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How prehospital emergency personnel 2
manage ethical challenges: the importance
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Abstract

Background Ethical challenges constitute an inseparable part of daily decision-making processes in all areas of
healthcare. Ethical challenges are associated with moral distress that can lead to burnout. Clinical ethics support has
proven useful to address and manage such challenges. This paper explores how prehospital emergency personnel
manage ethical challenges. The study is part of a larger action research project to develop and test an approach to
clinical ethics support that is sensitive to the context of emergency medicine.

Methods We explored ethical challenges and management strategies in three focus groups, with 15 participants
in total, each attended by emergency medical technicians, paramedics, and prehospital anaesthesiologists.

Focus groups were audio-recorded and transcribed verbatim. The approach to data analysis was systematic text
condensation approach.

Results We stratified the management of ethical challenges into actions before, during, and after incidents. Before
incidents, participants stressed the importance of mutual understandings, shared worldviews, and a supportive
approach to managing emotions. During an incident, the participants employed moral perception, moral judgments,
and moral actions. After an incident, the participants described sharing ethical challenges only to a limited extent as
sharing was emotionally challenging, and not actively supported by workplace culture, or organisational procedures.
The participants primarily managed ethical challenges informally, often using humour to cope.

Conclusion Our analysis supports and clarifies that confidence, trust, and safety in relation to colleagues,
management, and the wider organisation are essential for prehospital emergency personnel to share ethical
challenges and preventing moral distress turning into burnout.
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Introduction

Patients affected by acute and severe illness are depen-
dent on emergency services manned with physically and
mentally well-functioning personnel. Thus far, there has
been focus on the fact that critical incidents, defined
as illness or injury that threatens the patient’s survival
[1], can have short-term as well as long-term negative
effects on the mental health and emotional well-being
of the prehospital emergency personnel [2]. In addition,
several studies with focus on ethical challenges in emer-
gency medicine [3—12] have recently elucidated the com-
plex and challenging clinical context in which the work
of prehospital emergency personnel takes place. In this
context, moral distress has received increased attention
during the past decades. In 1984 Jameton introduced the
concept of moral distress in nursing as resulting from sit-
uations “when one knows the right thing to do, but insti-
tutional constraints make it nearly impossible to pursue
the right course of action” [13]. Later studies including
other health care professionals [14] have contributed to
a broader understanding of moral distress. Morley et al.
[15], in their narrative synthesis of the literature, defined
moral distress as the presence of a causal relationship
between the experience of a moral event and the expe-
rience of psychological distress. Psychological distress is
described as the presence of psychological and/or physi-
cal reactions. These may include feelings like anxiety,
frustration, guilt, anger, sadness, psychological exhaus-
tion, helplessness, and depression. Physical symptoms
may include insomnia, nausea, migraines, abdominal
pain, tearfulness, and physical exhaustion. As in other
areas of healthcare moral distress has been described in
emergency medicine [16]. Moral distress is recognised as
a serious problem among nurses, physicians, and other
healthcare professionals as it negatively affects them
as individuals, as well as affecting their relations with
patients, relatives, colleagues, and external collaborators.
Moral distress is associated with burnout and the inclina-
tion to leave employment in healthcare [15, 17].

To meet these challenges some health care institutions
provide clinical ethics support services to assist health-
care professionals in managing ethical challenges and
reduce the risk of burnout from moral distress. Although
research into clinical ethics support is relatively new,
literature reviews evaluating specific ethics support ser-
vices like clinical ethics committees [18], moral case
deliberation [19, 20] and clinical ethics consultation [21]
have been published. To our knowledge, little is known
of clinical ethics support in prehospital emergency
medicine.

The purpose of the research project
This study is part of a larger action research project car-
ried out in collaboration with prehospital emergency
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personnel in the region of Southern Denmark [3]. The
overall purpose is to develop and test an approach to
clinical ethics support that considers the context of emer-
gency medicine and the local settings. This purpose is
supported by a grounding in practice philosophy and
empirical ethics [22, 23]. In this paper, we report on how
prehospital emergency personnel manage day to day eth-
ical challenges. In a previous paper [3], we reported on
how ethical challenges were experienced by prehospital
emergency personnel.
Method.

The Danish emergency services

The prehospital system in Denmark is three-tiered. The
basic resource is an ambulance manned by two emer-
gency medical technicians (EMT) or paramedics (PM)
[3, 24]. Following a caller’s contact with the emergency
dispatch centre, the healthcare dispatcher, commonly a
nurse, a PM, or an EMT, manages the call and dispatches
one or more of the following units: an ambulance, an
ambulance and a rapid response paramedic unit, an
ambulance and an anaesthesiologist-manned mobile
emergency care unit (MECU), or an anaesthesiogist-
manned helicopter service. MECUs are dispatched in
approximately one case in four alongside an ambulance
using a rendezvous model [11]. The dispatchers’ choice
of ground-based or helicopter-based supplementary unit
depends on the geographical location of the incident or
patient and is primarily based on the estimated response
time of the unit in question. In the region of Southern
Denmark ground-based rapid response units carry out
the vast majority of missions requiring a supplemental
unit.

Research design

Action research pertaining to interventions in health
care constitutes the overall methodological approach of
this research project [25, 26]. Action research is prac-
tice-based, sensitive to organisational context, and offers
a relevant research strategy when aiming to identify,
develop, and test context-sensitive forms of clinical ethics
support in prehospital emergency medicine. By actively
involving prehospital emergency personnel throughout
the process, it is likely that barriers to the development
of clinical ethics support can be identified and addressed.
The research project [3] is divided into three parts:

1. Identification of experiences with and management
of ethical challenges in emergency medicine.

2. Collaborative development of an approach to clinical
ethics support in emergency medicine.

3. Testing of the approach.
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The authors of this paper formed the core research group.
For the investigation of ethical challenges, and the devel-
opment and testing of various forms of clinical ethics
support the researchers were affiliated with the regional
prehospital research group, and collaborated with anaes-
thesiologists, EMTs and PMs from the emergency medi-
cal system of the Region of Southern Denmark. Further,
ad hoc collaboration was established with a prehospital
communications officer and prehospital educators in dis-
cussions of research activities, data analysis, communica-
tion, and the planning and testing of a context-sensitive
approach to clinical ethics support [3].

Data collection

The results reported in this paper are based on three
semi-structured focus groups conducted with EMTs,
PMs, and anaesthesiologists [3]. Focus groups were cho-
sen to elicit narrative data based on social interaction
amongst participants. The aim was to gain insight into
a variety of ethically challenging situations along with
clinical reasoning and social negotiations around the best
course of action for the patient [27, 28]. During focus
groups, participants compared and commented on state-
ments prepared to facilitate discussion. The focus groups
generated insights into experiences, management strate-
gies, reflections, and contrasting views among colleagues
on the topic of ethical challenges [3]. The participants
were recruited through an internal information network.
In this local setting, most ambulance crew teamed up
with the same partner during most shifts. The major-
ity of the anaesthesiologists had been manned the local
MECU s since the inception in 2006 and on average their
prehospital workload amounted to two to five monthly
24-hour shifts. In total, 15 EMTs, PMs, and MECU physi-
cians participated in the three focus groups [3].

Table 1 [3] shows the distribution of professional
background and gender of the participants in the focus
groups. On average the nine EMTs and PMs had been
employed in a prehospital services for 15.3 years, ranging
from 6 to 28 years. The six MECU physicians had been
employed in a prehospital service for an average of 13.9
years, ranging from 4 to 30 years.

Each focus group lasted two hours and were con-
ducted in a meeting room at the prehospital unit [3].
Participants and facilitators were all facing each other.
The focus groups took place during the late hours of the

Table 1 Focus group participants

Prehospital emergency personnel

MECU physicians EMT and PM

2 males, O female 2. males, O female
1 male, female 4 males, O female
1 male, 1 female 2 males, 1 female

Focus group 1
Focus group 2
Focus group 3
Total

4 males, 2 females 8 males, 1 female
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afternoon and sandwiches and soft drinks were provided.
Authors HB and LH facilitated all three focus groups,
while author LM participated as an observer and assisted
by collecting written consent forms and managing audio
recordings. As part of the focus group process one facil-
itator took notes on a flip chart in plain view for all to
comment on. Authors SM and DW did not participate in
the focus groups in any capacity due to their respective
positions as lead consultant of the MECU and head of the
department of quality and education. Three overall ques-
tions guided the focus groups [3]:

1) When and what kind of ethical challenges do you
experience in your work?

2) How do you manage these ethical challenges?

3) In what ways does your workplace provide support
for managing ethical challenges?

Audio files were transcribed verbatim. During transcrip-
tion and further processing of data, any names of persons
and places mentioned during the focus groups were ano-
nymised. Interview transcripts and photographs of the
flip charts were stored on a secure server.

Data analyses
Data was transferred to and systematised in NVivo (QSR
International, Burlington, Massachusetts, USA). The ana-
lytic procedure was guided by systematic text conden-
sation [29]. As data proved rich in descriptions of both
experience with and management of ethical challenges,
the research team decided to focus on each separately.
First, the analysis emphasised the experience of ethical
challenges in day to day work [3]. Second, the analysis
was focussed on the management of ethical challenges
and how personnel interact with colleagues and external
collaborators in the context of the emergency services.
The process of analysis was iterative involving mean-
ing condensation of each transcript followed by moving
back and forth between the condensed meaning units
and theoretical concepts. To analyse how prehospital
emergency personnel managed ethical challenges dur-
ing incidents, we drew on the concept of moral conduct
coined by Vetlesens and Nortvedt [30, 31]. In particular,
we drew on the idea of a three-part sequence of moral
conduct initiated by moral perception, followed by moral
judgment, leading to moral action. According to Vetle-
sens and Nortvedt [30, 31], moral perception is a precon-
dition for moral judgement and rests on the individual
being open to the world, and receptive to the events that
take place in it. Moral judgement encompasses the inter-
pretation, understanding, and balancing of the welfare,
interests, and rights of the parties concerned. The ability
to perceive what is morally significant and to feel affected
by a situation that affects the well-being of others is an
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expression of the individual’s capacity for empathy.
Empathy is thus an important aspect of moral conduct.

Results

Inspired by Avraham et al. [1] the analysis of prehospi-
tal emergency personnel’s management of ethical chal-
lenges are divided into activities before, during and after
specific incidents. Interview extracts are presented avoid-
ing redundant utterances.

1. Before incidents.

Mutual understandings and shared worldviews

The interpersonal environment of the local ambulance
station is important to how prehospital emergency per-
sonnel engage in specific incidents and how they manage
ethical challenges. The participants in the focus groups
discussed the development of “mutual understandings”
and “shared worldviews” as a basis for working together
in ethically challenging situations. Several participants
described how they distanced themselves from prehos-
pital emergency personnel at other stations for example
if these seemed more concerned with “getting home to
bed” than doing what was best for the patient. Another
example would be if colleagues spoke or acted disrespect-
ful when dealing with patients.

Managing emotions

The way emotions are viewed and handled is important
not just to the personal wellbeing, but also in relation
to how difficult situations may be handled. Prehospital
emergency personnel engage in emotionally demanding
jobs and face human suffering, tragedy, and death daily.
Having to pay attention, make decisions, and act in ethi-
cally challenging situations adds emotional strain. Several
participants in the focus groups described how their atti-
tudes towards the mutual expectations of “the right way”
to deal with their emotions at work had changed over
time.

In the old days, [ | we were told if you can’t handle
the sight of someone smashed in a traffic accident,
then you shouldn’t be here [ ]. It’s not like that today.
We can say I actually cannot handle this. I think
that was terrible, I would really just like some help
to get past it. (Text example 1)

EMTs and PMs pointed to more training and the employ-
ment of more female personnel as reasons for these
changes. Several participants explained how they rou-
tinely talked with colleagues about emotional reactions
to incidents nowadays. They also conveyed generally car-
ing about the well-being of each other and being involved
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in each other’s private lives more so now than they
used to. These changes in attitudes towards emotions at
work were described as related to changes in how the
job was now perceived and recognised as emotionally
demanding.

My father often said, he could not understand how I
could remain in this job, because as he said, you are
so soft. [ ] I thought a lot about that, [ | my answer
has become that I can remain in this job because
and not in spite of me being as soft as I am. So, in
essence, [ | if I need to cry over something, well then I
just do it. (Text example 2)

Some pointed out that this changed perception and rec-
ognition of their job as emotionally demanding would
sometimes be at odds with the public expectation of swift
and unaffected action in any situation, as well as with the
public perception of them as heroes setting aside their
safety to help patients. From the perspective of EMTs,
PMs, and MECU physicians, heroes are unsafe and fool-
hardy. Conversely, they view themselves as well-consid-
ered professionals who pay attention to guidelines and
struggle with what to do when the guidelines are contrary
to what they consider to be in the best interest of the
patient.

2. During incidents.

Moral perception

The focus groups offer many examples of the moral per-
ceptions involved in end-of-life incidents. In the example
below, a PM conveys his awareness of signs that indicate
the patient’s state of health relative to the consequences
of further professional action.

Now, we are not the ones to make the final decision
[concerning resuscitation], but it may take ten min-
utes for the MECU to arrive, and until then you try
to get as good a picture of this patient [ | as possible.
It may be the nursing home resident with all kinds
of ailments, who is still warm [without obvious signs
of death], and where you [according to legislations]
should actually start [resuscitation]. It may well be
that you quickly manage to call [the MECU to have
the physician order you to refrain from resuscita-
tion], (Text example 3)

Another PM explained trying to gather as much infor-
mation about the patient as possible to aid decision-
making further down the line, including decisions that
would prove ethically challenging. Several participants
described how they would try to get an understanding
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of the patient, for example by looking for clues around
the house, e.g. a pre-packed box of palliative medica-
tion. Discovering and developing an understanding of the
patient is part of what it means to perceive morally rel-
evant aspects of a situation.

Moral judgment

The focus group participants reported bringing various
resources into play when they reflect on what would be
the best possible action in specific situations. The phy-
sicians in particular referred to bioethical concepts such
as paternalism and autonomy, e.g. when considering
whether an individual patient was competent to make
their own decisions. One physician said he acted largely
in accordance with ontological ethics based on the idea of
human interdependence [32—34], while other colleagues
reported being guided by utilitarian principles.

Several participants referred to non-specific gut feel-
ings. Such sensory-emotional evaluations receive little
attention and are not recognised as valuable resources for
moral judgement the way cognitive-linguistic evaluations
are. In one focus group, a PM explained how he relied on
his gut feeling to guide his classification of a patient as
either competent or incompetent, and from that decided
on relevant actions in the specific situation.

It is very much up to one’s individual gut feeling.
And I mean, it's just nice to have the instructions
and the legislation too, and I also think it’s nice to
have the MECU to back you up. I may have a gut
feeling but then you can always just call the MECU
and be either confirmed or be told, no, we will just
transport him [to hospital]. (Text example 4)

A physician drew attention to his personal moral judge-
ment of particular patients such as rapists or violent
offenders and reflected on his difficulties in empathising
with all patients equally.

One is not that empathetic. That is, it's not necessar-
ily substandard, but it may well be that [the patient]
doesn’t get the whole package of empathy. Sometimes
you can be challenged by someone who is so unsym-
pathetic or outright repulsive that you have a diffi-
cult time delivering what you really ought to. (Text
example 5)

Further, participants discussed how their moral judgment
changed through their work with different patients over
time.

Who really decides whether a life is worth liv-
ing. I have personally had my boundaries moved a
lot after I started working at the centre for chronic
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respiratory insufficiency. We treat people who may
be paralysed from head to toe but still insists that
life is good and worth living. (Text example 6)

Moral action
The focus groups convey that EMTs, PMs, and physi-
cians have different tasks and roles, and therefore dif-
ferent room for manoeuvring when faced with ethical
challenges.

Moral action - EMTs and PMs

EMTs and PMs commonly work independently at the
scene and engage in moral perception, judgement, and
action on many occasions. Amongst the EMTs and PMs
of the focus groups, it is not uncommon to request sup-
port from a physician. Sometimes the physicians are
consulted because EMTs or PMs “need their backs cov-
ered’, sometimes they look for “an assessment of available
options’, or “help to settle a disagreement” In the fol-
lowing example, a PM contacted a physician because he
wanted to test his gut feeling.

My partner [in the ambulance] and I are faced with
some decisions to make... We do not always agree
on the decisions and sometimes we agree to disagree
and need the extra support or the extra point of view
[ ]. We need to call and discuss a patient [with the
MECUJ. (Text example 7)

Sometimes EMTs and PMs expect physicians to contrib-
ute to their moral actions in decisive ways. As they are
subject to the physicians’ decisions, it is important for
them to have confidence in the physicians” professional
competences, whether they agree with them or not.
Asked how he feels if a physician interrupts his treatment
of a patient with cardiac arrest and orders it stopped, an
EMT replied:

It depends on the situation, but [ | in the cases I've
been involved in, it has really helped a lot. Especially
when we're dealing with old people with dementia
and [ | cancer [ ] fortunately sometimes ‘an adult’
a physician, arrives, who can say stop, stop, stop [the
futile treatment]. That, to me, is terrific. (Text exam-
ple8)

However, sometimes EMTs and PMs feel overruled.
Particularly if the physicians do not make their reasons
explicit or do not take the considerations of EMTs or
PMs into account before taking action.

EMT 7: It’s obvious, if youve made a decision and
you're going one way, and then the MECU arrives,
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for example, and turn your decision around. To
some extent, it is OK, but it can make you feel a little
bit inadequate, feel that I didn’t do it well enough.
MECU 6: Yes, the issue of over-ruling [is not nice].
EMT 7: Yes, and that’s exactly why it’s important to
be open and say, well, based on this and that, we'll
make this decision, it is about including each other’s
opinion (Text example 9).

One EMT explained how various strategies were
employed to influence the physicians to take the kinds of
actions that a paramedic would prefer. Moreover, both
EMTs, PMs and physicians mentioned how collaboration
depended upon good working relations. Therefore, work-
ing with familiar staff is important. Several EMTs and
PMs mentioned that if disagreements arise, they would
try to point it out and initiate a conversation about it.
Asked how they do this, they replied:

EMT1I: In plain Danish.

MECUZ2: Hands off! [the patient]

EMT1I: Is it worth it? [to treat this patient]

MECU2: Are you sure that’s a good idea?

EMT1I: Yes, don’t you t'ink it’s a good idea?

MECUI: No, I'm discarding the adrenaline from the
syringe (Text example 10).

Sometimes the EMTs and PMs do not find it appropriate
to question or attempt to influence a physician’s decision
in front of a patient or their relative as this can potentially
undermine the patient’s feeling of being safe and well
taken care of. On occasions, EMTs or PMs disagree with
a physician to an extent where they see no other option
than to withdraw from the situation altogether. They do
so by turning to legitimate practical tasks unrelated to
the treatment of the patient, e.g. “turning the ambulance
around in the driveway”.

Moral action - medical physicians

Although knowing the thoughts and considerations of
EMTs and PMs are generally not the physicians’ top pri-
ority, some are conscious of actively involving EMTs and
PMs in the decision-making process.

If you must terminate cardiopulmonary resusci-
tation and make the call that this is futile treat-
ment, I usually look around at the team and then
ask, do we agree that this is futile? I know that the
final decision rests on my shoulders, so to speak, but
still, there may be someone in the team who either
finds it very surprising that we should stop or have
some information, which might change my position
[towards continued treatment]. (Text example 11)
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In addition, physicians are aware that their decisions and
actions, including their personal conduct, has an impact
on how an incident is managed overall. If a physician is
considered acting in an unprofessional, unreasonable, or
ethically questionable manner, it could affect the entire
team and their actions. During the focus groups physi-
cians commonly staged their professional competencies
as the starting point for assessing the optimal action in a
specific situation.

Professionalism is hugely important because it pro-
vides a firm standpoint. It should not be necessary
to talk about whether what we are doing out there
is good enough because we are acting optimally
according to the present conditions (Text example
12).

Several physicians stressed that it was important to them
to be busy with treatment-related tasks such as intuba-
tion or peripheral intravenous cannulation at the scene
and to manage the technical aspects well. However, as the
following text example illustrates, some physicians recog-
nised that their “obsession” with technical solutions did
not always bring about the best possible result.

I was summoned to an old woman who had a for-
eign body in her throat [ |]. We carry with us some-
thing called a Magill forceps, which we can use to
pry out foreign bodies from the throat and then we
save lives. The relatives were standing outside crying,
and I thought, wow, that patient is someone’s lovely
grandmother. We must do everything we can to help
her. I removed the foreign body that had caused the
cardiac arrest. It was relatively simple. I then went
outside the room and told the relatives that now we
had saved the life of the patient. Then they cried even
louder. It turned out to be the nursing staff who were
crying with relief that this tormented person had
now finally found peace. And then you think, oops,
that it would have been nice if you had known that
in advance, and maybe you had “hurried slowly’
right? (Text example 13)

Moreover, physicians are aware of and pay attention to
the legal implications of specific clinical assessments.

After all, it is a medical assessment whether you
think the person is competent or not competent, and
if you have decided that the patient is competent,
then it is straightforward in terms of legislation, you
cannot grab him and abduct him into an ambu-
lance. And then you might have some thoughts that
it would be best if he went to the hospital and stuff
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like that, but you just can’t do that. (Text example
14)

In addition to having the patient’s best interest at heart,
physicians’ actions are shaped by legal requirements.
Physicians are quite aware that what is legally warranted
may not always be what is best for the patient, and the
risk of a complaint plays a role in their decision-making.

If you're a [prehospital] physician and [ | you admit
everyone, your ass is never on the line. There will
never be a complaint. No relatives complain that
their relative has been admitted to hospital. Isn’t
that just fantastic! But they don’t understand what
it means to be hospitalised when you are 90 years
old, confused, and has dementia [ ] I sometimes have
a bad taste in my mouth about some of the things I
do. [ ] Not because I'm lazy, but it just... maybe I'm a
bit lazy, I don’t want any complaints, I am not inter-
ested in sticking my neck out like that (Text example
15).

3. After incidents.

Ethical challenges are difficult to share

The focus group participants recognise that they encoun-
ter a wide array of ethical challenges on the job [3]. They
pointed out that the medical implications and practi-
calities of an incident is often discussed, whereas ethical
implications for several reasons are not.

First, ethical challenges are emotionally taxing. As
described above, moral perception, judgement, and
action engage health professionals not just reflectively
but also emotionally. Participants explained that ethically
challenging situations can trigger thoughts and emo-
tions for a long time after the incident. Some conveyed
that doubt and uncertainty can linger about whether they
have done the right thing in a given situation. Others
described a sense of frustration in situations where they
cannot do what they consider right. Several participants
pointed out that ethical challenges can evoke feelings of
incompetence and guilt. To share and discuss ethical chal-
lenges can be emotionally as well as morally unsettling.
Furthermore, in the context of modern-day healthcare,
some participants expressed fear of repercussions should
they be found “guilty” of acting in ways considered
unethical. Some participants conveyed a general aware-
ness of the possibility of having errors exposed publicly
in the press or on social media. For one participant this
awareness has turned into a fear that his “whole life could
disintegrate” if he does not act appropriately in an ethi-
cally challenging situation. He referred to a specific situ-
ation where a colleague risked overlooking a broken leg
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of a woman covered head to toe in religious clothing out
of respect for her integrity. It would amount to medical
misconduct not to find and treat the leg.

Let’s take the example that “X” brought up about
some burka-clad woman sitting in a car involved in
an accident. There are rules and regulations that we
can'’t talk our way around. If I don’t discover that the
patient has a broken leg, then I can lose my liveli-
hood, I can lose my reputation, and my well-being...
my whole life can be dissolved. (Text example 16)

This description points to how the fear of mismanaging
an ethically challenging situation is linked to the fear of
not just compromising your personal and professional
integrity, but of being publicly exposed, and risking your
job. Such fears and worries are not conducive to sharing
thoughts or emotions related to ethical challenges in the
workplace.

Second, participants reported examples of organisa-
tional barriers. One such is the experience of EMTs and
PMs of being corrected by someone in charge if they
“bend the rules slightly” in the best interest of the patient
and to be able to live with their own actions.

EMTI: In the past we could, well, say there’s rigor,
that'’s fine, we'll stop right here.

MECU: Well, the legislation has been the same all
these years. We just had a practice of bending the
rules a little so that we could live with it. However,
every time someone [up higher] discovered it, it
was like [audible smack of hands] only doctors are
allowed to terminate treatment [when there are no
obvious signs of death], but you just think the patient
is dead, by all means [terminate treatment]. Never-
theless, it'’s got something to do with people’s sense of
security. (Text example 17)

Another barrier is the lack of a forum with “organisa-
tional impunity” for EMTs and PMs to discuss difficult
ethical challenges. All participants recognised that the
use of debriefing after critical incidents has become more
common in recent times and offers an occasional chance
to touch on emotional reactions to ethically challeng-
ing situations. However, this is coincidental rather than
intended. Likewise, turning to psychological treatment
after traumatic events or to address mental health issues
has become more widespread and acceptable, but is still
the exception rather than the rule.

But I've been there, where I received some psycho-
logical treatment and stuff like that. It is fantastic.
And it probably also means that you can manage a
little longer, if you can look a little inwards and say,
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stop, I guess I need a little help here. (Text example
18)

Rather than sharing, a widespread way of processing ethi-
cally and hence emotionally, challenging incidents is the
use of dark humour amongst colleagues, “when no one
else is around”

We really have a sick sense of humor, and I was glad
we were absolved from our sins by a crisis psycholo-
gist, who once said, that he recommended dehuman-
isation sometimes. That the use of grotesque words
to talk about grotesque experiences is actually okay.
And not a sign that we are emotionally detached as
long as we are able to act professionally and with
empathy. (Text example 19)

A few participants shared ethical challenges with a part-
ner, close relative, or friend, in particular if these were
also healthcare professionals. Several commented that
they would never burden their private relations with the
horrors of work.

Now that my partner is not a healthcare profes-
sional, I cannot come and share these considerations
[with her]. She would think I was part of a crazy
world where people die and there are bombs, explo-
sions everywhere, and things like that. At times when
I've had a girlfriend or a partner who was a nurse, I
could also share considerations [at home] within the
family. (Text example 20)

One participant conveyed that he finds relief in a reli-
gious belief when faced with the ethical challenges of
working with life and death on a daily basis.

If we can help the patient and the patient survives,
then his number wasn’t up. Should the patient die
even though we did everything we could, well then it
was his turn, his number had been drawn and that'’s
how it is. (Text example 21)

Professional confidence, interpersonal trust, and
organisational safety

The focus group participants gave examples of how they
share and discuss ethical challenges with colleagues.
They pointed out that sharing is important in maintain-
ing long-term mental health.

But I think those of us who make it, we are good at
talking to colleagues at work too. It is not always
conscious; it’s just a need we have to talk. (Text
example 22)
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Several focus group members said that ethically sensi-
tive conversations mostly take place in informal settings,
such as in the ambulance or MECU on route back to
the station after an assignment. It was important to the
participants that they had confidence in their conversa-
tional partner. Confidence was inspired by medical skills
and experience. Newly educated or newly recruited col-
leagues were not the first choice for sharing thoughts
or emotions around ethically challenging incidents. In
addition, it was of utmost importance that participants
felt they could trust the person to respond with care and
integrity. This was raised in the context of physicians dis-
cussing ethical challenges with EMTs or PMs.

Yes, but the better you know your paramedic at the
MECU [ ] the better the communication. You dare to
stand up for yourself, but you also dare to articulate
what the problems are, dare to articulate that you
may need some help. You should not underestimate
the possibilities that working 24-hour shifts with the
same man gives you. In other words, if you open up
yourself, you get something back. (Text example 23)

Equally, confidence and trust were important for
EMTs and PMs, who discussed ethical challenges with
physicians.

Then you also dare to ask afterwards, that was really
weird. What was this about? In other words, we use
our doctors a lot [ ]. You [the physicians] are asked
about both large and small matters subsequently,
right, [ | and it is usually to learn something for the
next time you find yourself in a similar situation.
(Text example 24)

Additionally, physicians pointed out that they have the
opportunity to discuss ethical challenges at mandatory
monthly group meetings for the MECU physicians.

So we talk about it at the monthly meeting for
MECU physicians. There we have a forum [ | and
opportunity to report cases where, I for example,
had been clumsy, or what have you, or: What would
you have done in a similar case? (Text example 25)

This forum was portrayed as providing confidentiality
and a safe space for discussing actions that could classify
as mistakes.

Yes, yes, exactly, but then opting out of treatment is
discussed and made explicit, it becomes like, legiti-
mate. Sometimes we even have it in writing that
this patient should not receive standard treatment
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because the person in question has abused the sys-
tem any number of times. (Text example 26)

Discussion

Professional confidence, interpersonal trust, and
organizational safety

Faced with ethical challenges, the moral conduct of pre-
hospital emergency personnel requires moral perception
and moral judgment to arrive at moral action. Further,
the management of ethical challenges hinges on taking
the requirements and demands of the prehospital emer-
gency services and, when applicable, the external collabo-
rators into account. When ethical challenges arise, they
are often accompanied by emotions such as doubt, inse-
curity, inadequacy, and guilt. One participant expressed
fear of losing his livelihood, reputation, and well-being in
certain circumstances (text example 16). Some partici-
pants talked of individual management strategies, such
as turning to religious or spiritual thought (text example
21) or sharing with a partner, close relative, or friend
(text example 20). The use of dark humour is an integral
part of how colleagues generally interact when outsid-
ers are not present (text example 19). When prehospital
emergency personnel involve colleagues in a dialogue
on ethical challenges, confidence in their professional
experience and competence is fundamental, just as inter-
personal trust is a prerequisite for sharing. Professional
confidence and interpersonal trust is built up over time
and through regular collaboration (text examples 23 and
24).

The literature on inter-collegial trust in healthcare is
limited. One example is Calnan and Rowe who, in their
book “Trust Matters in Healthcare” [35], write about
trust among clinicians. The authors find that medical
competence is central when clinicians build trust in each
other. However, being technically skilled is not sufficient.
Interpersonal values like confidentiality, honesty, reliabil-
ity, and good manners are equally important. In addition,
the clinician must act in the patient’s best interest. Earlier
trust among clinicians was achieved through hierarchical
systems, but today, so the authors claim, trust is built and
maintained over time. The assessment of confidentiality,
honesty, reliability, and medical competence is an ongo-
ing process. Further, the authors describe how clinicians
can lose confidence in a colleague if their medical com-
petencies are brought into serious question. Minor flaws
are accepted. More importantly, confidence can be jeop-
ardised if someone fails to show respect for a colleague.
The authors find that a low level of trust causes a lack of
confidence and increased criticism that in turn perpetu-
ates the lack of trust within a team. A high level of trust
leads to openness, better communication, and effective
working relationships.
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In our study, the prehospital emergency personnel
predominantly point to informal forums as the context
were ethical challenges are discussed. They report that
they deliberate on ethically challenging situations in the
ambulance or MECU on route back to the unit’s base.
There are several reasons why prehospital emergency
personnel do not discuss ethical challenges more broadly
in the organisation. EMTs and PMs do not appreciate a
sense of being publicly corrected (text example 17) and
they do not have a forum with organisational impunity.
Medical physicians are invited to present and deliberate
on incidents that turned out in unwanted or unintended
ways at monthly group meetings (text example 25).
Although a younger physician expressed hesitation, as he
did not feel confident enough to present his ethical chal-
lenges, several other physicians voiced their appreciation
of this organisational opportunity to share and found it
useful (text example 26).

Our study indicates that prehospital emergency person-
nel need to feel confident in and to trust their colleagues
and managers if they are to share the ethical challenges
they experience at work. French et al. [8] describe that
emergency medical service professionals prefer to discuss
ethical conflicts with peers, friends, family, and union
delegates rather than following the formal organisational
procedures (turning to a superior). This is because peo-
ple who are not representatives of the organisation are
viewed as more empathetic and can be consulted with-
out fear of the legal repercussions that could follow from
a formal process. Thus, a lack of trust is the primary
reason for them not to engage with organisational pro-
cesses or supporting committees. Calnan and Rowe [36]
provide a general description of what characterises trust
relations between clinicians and managers. In contrast to
trust between clinicians, which is largely based on medi-
cal competence, trust in managers is driven by honesty
and accessibility, but also to the extent to which they act
in the interests of the clinical practice. Clinicians lose
confidence in their managers if they appear to prioritise
meeting government targets over clinical needs. Clini-
cians distrust managers “if their involvement in running
service was seen as interference with clinical decision-
making and indicated a lack of respect for clinicians’ pro-
fessional judgement and autonomy. “Distrust was created
particularly when clinicians felt managers were inter-
fering to save money but this results in poorer patient
care” [36]p137. Trust, on the other hand, is reflected in
clinicians’ desire to share confidential ethical challenges
related to patient care with their managers.

Professional background, moral judgement, and
possibilities of action

In addition to legal requirements, medical guidelines, and
demands from external collaborators, the professional
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background of prehospital emergency personnel influ-
ence moral perception, judgement, and action in specific
incidents. Although the purpose of our study was not to
investigate differences between physicians, EMTs, and
PMs we found that physicians pay attention to what they
can and must do medically and technically (text example
12, 13), to avoid complaints and court cases more so than
EMTs and PMs. Further, physicians include theoretical
perspectives to a larger extent when they reason about
their actions.

Several studies indicate that there are differences in
the ethical reasoning of different healthcare profession-
als. A survey based on 2129 respondents conducted
by Telleus et al. [37] showed that caregivers like nurses
more often assess ethical challenges in a relational posi-
tion while physicians more often take a deontological
position. Concurrently, Telleus et al. [37] discuss that
although some empirical studies have been conducted
on ethical decision-making processes among healthcare
professionals most studies are theory driven. One excep-
tion is a study by Agledahl et al. [38] based on participant
observation among 15 physicians from different medical
specialities. The authors describe how physicians handle
ethical challenges in clinical settings. Across medical spe-
cialities, physicians approach ethical challenges in a rela-
tively uniform way. They break down the patient’s history,
amplify the patient’s complaints, and categorise them
according to medical symptoms. Focus is directed at the
patient’s functional level and existential aspects remain
unexplored.

Another exception is an interview study conducted by
Hurst et al. [39] investigating physicians’ handling of eth-
ical challenges. The authors interviewed internal medi-
cine physicians, oncologists, and physicians in intensive
care units about the ethical challenges they had experi-
enced and how they acted. The authors found that when
physicians are confronted with an ethical challenge, they
seek assistance and try to avoid a conflict, protect their
own integrity, conscience and reputation, and protect
the group of people involved in the decision and their
integrity.

In our study, we found that prehospital emergency per-
sonnel base moral judgment on the perception of morally
relevant information and clues in the environment. EMTs
and PMs described relying on their gut feeling (what we
have termed sensory-emotional evaluation) and on phy-
sicians’ assessment of the situation. Further, physicians
pointed to clinical guidelines, legislation, and bioethical
concepts. To our knowledge, there is no literature ana-
lysing the process of moral judgment among EMTs and
PMs. Goethals et al. [40] have described moral reason-
ing and behaviour among nurses in a literature review.
Nurses’ ethical reasoning is a complex process based on
moral theories, ethical principles, and situational aspects
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embedded in the specific context of the nurse-patient
relationship. Ethical reasoning emerges from the patient’s
need for care and is influenced by the nurse’s relationship
with the patient’s relatives and the team in the clinical
context. The authors conclude that the ethical behav-
iour of nurses is closely tied to relational and contextual
aspects of care.

In our study, EMTs and PMs are legally obliged to
answer to physicians’ decisions. It can prove difficult for
EMTs and PMs to act against their own moral judge-
ment when they do not agree with physicians. Some try
to indirectly influence the physicians towards the desired
sequence of events or comment directly on physicians’
choices (text example 10). Sometimes EMTs and PMs
refrain from getting involved if overt disagreement is
deemed irreconcilable with good patient care. For some
EMTs and PMs, at times, the only solution can, be to
leave the scene in order not to take on responsibility for
actions they disagree with and to demonstrate their dis-
approval. Physicians, on the other hand, are aware that
they are accountable to medical guidelines and legisla-
tion, as well as being responsible for the team collabora-
tion to achieve the best possible outcome for the patient.

Our and other studies describe how the considerations
of healthcare professionals are influenced by their work-
ing conditions and medical disciplines (somatic [41, 42],
psychiatry [43, 44], primary health care [45, 46]), as well
as their position and responsibility (nurses [14], physi-
cians [47, 48]). However, our study clarifies an interdis-
ciplinary perspective in moral conduct that stresses the
asymmetrical power relationship between physicians,
EMTs and PMs. Consequently, EMTs and PMs discreetly
try to influence physicians’ decisions. If that is not pos-
sible, they may withdraw from direct engagement in
patient care. EMTs and PMs convey that this is moti-
vated by their commitment to protect patients and rela-
tives from experiencing disagreement or conflict between
the prehospital emergency personnel in a distressing
situation. Further, they do not want to jeopardize their
own professional reputation or risk hampering future
interdisciplinary collaboration. Overall, the EMTs and
PMs weigh their professional integrity against protect-
ing patients and securing future working relations with
physicians. Articulating ethical challenges that bring
the asymmetric power relations into question may have
major personal and professional consequences for the
individual EMT or PM. Therefore, these cases are deli-
cate, and those who articulate them are vulnerable. Para-
doxically, asymmetric power relations is one key barrier
to clinical ethics support [49], while at the same time
offering a framework for structured dialogue on the con-
sequences of power relations amongst prehospital emer-
gency personnel [19].
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Personal capacity for empathy as essential for moral
conduct

According to Vetlesen and Nordvedt [30], moral conduct
is a result of the emotional-cognitive process of moral
perception and judgement resulting in action. Funda-
mental to any moral conduct is the ability to be receptive
to the moral significance of a specific situation, and how
the situation affects the well-being of the people involved.
“Emotions are active and indeed indispensable in disclos-
ing to us that others’ weal and woe is somehow at stake
in a given situation” [31]. The individual’s emotional life
resonates with his or her ability to empathise with oth-
ers. The ability to empathise is developed exactly through
growing up with others. Moral conduct in emergency
services, as elsewhere, is based on the perception of what
is morally significant, which is ultimately a result of the
entire personal biography, including experiences at work.
The personally developed capacity for empathy is a foun-
dation for doing the job and is challenged, developed, or
hampered on the job. The growing acceptance of psycho-
logical treatment (text example 18) may come with the
risk that challenges associated with moral behaviour are
privatised and individualised. The relevant and natural
psychological reactions prehospital emergency person-
nel experience because ethical challenges may even be
seen as pathological. Even if individual psychological
treatment can provide an opportunity to reflect on work-
related ethical challenges, it does not support organ-
isationally grounded and collective ways of developing
strategies for managing ethical challenges. This contrasts
with generalising and normalising the emotional ability
that forms the basis of moral perception, which is fun-
damental for prehospital emergency personnel to make
decisions based on a moral assessment of a specific situ-
ation. Privatisation hinders an important dialogue about
the psychological protection and well-being of personnel
who are expected - and consider it an important part of
the job - to empathise with their patients.

Establishing clinical ethics support

Moral case deliberation [50]is one of several different
ways of organising clinical ethics support. In a literature
review, Haan et al. [19] describe the impact of moral case
deliberation in healthcare settings. The authors identify
four thematic clusters: (a) changes that are brought about
on a personal and inter-professional level, concerning
the healthcare professional’s feelings of relief, related-
ness and confidence; understanding of the perspectives
of colleagues, one’s own perspective and the moral issue
at stake; and awareness of the moral dimension of one’s
work and of the importance of reflection; (b) changes that
are brought about in caring for patients and families; and
(c) changes that are brought about on an organizational
level. Moreover, the authors identify a cluster of themes
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concerning (d) facilitators and barriers in the preparation
and context of MCD, i.e., a safe and open atmosphere
created by a facilitator, a concrete case, commitment of
participants, a focus on the moral dimension, and a sup-
portive organisation.

Traditionally, professionals embedded in a medical cul-
ture are reluctant to share ethical challenges with outsid-
ers, as they can be seen as being disloyal to colleagues
[51]. The inclination to share ethical challenges differs
between various healthcare professionals. While nurses
find it very important to share their ethical dilemmas
and decisions with other nurses and to receive support
[40], physicians are more reluctant to do so [49]. Yet our
analysis supports other studies [14] showing that moral
conduct — involving moral perception, judgement, and
action — is rarely understood or acted on by health pro-
fessionals as a simple matter of right or wrong. By con-
trast, ethical challenges are commonly staged as complex
situations involving decisions and actions dependent
on legal, medical, and organisational demands [3, 8].
For these reasons, individual coping strategies are not
enough to address moral distress. The development and
testing of context sensitive forms of clinical ethics sup-
port in the prehospital emergency services of the region
of Southern Denmark will be discussed elsewhere.

Strength and limitations

The results of the study are based on data generated
using mixed focus groups with the participation of both
MECU physicians, EMTs and PMs. Focus groups may
offer a safe place for participants to reflect on topics that
are difficult to talk about, e.g. because of stigmatization
or taboo. By including MECU physicians, EMTs and PMs
we have ensured sufficient dynamics in the focus group
for different experiences, perspectives and coping strate-
gies to be articulated. However, the presence of MECU
physicians in the focus group could have had the con-
sequence that not all EMTs and PMs experienced the
focus group as a safe place, which is why they may have
withheld important and relevant perspectives. Neverthe-
less, a rich and diverse data material was collected and it
became clear that there were different areas of responsi-
bility and opportunities for moral action depending on
whether it was MECU physicians or EMTs and PMs who
experienced ethical challenges.

A limitation concerning external validation to other
healthcare branches is that generally, in healthcare ser-
vices, female employees are overrepresented. In Den-
mark, however, in the prehospital emergency system, the
personnel traditionally consists mostly of male employ-
ees. Although this trend is slowly changing, the gender
distribution in the focus groups reflects the gender distri-
bution at present.
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Moreover, the participants were recruited through
information about the purpose of the study. This may
have resulted in an overrepresentation of prehospital
emergency personal who were particularly interested in
ethical challenges. By not necessarily forming a repre-
sentative sample of prehospital personnel, this study can-
not quantify the overall incidence of ethical challenges
among prehospital emergency personnel.

Despite the limitations described above, our compre-
hensive descriptions of the context of the research proj-
ect may enable readers from other parts of the healthcare
system to assess differences and apply our findings with
relation to their clinical practice. We thus have sought to
enhance the transferability of the study’s results through
a reader-based analytical validity.

Conclusion

Ethical challenges were accompanied by emotions such
as doubt, insecurity, inadequacy, and guilt. The prehos-
pital emergency personnel employed informal manage-
ment strategies, such as talk on route back to the station
or during breaks, sharing with a partner, close relative,
or friend, but mainly if they were health professionals,
or in many cases, the use of dark humour. Our analysis
supports and clarifies that confidence, trust, and safety in
relation to both colleagues and management are essen-
tial for prehospital emergency personnel to share ethi-
cal challenges. Thus, preventing moral distress turning
into burnout or the inclination to leave employment in
healthcare is closely associated with skills and experience
of colleagues, the extent of interpersonal trust, and with
organisational support and safety.
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