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It is well accepted that ambulance work is characterised by employee burnout, high stress, 

work intensification, and exhaustion – physical, mental and emotional (Granter, Wankhade, 

McCann, Hassard, & Hyde, 2018). A key factor that contributes to these problems is the 

unavoidable feature of emergency services work that employees will be regularly exposed to 

extreme and traumatic events (Bigham et al., 2014; McFarlane & Bryant, 2007; McFarlane, 

Williamson, & Barton, 2009). Exposure of this kind increases the risk of a number of mental 

health conditions such as depression and anxiety (Izutsu, Tsutsumi, Asukai, Kurita, & 

Kawamura, 2004), and post-traumatic stress disorder (Bennett et al., 2005; Grant, Dutton, & 

Rosso, 2008; Huizink et al., 2006).  There is a significant cost – financial, social and emotional 

– of mental health conditions to emergency services, to individuals, their friends, families, 

peers, patients, the community, and the organisation. For emergency services organisations, 

mental health problems are associated with increased incidence of employee burnout and 

long term sick leave (Brattberg, 2006), deteriorated health and well-being (Berger et al., 2007) 

and increased employee turnover (Patterson et al., 2010). It is of increasing importance to 

emergency services organisations to invest resources in preventing and managing mental 

health problems. There is also a particular historical culture which can both create stress for 

individuals while working in contradiction to support mechanisms. For example, many 

professions that are male-dominated and uniformed tend to have a strict hierarchy, a 

masculinist ‘man up’ approach with a culture of blame, fear, bullying and poor industrial 
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relations. While these factors appear to be changing with time they are still a major part of 

the stressful working lives of paramedics.  

 

Research suggests a range of factors can influence the prevalence and severity of 

consequences associated with trauma exposure and promote positive outcomes. Formal 

systems of employee support such as access to professional counselling services and 

resilience training, can positively influence employees’ health and wellbeing (Rajaratnam, 

Sears, Shi, Coberley, & Pope, 2014; Richmond, Pampel, Wood, & Nunes, 2017). Informal 

support via relationships with co-workers and family can be instrumental in reducing the 

severity of symptoms and encouraging positive post-traumatic growth (Oginska-Bulik, 2015; 

Prati & Pietrantoni, 2010; Somville, De Gucht, & Maes, 2016). Additionally, these formal and 

informal elements feed into the ‘psychosocial safety climate’ that can potentially influence 

employees’ physical and psychological state of health (Zadow, Dollard, McLinton, Lawrence, 

& Tuckey, 2017). 

 

In this chapter, we examine the formal and informal support systems of two Australian state 

emergency services cases, with a specific focus on the formal employee assistance and peer 

support officer programs, and the informal colleague, family, and frontline manager support. 

Using interview data we explore the components of a balanced support model, and identify 

strengths and weaknesses of support within the cases. We find these components work 

together as a network of complementary support functions that can reduce the severity and 

assist in the management of mental health problems in the ambulance service. A balance of 

complementary formal and informal support mechanisms can temper the climate and 

provide a holistic approach to supporting employees that responds to individual preferences. 

In short we argue that it is not enough to provide formal support systems which function well 

in their own right. The different needs of staff and the tendency to want the capacity for 

informal peer support means we need to see the system in terms of how the formal and 

informal fit together. We need to better undertand how things operate in practice (the 

interactions of the system in use) rather than the system which is codified on organisational 

policy documents. Understanding the needs and the actual practice of ambulance service 

employees when in times of need is critical in improving their work health outcomes. 
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Risk factors for mental health problems among emergency responders 

Frontline emergency services workers frequently perform their work in uncontrolled 

environments that includes exposure to potentially traumatic events (Beaton, Murphy, 

Johnson, Pike, & Corneil, 2005; Reichard, Marsh, & Moore, 2011). Apart from vicarious 

trauma from exposure to, or involvement in an extreme event, emergency responders are 

also at high risk of a range of physical incidents that can trigger or lead to mental health 

problems.  

 

For example, the risk of serious injury for emergency responders is seven times higher than 

the Australian national average, and the fatality rate is six times higher (Maguire, O'Meara, 

Brightwell, O'Neill, & Fitzgerald, 2014). Up to 90 percent of emergency responders are 

exposed to workplace violence in some form (Pourshaikhian, Abolghasem Gorji, Aryankhesal, 

Khorasani-Zavareh, & Barati, 2016); at least half of emergency responders have experienced 

physical assault (Gabrovec, 2015; Pourshaikhian et al., 2016), and over two thirds have been 

subject to verbal abuse (Bigham et al., 2014). Additionally, around one in four emergency 

responders experience sexual harassment or sexual assault on the job (Bigham et al., 2014; 

Gabrovec, 2015; Pourshaikhian et al., 2016). On the whole, there are a combination of job-

related risk factors associated with extreme events that present a challenging and at times 

dangerous work situation for emergency responders. While there is an attempt to influence 

these factors by public awareness campaigns, the impact of these has been limited.  

 

There are, however, some individual factors and workplace characteristics associated with 

increased prevalence of PTSD and other psychological conditions that the organisation can 

exert some degree of control and influence. For instance, pre-trauma risk factors for PTSD 

include low levels of education (Rybojad, Aftyka, Baran, & Rzońca, 2016), psychiatric history 

(Neria, Nandi, & Galea, 2008), and sleep disturbance (Wright, Britt, Bliese, & Adler, 2011). 

Research also suggests that individuals who are younger (Brewin, Andrews, & Valentine, 

2000), female (Skogstad, Heir, Hauff, & Ekeberg, 2016), and non-married (Berger et al., 2007), 

are at higher risk of developing PTSD. While some characteristics such as psychiatric history 

are typically already considered in pre-screening checks, other factors noted here may need 

further consideration in developing employee support programs that specifically target at risk 

groups.  
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Evidence indicates individual responses to exposure to trauma are difficult to predict and can 

vary widely. The way individuals cope with trauma may also affect their risk of developing 

PTSD (Armstrong, Shakespeare-Finch, & Shochet, 2014; Kirby, Shakespeare-Finch, & Palk, 

2011). For example using maladaptive coping strategies such as avoidant emotional coping 

(Smith, Drevo, & Newman, 2017), distraction (Clohessy & Ehlers, 1999; Sattler, Boyd, & Kirsch, 

2014), rumination, suppression and dissociation (Armstrong et al., 2014; S. Clohessy & A. 

Ehlers, 1999) increase the risk of PTSD, hence, the argument that educating employees to 

understand the difference between adaptive and non-adaptive coping mechanisms is 

important in helping reduce the risk of mental health disorders. 

 

In the workplace, there are many factors that can contribute to increased rates of PTSD, such 

as routine work stress (Maguen et al., 2009), organisational stressors (Smith et al., 2017), and 

employment status (Rybojad et al., 2016). The nature of emergency services work – the types 

and timing of exposure to traumatic incidents - are also influential. The prevalence of PTSD is 

higher among those exposed to more types of traumatic events (Skeffington, Rees, & 

Mazzucchelli, 2017; Smith et al., 2017), and among those with earlier and more prolonged 

exposure (Perrin et al., 2007; Sattler et al., 2014).  

 

There are opportunities for employers to address many of these workplace centric factors, 

for example, by addressing administrative or procedural factors that increase job-related 

stress, and by improving job security. It is generally unfeasible however, to limit or change 

factors such as types of trauma individuals are exposed to or the duration of exposure. Rather, 

emergency services organisations are better served by addressing workplace factors found to 

reduce the risk of developing psychological conditions or the duration of those conditions, 

and improve coping skills and post traumatic growth. For example, a strong psychosocial 

safety climate can buffer the impact of job demand on mental health problems (Hall, Dollard, 

Winefield, Dormann, & Bakker, 2013), and the support of colleagues can reduce the incidence 

of PTSD  (Prati & Pietrantoni, 2010). The focus of this chapter is the provision of support to 

emergency responders as a means to reduce incidence and better manage psychological 

conditions associated with trauma exposure. Support, however, is a multifaceted concept; we 

address it by distinguishing between formal and informal mechanisms. We explore employee 
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perceptions of their formal support system in two Australian case studies of emergency 

service organisations and how these operate in balance with the informal support system, 

underpinned by the psychosocial safety climate. 

 

Formal employee support 

Formal support for employees is often provided under the banner of an Employee Assistance 

Program (EAP), which is the umbrella term used to capture a range of complementary support 

services for employees, and sometimes their immediate family members (Scully, 2011). EAPs 

can be effective through providing preventative health and wellbeing measures, by reducing 

the incidence of hospitalisation and long-term absences from the workplace, and through 

improving morale and performance (Richmond et al., 2017). They have been found to have a 

positive influence on the health and well-being of employees (Rajaratnam et al., 2014; 

Richmond et al., 2017). Core services in established and well-resourced emergency services 

organisations include a peer support officer program, 24-hour phone helpline, access to 

professional counselors and psychologists, debriefing or defusing sessions post-trauma, and 

education and training (Scully, 2011; Shakespeare-Finch & Scully, 2008). Access to formal 

systems of support is critical for emergency response workers to assist them in coping with 

the trauma that they face.  

 

Informal social support 

In contrast to formal support practices facilitated by an organisation, informal support refers 

to ad-hoc interactions that can act to ‘fill the gaps’ of a formal system (Townsend, Wilkinson, 

& Burgess, 2013). Social support can be defined as ‘the perceived support that helps to meet 

social needs due to the presence and accessibility of people [that an individual] can trust’ 

(Semerci, 2016: 43). Support can be provided by a number of individuals in the employee’s 

network, including friends, partners, family, colleagues, and supervisors. There is substantial 

theoretical and empirical evidence that points to social support as a significant contributor to 

individual well-being (see for instance, Cohen & Wills, 1985; Halbesleben, 2006; Prati & 

Pietrantoni, 2010). 
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Social support can improve wellbeing through two key mechanisms (Cohen & Wills, 1985): it 

has an immediate buffering effect of lessening the impact when a person is subject to a 

stressful situation; and accumulation of social resources and integration in a social network 

acts as a protective mechanism that leads to improved wellbeing over time. These two 

processes of social support have significant implications for paramedics, reducing immediate 

and continuing implications of trauma exposure and improving wellbeing and personal 

growth. 

 

The psychosocial-safety climate 

While the regulatory climate and guidance directed a physical health and safety may be well 

developed, legislation – and as a result organisations – are less well advanced when it comes 

to job-related psychological or psychosocial hazards (Zadow et al., 2017). The psychosocial 

safety climate is characterised by a number of elements that are both tangible and intangible, 

formal and informal, and is seen as both a precursor to and outcome of employee support 

systems. Psychosocial safety climate is measured by employees’ perceptions about the 

degree of management commitment and priority given to matters relating to psychological 

health, and the way the organisation communicates about and encourages participation in 

these matters (Dollard & Bakker, 2010; G. B. Hall, Dollard, & Coward, 2010). Largely, it is a 

measure of how a combination of factors combine and create an underlying understanding 

of how psychological health, safety and wellbeing is prioritised and promoted in the 

organisation. These factors could include formal policies and procedures, managerial 

behaviour and communication, formal organisational communication, and interactions with 

other peers and within teams.  

 

There is a growing body of evidence indicating a strong psychosocial safety climate can have 

significant impact on a range of factors in the workplace, by: reducing the adverse impact of 

job demands (Bailey, Dollard, McLinton, & Richards, 2015) and depression (Hall et al., 2013); 

altering the impact of workplace bullying on PTSD (Bond, Tuckey, & Dollard, 2010); and, 

limiting physical and psychological work injury (Zadow et al., 2017). Given the broad potential 

effect of the psychosocial safety climate, we consider this in our conceptualisation of 

employee support as a characteristic that underpins the formal and informal elements of 
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support. In the remainder of this chapter, we explore the notion of a holistic employee 

support system in emergency services, examining strengths and weaknesses through the lens 

of two case studies. 

 

A holistic perspective of employee support  

Academic research and findings from our own study suggest both formal and informal 

support mechanisms are recommended for employees exposed to trauma and stress in the 

workplace (Beaton, Murphy, Pike, & Corneil, 1997; Prati & Pietrantoni, 2010; Scully, 2011). A 

balance must exist between robust formal mechanisms and strong effective informal 

mechanisms to ensure individual preferences and situations can be addressed. This concept 

has been illustrated in Figure 1.  

 

Figure 1. Employee Support System in Emergency Services  

 

 

 

Two Australian cases 

Throughout 2015 to 2018 emergency services organisations in three Australian states and 

territories participated in a research project on the role of, and interactions between people 
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management sub-systems and health and well-being outcomes for ambulance employees 

and ambulance service operations more broadly. The aim of the project was to better 

understand how these interactions affect outcomes. Specifically, the project explored how 

the design and management of organisational systems influence employees’ individual 

outcomes such as job satisfaction, intention to quit, and psychological wellbeing including 

PTSD. The research design combined data collection via phone surveys, interviews, and a 

range of secondary documents provided by the organisations and unions. While we 

completed 72 interviews across the three jurisdictions, this chapter reports on findings from 

the two larger cases only, as data from the third case was toosmall to sensibly generalise and 

compare (owing to a small population and only ten interviews).   

 

The services both fall under the control of the relevant state or territory government 

authority. Combined, the services provide assistance to a significant cohort of the Australian 

population, across metropolitan, rural and extremely remote and indigenous areas. In total 

they attend around one and a half million cases each year, including emergency and crisis 

planning and response, pre-hospital patient care, and hospital and inter-facility transport. We 

provide the cases with the pseudonyms East Service and South Service. The East Service is the 

largest by area, and employs around 3000 staff, while the South Service has a workforce of 

around 1000.  

 

Semi-structured interviews, primarily in person and a small number over the phone, were 

conducted for the purpose of understanding and explaining key issues and experiences of 

participants. Seventy-two interviews were conducted with participants ranging from 

emergency dispatch officers, patient transport officers, paramedics, frontline managers, 

middle management, upper management, leadership, and union representatives. 

Interviewees have been numbered following quotes within this chapter, and these numbers 

correspond with the interviewee details provided in the Appendix.  For this chapter, we draw 

on 62 interviews to illustrate experiences and perceptions of trauma management and mental 

health support. This number of interviews is at the high end of the range noted by Saunders 

and Townsend (2016) for interview-based, qualitative research. We make brief mention of 

the survey results, but do not use that data in detail. The Interviews were audio recorded and 

professionally transcribed before the content was analysed using a software program, NVivo. 
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This data was examined in conjunction with secondary data to identify key themes in the data 

relating to barriers to provision of employee support. While each interview was completed 

by a single researcher, the research team met during  the data collection process to discuss 

findings and refine the interview schedule. Analysis began at the start of the interviewing 

process and concluded after all data were collected. The researchers engaged in an analytical 

conversation after the interviews to identify preliminary themes that were emerging, to 

assess the relevance of existing codes to new data, and to examine the relationships between 

codes (Goetz and LeCompte, 1981). This process fits with the notion of convergent 

interviewing (Jepson and Rodwell, 2008) which helps improve the internal validity, external 

and construct validity of qualitative data collection techniques. Interviews were then 

imported in to the  data program NVivo (Version 11) for analysis. Thematic content analysis 

of interview data resulted in the emergence of  themes relevant to  the effectiveness of formal 

and informal employee support.  

 

 In both our cases, there was a well-resourced and established formal system of support 

incorporating all of the elements illustrated in Figure 1. Our findings, however, indicate that 

informal support from colleagues, family and supervisors still played a central and critical role 

for employees that couldn't be filled by the formal system. The quality of informal support 

and the nature of interactions are broadly influenced by the psychosocial safety climate that 

exists in the organisation.  This climate facilitates and influences the strength of the frontline 

manager and relationships between colleagues that support the employee. A strong climate 

can thereby alleviate pressure on the support relationships with family and friends, as the 

employee will have much of their support needs addressed within the workplace 

environment. Where one or more elements is not present, the balance will begin to tip, and 

the employees support needs may not be adequately addressed. We explore these aspects 

of the system through our cases in the following section.  

 

The formal support system 

In both cases, significant investment is made to developing robust formalised organisational 

support systems to assist employee resilience and coping. These services include telephone 

and face-to-face counselling services, education and training, and a peer support program 
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(which is addressed separately and in more detail in the next section). In general, our 

response from interviewees indicated a positive overall perception of the formal support 

programs in East Service and South Service. There was a sense that the components of the 

program were effective individually and fitted together well as a cohesive system. The 

following interviewee captures the process that followed a critical incident in South Service:  

Once an incident has reached a certain point, there's an automatic 

[process], you have - managers are coming down to do a debrief, the crew's 

stood down, they all go back to station… I didn't feel completely ready to 

download to this manager that I'm going to have to sit in front of in future 

interviews… So the next thing that happened for us was we got a phone call 

from one of - we have three psychologists in the city that we can access four 

times a year. So one of those gave us a call that night and that was quite 

helpful…. But then we got follow up from our team leader. ‘How's it going? 

Everything all right?’ Just softly, softly. Interview 35 South Service, 

Paramedic 

 

This quote mentions an initial debrief procedure (formal debriefs are very rarely reported in 

either case), follow-up phone call from the external counselling service, and informal 

conversations with the frontline manager. Noted here and in other instances, however, were 

concerns about future ramifications of having genuine conversations within this support 

system. This interviewee perceives that having an honest discussion with the manager could 

compromise their chances of future interviews for promotion, and this was a view echoed in 

other interviews. For instance: 

I feel like we spend a lot of money on our staff welfare through the peer 

support program and our EAP, the psychologist who we have available to 

us. But it seems very closed… there's two psychologists that we're allowed 

to go and see. Now, if you're someone who is thinking I also am applying for 

this position at the moment and I think this person might be on this panel, I 

think I just won't go. We're not really given other options. Interview 53 South 

Service, Frontline Manager 
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Many paramedics expressed the view that an authentic conversation about an individual’s 

psychological health within the organisations could later result in a bias that affects career 

progression. These concerns prohibit some individuals from seeking support within the formal 

system. Some employees indicated they sought psychological support at their own expense, 

outside of the organisation, to reduce this risk.  

 

Clearly, the debriefing issue is problematic for not only the organization, but also the staff, 

and ultimately, the patients. While we can interpret this as the illustration of a lack of 

care/support for staff, we must also recognise that a lack of openness and a fear by 

paramedics of seeking out a debrief stems from a long-held legacy of the blame culture. 

Furthermore, in such a culture there is a lack of opportunity for clinical learning as debriefs 

are not just about helping the employees exposed to trauma or a stressful event, but they are 

also clinically important as a learning and reflection exercise. 

 

Another core component of the formal support system is education and training to improve 

resilience and managerial ability to improve coping. We expected to find a fundamental 

introduction to resilience and coping skills addressed prior to beginning work, during tertiary 

education. We conducted an examination of the course topics for the ten universities across 

East and South Service state areas offering the Bachelor of Paramedic Science degree. Our 

study found only one university that explicitly advertised an offering of a unit with some 

content relating to understanding the paramedics own mental health in the context of the 

work environment. Within this course, only one lecture was dedicated to exploring ‘our own 

mental health and care of the self, mental health continuum’. As the Director of Employee 

Support in East Service stated, ‘… what universities offer in that space... is concerning given 

that the majority of new paramedics do not have the level of life experience once common 

among ambulance officers in decades past.’ 

 

This deficiency in tertiary preparation places pressure on the ambulance service to build 

resilience and coping skills into their programs. Some resilience training is incorporated into 

the induction programs in both cases. In South Service and East Service a half day program is 

provided but the structure of these is not identical. In South Service, the program is a half day 
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where managing personal stresses in the workplace, shift work, cumulative stress, and acute 

stress are discussed. Interviewees in South Service desire a more comprehensive approach to 

resilience training in the induction and over the course of their career. Paramedics suggest ‘a 

better system is a bit more than a day's training on psychological stressors’ [Interview 29, 

South Service Paramedic]. While clinical training in South Service is generally well resourced, 

the provision of resilience training is something desired by many employees.  

 

In East Service, a resilience training program has been introduced in recent years as part of 

the induction process, with positive feedback from employees. This is a four-and-a-half-hour 

program where participants are provided with resources and activities to complete over the 

first 12-24 weeks on the road, along with a reflective journal, covering topics such as work life 

balance, sleep patterns, coping mechanisms, and recognising and managing stress. The 

program culminates with a visit with an organisational psychologist to ‘close the loop’.  

 

East Service also provide a one-day mandatory training program for managers, supervisors 

and acting supervisors, which focuses on trauma and resilience in the workplace. The program 

covers legal responsibility for psychological wellbeing, and other topics such as critical 

incidents, PTSD, anxiety, depression and suicide. Over a period of almost ten years the 

program appears to impact of the way managers and supervisors interact with employees 

around psychological wellness, as demonstrated by the following example of an exercise that 

has been conducted in the program since its inception.  

We say to them, what's all the worst things you could say when 

[paramedics] get back or when they come back to the station? It used to be 

that there was lots of energy in the room. People would be recounting what 

had been said to them in the past. There would be a whole heap of things 

that people would come up with. Interestingly, I really saw a contrast last 

year. The same scenarios. When you ask them what's all the things that 

would be helpful, the room would go quiet and you wouldn’t hear anything. 

But last year it was the opposite way around. It struck me because it was 

the biggest contrast I've seen around a group of managers. All the ‘worst 

things’… They were having trouble trying to think of things! And ‘what are 
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all the helpful things?’ The room got active and they were - they came up 

with loads of things! Interview 65 East Service, Director Employee Support 

As the previous quote illustrates, there has been a sustained effort to deliver practical skills 

to help managers conduct positive interactions about mental health and wellness with their 

employees. Over time, the introduction of this program has reshaped managerial interactions 

with employees about mental health and support. It is possible that development of similar 

skills among employees would enable them to provide enhanced support to colleagues - who 

our research suggests are the preferred source of informal support for many participants. 

The peer support program 

The peer support program aims to provide employees with early intervention and support 

following exposure to an incident. Through a number of pathways, employees exposed to 

critical and traumatic incidents can contact, or are contacted by, a peer support officer (PSO) 

soon after exposure to the incident. PSOs are carefully selected and trained in areas such as 

counselling skills, components of acute stress, psychological trauma, bereavement, suicide 

and effective communication skills. Typically, the PSO will contact an employee by phone after 

receiving notification from a centralised service that exposure to particularly traumatic 

incident such as suicide or paediatric death has occurred.  

 

The PSO program is well established across East and South Service. Our data indicates the 

program is generally viewed positively by employees although some elements of the system 

are seen as frustrating. For example, the timeframe in which a PSO contacts the paramedics, 

the means of communication, and the integrity of the conversations were identified as 

potential areas of concern.  

 

Firstly, the period of time between an incident occurring and contact from a PSO was a topic 

of mixed feelings. While some interviewees prefer time to process the event before speaking 

about it with a PSO, others believe contact should be made sooner. For instance, a South 

Service paramedic recounted a call over a day after an incident was like ‘a slap in the face 

because it was a significant job the day before in the morning, but over 24 hours later you get 

a phone call… I couldn't hang up quick enough’ [Interview 43]. The timing of PSO contact is 

quite nuanced and differs based on the individual preferences. The following interviewee 
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provides a detailed suggestion for an alternative model of contact that allowed the individual 

to exert more control to shape the contact to their needs:  

I think we need to empower people to use the program and not necessarily 

enforce the program on people.  ‘Hi, this is Doug doing a peer support call.’  

‘I'm fine, thanks.  Thanks for the phone call.  Appreciate it.  See you later.’  Is 

that the right way?  I think we need to actually now start talking to our staff 

and saying, ‘what type of peer support do you want?’ I think that's where 

we could use technology to our advantage.  So you could generate an 

automatic message going out.  So as soon as peer support is activated, 

bang, ‘hey, Doug, peer support's been activated.  Do you need to speak to 

somebody now?  (a) No? (b) Yes.’ Bang, it fires back to the person who's 

doing the peer support activation.  Peer support required now. Interview 32 

South Service, Paramedic 

 

While the program is seen as generally effective, more flexibility in how it engages with 

employees and caters to their support preferences for contact type and timing would be 

beneficial. This may be through an auto-generated or personalised text message very soon 

after a critical incident occurs. Such an approach is likely to cater to a subset of employees 

who indicated that they do not engage with PSOs, but the contact is still important. This is 

because it is not the two-way communication that is important, but the acknowledgement of 

the difficult job they have attended. ‘I feel better that somebody cares, that Comms [The 

Communications Department] recognised that I had to do something difficult’ [Interivew 7, 

East Service Paramedic].  Hence, in some cases, it is not the timing that is particularly 

important but the contact itself, which may have the same effectiveness in a different format 

such as an initial text message which gives the employee control of whether and how they 

choose to respond to support.  

 

Paramedics suggest that the use of a text message – although it can be viewed as impersonal 

–gives the employee more discretion to make contact at a time that they can ensure they are 

able to talk privately and when they are ready. The following paramedic discusses this 

technique as applied by a PSO: 
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She'll send you a very gentle text and she'll follow it up in a week's time… So 

what I like about the texts is … if you need me, if you want to - and 

sometimes - that's the only time I've actually reacted to a PSO and texted 

back, you know, actually it was an awful job. Interview 45 South Service, 

Paramedic 

Overall, there was a small but notable degree of concern that employees exposed to major 

trauma could occasionally ‘fall through the cracks’ when they are not contacted in a 

reasonable time period (or at all). This is where the interaction and balance between the 

formal systems of support and the informal means of support become critical.  

 

Informal support from colleagues and family 

Informal support is complementary to the formal system in place in these organisations. In 

our survey, we found that most employees drew support from colleagues and family, and the 

least from frontline managers. Social support from colleagues and family can be effective at 

addressing the emotional and informational components of support. Support from 

colleagues, we found, is valuable for revisiting cases and exploring what happened and the 

clinical actions taken by the employee. Among each other, colleagues can discuss the 

technical aspects of often quite traumatic situations to better understand and process the 

event. This type of support usually cannot be provided by friends and family, who, according 

to our respondents, are better suited to discussing issues relating to the working conditions 

or other related stressors.  

 

Our interviews indicated there was high importance placed by staff on the informal 

interactions by paramedics in the ambulance vehicle or at the hospital following a traumatic 

event. This casual discussion, often involving ‘black humour’, replaces the need for formal 

debrief and allows employees to process information and relieve the state of hyperarousal.  

 

Colleague support is fundamental for assisting coping in employees exposed to critical 

incident stress. The scope of training seems to centre upon self-care, rather than caring for 

work colleagues and identifying signs and symptoms of stress-related mental illness, and how 

to respond and provide support to those suffering.  
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‘You might do a case that's very challenging… All you really want to do is speak to 

your peers… to go over how you went professionally’ [Interview 34, South Service 

Paramedic].  

The role of peers is vital as it fills a space that generally cannot be filled by close friends and 

family who are less familiar with the trauma associated with emergency service work. As 

another paramedic summarized, ‘You can't go home and tell people, I had a baby die today… 

then they become needy’ [Interview 34, East Service Paramedic].  

 

As these excepts demonstrate, family are not always a suitable sounding board for discussing 

difficult cases - peers are critical for this aspect of support. The difficulty associated with peer 

support however is the high workload experienced by many employees, particularly in the 

metropolitan areas. There is very limited down-time between cases, so ‘there's no chance to 

defuse after a job because they're bouncing you from job to job, you never get the chance to 

process what just happened because you're now onto the next event’ [Interview 11, East 

Service Clinical Educator]. There can also be a great deal of inconsistency between the peers 

rostered on in the same vehicle, which – particularly in larger stations – can lead to challenges 

forming lasting relationships. 

  

Informal support from frontline managers 

In our survey, over half of respondents indicated they receive no or little support from their 

frontline manager. Low frontline manager support was also noted to be related to higher 

incidence of PTSD and intention to quit, and lower job satisfaction in our study. As has been 

shown in a vast array of previous research, frontline managers play a key role in the 

experiences of employees (Hutchinson and Purcell 2010, Townsend et al 2011), hence 

understanding why frontline managers are not viewed as a primary source of support is 

important in further research. Certainly FLMs can and do play a formal role, however we focus 

here on the informal role that they can play supporting their employees.   

 

Interviewees suggested some key barriers to the provision of informal social support by 

frontline managers. These generally related to the frontline manager’s attitude (particularly 
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their expressed empathy), and their workload as it impacts availability for support. First, 

issues relating to mindset and attitude are best described by an employee:  

Oh, at [a city station] I had two team leaders, because I split between the 

two [stations], and they were polar opposites. One was very helpful and 

supportive. The other one was an elitist and didn't have any personal skills. 

Didn't know how to communicate with people. Apparently - well, not 

apparently - gave off the feeling he just didn't care. Yeah, it was like polar 

opposites. Interview 41 South Service, Paramedic 

While this response was not unanimous, there was a cohort of employees that expressed 

perceived deficiencies in frontline managers’ core support skills such as empathy, concern, 

and genuine compassion. This may be a result of a promotional process that does not 

adequately consider the emotional intelligence and skillset of frontline managers. Alternately, 

it may be that frontline managers are not all receiving the degree of development needed to 

provide the type of support that each individual requires.  

 

Another key theme in our data was that the workload or location of the frontline manager 

was a major hurdle in the provision of adequate support. There is frustration because FLMs 

‘might see [their team] at the start of a shift but they don’t get access to the staff because of 

workload’ [Interview 2, East Service Paramedic]. These issues of workload and availability 

seem to be compounded in some stations where FLMs are also required to spend a period of 

their day on the road responding to calls. As one regional manager explains:  

Their job was meant to be a team leader, to look after the staff. It wasn't to 

be a clinician. That was the sort of thing they were going to use if last resort, 

call these guys for backup if there's no one else. But they have used them 

and abused them and used them as a resource to treat patients. But in doing 

that, they now don't do their job properly as a team leader. Interview 71 

East Service, Regional Manager 

While at times the lack of FLM presence at stations means support cannot be accessed, clearly 

the seriousness of this issue varies by geographical location. In small regional and rural 

stations, so FLMs staff interaction can be limited because of time spent driving long distances 
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between remote towns. Other FLMs in regional locations are allocated to work on the road 

and are rarely in the station themselves. In busy metropolitan stations, the FLM can be subject 

to such a heavy workload that they are unable to meet with staff particularly where teams 

are very large. Some FLMs in metropolitan stations in the East service reported that – as staff 

here do not return to the station between jobs – it can be impossible to have face to face 

contact unless FLMs visit the nearby hospital and catch employees on the ramp. There is 

however, substantial variation and no clear answers that apply consistently across the 

organisation.   

 

Toward a balanced support system 

 

First responders are subject not only to regular trauma exposure but a range of work 

conditions that can create a high level of stress in their everyday lives (Granter et al., 2018; 

Sterud, Hem, Ekeberg, & Lau, 2008). To achieve the highest level of reliability and safety in 

the services provided to the community, first responders must operate in an environment 

where they are adequately supported. For one employee, suitable support may be a chat with 

a peer support officer following a traumatic incident. For another, it may be a discreet visit to 

the psychologist, or to defuse with friends after work at the pub. The preferred support 

pathway will change, with time and personal preference, according to the type of trauma 

exposure, or due to other personal events occurring concurrently. Support preferences are 

changeable, and they are personal. As noted there is a particular historical culture in the 

service which can both create stress and mitigate against support. Consequently, changing 

the system is required. The system (formal and informal interacting) must evolve to be more 

open and supportive while recognising that systems of support need to align to the workplace 

as it currently stands and not as it ought to be.  

 

Our research offers messages that will be of value to other emergency service organisations. 

The formal support systems need to maintain the utmost degree of integrity and separation 

from management and other processes. If employees are to utilise the system they must feel 

confident it is a confidential process and that interaction with it will not be detrimental to 

their career. Where an aversion to using the formal mechanisms develop among staff, this 
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will place undue pressure on the informal mechanisms, and the support system will become 

unbalanced.  

 

There are some potential improvements to processes and programs of the formal system that 

are evident from our case studies. Currently, in Australia, resilience training in tertiary studies 

for emergency responders is limited or non-existent. The responsibility for building employee 

resilience rests with the organisation. We cannot overstate the significance and value of high 

quality initial (during the induction process) and ongoing resilience training for employees, to 

better enable identification of mental health conditions in themselves and others, and 

provide tools to assist coping. Additionally, there is added value in developing these programs 

to extend, where possible, to the greater network of employees’ family and friends, given the 

importance identified of this support in our research and that of others (Evans, Pistrang, & 

Billings, 2013). 

 

The support system exists in the context of the psychosocial safety climate of the 

organisation. To strengthen this component of support, leaders must act to destigmatise 

conversations around psychological health, and to model positive behaviours of self-care, 

peer support, and facilitating post-traumatic growth. Team leaders and frontline managers 

are critical here, and support can be improved by developing managerial attitude and 

mindset, and addressing physical availability to employees. While emotional support needs 

appear to be addressed by family, friends, and - to a degree – colleagues, the frontline 

manager is key in providing the advice, direction and resources that aid recovery and coping. 

The learning here relates to balance; to minimise employee suffering and promote positive 

growth there must be equilibrium between formal and informal support mechanisms 

available to staff, resting on the psychosocial safety climate. Individual support needs are not 

identical, and they change over time, hence a robust system with multiple support pathways 

is the most desirable process.    
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