While
returning to a prior point on the road to gain mobile phone reception, I choose to switch
off the emergency lights, preventing the red and blue beacons from signalling to the
world “look at me, I don’t know where I’m going.” I do so in response to my own
perceptions of the expectations society has of paramedics: able to take charge of
situations, restore order, and assume control. At this point in time I feel as though I need
to hide the fact that I am not upholding those expectations, and the realisation hits that
no further assistance will come from others; I am on my own from here on in. I believe
that I alone have responsibility over whether or not I will reach the case. This is a
different feeling to being lost together, with another. I experience a greater measure of
anxiety than if responsibility were shared, and this brings about my struggle to maintain
control over the course of events as they unfold, as I know there is no one else to refer
to when making decisions.
As I come to a literal fork in the road, there seems no rational way to decide which route
to take, and I recognise this, but don’t like choosing at random when the stakes are so
high. The stakes are indeed potentially high, and my prior experiences as a paramedic
serve as a reference point for possible patient outcomes should my decision-making be
incorrect and my arrival at the scene be delayed further. At this stage the game has made
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a claim on me; I am fully engaged in the play. The choice is not whether I will continue
to play the game, but how I will play. There is room to manoeuvre, and this provides
both a sense of freedom and constraint, as the options are limited, but at least I have
them.
When the decision I implement is incorrect, I feel like a beginner again. I feel incapable,
out of my depth, like I have fallen into the ocean and am forced to tread water. This
time there is no life jacket, no clinical supervisor or partner with whom I can share the
event. As control slips further from my grasp and there is no possibility of it being
passed to another or shared, I experience the feeling of having fallen. While I fight the
urge to give in to the tears of frustration I feel pricking at my eyes, I recognise that I
have a job to complete, a duty to fulfil, and with it comes a recognition that the game
must continue, and that I have a contribution to make to that game as one of its players.
I feel as though I am moving in slow motion, but the needle on the speedometer points
to the 120 km/h mark. Time seems to have taken on a different shape as its importance
grows in my mind: 120 kilometres per hour feels like I am barely moving. I suddenly
experience a panicky feeling that I am way too late. To be ‘too late’ in paramedicine is
not like being too late for a party or an appointment. The consequences range from
increased work, anxiety, and potential distress for those already at the scene, to
disability and death for the ill or injured. The stakes in this game are high but the risks
I take by playing it were already known to me prior to the start of the event, it’s just that
I am so absorbed in the playing that there is a “primacy of play over the consciousness
of the player” (Gadamer, 2013, p. 109). The play is no longer something that I do, but
something that is being done to me.
As I finally arrive at the case, I realise that I am indeed too late, and it feels as though I
am moving through treacle as I lower my bag to the ground and walk to the driver’s
side of the car. My movements seem to slow and become more difficult as the outcome
of being lost becomes apparent, and there is a part of me that is reluctant to see the result
of my delayed arrival. Ah, but I deserve to see, I counter, and instead of reward, this
deserving is penance. I feel I deserve penance, even though the fact that the incident
was difficult to locate was never really in my control to begin with. As I stand and look
at the deceased, conflicting thoughts spring to mind; He might have died anyway. You
were too slow in coming. It’s ultimately out of your control. You failed him. From a
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rational perspective, I know that this situation was ultimately outside of my control and
therefore outside of my range of responsibility, but still I blame myself for the loss of
this patient. Ironically, by making the decision to look at the dead man, and by
appropriating blame to myself I am gaining some measure of control, at least of my own
thoughts and actions. This is of little comfort, however, as from the turmoil within comes
a single clear thought; I had finally arrived, only to be lost once again. It is a different
kind of lost to the one experienced earlier. I am lost in the sense of feeling helpless, a
mere instrument of fate and chance, and from that realisation emerges questions about
my place in the world and its meaning. “The world in which I exist has shrunk into
insignificance” (Heidegger, 1962, p. 393).

Not having control
As we worked on him in an effort to keep him alive - administering drugs,
decompressing his chest, and preparing to sedate and intubate - he grasped my hand in
his. I remember noticing how ordinary this man’s hand felt as he squeezed my fingers.
He turned his head slowly, grimacing with the effort, and shifted his gaze to my face. In
a single moment that would alter me forever, he smiled broadly, winked, and exhaled
his last breath. I was both startled and confused. Who was this guru, this master who
stepped so serenely into the darkness and uncertainty of death with a wink and a smile?
How could he know that this would be his last moment, and why did he mark it in such
a way? How could he be so accepting? I realised as I gently released his hand from
mine: this may be an ordinary hand, but the man – and the moment we shared - was
anything but. I felt both naïve and bewildered in equal measure as I suddenly realised
we had been fighting so feverishly against something that this man accepted with simple
and uncomplicated grace.
During this event we had been working to maintain control of the clinical situation and
prevent this man from dying. It appears that the patient has done the opposite: he has
surrendered control while still determining the way in which he surrenders – with a
wink and a smile. Paramedic control over life and death is largely an illusion, as ultimate
control is not within the grasp of any human being, regardless of their skill level or the
extent of support from others. In the play of this event, the play itself takes over. As
paramedics we have not consciously acquiesced to the event but can only be carried
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along by its unfolding; “the game masters the players…” and “…whoever “tries” is in
fact the one who is tried” (Gadamer, 2013, p. 111).

The absence of true control becomes clear
It is 2am. We pick our way through unmown grass, bags of rubbish and McDonalds
packaging, and a broken pram lying upside down near the porch, all viewed in the
shadowy beam of the ambulance spotlight. Glass from a smashed beer bottle crunches
under our shoes as we approach the door and knock. A young woman pulls it open, then
turns away without sound or eye contact, melting into the darkness of the house. We
follow, hesitant, the only information so far originating from our pager, which indicates
we are going to a “male patient, generally unwell.”
We find ourselves in a lounge room partially obscured by the fog-like haze of cigarette
smoke. Two single mattresses are positioned on the floor and hold wrinkled sheets, a
couple of fleece blankets, and a young man in a singlet top and shorts. Empty pizza
boxes, soft drink bottles and beer surround him as he lies on his stomach, resting his
head on his hands, his elbows digging into a lumpy stained pillow. He is watching a
comedy on T.V., his attention riveted to the screen, ignoring us. Canned laughter
streams from the set, not quite loud enough to drown out the noise of the radio in the
next room, the rhythmic chanting of a male rapper floating through the house. I move
to turn on the overhead light while my partner asks if he can reduce the television’s
volume. I flick the switch, but nothing happens, and I look up and see that the bare
socket is missing a light globe. I notice that the same is true of the sockets in the
adjoining kitchen. So, by the bluish glow of the television screen, I make my way across
the floor and to the person my partner has identified as the patient.
A middle aged man is sitting on a kitchen chair positioned close to one side of the T.V.,
the light from the screen casting a strange flickering glow across his face. I note the
perspiration beading on his forehead and the sunken shadows beneath both eyes.
“What’s the problem?” my partner asks, lowering himself into a squat beside the
patient’s chair. I watch as people move in and out of the room: a young girl passes
through to the kitchen and its overflowing sink full of dirty dishes; a man walks from a
bedroom adjoining the lounge and disappears into what looks to be a bathroom; the
back door slams, and two young boys chase each other through the house, screaming
as they run. I look around me, noting the holes in the walls, the stains on the floor, the
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bare floorboards, possibly carpeted at one stage judging by the torn remnants still
secured in places close to the walls. The sound of arguing emanates from one of the
bedrooms off the lounge, the voices rising and falling, competing with the radio rap
artist who has moved to another song sounding almost identical to the first.
The patient is dressed in black tracksuit pants and a stained t-shirt that appears at least
one size too small for his chunky frame, his bare stomach spilling over the elastic of his
pants. Initially he doesn’t respond to my partner’s question, but instead focusses on
taking a long drink from the contents of a Coke bottle positioned by his chair. We wait,
and watch as his hands shake when he lifts a cigarette to his lips, inhaling deeply. I note
the nicotine stains on the fingers of his right hand as he takes a second drag before
answering us; his voice slurred, the words difficult to decipher. He is “sick” and needs
to go to hospital. While I take a set of vital signs, angling the gauge of the blood pressure
device towards the T.V.’s light, my partner works to obtain more information. We finally
establish that he has a history of diabetes and high blood pressure, and that both his
parents died from either a heart attack or the effects of alcohol. “Been drinking too
much”, he mumbles, pointing at his chest with the hand still holding a cigarette. “You
have?” I ask, and he nods, staring at the floor.
Despite the late hour, a skinny child of about four years of age emerges from the kitchen,
a packet of potato chips clasped tightly in his small hands. He sidles up and leans his
bony frame into the patient’s side. “Daddy.” The patient snakes an arm around him,
covering the small thin torso of the boy with an oversized hand. “Son.” He takes another
drag of his cigarette and blows the smoke into the room, watching as it hovers near his
head. Then he turns his gaze to me. “I just want to dry out. For him, you know?” He
gives the boy a squeeze, pulling him closer to his large body.
Later, in the back of the ambulance on the way to the hospital, the patient opens his
eyes and looks around. He is fidgeting, the tremors in his hands more noticeable under
the bright fluorescent lighting. “My life…no good, you know? See here? And here?”
He points to his arms, to the raised scars and rounded spots that pepper his skin: badly
healed wounds and faded cigarette burns. My old man... on the grog too. And his old
man before him.” He lifts two fingers and taps at his temple. “Crazy. The grog...it makes
you a bad person. Whole bloody family no good.” I nod and echo “no good.” He rubs
a hand along his thigh, picking at a small tear in his tracksuit pants. “My son? He’s a
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good boy, you know? Deserves better. That’s why I gotta dry out. No more drinking.”
He looks at me, as though seeking encouragement. “No more drinking,” I reply.
It is two months later. I walk with my partner through unmown grass and bags of
rubbish, past a broken pram lying upside down near the porch, and into the patient’s
house where a crew has already arrived before us. Two police officers are standing in
the kitchen, speaking to a young girl, pens poised above notepads. The sun is glinting
on a row of empty beer bottles spread out on the kitchen counter. And there, lying on
his side on one of the mattresses, is our patient from two months ago. Actually, it takes
me a moment to recognise him, as his face is bloodied and bruised, both eyes swollen
and nose bent at an unnatural angle. He is making snoring sounds and, as I move
towards the other crew, he starts to seize, his body jerking and shaking, a wet stain
spreading over the front of his tracksuit pants. “His drinking mates did this to him,
reckon he owed them money for all the alcohol he’s been asking them to buy. He
couldn’t pay. Looks like they did a real number on him…obvious head injury.” I watch
as oxygen is set up and midazolam drawn from a glass ampoule. “We’d better get him
loaded and in to hospital. He’ll probably be an air ambulance transfer to Melbourne.”
I reach for the suction as thick vomit forces its way into his mouth and over his lips.
We help the crew as they load him into their ambulance, both of them stepping into the
back to provide care while my partner prepares to drive them to hospital. I hold back,
talking briefly to the police and looking for any equipment or rubbish we may have left
at the scene. As I glance around me, I notice a subtle movement from behind the wooden
T.V. stand that’s angled slightly away from the wall. A small shape. A child, huddled in
the corner with the electrical leads, watching. “Hello.” I say gently, lowering myself to
his level. “Come out.” He picks his way past a mound of clothing as he moves closer,
and I recognise him as the patient’s son. I take my penlight from the pocket of my shirt
and turn it on, then hold it out to him. “Would you like this?” He nods shyly, stepping
towards me. He reaches out with one of his bare, skinny arms, and my heart sinks. I see
it, just below his elbow. A single circular cigarette burn, its edges raised and red against
the otherwise unmarked flesh of his arm.
As paramedics responding to cases, we have no control over who or what we are called
to, nor when that call arises. We are thrown into a situation wherein responding is
always-already outside of our control. Often the only information we are provided with
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comes to us via the pagers we carry, which in the above case indicate we are going to
a “male patient, generally unwell.” In this respect, each job is accompanied by a
struggle to both gain and maintain control, and to acclimatise to the environment we
arrive at in order to effectively carry out our roles. This environment is always dynamic
and influenced by a number of factors largely outside of our sphere of influence,
including sounds, sights, and other people.
Despite the need for paramedics to assume control and leap-in-for others, there are times
we are able to support patients to exhibit their own agency, no matter how insignificant
it may seem; Initially he doesn’t respond to my partner’s question…we wait. I am
cognisant of being in another person’s home, careful of judging or exerting excessive
control in this situation. I allow the patient to determine the direction of our conversation
as we make our way to the hospital. “My son? He’s a good boy, you know? Deserves
better. That’s why I gotta dry out. No more drinking.” He looks at me, as though seeking
encouragement. “No more drinking,” I reply. Patients often defer to paramedics, asking
for support and encouragement, even unburdening themselves of their innermost
concerns. In this sense, control is given over to us. We hold a position of power and are
often thrown into moments of influence. Yet these moments can lull us into a false sense
of control, where we assume that we have taken an action that will change the lives of
others for the better, even by simply transporting a patient to definitive care or providing
advice. This is not always the case, as I see it, just below his elbow. A single circular
cigarette burn, its edges raised and red against the otherwise unmarked flesh of his
arm. Paramedics often have little if any control over the future behaviours and eventual
outcomes of the lives of others, and we bear witness to this powerlessness at key
moments throughout our careers.

The changeable nature of control
“What’s the job?” I press the button on the floor of the ambulance to change the tone
of the siren as we approach the intersection. I am driving, but I still don’t know anything
about what I’m driving to. My partner, Andrew, doesn’t answer. I glance across at him,
puzzled by his silence, but I’m merging into traffic, and there’s some old lady in what
looks like a little white box on wheels driving slowly in front of me, so I focus on the
road. She sees me in her rear vision mirror and slams on her brakes. I curse and try to
swerve around her, and my partner yells something like “are you stupid, get out of our
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bloody way” through the windscreen as though she will hear his words. I have only
been in the job for a year but already I am used to the unpredictability of other road
users when they see the flashing lights behind them. I am used to being a student as
well, but I have never worked with this man. This is day one of a fortnight of shifts, and
already I am unsure, both of him and of my ability to impress, or at least look vaguely
knowledgeable. I pass the lady in the box, pushing the accelerator all the way to the
floor to gain some speed. I repeat, more loudly this time, so there’s no doubt he will
hear me; “what’s the job?”
We are going to a child. He was playing near some workmen who were operating
machinery, and he’s been run over. Shit. We are nearly there, and I haven’t had any
time to prepare. Andrew has, damn him, but I haven’t. I feel anger flash through my
body. Why didn’t you tell me earlier when the pager went off? I’m not ready, haven’t
taken it in yet. I need to do some paediatric calculations, and now I don’t have time. I
haven’t sorted it out in my head yet, the fact we are going to a child. The first potentially
sick child of my career in paramedicine, and you don’t leave me any time to think. How
inconsiderate of you. All of these thoughts pass through my mind, but I don’t say
anything. Instead, I turn into a graded side road, lower my speed slightly to stop from
sliding on the loose stones, and take a deep breath. There’s nothing I can do about it
now. Besides, we will have a MICA officer backing us up given this is a paediatric case,
so the child will have a qualified crew caring for him, and I could watch and hopefully
learn.
During our work as paramedics, we are always engaged in being-with, and are affected
by the actions of others. We have very little control over elements of the cases we attend,
including arriving at a scene safely. Experience cements this fact, as I have only been
in the job for a year but already I am used to the unpredictability of other road users
when they see the flashing lights behind them.
My ability to gain any control of a job is influenced by my preparedness for the tasks I
may be called upon to perform. I feel this has been taken away from me by my partner,
who does not initially verbalise the nature of the job we are despatched to. Why didn’t
you tell me earlier when the pager went off? I’m not ready, haven’t taken it in yet. I
need to do some paediatric calculations, and now I don’t have time. I haven’t sorted it
out in my head yet. In retrospect, perhaps my partner is still working to sort this job out
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in his own head. Once I know, however, I take comfort in the fact that a senior clinician
will be despatched behind us, and control at the scene will soon be handed over to him:
“It’s too late, he’s dead.” A tall man in a checked shirt and an Akubra hat flatly delivers
the news through the open passenger window. I nudge the ambulance through the
narrow entrance and try and work out where I need to drive from here. I am scanning
the paddock with its numerous out-buildings and rusting farm equipment, struggling to
put my latex gloves on, and wrestling with the steering wheel when I hear Andrew
whispering “Oh no, oh no, oh shit, oh no.” I am stunned. This was my lifeline, this man
next to me who is now engaging in talk that sounded suspiciously like panic. I trusted
him to guide me. And now...now I feel like I’m on my own. Oh no, oh no, oh shit, oh no.
It actually crosses my mind that my career may end here, with this job. We are the only
paramedics at the scene right now, and this is just my first year as a student, and I can’t
help but think this could be my last. What if I stuff up? But I have no time to think any
further because we have found where we need to be, and Andrew is out of the truck and
already opening the side door to grab our gear, leaving me to call in on the radio and
tell them we’ve arrived.
I missed the start of the conversation, but could figure out that the bulldozer must have
driven over the child more than once. Back and forth, back and forth: the driver thought
he was a big clod of dirt that needed flattening out. I knelt on the ground, in that same
dirt, and looked at the body of the child. He was about eight years old, and he had a
small face with skin that was almost translucent white. I start to put an oropharyngeal
airway into his mouth, and notice there are flies buzzing around his tongue and behind
his teeth. Disgusted and angry (how dare they enter his mouth?!) I wave them out, and
click together the paediatric bag valve mask so that I could breathe for him because
even though I willed it, even though I silently begged him, he wasn’t breathing for
himself. I lean forward, over the little chest that Andrew has exposed by cutting the tshirt, and start compressions. I hear a cracking noise. Oh no. I stop, re-adjust my hand
position, and start again. Andrew has the pads of the defibrillator ready and he sticks
them on a chest still too young for hair with shaking hands. “Your compressions are
too fast, slow down.” No, I was sure they were right for a child that age, but then again
at that moment I didn’t know how many people there were around me or beside me or
what they were doing. How could I be sure of anything? So I slowed down.
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As a student paramedic in her first year on road, I look to my partner for support. I
trusted him to guide me. And now...now I feel like I’m on my own. It feels as though my
lifeline is taken from me in this moment, and that it falls to me to be the person in control
of this situation. Yet I doubt my own abilities to the point that I fear my career may end
should I make an error. I feel uncertain, and doubt my partner’s ability to control given
his verbal display of emotion as we are informed of the child’s condition. I have no time
to think any further because we have found where we need to be, and in a way, I am
swept into the job, the play, before I have a chance to worry further. I am embracing
this absorption in the everyday work as a paramedic as it provides me with a way to
avoid facing the source of my concern; it is a “…fleeing in the face of unsettledness…”
(Heidegger, 1962, p. 237). In the midst of this drama, the knowing that we never really
have control withdraws from me – and so it must, for without that withdrawal I would
be unable to throw myself into the event, to be fully engaged as a player.
As we assess the child, I unconsciously attempt to gain control albeit silently; even
though I willed it, even though I silently begged him, he wasn’t breathing for himself.
Of course this has no impact – his absence of breathing is out of my control.
“Stop for a second.” Time seemed to stretch out as we watched the green lines on the
cardiac monitor screen. It showed something; it wasn’t a flat line, but a rhythm. Not
one that needed defibrillating or one that has a pulse with it, but one that MICA could
perhaps improve when they arrive. I re-commence compressions feeling a little more
hopeful. Only moments have passed until I am told again; “Stop.” Surely it wasn’t time
to check the machine again... But Andrew wasn’t checking anything; he was turning the
machine off, and before I could understand what was happening, the cardiac monitor
screen was blank and he was calling up the Communications Centre and cancelling our
MICA back-up. Why? Surely this child deserved a chance: the highest level of care
available. There was still time, and if MICA came, they could use some drugs,
implement some more advanced guidelines, maybe even save him. Perhaps there was
something I was missing, something he had seen, something he knew. And so I stopped,
and before I had time to ask him why, part two of the tragedy had begun to unfold.
There are times as paramedics when we have to take the lead and stop clinically
managing the patient, and it seems as though this is what my partner has done. Control
over this event is taken from me by my partner, and this would not be such a bad thing,
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except I cannot see the logic in his decision making. Before I have a chance to respond
and challenge this assertion of control, part two of the tragedy had begun to unfold:
She ran to the boy and fell at his side. She was making a noise like a wounded animal,
high and keening in the still afternoon air. It cut through the silence like a chain-saw,
and as it wielded itself I felt part of my innocence being gouged away. She had long
hair scooped back in a ponytail. Her face was wet with tears and she was wringing her
hands together and pulling at her dress. She was about thirty years old, and she was
his mother. She cradled him in her arms, this boy too big for cradling, and slowly, with
infinite care, she began to gently rock him from side to side. Gone was the keening, and
in its place was a low murmuring. It became clearer as she became more lost in her
actions and in the moment she had created for herself and the boy. In a soft voice, as
though she were guiding him into the land of sleep, the mother sang a lullaby.
Her eyes were open as she sang, but I know she didn’t see me, or Andrew, or the
workmen that were gathered around. I imagine she was re-living a moment in time, a
moment when she was rocking her son, perhaps in his bedroom when he was younger.
He would have woken up from a bad dream and cried out to her in the middle of the
night. She would have sprung from her bed and run to his side, her bare feet slapping
on the wooden floor boards on her way to his room. There would have been a hanging
mobile, a fleece blanket, perhaps a teddy bear. And in that night, she would have picked
him up and sung him lullabies while rocking him to and fro; just as she did now in the
midst of this very different kind of darkness.
Andrew was somewhere near the truck, the police had arrived and were asking
questions, and I was hovering. I felt helpless and lost and awkward, like I was intruding
on something. The police spoke softly with her, asking her questions and sorting through
the emotion to get to the facts. She had arrived from a neighbouring farm, had left her
son to play in the fields alone. She had told him not to go near the construction site. She
was only going to be a few minutes, but…The ‘but’ hung suspended in the air around
them. No one touched it and it slowly dissolved. When the explanation was over she
stood. Her arms – those arms that held her son for the last time – hung loosely at her
sides as she turned to go. Not sure what I was doing, I started walking with her towards
the house.
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It didn’t really matter that I couldn’t find anything to say at that moment. I knew that.
But I didn’t want this woman to think I didn’t care, or that I was afraid of interacting
with her. So I said “I’m sorry I have no words to make you feel better”, and then; “I’m
sorry we couldn’t save your boy.” We were walking in knee-high dry grass that left its
seeds in the legs of my trousers. It was a hot afternoon, the kind that saps energy and
seeps into your pores as though attempting to cook your insides. My nose was itchy
from the grass and I rubbed it distractedly. She took my hand as it reached my side and
clasped it in a vice-like grip. She only let go when we were inside and had taken a seat
at the kitchen table, and I am sure by then her mind was as numb as my hand had
become.
“Look after my boy. I want you to take care of him. Will you do that for me please?” I
tilted my head to one side, unsure at first what she was asking of me. “I know you will
take care of him. Stay with him as long as you can, okay?” I nodded. We didn’t usually
transport dead bodies to the morgue, but I would do so today. Andrew shrugged his
shoulders when I asked him, and mumbled something about needing to clear it with the
Communications Centre first. I did this as he packed the rest of the gear away, and then
we placed the boy on our stretcher and loaded it into the ambulance. I climbed into the
back of the vehicle and sat beside his still-warm body. Andrew raised his eyebrows
questioningly and said “are you sure you don’t want to sit up the front…you don’t need
to ride in the back with him, there’s nothing you can do.” I nodded and looked down. I
wanted to tell him that I had promised the mother I would stay with him as long as I
could, but I thought he would laugh, so I just gazed at my fingers as though seeing them
for the first time.
I spoke to him. As Andrew drove us slowly back into town and headed for the hospital
morgue, I spoke to the boy, only silently. I reassured him that it would be okay, that he
was okay, that everything was okay. I didn’t know what else to say, but I knew I had to
talk to him, comfort him somehow, because didn’t he deserve my compassion? Hadn’t
I made a commitment to look after him? And so I talked within my head. “And now
we’re at the hospital. And now we’re stopping near the doors to the Emergency
Department so a doctor can check you are dead and sign some papers. And now we’re
backing into the morgue. It’s okay, it’s all okay. And now we’ll take you out of the
ambulance…”
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The morgue attendant was new. So new in fact, that it was his first week on the job. He
wasn’t really a morgue attendant, just an orderly, and he didn’t know where the guy
who was teaching him the ropes was, but surely we would know what to do, and we
could help him, couldn’t we? Together we nutted it out: how many tags we needed and
what to write on them, where the shrouds were kept, and what we needed to sign. “Now
all you need to do is wrap him”, Andrew said to the orderly. “Um, can’t you do that?”
I watched Andrew’s face and knew he couldn’t. I remembered his earlier panic and felt
a stab of sympathy. Besides, I had made a promise, not him, and I would have to stick
to it. As gently as I could, trying desperately not to think, I wrapped the boy in the plastic
sheeting, speaking to him in my mind as I did so. “And now I’m going to put the plastic
over your face and around your head - I’m so sorry. Now I’m taking you to the cold
room, and I’ll put you down on this bench, right next to this other body. Now I have to
leave you. I’m sorry, but you can’t come with me.” I turned quickly and walked out,
slamming the heavy cold-room door behind me. It’s done. I’ve done it. “But what about
this one?” the orderly asked while dangling a lone tag in the air. “We forgot to put this
one on.” And so I go back in to put the forgotten tag around the wrist of the boy I could
never hope to forget.
*
“We need to give this truck a clean” Andrew comments as he backs into the branch’s
wash bay. I nod. I do not want to clean the truck, but it’s not worth arguing about, so I
grab one of the brooms and push the head back and forth across the side of the vehicle,
smearing the paintwork with mud and thick bubbles of car wash. I don’t care about the
truck. I don’t care about cleaning or re-stocking. I don’t care about anything but going
home. I just need to go home. And so, when the clock finally signals the end of my shift,
I almost run to my car, nodding vaguely to the arriving crew as I pass them on my way
out; I don’t want to talk. At home, I go to the back door and let the dog in. I sit at his
feet and allow him to lick me as the tears travel in a steady stream down my face.
At first glance it appears that the mother of the child exhibits no control as she kneels
at his side. Yet gone was the keening, and in its place was a low murmuring. It became
clearer as she became more lost in her actions and in the moment she had created for
herself and the boy. In a soft voice, as though she were guiding him into the land of
sleep, the mother sang a lullaby. This woman has control of the situation, at least in
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some respect. She responds with authenticity, withdrawing from one aspect of the play
and entering another, and we, faced with our loss of control, allow her to take the lead.
Later, as she is being questioned by police, I stand to one side, feeling helpless and lost
and awkward, like I was intruding on something. It is as though I am an outsider in this
situation, and the lack of any sense of control is disconcerting to me. As the event
progresses and I walk beside the woman in the direction of the farm house, neither of
us take the lead. We walk together, seemingly equally thrown and sharing a lack of
control over the outcome of the case. This simple moment points to the appearance of
a disappearance; control has long ago retreated and the movement of play has once
again shifted.
A course of action is eventually decided: we didn’t usually transport dead bodies to the
morgue, but I would do so today on the request of the child’s mother. In a sense, this
woman was relinquishing control of her boy to me, entrusting me to care for him as
much as the circumstances would allow. She was also keeping control by dictating the
terms of the next part of his journey, and I felt compelled to comply. I take this
newfound sense of responsibility – and with it, control – seriously, and sit in the rear of
the ambulance with the child despite questions from my partner. I wanted to tell him
that I had promised the mother I would stay with him as long as I could, but I thought
he would laugh, so I just gazed at my fingers as though seeing them for the first time.
What may seem to my partner to be a lack of control is in fact a concealed or hidden
attempt made by me to maintain it.
While my partner drove us slowly back into town and headed for the hospital morgue,
I spoke to the boy, only silently. I reassured him… By interacting in this way with the
deceased child, I manage to gain some control over the situation, and this is of some
comfort to me. I fall back on the structure of already well-worn habits of interacting
with patients, perhaps for fear that in their absence I would be lost. Patient
communication is an already-there mode of control, a rule of the ‘game’ that has long
been established as part of my professional repertoire, and so I cling to its familiarity.
In this situation it is control over the self that is important here. I am in territory that is
new to me, beyond what I have encountered or been taught during my paramedic
education, and so use a technique that is familiar and comes naturally. Providing support
and reassurance to another, caring for another, is an existential of Dasein (Raffoul, 2010,
p. 259), a characteristic of what it is to be human. While it leaves me vulnerable in
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regards to evoking emotions as I recognise my interconnectedness with this child, I have
nothing left to give but this authentic response.
Once we arrive at the morgue, the orderly attempts to pass responsibility for managing
the child to my partner and requests that Andrew wrap the body. “Um, can’t you do
that?” I watched Andrew’s face and knew he couldn’t. I step in and take control of this
part of the job as I remembered his earlier panic and felt a stab of sympathy. It is this
back and forth, often subtle movement that occurs amongst players that distinguishes
play. The play of control is best seen when there is “…the possibility of spontaneity or
variability in the movement of reciprocal responsiveness – a variability that only really
occurs if the players’ moves are not identical to each other…” (Vilhauer, 2009, p. 360).
While my partner stands to one side, I proceed, and as gently as I could, trying
desperately not to think, I wrapped the boy in the plastic sheeting. Another element of
control is emerging once again at this point: the fight to control my own thoughts and
emotions, a struggle that as a paramedic is all too prevalent in my everyday dealings
with others.
We complete our tasks at the hospital and return to the branch, and Andrew makes the
decision to wash the ambulance. I nod. I do not want to clean the truck, but it’s not
worth arguing about. Perhaps for Andrew, the washing of the vehicle is something that
can be accomplished, something that he can have control of, unlike the scene we have
just attended. As is frequently the case in the field of paramedicine, there is a rapid shift,
a juxtaposition between the intense and the mundane. We move from the abnormal to
the everyday and from the highly emotive and sometimes bizarre, to the banal. The
game of paramedicine presents a diverse and dynamic playing field which serves to
dictate the nature of the play and the role of control within it. At the end of my shift I
return home, and I go to the back door and let the dog in. I sit at his feet and allow him
to lick me as the tears travel in a steady stream down my face. I have played myself out,
and have let go of the illusion that is control. As I do so, an authentic mode of being
emerges.

Conclusion
The work of a paramedic calls for a kind of movement, a shifting from one role to
another, and from one set of actions and behaviours to the next. Yet despite the ever
changing dynamics, the concept of control - or at least the illusion of it – consistently
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presents itself, albeit in differing guises. Control itself fluctuates from moment to
moment, is granted and assumed, given over and surrendered, revealed and concealed
many times over. As a mode of play, control is a dominant element of paramedicine,
with its appearance in everyday practice sometimes overt and at other times internalised,
subtle, or hidden in the everydayness and busywork common to the occupation. It is not
an element that can be held separate to the practice of paramedicine; we are continually
caught up in the play of control, moved to respond amidst the to-and-fro of events as
they unfold. The game appears to be the same each time, but every presentation is
unique and all that remains relatively constant is our absorption within and commitment
to the play.
Paramedics are called to operate within sets of occupational, social, and cultural
boundaries that sometimes result in a limiting of authentic paramedic responses. Even
so, there is generally some scope or freedom to move within these boundaries, to decide
on a course of action by oneself, and to operate from an authentic mode of being. While
paramedics may have some measure of control over their own actions and activities, the
same cannot be said of the actions and activities of others, which can confound the best
attempts of a paramedic to gain and maintain control. Control has the ability to mislead
the paramedic, to lull them with the belief that ultimate influence over situations and
their outcomes is achievable, when in fact the opposite is true. While paramedics do
have the ability to influence, it is certainly not ultimate. As Dasein, we have a thrown
possibility of being, and this is contingent and unpredictable, influenced by forces and
events over which we hold little if any dominion.
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Conclusion: Looking Back while Walking Forward
The overarching purpose of this study has been to uncover and explore the meaning of
being a paramedic, and to journey into the heart of this being by examining recalled
events from my time as both an ALS and MICA paramedic in regional Victoria. If we
take Heidegger’s stance on being as ubiquitous, and the “…most universal concept…”
(Heidegger, 1962, p. 2) I would contend that, just because the concept is universal,
“…this cannot mean that it is the one which is the clearest or that it needs no further
discussion. It is rather the darkest of all” (Heidegger, 1962, p. 23), and this was certainly
the case with regard to some of my own findings. It was only by deliberately dwelling
on events and engaging in hermeneutic circling that new understandings came to light.
While the concept of being is said to possess elements that are both indefinable and
resistant to reduction to mere themes, the meaning of being remains available for
exploration (Heidegger, 1962, pp. 23, 24). In the introductory chapter to this thesis, I
highlighted my reasons for turning the lens towards the lived experience of being a
paramedic, and revealed some of my own pre-understandings relating to paramedicine.
This was followed by a hermeneutic literature review (Chapter 2) that situated the
research within a social and cultural context, and explored some of the frequently
expounded pre-understandings relating to paramedics and paramedicine. My literature
search indicated that the ‘who’ – or the meaning and nature of being a paramedic – has
been overlooked in favour of discussing the how, why, and what of paramedic practice.
As I moved from thinking about the ontic, or what a particular being does, to the
ontological, or the being of a particular being, what stood out for me was that as a
paramedic, indeed as Dasein, I am always both: the ontic and the ontological. For me
to be engaged in the ontological existential of caring for someone, for example, the ontic
arises from the ontological and the how and when of such caring follows. The shift from
the ontological to the ontic is at times almost imperceptible. In Chapter 3, I sought to
provide a framework for my approach to exploring this interplay and zeroing in on the
ontological aspects of paramedic work, and outlined the method used for both data
collection and analysis within this study.
The outcome of repeated immersion and exploration of my narratives was the
development of three main ontological threads: being-with others, responding, and
controlling. These three threads are entwined and woven into the cases I attended during
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my everyday work as a paramedic. In some situations a single element may come to the
fore and make itself known, and in others, that same element may be overshadowed by
the prominence of a different thread. They appear to switch and change in their
mattering depending on the nature of the call out. Yet, in the majority of cases, all three
are always in play. An example of this can be seen in the narrative in Chapter 5 when I
discuss the act of responding with a sense of advocacy to the doctor’s decision to
transfer Mrs Dell to a different hospital. Being both with and alongside another is clear,
and I respond by leaping ahead while attempting to gain control of the situation by
fighting for the patient’s rights. Another clear example is shown in Chapter 4 where I
relate an event in which I take an old lady back to her home and sit with her as she
shows me photos of her past. I am being-with this woman in a particular way, and I
respond to the situation in an authentic manner but know of nothing I could say, or in
fact do to meet this woman’s long term needs. I relinquish any semblance of control
and merely sit beside her on the couch.
The themes presented seem not only to dominate the professional, but to spill out into
the personal life of a paramedic. For example, in Chapter 4 I relate an event where I am
called to the home of a gentleman who is dying. When I am in the patient’s house, I am
being-with another in a particular way, with both myself and the patient’s wife relating
in a mode of authenticity. I then present a narration of my return home, where my spouse
and friends are gathered for a barbeque. As I attempt to respond and relate to them, I
realise that those present are engaged in idle talk, not attuned to the atmosphere I have
so recently left, and not privy to what I have seen or experienced. I suddenly find myself
wanting to step away, to withdraw from the everyday inauthentic mode of relating, and
to engage in being on a different, more authentic level than that offered by the current
situation. In my mind I step away and go back to the patient’s house, and to my work
as a paramedic where I am with a partner who shares the event and is “oriented towards
it as I am” (Blattner, 2013, p. 132). The personal and the professional are connected,
but sometimes seem at odds.
The key finding arising from this research process is that the experiences I have had as
a paramedic have gone towards moulding my way of being. I have encountered events
and have made decisions that have shifted my horizons and transformed my life. I carry
with me the memories of the past, and they go towards making me who I am today. This
is exemplified in Chapter 5 when I speak of my choice to respond to the deaths I have
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seen as a paramedic in a specific way, and state that in one sense, I take them into myself
as a mode of respectful solicitude, to the extent that I consider they have become my
people. I cannot separate myself from being a paramedic. From an ontological
perspective, what makes me a paramedic is also what makes me a human. What it is to
be a paramedic provides more than a glimpse of what it is to be Dasein.
The narratives I have presented in this body of work tell of ordinary events within the
everyday practice of paramedicine. They are commonplace, routine components of
paramedic work, and are just a handful of the many possible narratives. The significance
of events paramedics’ attend may be great for the patient and bystanders, but lost to the
paramedic. Circumstances deemed unusual to laypeople are unexceptional to
paramedics, who are immersed in the task at hand and often unsurprised by the nature
of the work. The structured, doing component of everyday practice has a tendency to
dominate, unless we find ourselves thrown into a circumstance that pulls us from the
depths of the work we have been immersed in. An example of this can be found in
Chapter 5, where I relate a case in which I am lying on the road and attempting to
extricate a patient who is caught on the undercarriage of a vehicle. Amidst the everyday
act of doing I suddenly realise I am seeing a layer of a person and a reality that this
man lying prone before me has never known. Moments such as this one come seemingly
out of the blue, and have the power to change a paramedic’s horizon. I too am passing
through, beyond what others have ever seen of this man and into a new seeing, a new
knowing, albeit fragmented and incomplete.
At other times I experience the highs and lows that are part and parcel of working within
the dynamic, high pressure environment that is paramedicine, and am buffeted by
sudden changes that on some level I expect, and yet am seemingly powerless to prevent
my own reaction to. This is exemplified in Chapter 6 when I relate a narrative about
being lost and arriving at a scene only to find that I am too late, the patient has died. I
reach out to steady myself, desperately trying to stop the swirling of thoughts and
emotions that threaten to lower me to my knees. Yet it is this same mercurial nature of
paramedicine that lifts me and entices me to ‘play the game’. Although paramedics may
be surrounded by boundaries constructed by organisational, social and cultural rules
and norms, there is still room to manoeuvre. It is in this clearing that one can weigh up
options as to how to proceed, sometimes relentlessly. Occasionally the weight of
decision is burdensome, and at other times it is accompanied by little effort or
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psychological strain. Sometimes I find that I never even get to the weighing stage, as I
leap ahead almost unthinkingly and act out of solicitude for others. It is only after the
event that I might pause and look back to contemplate my actions.
As an operational paramedic I moved from the ordinary to the extraordinary, revelling
in the risk that my decisions may be wrong and my treatment may not work, consumed
by the combination of exhilaration and dread that competed with each other on a daily
basis. I grappled with the fact that as a paramedic, I arrived at events after they had
begun to unfold, and left them before their full completion, not privy to the next stage
of the patient’s journey and left with only a hypothesis as to the eventual outcome. I
remained working as an on-road paramedic because of these challenges, not despite
them. Being a paramedic encompasses both the mundane and the unprecedented. It is
always about being-with others, relating and responding from moment to moment, and
working to influence the game we find ourselves immersed in while wrestling and
dancing with the trickster that masquerades as control.

Moving forward
When I began my journey in paramedicine, I thought I understood what it was to be a
paramedic, but I now know that I established that understanding based on the ontic
component of being rather than the ontological. This has implications for how new
paramedics are educated. Possibilities exist for paramedic academics to take their
students on an excursion to explore the ontological aspects of paramedicine. Ideally this
should be initiated early, before paramedic students enter the workforce and are swept
away by the everyday busyness inherent in the work. The seeing of meaning enriches
understandings of life experiences, be they our own or another’s, and enlarges our
capacity for acting in solicitude. There is scope for educators to act as a conduit towards
such seeing, and to assist undergraduates to appreciate the value of experiential stories
of practice.
As I look back on my time as a paramedic, it becomes clear that the sharing of
experiential stories was a common occurrence during working hours at the branch. I
recall spending downtime gathered with crews around an old Formica table, its surface
littered with newspapers and coffee cups and a loaf of still-warm bread purchased from
the bakery each morning. That table was our campfire, the faces around it glowing with
the warmth of shared experiences and contemplated meanings as we related stories of
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practice to each other. Some of those stories I had heard before. They were passed across
the table as unthinkingly as we passed the condiments used to flavour our bread. Yet
even in their re-telling, especially in their re-telling, I gained valuable insights into
being. This circle of conversation was hermeneutic in nature, although at the time I saw
it as simply companionable.
Unfortunately the character of the job is rapidly changing, and those quiet periods
between call outs are now few and far between. Yet the stories, and the value they
possess, are still there, nestled within every paramedic and waiting for a chance to be
told. The development of creative strategies to allow space for conversation to occur,
such as incorporating lived experience sessions into professional development days, or
offering paramedic conferences that make room for individuals to share narratives, may
assist in harnessing the value of these stories and the ability of organisations to prepare
their staff for the future.
Although founded on the principles and methodological thinking of Heidegger, Van
Manen, and Gadamer, this thesis has also drawn heavily on the work of Carolyn Ellis
and Art Bochner, both ground breaking and creative autoethnographers. By using
autoethnography as a means of presenting my data, I sought to avoid the reader
detachment that can sometimes occur with more traditional text, where “…knowledge
and theory become disembodied words on the page” (Ellis & Bochner, 2006, p. 431).
My desire was to connect the reader to the event in question, to allow them to “…linger
in the world of experience…feel it, taste it, sense it, live in it” (Ellis & Bochner, 2006,
p. 431), all the while accessing “… “hidden” data that cannot otherwise be easily
observed” (Stanley, 2015, p. 148). Yet I also strived to move beyond this, to apply, and
allow others to apply, a critical analytic lens to my work and to allow for a clearing in
which theoretical concepts and understandings could emerge.
My inquiry has been an attempt to demonstrate a range of experiences that have sprung
up from my memories as an operational paramedic. It was never my intention to infer
that these events and my responses to them are the same as those of others nor to
generalise the data, but rather to depict my own experience of being in the hope that it
may hold some resonance for those who engage in the content. I hope that I have
motivated others to reflect upon their own lived experiences and potentially expand
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their own horizons in regards to the meaning of being, particularly, but not exclusively,
in relation to being a paramedic.
The meanings drawn from the narratives presented within this thesis are only ever able
to be a partial representation of experience. They represent a pause in hermeneutic
circling, a depiction of the journey of understanding to date. In one sense this depiction
can never be complete, as “the range of phenomenological meanings of our lived
experiences is truly inexhaustible” (van Manen, 2016, p. 35). The interpretive wheel
keeps turning, and with each revolution comes the possibility of a new revealing and a
shifting to new horizons. I cannot know what insights will announce themselves to
others, and nor does it ultimately matter. What matters is that my own hesitant
understandings, and the narratives that they emerge from, comprise a path for others to
traverse. I have a destination in mind for the reader. In the words of van Manen, for a
text to “…“lead” the way to human understanding it must lead the reader to wonder”
(van Manen, 2012, p. 5). It is from my own narratives that the essence of the matter of
being a paramedic can be glimpsed.
At the beginning of this thesis I shared my thoughts that paramedics rarely run,
preferring instead to convey confidence while allowing time to absorb the details of the
situation they are approaching, and walking resolutely towards their next encounter in
paramedicine. Throughout this research journey I too have walked, pausing at times to
interpret signposts of meaning, absorbed by memories of events from the past, and
encountering truths that I wish I had discovered earlier in my career. They have come
to shape who I am, and helped me to work out what it is to be a paramedic. I would like
to invite my fellow paramedics, then, to walk with me:
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Let’s walk.
Ignore the flashing lights and wailing sirens
The ambulance engine as it ticks and roars
And the usual work of everyday practice.

Let’s move beyond vital signs and interventions
Until we come to a new place
A place always known to us but never truly seen.

Shake off the veil of busyness that obscures your vision
There is another path to that which you have worn so well
Let’s take it.

Switch off the two way radio
Close the clinical guideline book
And be guided instead by an ageless sense of wonder
Let’s walk.
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The what
The how

Pediatric cardiac arrest due to trauma

Prehospital Emergency Care 20(3) 425-431

The what
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