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Abstract  

Ambulance service employees have higher levels of sickness absence (SA) compared to other 

populations. Understanding key factors that are associated with SA are crucial in developing 

interventions to improve SA. Therefore, the aim of this thesis was to investigate SA in one UK 

ambulance service and its association with stress and coping styles whilst developing ways in 

which it can be improved. This multi-method thesis included a systematic review (study 1) and 

an exploratory, sequential mixed methods study (study 2). 

Prior to the experimental study, a systematic review was conducted to establish interventions 

that were effective in reducing sickness absence. Due to limited research in the ambulance 

service, interventions for healthcare workers were evaluated. Study 1 found three interventions 

that were effective in reducing SA, however, these interventions were inapplicable to the 

ambulance service due to problems regarding the timing, location and acceptability of delivery.  

Due to the ineffective application of current SA interventions to ambulance staff, study 2 aimed 

to further investigate sickness absence in this context. Study 2 consisted of a explanatory, 

sequential mixed methods study with a quantitative phase followed by a qualitative phase of 

research. Within the quantitative phase, variables of interest (workload, perceived control, 

responsibility and social support) were examined in relation to coping styles (rational, 

emotional, avoidance and detached) and sickness absence across a 6-month time period. Data 

were collected using three self-report questionnaires to investigate the association between 

stress (NIOSH Job Stress Questionnaire and Daily Hassles-Revised), coping styles (Coping 

Styles Questionnaire) and SA in one UK ambulance service (n = 101). Full-time employees 

were recruited from one ambulance service in the United Kingdom using an opportunity 

sample. Data were analysed using negative binomial regression and results suggested an 

association between a decrease in social support and an increase in SA, an association between 

avoidance coping, mixed coping styles and an increase in SA compared to rational coping 

styles.  

The qualitative phase of the study recruited a diverse range of participants from the quantitative 

phase using maximum variation sampling. This allowed participants with varying levels of SA, 

work-related stress and coping styles (n = 12) to be interviewed about their reasons, 

experienced and perceptions of SA. Data were collected using in-depth semi-structured 

interviews and found that participants were engaging in SA to maintain their wellbeing and to 

protect others. An overall negative perception of SA was found amongst participants who 
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perceived a strict and unfair SA policy. SA was also used as other types of leave and 

participants discussed engaging in presenteeism rather than SA.  

The findings of this thesis are paramount in developing interventions with a specific focus on 

developing appropriate coping styles and increasing social support to improve SA within this 

population. Despite this, there are several limitations of the current research including the 

exclusion of part-time employees, the self-selecting nature of the recruitment methods and the 

measurement of perceived rather than physiological measures of stress. Nevertheless, this 

thesis contributed to the understanding of SA in the ambulance service by offering an insight 

into the associations between stress, coping styles and SA.  
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Chapter 1 Introduction  

Ambulance service employees in the United Kingdom have one of the highest levels of 

sickness absence compared to other occupations within the National Health Service (NHS) 

(NHS Digital, 2018). In 2018, sickness absence rates for ambulance staff were 5.44%, 

compared to police (between 0.80% and 5.00%), nurses (3.08%), medical staff, such as doctors 

and dentists (1.29%) and the general population (2.00%) (Office for National Statistics, 2019).  

The Heart of England NHS Trust (2010) defines sickness absence as a period of leave from 

work occurring when an individual or their General Practitioner (GP) assess the individual as 

being unfit to attend work due to the sudden onset of illness, chronic condition or accident. 

Previous research into sickness absence indicates several consequences of high sickness 

absence on employees and the organisation. Increased levels of sickness absence can impact 

productivity, motivation, quality of life, staff performance and patient care (Boorman, 2009; 

Trybou et al., 2014). Moreover, sickness absence is expensive, with the NHS stating that they 

spend £2.4bn per year on staff absences (NHS England, 2015). Therefore, it is evident that 

there are significant financial costs of sickness absence on the organisation (Markussen, 2012).  

Due to the current NHS financial and staffing crisis (House of Lords, 2017; Leys, 2016) in 

addition to recent political changes such as Brexit in the UK, causing uncertainty for the future 

of the NHS (Baird & McKenna, 2019; Office for Budget Responsibility, 2018), reducing high 

levels of sickness absence has been and continues to be a priority across the NHS (Boorman, 

2009).  

For ambulance services, there already exists variability in sickness absence, demonstrating that 

obtaining lower levels of sickness absence in the ambulance service is not unachievable. For 

example, in 2018, West Midlands Ambulance Service (WMAS) presented the lowest sickness 
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absence rate of 3.48% compared to the North East Ambulance Service (NEAS) who presented 

the highest rate of 6.17%. For the other services, such as East Midlands Ambulance Service 

(EMAS), sickness absence rates are moderately high, reporting a rate of 5.45% in 2018 (NHS 

Digital, 2019).  

Moreover, within the Boorman review (2009), Boorman identified that reducing sickness 

absence by a third would save £555 million. Similarly, an independent report into sickness 

absence in EMAS published by FTI Consulting, demonstrated that reducing sickness absence 

to a similar level as WMAS (3.80%) could save the service £5.7 million (FTI Consulting, 

2015). Currently. targets are in place for the NHS to reduce sickness absence rates across the 

service to 2.9% by 2022 (Carter, 2018). Therefore, by reducing sickness absence rates, the 

NHS could save money whilst improving staff motivation, productivity, performance and 

patient care (Boorman, 2009; Trybou et al., 2014).  

In order to effectively reduce sickness absence within the ambulance service, an understanding 

of factors that contribute to high levels of sickness absence is required. Statistics demonstrate 

that out of the 5550 absences recorded in 2018, the main causes of sickness absence were 

gastrointestinal (26%), cold, cough and flu (14%) and anxiety, stress, depression and other 

psychiatric illnesses (11%) (East Midlands Ambulance Service, 2019). This suggests that two 

of the biggest contributing factors to sickness absence (gastrointestinal and influenza) stem 

from illnesses caused by infectious diseases and the immune system’s inability to fight these 

pathogens, resulting in ill health (Segerstrom & Miller, 2004).  

The third biggest contributor, stress and psychiatric illness, is not directly due to an infectious 

disease, however, theory has argued that stress increases the chances of becoming ill. A 

theoretical framework (Figure 9) has been developed due to the multitude of theories in the 

psychological and occupational literature, which can be found in Chapter 2 (section 2.4.4).  

This theoretical framework is an amalgamation of several theories, which help explain the 

relationships between stress, coping styles and sickness absence. For example, theories such as 

the Person-Environment Fit (French et al., 1974) proposed that if there is a lack of fit between 

the individual and their environment, they will experience stress, which will subsequently lead 

to illness1. Furthermore, Segerstrom and Miller (2004) highlighted that hormones secreted as 

part of the stress response (such as cortisol and adrenaline), impacts the white blood cells 

 
1 There are a multitude of theories that help explain the relationship between stress and sickness absence, 

which will be explored in Chapter 2 
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involved in the immune response and makes them unable to attack pathogens. This results in a 

compromised immune system, which makes the individual more susceptible to illness 

(Dhabhar, 2009).  

In addition to stress having an impact on the immune system, previous research into ambulance 

wellbeing has identified that employees experience increased stress compared to the general 

population (Young & Cooper, 1995). These stressors have been identified as a lack of 

managerial support, shift work, a high level of responsibility and a lack of resources (Mahony, 

2001; Sterud et al., 2011) in addition to responding to medical emergencies (Avraham et al., 

2014) and daily stressors that exist outside of the working environment (Larsson et al., 2016). 

Donnelly (2012) further argued that occupational stressors, like those outlined by Sterud and 

Mahony, are often the most detrimental as they are persistent and enduring. Therefore, given 

that stress has a profound impact on the immune system, is one of the biggest contributors of 

sickness absence in the ambulance service, and is considered as a widespread experience, it is 

a factor that requires further exploration.  

Stress is defined as "a relationship between the person and the environment that is appraised 

by the person as taxing or exceeding his or her resources and endangering his or her wellbeing" 

(Lazarus & Folkman, 1984, p. 21). Stress occurs when individuals experience stressors, which 

are subjective events or situations that can provoke a stress response (Parasuraman & Alutto, 

1984). The definition of stress can be further divided into an individual’s subjective experience 

of a stressor (Eden, 1982) and their physiological reactions, such as increased heart rate (Selye, 

1956). If the stressor persists and the individual is unable to cope with it effectively, they are 

at risk of exhaustion, also known as strain, which negatively impacts their psychological and 

physical wellbeing (Quick & Henderson, 2016).  

Moreover, there are several types of stressors that have been extensively researched, including 

daily hassles and work-related stress. Daily hassles refer to “minor negative experiences which 

occur quite frequently on a regular basis” (Stefanek et al., 2012, p. 202). Examples of daily 

hassles include traffic and broken appliances, domestic responsibilities and financial concerns 

(Larsson et al., 2016). On the other hand, work-related stress (also known as job or occupational 

stress) refers to stress experienced within the working environment (Hassard et al., 2018). 

Throughout this thesis, these terms will be used interchangeably.  

Theories surrounding the relationship between stress and sickness absence also refer to coping 

strategies or styles as a mitigating factor between experiencing stress, illness and subsequent 

sickness absence. Kiecolt-Glaser and Glaser (1988) highlight that individuals often turn to 
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unhealthy methods of coping, such as consuming alcohol or demonstrate changes in sleeping 

patterns, which also affects the immune system. As a result, coping, or lack of effective coping, 

can also be seen as an influential factor that may affect sickness absence.  

Coping is defined as "the cognitive and behavioural efforts made to master, tolerate, or reduce 

external and internal demands and conflicts among them" (Folkman & Lazarus, 1980, p. 23). 

Cohen and Lazarus (1979) further state that the aim of coping is to decrease the effect of 

stressful situations and enhance recovery; adapt to or endure adverse circumstances; encourage 

positivity; balance emotions; and engage in fulfilling relationships with other individuals. 

Coping is not one, fixed behaviour but a construct that consists of several different actions 

(Skinner et al., 2003). Because of this, there are several terms in the literature such as coping 

strategies, mechanisms and behaviours that refer to the same process. A coping style refers to 

a combination of personality, locus of control (either internal or external) and perception of the 

stressor (Sahler & Carr, 2009). Furthermore, Coppens, de Boer and Koolhaas (2010) defined 

the term coping style as a “correlated set of individual, behavioural and physiological 

characteristics that are consistent over time and across situations” (p. 4021). Coping can, 

therefore, be defined as methods that individuals engage in to overcome or deal with a stressor 

in their environment. If this method is used consistently over time, this will become the 

individual's coping style.  

In summary, this thesis stems from a need to target and improve sickness absence within the 

ambulance service to reduce the financial implications in addition to promoting a healthy 

workforce. Statistics released by EMAS demonstrate that gastrointestinal illness, influenza, 

anxiety, depression, stress and other psychiatric disorders are the main causes of sickness 

absence within this population. Theory has also suggested a tentative association between 

exposure to stress, a lack of appropriate coping and sickness absence, which requires 

investigation in order to improve sickness absence within the ambulance service.  
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Chapter 2 Literature Review 

To further understand the relationship between sickness absence, stress and coping styles, this 

literature review will present an overview of the research evidence and theory related to these 

three concepts. The chapter will begin with a broad summary and explanation of the UK 

ambulance service followed by the conceptualisation and theoretical underpinnings of sickness 

absence. The chapter will then move towards a review of the research evidence, to provide an 

up-to-date understanding of the relationship between stress, coping styles and sickness 

absence. The literature review will then finish with an overview of the thesis’ aims and 

objectives.  

2.1 An introduction to the UK ambulance service 

In the United Kingdom, the ambulance service is the primary emergency care provider in the 

NHS (Craggs & Blaber, 2008). The service has played an essential role in shaping emergency 

care across the NHS, is often the first port of call for medical emergencies and responds to 

approximately 6.6 million incidents per year (Morse, 2017).  

The ambulance service has been in existence for over 60 years. Initially, the organisation was 

managed by either a local medical officer or fire chief. Until 1968, ambulance staff were 

employed as drivers and were only required to have a clean driving license and a first aid 

certificate (Pollock, 2015). Although the ambulance service has rapidly modernised throughout 

the 20th century, it was not until 2005 that the Health and Care Professions Council (HCPC) 

regulated and protected the title of paramedic (Craggs & Blaber, 2008). Since then, the central 

role of ambulance services is the emergency assessment, treatment and transportation of 

patients with a variety of acute and life-threatening illnesses and injuries (Caroline, 2008).  

The UK ambulance service is currently comprised of thirteen Ambulance Service NHS Trusts 

with five being NHS Foundation Trusts. Unlike NHS Trusts, Foundation Trusts are receptive 

to patients’ needs where local community members are able to have their say in the running of 

the service. Within ambulance services, there are a variety of different roles and responsibilities 

ranging from front-line staff who have direct contact with patients to support staff (Table 1).  
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Table 1. Roles and responsibilities within the UK ambulance service  

Job Role Description 

Ambulance Care Assistant/Patient 
Transport Service (PTS) driver 

Employees within this role assist with 
transporting patients to and from the hospital, 
including any outpatient appointments and 
admissions 

Patient Transport Service (PTS) 
controller 
 

 

Employees within this role are responsible for 
making sure that elderly or vulnerable 
individuals attend their appointments and often 
book transport in order for them to attend 
safely  

Call Handler/Control Assistant The primary responsibility for employees is to 
answer 999 calls and take details of the patient, 
that will be passed on to the emergency 
medical dispatchers 

Emergency Medical Dispatcher Employees use the information recorded by 
the call handler to dispatch the most 
appropriate resource to the patient, for 
example, an ambulance or helicopter 

Emergency Care Assistant/Emergency 
Medical Technician 

Individuals within this role work alongside 
paramedics to attend 999 calls 

Paramedic The role of a paramedic includes assessing, 
treating and making decisions about a patient. 
They or an Emergency Medical 
Technician/Emergency Care Assistant are 
usually the first healthcare professional on the 
scene of an emergency 

Specialist Paramedic Individuals employed within this role, 
including Consultant Paramedics, Advanced 
Paramedics, Emergency Care Practitioners, 
Community Paramedics and other similar titles 
have additional skills and qualifications that 
allow them to treat more patients. Some 
employees work on specialist units such as the 
air ambulance 

Support staff These include employees who are in non-
clinical roles and are involved in the day-to-
day running of the ambulance service. These 
include employees in human resources, 
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finance, administration, health informatics, 
estates and motor vehicle maintenance 

 

2.2 Defining sickness absence 

The term sickness absence originates from several scientific disciplines including 

epidemiology, economics, sociology and psychology. Each provides a different perspective on 

sickness absence and its conceptualisation.  

Sickness absence is a phenomenon that occurs in all workplaces and is another type of work-

related absence alongside annual leave, maternity/paternity leave and compassionate leave 

(Alexanderson, 1998). The origins of sickness absence are said to derive from the transition 

through employment “from the barter economy to the age of financial economy, to wage labour 

and to the welfare state” (Virtanen et al., 2005, p. 28). 

There are two types of sickness absence that are typically referred to within the literature. NICE 

(2019) define these are short-term sickness absences, characterised as absences that last up to 

four weeks and long-term sickness absence characterised as an absence that lasts between two 

and more than four weeks.   

Traditionally, the medical approach has investigated sickness absence as an outcome in 

randomised controlled trials (Biering et al., 2015; Loisel et al., 2005) whilst economic 

approaches have focused on the financial consequences upon the economy (Allebeck & 

Mastekaasa, 2004), the individual affected, income security and insurance (Pertold & 

Westergaard-Nielsen, 2018). In contrast to the medical and economic approaches, the 

psychosocial approach concentrates on identifying factors that contribute to sickness absence 

to further understand its role in society and on an individual’s behaviour (Ahmed et al., 1979).  

Lawson (1980) states that sickness absence occurs when an individual fails to attend work due 

to illness. Alexanderson (1998) builds on Lawson’s (1980) definition, stating that sickness 

absence is a period of leave from work due to an individual experiencing illness, which means 

they are unable to fulfil their social role of attending work. Sickness absence, therefore, occurs 

due to experiencing ill health or illness, which prevents an individual from attending work.  

Within both Lawson and Alexanderson’s definition of sickness absence, the individual is 

absent due to illness. Illness has been defined as “a feeling, an experience of unhealth which is 

entirely personal… often it accompanies disease, but the disease may be undeclared… 

sometimes illness exists where no disease can be found” (Marinker, 1975, p 82). This suggests 
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that an individual’s personal experience of their illness may impact whether they engage in 

sickness absence, which further aligns with Lawson’s and Alexanderson’s definition.  

Research suggests that an individual’s illness experience is influenced by several factors 

including illness behaviour, the manifestation of disease and determinants of health. Mechanic 

(1986) argued that an individual undergoes a process of illness behaviour, which includes 

observing their bodies for abnormalities, establishing and explaining symptomology and taking 

action. Individuals may observe symptoms that are due to diseases (Wade & Halligan, 2004), 

which manifest in the body through deviations in physiological functioning (Strickland & 

Patrick, 2015). Disease can be separated into two different disease types: Non-communicable 

and communicable diseases. Non-communicable diseases, which are non-infectious and cannot 

be spread to others include cancer and heart disease, often caused by genes, environmental and 

lifestyle factors such as diet or a combination of these (Kim & Oh, 2013). In contrast, 

communicable, or infectious diseases such as meningitis, HIV/AIDS and influenza are often 

caused by infections (Rappaport, 2012).  

An individual’s illness experience is further shaped through social and behavioural 

determinants of health. Mechanic (2000) proposed several social determinants of health, which 

are factors related to an individual’s social position that can influence health and illness: These 

include an individual’s social class, age, race, sex and ethnicity. For example, Berkowitz et al. 

(2016) found that individuals living in low-income areas have an increased risk of diabetes.  

Research has also focused heavily on the impact social determinants have on accessing 

healthcare (Taylor & Lamaro Haintz, 2018). In particular, Wallace, Ray and Degan (2018) 

found that poverty was related to individuals not attending doctors’ appointments due to 

problems with transportation. These social determinants of health can influence an individual’s 

illness experience through worsening existing conditions due to the inability to access 

healthcare or due to an increase prevalence of disease in certain populations (Mechanic, 2000).  

Alongside social determinants of health, there are also behavioural determinants, such as an 

individual’s perceptions of illness. Illness perceptions are defined as “cognitive representations 

or beliefs that patients have about their illness” (Petrie et al., 2007, p. 163). Research has 

suggested that an individual’s illness perception can influence their health-related quality of 

life, particularly with non-communicable diseases (de Rooij et al., 2018). This notion further 

highlights that illness is a personal and subjective experience.  

Parsons (1951) suggested the individual’s perception of their health and wellness may be an 

influencing factor in sickness absence, primarily the adoption of the sick role. Parsons 
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suggested that first, an individual does not take responsibility for assuming the sick role. 

Secondly, individuals excuse themselves from their day-to-day responsibilities, which could 

include excusing themselves from work. Thirdly, they experience a period of recovery with the 

need to recover quickly and finally, will turn to help-seeking to assist with recovery. It is the 

second factor, excusing oneself from day-to-day responsibilities that is the most relevant factor 

for sickness absence. Parsons (1951) also suggested that the relationship between physician 

and patient also plays a role. In particular, Parsons viewed medicine as a means of social control 

in which physicians could uphold the sick role by providing or withholding sick certificates.  

Burnham (2012) critiques Parson (1951) and Mechanic’s (1986) work on the basis that it does 

not apply to the current, modern-day world. Burnham suggests that sociologists have moved 

away from these concepts due to diverting their attention from illness to health and 

encountering more chronic health conditions. Although Burnham focuses on the American 

healthcare system, he provides some useful ideas to consider2. Burnham suggests the 

withdrawal from day-to-day responsibilities is becoming more challenging, which is possibly 

due to factors that motivate an individual to attend work, such as money (Thulesius & Grahn, 

2007). Furthermore, there has been a focus on preventative medicine, such as the use of human 

papillomavirus (HPV) vaccine in protecting against cervical cancer (Wang et al., 2015). 

Preventative medicine allows for health conditions to be prevented before they have occurred, 

which means that illness behaviours for some conditions are not required. Overall, this 

commentary from Burnham (2012) provides a powerful critique of early sociological theory. 

However, both the sick role and illness behaviour emphasise the importance of looking at the 

social response to illness rather than just the biological.  

Nevertheless, the above provides evidence to suggest that illness is subjective and arises due 

to a number of different social and individual factors. Overall, it suggests that the presence of 

a disease (whether infectious or not), an individual’s social status and perceptions of ill health 

can influence whether or not an individual engages in sickness absence.  

The definition of illness proposed by Marinker (1975) suggests that disease may contribute to 

experiencing illness and sickness but is not a necessary condition for them to occur. One 

example of this is musculoskeletal injuries, which are a major cause of sickness absence 

(Health and Social Care Information Centre, 2017). Injuries can occur in the workplace because 

of heavy lifting, uncomfortable posture and vigorous movements (Fredriksson et al., 2000). 

 
2 An in-depth, historical overview of the sick role can be found in Burnham’s (2012) paper 
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These injuries are sometimes not caused by pathological and physical processes that “deviate 

from the biological norm” (Marinker, 1975, p. 82) otherwise known as disease, but may 

contribute to an individual’s experience of illness. Therefore, sickness absence may occur with 

or without disease, but the individual’s experience of unhealth or in other words illness can 

contribute to adopting the sick role and therefore engaging in sickness absence (Alexanderson, 

1998). 

Drawing on this evidence, Lawson’s (1980) and Alexanderson’s (1998) definitions in their 

current form are not substantial enough as they do not provide clarification on the illness 

experience. For example, Lawson and Alexanderson provide no information on what the 

experience is and why the individual is experiencing it. Also, the definitions do not consider 

sickness as it excludes reference to help-seeking behaviours, which are a common part of 

experiencing sickness (as seen within the sick role and illness behaviour).  

As well as the individual’s perception of their health and wellness through illness behaviour 

and assuming the sick role, health practitioners may also influence whether an individual is 

absent from work due to illness. This stage is present within the sick role as turning to help-

seeking and within illness behaviour as taking action, as individuals could seek medical help 

through their General Practitioner (GP) or other healthcare professionals, who could offer a 

sick note3 that may support their illness behaviours (Money et al., 2010).   

As previously mentioned within Chapter 1, sickness absence is also defined as a period of 

absence from work occurring when an individual themselves or their General Practitioner (GP) 

assess the individual as being unfit to attend work due to the sudden onset of illness, chronic 

condition or accident (Heart of England NHS Trust, 2010). This definition of sickness absence 

expands on Lawson’s (1980) and Alexanderson’s (1998) definition by including clarification 

on the illness experience. For example, the individual is that unwell they are physically unfit 

to carry out their job and therefore must have a negative illness experience.  

Additionally, the definition expands to include non-disease related illness such as accidents, 

which Lawson’s and Alexanderson’s definition did not account for. Finally, the definition 

explains the role of the General Practitioner as well as the individual in the role of sickness, as 

reflected in the sick role and illness behaviour. Overall, it would seem that the Heart of England 

 
3 Also known as a fit note in the United Kingdom  
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NHS Trust’s (2010) conceptualisation of sickness absence is most suitable when considering 

the sociological perspective of health.  

This section has provided an overview of early definitions of sickness absence whilst 

considering their limitations and have discussed the terminology surrounding illness and 

disease leading to a more up-to-date conceptualisation of sickness absence. The next section 

will discuss the consequences of sickness absence to further understand why it should be 

further researched.  

2.3 Consequences of sickness absence  

Vingård et al. (2004) suggested that sickness absence has the potential to negatively impact the 

individual’s wellbeing and quality of life through limiting opportunities at work, impacting 

personal finances and increasing the chance of isolation. More recently, research has found that 

sickness absence has a profound impact on the health of an individual. Gustafsson and 

Marklund (2011) argued that sickness absence was a predictor for ill health, which was 

quantified as poor health, physical complaints and mental wellbeing. Similarly, Mänty et al. 

(2017) found that the longer an individual is absent from work due to illness, the more 

prominent the effect is on mental and physical health. Overall, these two studies provide some 

evidence to suggest that sickness absence has a negative impact on an individual’s physical 

and mental health.  

This is further supported by evidence that has found an association between sickness absence 

and future sickness absence spells. Hultin et al. (2012) found that short-term absence increased 

the likelihood that an individual would have a spell of long-term sickness absence five years 

later. Moreover, Laaksonen et al. (2013) found similar evidence to suggest that past sickness 

absence spells increased the risk of future sickness absence spells. Laaksonen and colleagues 

also highlighted that this association was stronger for men and individuals who had longer 

sickness absence spells. These studies provide evidence to suggest that a previous history of 

sickness absence could lead to future sickness absences. In particular, an individual is at a 

higher risk of future sickness absence episodes if they have a history of longer periods of 

sickness absence.  

With regards to the employee’s social environment, Knapstad et al. (2014) argued that 

individuals with consistently high levels of sickness absence perceived lower levels of social 

support. This was also found with perceptions of management support, which were low when 

an individual engaged in sickness absence. This evidence supports the notion that being absent 
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from work impacts the individual’s perception of their social environment, which could explain 

why individuals are at risk of isolation when they engage in sickness absence.  

Despite this, there is a lack of evidence to suggest why this is the case. For example, the 

research does not provide an explanation as to whether the sickness absence spells for both the 

past and future absence are the same, indicating a potential underlying health condition. 

Additionally, research does not suggest whether it is the negative consequences of sickness 

absence, such as feeling isolated from the workplace or the impact on mental health, that may 

lead an individual to take another period of sickness absence.  

Furthermore, research investigating the association between sickness absence and health have 

not focused on specific health conditions. For example, Gustafsson and Marklund (2011) 

looked at poor health but did not provide a definition of poor health. Therefore, it is unclear 

whether there are any specific associations between sickness absence and health conditions. 

By looking into the impact that sickness absence has on the individual, it is clear that there are 

several, negative consequences of sickness absence on the individual, which can impact their 

overall wellbeing.  

Although sickness absence can have a profound impact on the employee, NICE (2019) suggest 

that there a variety of barriers to managing sickness absence, particularly within larger 

organisations. The most prominent impact is financial (Markussen, 2012) with Bevan and 

Hayday (2001) stating that sickness absence impacts the employer directly and indirectly. The 

direct costs include paying the employee’s salary along with other benefits and the indirect 

costs stem from replacing the employee, either paying overtime for an internal employee or 

paying agency costs for an external candidate. Bevan and Hayday (2001) also highlight that 

there are other, significant costs related to time and resources that are required as part of the 

employee’s return to work. For example, line managers must schedule time to conduct a return 

to work interview and complete paperwork surrounding the employee’s absence. For 

organisations that already have a high workload, this has the potential to add pressure to these 

employers.  

Sickness absence is an important component within the working environment as there are 

several, negative consequences on the employee and the employer. Therefore, understanding 

the key components of sickness absence in an organisation is a crucial area of research in order 

to begin to look for ways to reduce sickness absence and their associated consequences. Several 

attempts have been made within the literature to explain sickness absence using several 
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organisational and specific sickness absence theories. The following section of this literature 

review will outline the two main theoretical approaches to sickness absence.  

2.4 Theoretical approaches to sickness absence  

There is general agreement in the literature that there are two main theoretical approaches to 

understanding sickness absence (Allebeck & Mastekaasa, 2004); the withdrawal hypothesis 

and the stress-reaction hypothesis (Schaufeli et al., 2009).  

The withdrawal hypothesis, also known as the pain-avoidance model, suggests that when an 

individual is not satisfied or lacks the motivation to do their job due to unpleasant 

circumstances at work, their levels of sickness absence increase (Chadwick-Jones et al., 1982). 

This is known as voluntary absence, as they are choosing to withdraw themselves from the 

working environment (Schaufeli et al., 2009). In contrast, the stress-reaction hypothesis 

suggests that sickness absence occurs due to increased exposure to stress in their working 

environment (Schaufeli et al., 2009). This approach suggests that sickness absence is an 

involuntary absence as an individual may be unable to carry out tasks at work due to illness as 

a result of stress exposure and subsequent ill health (Chadwick-Jones et al., 1982).  

2.4.1 The withdrawal hypothesis 

The conservation of resources theory (Hobfoll et al., 2018) suggests that individuals create, 

protect and attempt to preserve resources. Resources include a range of items such as physical 

objects (e.g. a car), work-related (e.g. status, employment), personal (e.g. self-esteem) and 

energy (e.g. money or knowledge) (Hobfoll et al., 2018). If these resources are threatened or 

lost, individuals may withdraw from the working environment and engage in sickness absence 

to prevent further loss of resources.  

Academics have argued that the conservation of resources theory can explain why employees 

use sickness absence as a withdrawal behaviour (Nguyen et al., 2013; Nielsen et al., 2016). 

Nguyen et al. (2013) and Nielsen et al. (2016) suggests that if the workplace threatens an 

individual’s resources, they may withdraw from that environment through the use of sickness 

absence. This theory is useful when applied to sickness absence as it could help explain why 

the duration of sickness absence increases when it is used as a withdrawal behaviour 

(Farquharson et al., 2012; Roelen et al., 2008; Ten Brummelhuis et al., 2013). As a result, the 

individual may stay absent from work until they believe there are no threats to their resources.  

Moreover, the attendance motivation theory has also contributed to the understanding of the 

withdrawal hypothesis (Steers & Rhodes, 1978). According to this theory (Figure 1), situations 
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or events occurring at work (such as job demands or relationships with co-workers), job 

satisfaction, the values and expectation of the individual, the ability to attend in addition to the 

pressures to attend work, influences employee attendance.  
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Figure 1. The Employee Attendance Process Model reproduced from Steers and Rhodes (1978) 
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Research has suggested that the withdrawal hypothesis is closely linked to factors such as 

protection, satisfaction and attendance motivation as, when an individual is not satisfied with 

their job or lacks motivation due to unpleasant circumstances, their sickness absence increases 

(Kristensen, 1991; Schaufeli et al., 2009). This has also been highlighted in the literature with 

Roelen et al. (2008), suggesting lower levels of job satisfaction were associated with an 

increase in the duration of sickness absence. Moreover, this relationship has been found among 

nurses who reported increased absence rates when they experienced reduce levels of job 

motivation (Ten Brummelhuis et al., 2013). As a result, low job satisfaction and a lack of 

motivation may partially explain why sickness absence is used as a withdrawal behaviour.  

Although the conservation of resources and attendance motivation theories may go some way 

to explaining the relationship between sickness absence and withdrawal behaviour, there are 

limitations. The attendance motivation theory does not specify sickness absence as an outcome; 

instead, it is employee attendance, that is the outcome. As outlined by Alexanderson (1998), 

there are several other reasons why employees are absent from work, such as authorised 

holiday, maternity and compassionate leave. The factors displayed in the model may not lead 

to sickness absence but instead could lead to an individual scheduling authorised holiday. This 

notion has been supported by literature that suggests that holiday serves as an escape from 

work (Backer & Schänzel, 2013). Therefore, this model may be referring to other types of 

employee attendance rather than sickness absence exclusively.  

What is interesting about these theories is that they both consider the influence of stress. The 

conservation of resources theory originated as an occupational stress model to explain what 

happens to individual resources when threatened with a stressful situation or event (Hobfoll et 

al., 2018). Similarly, with the attendance motivation theory, role stress is an influential factor 

in a job situation, which impacts job satisfaction. It could, therefore, suggest that stress is one 

of the unpleasant circumstances in the working environment that individuals who engage in 

sickness absence are avoiding.  

Additionally, increased stress exposure has been linked to low levels of motivation and job 

satisfaction (Chung et al., 2017; De Simone Silvia et al., 2016), which according to these 

theories, are influential factors in withdrawal behaviour. As a result, stress could be the 

common denominator and underlying influencer in sickness absence. 

2.4.2 The stress-reaction hypothesis  

The stress-reaction hypothesis suggests that sickness absence occurs due to prolonged exposure 

to stress (Schaufeli et al., 2009). This approach suggests that sickness absence is an involuntary 
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absence, as an individual may be unable to carry out tasks at work due to illness as a result of 

stress exposure (Chadwick-Jones et al., 1982). In contrast to the withdrawal hypothesis that 

mainly focuses on motivation and satisfaction, the stress-reaction hypothesis is more 

multifaceted and considers theories across a range of disciplines including psychology, 

sociology and medicine (Allebeck & Mastekaasa, 2004).   

In order to fully understand the stress-reaction hypothesis, it is important to first consider the 

physiological and psychological reactions to stress followed by specific occupational theory 

that further explains the association between stress, coping styles and sickness absence. 

Stress was first described as a physiological reaction to stressors through Selye’s (1936) 

General Adaptation Syndrome (GAS). Within his theory, Selye suggested that the body 

undergoes several physiological changes in which the body’s resources eventually deplete 

leading to wear and tear. Within the original theory, there were three stages: alarm, resistance 

and exhaustion.  

The first stage, alarm, occurs when the sympathetic division of the autonomic nervous system 

is activated. The body reacts by producing adrenaline and noradrenaline secreted from the inner 

part (the medulla) of the adrenal gland, which lie just above kidneys. Circulating adrenaline in 

the blood leads to conversion of glycogen stored in the liver to glucose. Glucose circulating in 

the body is available for the muscles and brain, which helps prepare the individual for fight-

or-flight. During fight or flight, the activation of the adrenal cortex (the layer outside the 

medulla) takes place releasing cortisol which increases heart rate and blood pressure, preparing 

the body to take action (Goldstein, 1987). The second stage, resistance, occurs after the alarm 

stage where the parasympathetic division is activated that helps the body return to normal by 

ceasing the fight-or-flight response (Harrington, 2013).  

The final stage, exhaustion, occurs when resources of energy (glucose) and hormones are 

relatively depleted following the body’s attempt to restore itself in the resistance stage. If the 

threat is no longer present, the body will continue to return to its usual state of balance or 

homeostasis. However, if the threat persists, then the body may show signs of exhaustion. 

Being in the exhaustion stage means that there has been significant wear and tear on the body, 

in particular, the nervous system, which can increase vulnerability to disease.  

Selye’s original work has been critiqued on the basis that the majority of his early work into 

stress were conducted on rats. Bracken (2009) has since argued that animal studies are poor 

predictors of how humans react to various stimuli in their environment. However, the 

hypothalamic-pituitary-axis (HPA) described by Selye in the alarm stage has been extensively 
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researched in humans and is now an established physiological response to stress (Joseph & 

Whirledge, 2017).  

Research has also expanded on Seyle’s original GAS theory by suggesting that hormones 

secreted into the blood during the stress response, such as cortisol, impact the performance of 

white blood cells leading them to become ineffective at attacking pathogens (Segerstrom & 

Miller, 2004). This leads an individual at risk of infection through the suppression of the 

immune system (Cohen et al., 1991; Dhabhar, 2009).  

Alongside the physiological reaction to stress, other theories have attempted to describe the 

psychological response to stress. An example of this is the Transactional Model of Stress and 

Coping outlined by Lazarus and Folkman (1984). The premise of this model is that if an 

individual perceives the event (i.e. job demands) to be a threat, and believes that they do not 

have adequate resources to deal with the situation, then they will continue to experience stress 

until they either no longer perceive the event as a threat or they believe they have appropriate 

coping resources. The model suggests a two-way transactional process occurring between three 

stages: primary appraisal; secondary appraisal; and stress (Figure 2). 

 

 

Figure 2. The Transactional Model of Stress and Coping reproduced from Lazarus and 

Folkman (1984) 

The first phase of primary appraisal occurs when an individual perceives a stressor as a threat. 

These threats can be physical (such as a job loss) or psychological (such as a loss of 

confidence). These types of losses that are perceived to cause harm to the individual are called 

harm-loss appraisals. In contrast, the individual can also speculate about future threats. For 

example, an individual may view increasing job demands as a threat.  

The phase of secondary appraisal includes the self-evaluation of how well an individual 

believes they can cope with an event or situation. Control is an important factor in secondary 

appraisal, as those who have low control over the situation experience higher levels of stress 

(McVicar, 2016). Therefore, if an individual is unable to control the stressor, they are more 

likely to experience stress.  
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It is important to note that the model is transactional, and as such, individuals can move 

backwards and forwards through reappraising themselves and their environment. There is a 

constant and on-going appraisal based on the assessment of the environment and the self-

evaluation of how well that individual thinks they are coping with the situation.  

The Transactional Model of Stress and Coping provides a useful overview of the psychological 

response to stress by outlining the cognitive and behavioural factors involved. However, both 

the physiological and psychological reactions to stress do not outline how these factors are 

associated with sickness absence. As sickness absence is a phenomenon that occurs within the 

workplace (Alexanderson, 1998; Heart of England NHS Trust, 2014), this chapter will now 

consider work-related theories of stress to help explain the association between stress, coping 

styles and sickness absence.  

Occupational theories, such as the Person-Environment Fit (French et al., 1974) suggest that 

stress occurs when individual factors (e.g. abilities and tolerance) do not match the 

environment (e.g. demands). If there is a lack of fit between the person and their environment, 

the individual will experience stress (French et al., 1974). Harrison’s (1978) interpretation of 

this theory is displayed in Figure 3, which demonstrates how illness is the outcome of a lack 

of fit between a person and their environment.  

 

 

 

 

 

 

 

 

 

 

Figure 3. The Person-Environment Fit model reproduced from Harrison (1978) 
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Since the original conception of the theory, research has suggested there are different types of 

lack of fit between person and environment (Cable & DeRue, 2002). These include a lack of 

fit between the person and organisation (Tong, 2015), needs-supplies, demands-abilities, 

person-vocation (Vogel & Feldman, 2009) and most recently, person-supervisor (Andela & 

van der Doef, 2018).   

Alongside the person-environment fit theory, the Effort-Reward Imbalance theory (Siegrist et 

al., 1986) also explains how stress occurs. The theory (Figure 4) suggests that a high level of 

effort from the employee and minimal rewards leads to experiencing stress (Calnan et al., 

2004).   

 

 

 

  

  

 

Figure 4. The Effort-Reward Imbalance model reproduced from Siegrist (1986) 

 
Until recently, the Effort-Reward Imbalance theory was exclusively used to explain and 

measure work stress (Allebeck & Mastekaasa, 2004). However, over the past decade, research 

has found an association between sickness absence and an imbalance between effort and 

reward (Schreuder et al., 2010), suggesting this theory could be used to explain the interaction 

between stress and sickness absence. Two systematic reviews by Eddy et al. (2016) and Siegrist 

et al. (2017) also found that an imbalance between effort and reward was associated with 

physiological outcomes such as inflammation and lower immunity. Together, these systematic 

reviews highlight the association between experiencing stress due to high effort and low 

reward, illness and subsequent sickness absence.  

With regards to rewards and feeling valued in the workplace, Leineweber (2017) further found 

that lower levels of interpersonal justice, defined as treating other employees with respect, were 

related to increased and more frequently occurring sickness absence. This suggests that feeling 

undervalued in the workplace may increase the likelihood of experiencing sickness absence 

and provide support for the Effort-Reward Imbalance theory.   
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The Job-Demands-Control (JD-C) model (Figure 5) proposed by Karasek (1979) also builds 

on the theory of effort-reward imbalance by suggesting an imbalance between demand and 

control. This theory suggests that experiencing high demand and low control leads to stress 

(Jex & Kain, 2010). Schaufeli and Bakker (2004) define job demands as “physical, 

psychological, social or organisational aspects of the job that require sustained physical and/or 

psychological effort and are therefore associated with certain physiological and/or 

psychological costs” (p. 296). Job control is defined as the extent to which decision latitude is 

present, such as whether an individual can take control over their job demands (Karasek, 1979; 

Karasek et al., 1981).  

 

 

 

 

Figure 5. Job-Demands-Control (JD-C) model reproduced from Karasek (1979)  

 
The model suggests that if individuals experience high job demand in the workplace and have 

low decision latitude, they will experience job strain, which could cause ill health and 

subsequent sickness absence (Nätti et al., 2015). For example, Nätti and colleagues found that 

employees who have a high level of control over the start and end times of their shifts have 

less sickness absence than individuals who do not. Together, this provides evidence that 

supports the stress-reaction hypothesis.  

An imbalance between job demands and control was also theorised within a ‘process model’ 

of sickness absence (Gründemann & Vuuren, 1998). Within their model, sickness absence 

occurs due to the inability to balance workload and capacity, which leads to health problems 
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and subsequent sickness absence. Individual factors (such as age and sex), workplace factors 

(such as shift work) and societal factors (such as domestic responsibilities) also influence these 

interactions.  

 

Figure 6. A process model of sickness absence reproduced from Gründemann & Vurren 

(1998) 

The process model (Figure 6) is one of few theories that consider sickness absence in isolation 

compared to other theories that consider sickness absence in amongst other organisational 

outcomes (e.g. Job-Demands-Resources model). It also provides an indication of how sickness 

absence occurs, which aligns with the medical conceptualisation of sickness absence as a 

health-related phenomenon (e.g. Kivimaki et al., 2004; Marmot et al., 1995).  

More recently theories, such as the Job-Demands-Resources (JDR) model (Figure 7), suggests 

job resources (such as support, autonomy and feedback) are a buffer on job demands (Bakker 

& Demerouti, 2007). The theory suggests that if employees have a high level of job demands 

but a low level of job resources, they could experience strain and subsequent organisational 

outcomes, such as sickness absence.  
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Figure 7. Job Demands-Resources (JD-R) model reproduced from Bakker and Demerouti 
(2007) 
 

The JD-R has been used as a theory within research to address factors related to sickness 

absence. An example of this can be seen within Notenbomer et al.’s (2016) work, which aimed 

to ascertain why employees frequently engaged in sickness absence. Notenbomer and 

colleagues found that participants reported several job demands including pressures at work, 

the physical environment of the workplace and revealed that if the demands experienced 

exceeded the individual’s capacity to work, this led to ill health and sickness absence. 

Notenbomer and colleagues also asked participant’s how their sickness absence could be 

improved, and participants stated that increasing resources such as social support and feedback 

would reduce job demands and subsequent sickness absence. This highlights that increasing 

access to resources could potentially reduce sickness absence through reducing the impact that 

job demands have on an individual.  

In addition to these theories, Hart and Cooper (2001) proposed the Organisational Health 

Research Model, which combines several organisational stress theories (including the 

Transactional Model of Stress and Coping). This multi-level approach provides an insight into 

individual and workplace factors that are related to several organisational outcomes, including 

sickness absence (Figure 8).  
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Figure 8. The Organisational Health Research Model reproduced from Hart and Cooper 

(2001)4 

The model suggests there are several individual factors (such as coping styles), organisational 

factors (such as the organisational climate) and social factors (such as morale) that contribute 

to sickness absence. However, Hart and Cooper (2001) argue that this theory does not provide 

an exhaustive list of variables that are associated with organisational outcomes. Instead, it acts 

as a heuristic model to assist in forming research hypotheses (Popov et al., 2017). Nevertheless, 

it does provide an interesting theoretical perspective of the relationship between stress, coping 

styles and sickness absence.  

By considering the theory surrounding occupational stress, it is evident that a stress-reaction 

hypothesis provides a valid approach to sickness absence. The Person-Environment Fit 

(French, Rodgers and Cobb, 1974), Effort-Reward Imbalance (Siegrist, 1996; Siegrist et al., 

1986), Job-Demands-Control (Karasek, 1979) and Job-Demands-Resources (Bakker et al., 

2007) theories each provide a theoretical understanding of the relationship between the 

working environment and experiencing stress. Other theories, such as the process model of 

 
4 A ‘+’ sign indicates a positive relationship and a ‘-‘ sign indicates a negative relationship between variables. A 

dotted line refers to a weak relationship 
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sickness absence (Gründemann & Vuuren, 1998) and the Organisational Health Research 

Model (Hart & Cooper, 2001), also provide an understanding of the relationship between the 

working environment, stress, coping styles and sickness absence. A common theme throughout 

these theories is that an imbalance or lack of fit between an individual and an aspect of their 

working environment may be responsible for increased stress, which leads to subsequent 

sickness absence. It may be these factors that require further investigation in relation to 

sickness absence.  

Furthermore, theories that use sickness absence as a specific organisational outcome 

demonstrate a relationship between stress and sickness absence. The process model of sickness 

absence provides support for stress as a result of workload and inability to balance this demand 

and health problems. Additionally, the Organisational Health Research Model provides a 

broader overview of additional factors that may be influential in a range of organisational 

outcomes, including sickness absence.  

2.4.3 Considerations for theoretical approaches to sickness absence  

Theories surrounding sickness absence suggests there are two main approaches: the withdrawal 

hypothesis and the stress-reaction hypothesis. The withdrawal hypothesis focuses on the 

individual’s voluntary withdrawal from the working environment as an explanation of sickness 

absence. Theories supporting the withdrawal hypothesis include motivation theories such as 

the conservation of resources and the attendance motivation theory.  

In contrast, the stress-reaction hypothesis suggests sickness absence is an involuntary absence 

due to inability to attend work due to illness. Explanations of the physiological reaction to 

stress support the relationship between stress and sickness absence through experiencing 

illness. Moreover, occupational stress theories such as Person-Environment Fit, Effort-Reward 

Imbalance, Job-Demands-Control and Job-Demands-Resources provide further support for this 

hypothesis.  

Both the withdrawal and the stress-reaction hypothesis each have limitations concerning the 

theoretical underpinnings of each perspective. On the whole, the majority of these theories are 

outdated, and none have been developed in the past decade. Siegrist and Li (2017) suggest 

working environments have changed over this period and have seen an increase in more 

flexible working patterns (such as zero-hour contracts), which has increased job insecurity. 

Additionally, Siegrist and Li suggest organisations are more focused on technology, which may 

affect the individual’s working environment. As a result, the extent to which these theories 

account for this is unknown.  
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Moreover, Caldwell et al. (2004) criticised the measurements used in determining the fit 

between the person and their environment in the Person-Environment Fit theory. The 

assessment of fit is ultimately a subjective evaluation by an individual and may not be a 

reflection of the working environment as a whole. In particular, the P-E fit theory does not 

provide any clarifications as to the aspects of the working environment the individual misaligns 

with (Darrow & Behrend, 2017). Arguably, this has improved due to the creation of additional 

person-environment fits, such as demands-abilities. However, there are so many components 

of the working environment that offer a lack of fit between a person and their environment that 

research is yet to explore which lack of fit is more influential. Alongside this, the model lacks 

temporal validity because it does not consider how, or whether the lack of fit between the 

person and environment changes over time in an organisation (van Vianen, 2018).  

Similarly, the Effort-Reward Imbalance Model has problems with the measurement of its 

constructs, particularly with the operationalisation of the term imbalance. Despite it being a 

subject of contention within the literature, Siegrist and Marmot (2004) suggest the imbalance 

is a ratio of 1 : >1, but a lack of studies have confirmed this, leading to a subjective 

measurement of ‘imbalance’. However, the theory has been given credibility for considering 

the individual’s subjective perspective of their working environment (Siegrist, 2017), which is 

something that the Job-Demands-Control theory fails to acknowledge.  

The premise of the JD-C is that an individual will experience stress if faced with high demands 

and low control. However, it does not consider the notion that employees in this situation may 

not perceive high job demands and low control as problematic (Calnan et al., 2004). For 

example, the JD-C theory does not consider the impact on individual’s coping styles, which 

may impact on their perception of the stressors as outlined within the Transactional Model of 

Stress and Coping (de Jonge & Dormann, 2017; Lazarus & Folkman, 1984). Similarly, the JD-

C does not consider the impact of personality, for example, research has found that individuals 

with higher levels of self-esteem perceive job demands as less threatening (Parent-Lamarche 

& Marchand, 2019). Parent-Lamarche and colleagues suggested this was due to an individual 

having an increased confidence in being able to deal with stressors. This further highlights the 

need for Bakker et al.’s (2007) development of the JD-R model to consider the implications of 

factors that may affect stress, such as personality and coping styles. 

Another criticism is that specific sickness absence models, such as the process model proposed 

by Gründemann and Vurren (1998), are linear. They approach sickness absence in a 

reductionist way and simplify the process of human behaviour, whereas there may be other 

components involved in sickness absence such as cognitive (e.g. decision-making), 
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psychological (e.g. perceptions) and sociological (e.g. cultural beliefs about sickness absence) 

factors that are excluded from these models but are present in others (e.g. Parson’s sick role).  

The differing perspectives of sickness absence could partly explain the limitations of these 

models. As previously discussed, there are several approaches to sickness absence such as 

epidemiology, economics, sociology and psychology. As a result, these approaches may have 

their theories on how and why sickness absence occurs. A good example of this is present 

within the Organisational Health Research Model (Hart & Cooper, 2001), which combines 

psychology (e.g. personality) with sociology (e.g. organisational climate) and has amalgamated 

a number of theories.  

However, research has suggested that it is impractical to combine all of the perspectives of 

sickness absence into one theory (Allebeck & Mastekaasa, 2004), which may explain why there 

is a focus on explaining illness rather than sickness absence within some occupational theories. 

Instead, Kristensen (1991) suggested that a combination of individual, societal and national 

factors should be present within sickness absence theory to demonstrate its multifaceted nature. 

Therefore, one sickness absence theory may not be better than the other, but they each 

contribute their approaches to the concept.  

2.4.4 Development of a theoretical framework  

As discussed in Chapter 2, sickness absence may occur with or without disease, but it is the 

individual’s experience of illness that can influence whether the sick role is adopted and 

whether subsequent sickness absence occurs (Alexanderson, 1998). Drawing on the definition 

of sickness absence by the Heart of England Trust (2010), illness, chronic conditions or 

accidents are reasons why employees engage in sickness absence. Arguably, sickness absence 

occurs due to health-related factors influenced by the individual’s experience of illness. 

This conceptualisation of sickness absence provided in this thesis aligns with the stress-reaction 

hypothesis, suggesting sickness absence occurs due to prolonged exposure to stress that causes 

ill-health and subsequent sickness absence (Schaufeli et al., 2009). This approach and the 

theories associated with it provides the most appropriate explanation for how an individual 

becomes ill or how a chronic condition deteriorates through exposure to stress. By reviewing 

the two approaches to stress (withdrawal hypothesis and stress-reaction hypothesis), it is 

evident that the stress-reaction hypothesis is the most appropriate framework for this thesis.  

As previously stated, research into sickness absence originates from multiple disciplines 

including epidemiology, economics, sociology and psychology. Because of this, there are a 



 43 

variety of different theoretical perspectives that help explain sickness absence in context of the 

stress-reaction hypothesis. For example, theories suggest sickness absence is a process (e.g. 

Gründemann & Vurren, 1998) or as an outcome (e.g. Bakker & Demerouti, 2007). Allebeck 

and Mastekaasa (2004) suggested that because of this, combining these theories into one 

theoretical model is not appropriate however, for the purpose of this research, it is important 

to look at the relationships between concepts and develop a model that highlights the proposed, 

theoretical relationship between the variables of interest. Further, as Kristensen (1991) 

highlighted, this must include a range of individual, societal and national factors.  

The development of the theoretical framework consisted of considering the theories reviewed 

in section 2.4.2 relating to the stress reaction hypothesis. It is evident that the theories within 

this section highlight the multi-faceted nature of sickness absence and considers both 

psychological and occupational theories.  Moreover, individual elements (such as misfit 

between the person and the environment), derived from pre-existing theories such as the 

Person-Environment fit, societal factors such as effort and rewards and national (or 

organisational factors) such as high demands and low control were included in the framework.  

The theoretical framework (presented in Figure 9) therefore gives a summary and overview of 

how the stress-reaction hypothesis theories (outlined in section 2.4.2) can work in conjunction 

with one another to influence sickness absence.  
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Figure 9. Theoretical framework for this thesis 
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The next section of this thesis will now move towards providing empirical evidence of the 

stressors that are present in the ambulance service.  

2.5 Stress in the ambulance service  

The previous section presented theoretical evidence for the stress-reaction hypothesis, which 

demonstrated that stress is an influential factor within sickness absence. To further understand 

the interaction between stress and sickness absence, this section will present a range of 

empirical research into stress in the ambulance service to determine the type and severity of 

stressors experienced.  

Research has proposed that ambulance service employees report and experience a higher level 

of stress compared to the general population (Young & Cooper, 1995). In particular, Donnelly 

et al. (2012) found that ambulance employees experience occupational stress, which was a 

chronic stressor within the ambulance service due to its persistent and often enduring nature. 

Research has identified several causes of work-related chronic stress, such as a lack of 

managerial support; irregular working hours; shift work and a lack of resources (Bohström et 

al., 2017; Mahony, 2001; Sterud et al., 2011; Young & Cooper, 1995).   

These chronic stressors also exist in addition to traumatic stress that personnel can experience 

after being exposed to a critical incident as a result of responding to an emergency (Avraham 

et al., 2014). Experiencing traumatic stress is expected as employees often have to deal with 

medical emergencies, reporting that fatalities and young patients are the most traumatic (Kleber 

& Van Der Ploeg, 2003). Furthermore, ambulance staff also experience daily work stressors, 

home stressors and hassles such as traffic and broken appliances, which can add to the level of 

stress experienced (Larsson et al., 2016).  

2.5.1 Occupational stress in the ambulance service 

Stress experienced as a result of the working environment can be categorised into two main 

sources; stress as a result of experiencing trauma (such as critical incidents) and stress as a 

result of the working environment (also known as operational stressors, such as workload and 

a lack of social support). This section will provide an overview of both traumatic and 

operational stressors that ambulance staff experience.  

Critical incidents are an example of a distinct, traumatic stressor that ambulance personnel 

experience. Mitchell (1983) defined critical incidents as events that cause powerful emotional 

reactions that risk capacity to function, such as a threat to life. Front-line ambulance staff have 

provided examples of critical incidents within research, which include incidents involving 
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children and challenging emergency calls where the patient’s life is in danger (Avraham et al., 

2014). For call-handlers and dispatchers, critical incidents can include answering distressing 

999 calls and feeling pressured to allocate the most appropriate resources (Barron et al., 2015).  

Nirel et al. (2008) argues that critical incidents are an unavoidable part of the ambulance role. 

Early research by Regehr et al. (2002) confirmed this within a sample of 86 ambulance staff, 

in which all individuals had experienced a critical incident within their career. Boland et al. 

(2018) also found the most frequently encountered critical incidents included bodies of patients 

recently deceased (M = 38.53), observations of someone dying (M = 26.48) and notification of 

a patient’s death (M = 18.01). Additionally, the most severe critical incidents included 

witnessing a murdered child (M = 3.46), a badly beaten child (M = 3.25) and causing a patient 

death (M = 3.20). These findings suggest that individuals who perceive critical incidents as 

severe, do not frequently encounter them. In contrast, critical incidents that occur frequently 

are not perceived as severe. This suggests that there may be a level of desensitisation from staff 

who become accustomed to critical incidents that occur frequently.  

Despite the rarity of severe critical incidents, research has found that individuals who do 

experience severe critical incidents are at an increased risk of developing Post-Traumatic Stress 

Disorder (PTSD) (Simpson, 2013). In particular, a systematic review and meta-analysis by de 

Boer et al. (2014) found that critical incidents were positively associated with PTSD suggesting 

that as the number of critical incidents increased, the chance of developing PTSD also 

increased.  

Among paramedics, Regehr et al. (2002) found that 25.5% of 86 ambulance workers suffered 

severe PTSD with 77.9% displaying mild or no symptoms of depression and 11.6% suffering 

from problems with alcohol as a result of a critical incident. However, research has argued that 

critical incidents may not have a direct relationship with PTSD. Declercq et al. (2011) found 

that PTSD was not associated with the number of critical incidents that an individual 

experienced, suggesting there are other factors that may predispose an individual to developing 

PTSD. For example, Bledsoe (2003) suggests that being exposed to trauma does not necessarily 

translate into PTSD symptomology, and instead, there are factors, such as genetics, that can 

predispose an individual’s risk of PTSD.  

Given that there is a heightened risk of developing PTSD due to experiencing trauma through 

critical incidents, there are a variety of steps in place within the emergency services to manage 

and prevent traumatic stress. Within the UK, when an individual is exposed to traumatic 

stimuli, an assessment tool entitled the Trauma Risk Management (TRiM) is used (Hunt et al., 



47 
 

2013). This tool helps identify those who have experienced a traumatic event to understand and 

identify risk factors that may develop into traumatic stress or PTSD. It has been used 

extensively within the emergency services and is suggested to be a successful method that can 

help in reducing sickness absence rates as a result of experiencing traumatic stress (Whybrow 

et al., 2015). Similar intervention programmes also include the Critical Incident Stress 

Debriefing (CISD), or most recently known Critical Incident Stress Management programme 

(CISM) after experiencing a critical incident (Bledsoe, 2003).  

Despite the research into critical incidents suggesting they are a cause of occupational stress, 

there are methodological weaknesses. The majority of critical incident research uses 

questionnaires such as the Critical Incident History Questionnaire (Weiss et al., 2010), which 

is inherently a subjective and biased method of gathering data on critical incidents. The 

experience of critical incidents can vary widely depending on factors such as age, experience 

and abilities to cope. For example, research has demonstrated that those who are younger, and 

newer to the service may not have the appropriate tools in place to cope with critical incidents 

(Smith et al., 2013). As a result, this may influence the frequency in addition to the severity of 

critical incidents they experience. Moreover, there is currently a lack of a methodology that 

allows for the comparison of the visual and auditory experience of a critical incident. Adams 

et al. (2014) stated that ambulance employees in 999 call centres are ‘auditory witnesses’ to 

critical incidents, but due to a lack of qualitative research into this, the extent to which this 

differs from the visual experience is unknown.  

Although research indicates that critical incidents occur, severe incidents such as those outlined 

by Boland et al. (2018), are rare. As the participants did not perceive the most frequent critical 

incidents as severe, it could be argued that ambulance employees have built a tolerance for 

them. Furthermore, evidence also suggests it may be what attracts them to a job in the service 

(Nirel et al., 2008). It is, therefore, not surprising that some emergency service personnel 

perceive operational stressors (such as job demands) to be more stressful than critical incidents 

(Liberman et al., 2002). Alongside this, although severe critical incidents may put an employee 

at risk of developing PTSD, there are several measures in place to address this, such as the 

CISD and CISM programmes, that help staff when exposed to this type of stress. Arguably, 

support is currently in place for stress experienced as a result of severe critical incidents.  

In addition to critical incidents, ambulance employees also experience a range of other 

organisational stressors that Liberman et al. (2002) termed operational stressors. These can 

include factors related to the working environment and are present in several occupational 
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theories of stress, including job demands (such as emotional, physical), workload, perceived 

control, responsibility and a lack of social support (Sluiter et al., 2003).   

As previously discussed, job demands are defined as “physical, psychological, social or 

organisational aspects of the job that require sustained physical and/or psychological effort and 

are therefore associated with certain physiological and/or psychological costs” (Schaufeli & 

Bakker, 2004, p. 296). These can be further defined as anything that produces continued 

physical and psychological exertion and can arise from several areas of an individual’s job.  

Ambulance staff experience a variety of job demands such as emotional demands that arise due 

to medical emergencies and seeing distressed patients, physical demands, such as the need to 

lift heavy patients and equipment in addition to the demand of working long shifts (Sterud et 

al., 2011). Finally, there is a general demand on the service from the public to respond to 

emergencies, which is often referred to as workload in the literature (Association of Ambulance 

Chief Executives, 2011). This section will focus on the following operational stressors that 

have been identified in the ambulance literature: emotional and physical demands, workload, 

perceived control, responsibility and a lack of social support.  

Ambulance personnel can suffer from a high level of emotional demands (Hansen et al., 2012; 

Sterud et al., 2008) stemming from the interaction and treatment of patients. In particular, 

research has found that situations such as resuscitation and dealing with patients’ and relatives’ 

emotions are the most challenging (Williams, 2013). Emotional demands are particularly 

stressful for staff as they feel the need to regulate their emotions so that their colleagues and 

patients do not perceive them as unprofessional (e.g. Weilenmann et al., 2018). Arguably, it is 

not experiencing emotional situations that are demanding, but it is the sustained effort to 

regulate emotions that is the most challenging.  

Hanson et al. (2012) argued that experiencing heightened emotions and attempting to regulate 

these emotions can have a detrimental effect on an individual. Emotional regulation is an aspect 

of emotional labour, which is defined as inducing or concealing a feeling “in order to sustain 

the outward countenance that produces the proper state of mind in others” (Hochschild, 2003, 

p. 7). In other words, to regulate their emotions, ambulance staff need to regulate their 

emotional responses while expressing sympathetic and compassionate emotions towards the 

patient and their families (Martínez-Iñigo et al., 2007). This has several consequences for 

individuals as emotional demands have been shown to predict stress, reduce well-being (Taris 

& Schreurs, 2009) and is also associated with burnout (Zapf et al., 2001). Similarly, Gevers et 

al. (2010) argues that experiencing emotional demands impacts the ability to work in a team, 
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which could be detrimental in an emergency. Therefore, emotional demands are not only 

harmful to employees but also potentially dangerous for patients.  

Alongside experiencing emotional job demands, ambulance staff also experience physical 

demands. Coffey et al. (2016) suggest physical demands include lifting patients and carrying 

heavy equipment. Physical demands can also go beyond lifting and include providing medical 

interventions, such as cardiopulmonary resuscitation (CPR) (Fischer et al., 2017) and long 

working hours as a result of shift work and overtime (Roelen et al., 2013). Aasa et al. (2005) 

found that there was a link between physical demands and the physical health of an individual. 

In particular, ambulance staff who experienced physical demands had injuries within the neck, 

shoulders and lower back.  

One of the first studies into ambulance sickness absence highlighted that the physical nature of 

ambulance work led to frequent musculoskeletal injuries (Stilwell & Stilwell, 1984). However, 

research into the impact of physical demands on ambulance employees have been critiqued for 

their sole focus on front-line staff who lift patients rather than call centre or dispatch staff who 

are seated for the duration of their shift. More recently, Baker et al. (2018) found that being 

seated at a desk also presents opportunities for physical demands to occur, such as 

physiological changes in the body. This is changing; however, with research currently being 

conducted into the wellbeing of ambulance call centre staff in the United States (e.g. Baseman 

et al., 2018). 

Arguably, one operational stressor that is consistent across the ambulance service is workload. 

Moray (2013) suggests there are two components to workload. The first is the amount of work 

an individual is required to do, and the second is the effectiveness or performance of this work. 

Therefore, when considering workload as a job demand, focus is on the amount of work and 

the quality of this work.  

Ambulance workload stems from the increasing number of emergency calls that the service 

receives and respond to (Victor et al., 1999). Morse (2017) suggested that the ambulance 

service responds to approximately 6.6 million incidents per year. Additionally, calls to the 

service have increased by 18% since 2011(Kay, 2019), suggesting that demand for the service 

has never been so high.  

Early investigations into ambulance workload determined that at least 40% of the calls received 

could be directed to other services such as social services or primary care (Victor et al., 1999). 

To combat this, NHS 111 was introduced to offer urgent medical advice to patients for non-

life-threatening conditions. However, despite NHS 111 now being an established service in the 



50 
 

NHS, there is no evidence of a decreased ambulance demand or workload (Turner et al., 2013). 

Turner and colleagues found a 2.9% increase in ambulance incidents with the implementation 

of NHS 111. This suggests that although the support services are in place to deal with medical 

problems that do not require an ambulance, the public still require the ambulance service.  

To identify why this may be the case, Booker et al. (2014) conducted a systematic review and 

identified that patients’ calls to the ambulance service are influenced by their symptoms in 

addition to their emotional responses. For example, if patients’ have negative emotional 

responses, they are more inclined to call the ambulance service. Moreover, Booker and 

colleagues found that patients call ambulances as part of their process to legitimise their illness 

and suggested that they are often conflicted when faced with the decision of which healthcare 

provider to utilise. Overall, despite other services attempting to minimise the demand on the 

ambulance service, there is evidence to suggest there are other factors involved, such as the 

patients’ needs and emotional disposition that result in a continued high workload for 

ambulance employees.  

One element of the ambulance workload that employees find challenging is the quality of the 

work, which is often assessed using targets, such as the ambulance quality indicators. Before 

the introduction of new ambulance quality indicators in 2017, Wankhade (2011) suggested that 

a focus on meeting targets is “a response to the call, not to the patient” (p. 397). Since then, a 

focus has been bought to include a wider number of targets including clinical outcomes (such 

as measuring rates of stroke and sepsis) including average response times and conveyance to 

hospital (Coster et al., 2018).  

Originally, the response target for a category 1 (or life-threatening) call was 8 minutes; now 

ambulance services aim to respond to category 1 calls in 7 minutes (Durham et al., 2016). In 

June 2019, NHS England (2019) reported that, on average, category 1 calls were responded to 

in 7 minutes and 11 seconds, slightly above the target. However, this provides a good indication 

of the types of targets that operate in the ambulance service.  

Granter et al. (2019) suggested that meeting these response targets increases the intensity of 

ambulance work whilst an inability to meet targets could lead to dismissal. Granter and 

colleagues also highlighted that these pressures run parallel to ensuring high standards of 

patient care. Therefore, it is no surprise that research has highlighted several consequences of 

a target-driven ambulance service.  

In particular, the literature has demonstrated that targets are responsible for causing friction 

between road and control staff. Adams et al. (2014) noted that road staff did not feel supported 
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by control and vice versa. One participant in the study stated that “paramedics, urmm, aren’t 

very thankful for us…they see us as their punching bags… so you don’t get a lot of support 

[from them], (Participant 13, Male)” (p. 439). Adams and colleagues found that staff on the 

road perceive that control room staff do not fully understand the medical situation and may 

send the nearest resource, rather than the most appropriate to meet the response target. This 

means that staff who are finishing their shift may be called to another job, which staff find 

frustrating (Granter et al., 2019) . In addition to targets impacting the relationship between 

employees, there can be a profound impact on the health of an individual. Price (2006) found 

that deploying ambulances to certain areas to meet targets, also known as a standby, had 

negative consequences for health. In particular, participants reported back pain, inability to 

access basic needs (such as toilets) and an increased risk of violence if stationed individually.  

Overall, it is evident that ambulance staff feel pressured to meet performance targets which are 

considered an essential part of working in organisations that deliver a service (Mauya, 2015). 

However, the majority of research surrounding the impact of target-driven ambulance services 

focuses on research before the new ambulance quality indicators. Although there has been a 

decrease in response time target, 8 minutes to 7 minutes and the introduction of a new triage 

system (Nuffield Trust, 2019), there is a lack of research evaluating the new quality indicators 

introduced in 2017. Nevertheless, as the ambulance service is still operating in a target-driven 

organisation, it could be argued that some of the issues discussed above may contribute to their 

experience of an intense workload.  

In addition to a heavy workload, the ambulance service is viewed as an organisation low in 

control because front-line staff cannot choose the calls they respond to or answer (Regehr & 

Millar, 2007). However, research has argued that employees, particularly in the dispatch or 

call-taker role, assert control through guiding patients through medical interventions.  

Adams, Shakespeare-Finch and Armstrong (2014) provide an example of this where a patient 

was giving birth, and the ambulance employee provided medical advice to the patient. Within 

their study, Adams et al. (2014) highlighted that although staff do have opportunities to control 

their situation, the challenge of having full control over the working environment remains.  

In addition to a lack of control over emergency calls, ambulance staff state they have limited 

control over their shift work (Pisarski et al., 2002). An inability to control working hours can 

produce conflict between the working environment and their home life, leading to increased 

stress (Loudoun & Bohle, 1997). Overall, the literature points towards several aspects of the 

working environment that ambulance employees have limited control over.  
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As previously discussed, the Job-Demands-Control model (Karasek, 1979) suggests a lack of 

control within the workplace is linked to an increased likelihood of experiencing stress and 

health problems (Jex & Kain, 2010). A systematic review conducted by Van der Doef et al. 

(1999), found that employees in high demand-low control working environments experience 

negative psychological wellbeing. In particular, low control was a risk factor for anxiety and 

depression (Sanne et al., 2005).  

Despite theory and research suggesting that low control over the working environment has 

physical and psychological implications for an individual, research suggests that there is a lack 

of evidence to suggest an appropriate level of control required for an individual to function 

effectively at work (Tenhiälä et al., 2013). Moreover, this empirical and theoretical research 

lacks understanding as to how personality and an individual’s locus of control relates to 

physiological and psychological outcomes.  

For example, Rotter (1966) suggested individuals who perceive their outcomes (e.g. 

performance, failure or success) to be controlled by chance or other individuals, have an 

external locus of control. Within the ambulance service, individuals with an external locus of 

control report increased levels of stress compared to those with an internal locus of control 

(James & Wright, 1993). This suggests that if an individual attributes their performance or 

success as being controlled by chance, they are more likely to experience stress.  

As a result, personality factors such as a locus of control may influence the individual’s 

perception of control within their working environment. Although research suggests that a lack 

of control over the workload and working environment is detrimental to employees, these 

studies fail to consider the influence of factors such as locus of control.  

Alongside this, the literature reports that responsibility is also an operational stressor for 

ambulance employees (Martin & Wall, 1989). Responsibility is defined as “feeling personally 

accountable and responsible for the results of work he/she does” (Hackman & Oldham, 1976, 

p. 256). It has been long established that high levels of job responsibility are a major stressor 

for healthcare workers (e.g. Menzies, 1960). This is due to employees holding a sense of 

responsibility for their patients and the care that they provide them (e.g. Johansson et al., 2013). 

In particular, the ambulance service work alongside critically ill patients who are vulnerable 

and work within a time-critical situation (Roberts et al., 2015). Roberts and colleagues argue 

this is also present amongst call takers and dispatchers who have a responsibility to triage and 

send the most appropriate resources quickly.  
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Responsibility is seen as a stressor as research argues that responsibility requires prolonged 

effort and attention, which increases the risk of becoming exhausted (Oppenauer & Van De 

Voorde, 2018). Research has identified that within the ambulance service, stress caused by a 

high level of responsibility stems from confidence in their abilities to make decisions and carry 

out appropriate medical interventions (Hörberg et al., 2017). As a result, if employees are 

concerned about their decision making and application of medical knowledge, they may feel 

increased levels of responsibility (Svensson & Fridlund, 2008). Therefore, it could be argued 

that individuals who are newer to the service or those who lack confidence in their skills, may 

feel increased stress due to percieved high levels of responsibility.  

One problem with research into responsibility is that there is a lack of evidence identifying the 

effects of high levels of responsibility on employees in the ambulance service. Despite this, 

research suggests that two-thirds of the staff are unhappy with their level of pay for the 

responsibility that they experience (Quaile, 2016). Arguably, it may not be the high level of 

responsibility that is the main source of stress but perhaps the feeling of being undervalued for 

the high level of responsibility they have.  

Evidence suggests there are multiple operational stressors that ambulance employees 

experience, which result in staff experiencing increased levels of stress. These stem from the 

physical and emotional demands of ambulance work in addition to an intense workload, a lack 

of control and high levels of responsibility. In addition to these, research has also identified 

that a major stressor within the ambulance service is a lack of social support.  

Cobb (1976) suggested social support consists of an individual perceiving they are “cared for 

and loved… esteemed and valued” in addition to an individual perceiving that they “belong to 

a network of communication and mutual obligation” (p. 300). The literature has identified 

several sources of social support in the ambulance service, including family, friends, colleagues 

and management (Donnelly et al., 2016).  

Cutrona and Suhr (1992) developed a typology of social support and suggested that there were 

five main types including informational, emotional, esteem, social network support and 

tangible support. Informational support refers to social support in the form of advice and 

feedback whilst emotional support refers to an individual expressing emotion towards another 

individual (for example, by expressing concern). Esteem refers to social support that builds 

confidence in an individual, their skills and abilities. Moreover, social network support 

concerns the communication with members of a specific group and tangible social support is 
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related to physical help and resources, such as offering an individual money if they are 

struggling financially.  

Social support is suggested to be an effective method of coping with stress and is a crucial 

factor for increasing workplace wellbeing due to the development of relationships between 

colleagues (e.g Barnett et al., 2019). The element of social support is present within multiple 

occupational stress theories such as the Job-Demands-Resources model (Bakker & Demerouti, 

2007), which suggests social support is a buffer on job demands. This is extensively supported 

within the research, with studies identifying social support as a protective factor in reducing 

stress and burnout amongst ambulance workers (Setti et al., 2018).  

In contrast, research has also focused on the implications of receiving a lack of social support. 

For example, Kleber and Van der Ploeg (2003) found that a lack of social support and 

inadequate communication within the ambulance working environment was a strong predictor 

of stress. This highlights that the social environment may play an important role within stress. 

In particular, Sterud et al. (2008) found that low levels of social support increase the severity 

of the stressor. Sterud and colleagues further suggested that this was due to employees feeling 

unsupported leading to a perception that they are unable to cope effectively.  

With regards to sources of support in the service, Dodd (2017) suggests there are several 

sources of support including formal Trauma Risk Management (TRiM), Peer to Peer support 

(P2P) and a Pastoral Care Workers Service (PCW). This is in addition to informal sources of 

support from colleagues and management, such as “having a cup of coffee and a chat” 

(Hugelius et al., 2014, p. 591). However, Adams et al. (2014) highlight that there are barriers 

to accessing these types of formal support, such as the culture within the ambulance service 

and the time required to engage in conversation. As previously discussed, the staff report 

feeling hesitant to express emotions due to the fear of being ‘unprofessional’ (Steen et al., 

1997). Moreover, staff have a high and intense workload, which could prevent them from being 

able to spend time talking to other colleagues. Therefore, employees may be resistant to access 

support due to these factors.  

With regards to support between colleagues, Gouweloos-Trines et al. (2017) identified that 

ambulance employees perceive higher levels of support from their peers rather than 

management. Inadequate management support included a lack of time for in-depth 

conversations and a perception that management was uninterested in their employees (Nordby, 

2015). Moreover, NHS Employers (2017) suggested that a key to preventing and managing 

sickness absence is “good support” (p. 4) from management. This is problematic because 
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research has found benefits of being support by management, with participants reporting better 

mental health than those who were not supported by management (Petrie et al., 2018). Overall, 

this suggests that despite good management support being an important factor for the wellbeing 

of employees, ambulance staff perceive management support as inadequate. 

However, from a management perspective, Hugelius et al. (2014) found that managers were 

motivated to support and protect their employees. This suggests that although employees 

perceive management support as inadequate, managers feel they are supportive. One 

explanation for this comes from Hugelius et al. (2014), who found that management was 

concerned that if they were too supportive it would come across as patronising and insincere. 

In addition, Carter (2018) reported that line managers may not always have access to 

information, such as sickness absence or clinical performance data. This may suggest that if 

employees are seeking specific advice regarding absences or their performance at work, line 

management may be hesitant to provide this type of support. As a result of this, it could be 

suggested that management may not be providing adequate support to their employees due to 

their own fear of being ‘over-supportive’ and having an inadequate level of information about 

their employees, despite being willing and motivated to deliver support.  

Alternative sources of social support are obtained from individuals outside of the ambulance 

service, such as friends and family. Donnelly et al. (2016) found that ambulance employees 

prefer the support of family and friends. However, previous research has highlighted that 

upholding familial relationships may be difficult in emergency service roles (e.g. Jackson et 

al., 2006). Although this has not been fully explored within the context of the ambulance 

service, Mildenhall (2012) suggests this is due to the reluctance of ambulance workers to share 

the details of their role and the stressors they have experienced with family and friends. 

Therefore, despite a preference for support from family and friends, there may also be barriers 

in accessing this support.  

The majority of research into social support and stress measures the perception of social 

support rather than whether or not social support was received. For example, Soh, Zarola, 

Palaiou and Furnham (2016) provided evidence to suggest that the perception of social support 

is more important than whether social support was actually received. According to Soh and 

colleagues, perceptions were more influential factors because they strengthened the 

employee’s belief that the workplace cares about their wellbeing.  

Overall, it is evident that a lack of social support in the workplace stems from these negative 

perceptions and several barriers. With regards to barriers, research highlights that a lack of time 
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and a fear of being unprofessional is one explanation for lack of social support in the ambulance 

service (Steen et al., 1997; Adams et al., 2014). Moreover, a reluctance to share details of stress 

with friends and family forms another barrier for social support outside of the service 

(Mildenhall, 2012). Additionally, there are barriers for management, including the fear of being 

‘over-supportive’ and insincere (Hugelius et al., 2014). With relation to the perception of social 

support, the literature suggests employees within the ambulance service have a negative 

perception of social support (e.g. perceiving managers as uninterested) (Nordby, 2015). As a 

result, it is evident that a lack of social support may exist within and outside of the ambulance 

service and serves as an additional stressor for ambulance personnel (e.g. Kleber & Van der 

Ploeg, 2003).  

There is extensive research identifying that job demands such as physical and emotional 

demands, workload, lack of control and responsibility, in addition to a lack of social support 

are stressors in the ambulance service. However, one flaw with research into the effects of 

physical demands on ambulance employees fails to consider the impact of technology to 

minimise physical demands on staff. It could be argued that advances in technology have 

reduced physical demands in the ambulance service and are therefore no longer a major source 

of stress (e.g Gilad & Byran, 2007; van der Molen et al., 2005). 

Also, there is a lack of research that combines job demands as studies tend to focus exclusively 

on one or two job demands (e.g. van Schaaijk et al., 2017). Therefore, research is unable to 

establish which job demands, if any, are more detrimental to ambulance staff than others. This 

is one of the major flaws of stress research, as because there are so many factors involved, 

research is unable to pinpoint the factors that may be more influential in stress. Otherwise, 

effective interventions could be targeted towards these main sources of stress to reduce their 

impact and influence.  

In addition to experiencing stress within the workplace, ambulance staff also experience 

everyday stressors, that are not related to their work. Within the literature, these types of 

stressors are termed daily hassles, which are defined as “minor negative experiences which 

occur quite frequently on a regular basis” (Stefanek et al., 2012, p. 202). Examples of daily 

hassles include traffic and broken appliances, domestic responsibilities and financial concerns 

(Larsson et al., 2016).  

In particular, the literature discusses the effect of ‘double-exposure’, which relates to 

experiencing domestic responsibilities (such as caring for children and household chores) and 

stress at work (Krantz & Ostergen, 2001). Krantz and Ostergren found that this double 
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exposure decreased health status and increased the risk of common illnesses such as stomach 

pains and headaches. Moreover, financial concerns at home are also related to health problems 

(Krishnakumar et al., 2014), which aligns with theories surrounding stress.  

Therefore, research suggests a spillover effect between the work and home environment and 

vice versa. For example, several life experiences have the potential to manifest themselves in 

the working environment (Ragins, 2008). Ragins et al. researched this effect within the context 

of home foreclosure. They found that this particular life event was impacting the perception of 

stress at work, suggesting that home life was ‘spilling over’ into the working environment. This 

has also been supported by Tuttle et al. (2018), who found that stress at work, such as emotional 

and career demands, impacted relationships with spouses in a sample of police officers. 

Therefore, it is important to consider daily hassles and stressors that occur in everyday life to 

gain a holistic understanding of the relationship between stress and sickness absence.  

This section provided an overview of traumatic, operational and everyday stressors that 

ambulance employees experience. In order to fully understand the relationship between stress 

and sickness absence, it is important to now consider the consequences of stress on the 

individual.   

2.5.2 Consequences of stress  

There is a plethora of evidence to suggest that ambulance employees have the potential to 

experience a high level of stress within their working environment (Mildenhall, 2012). 

Therefore, it is important to consider the impact that stress may have on the individual5.  

Performing under high-stress conditions has been found to risk patient safety, particularly when 

employees are asked to perform drug dose calculations. LeBlanc et al. (2005) asked paramedics 

to make a drug dose calculation in a high-stress and low stress situation. Paramedics in the low-

stress condition were able to make more accurate drug dose calculations than in the high-stress 

situation. Therefore, suggesting that highly stressful conditions may impact the cognition 

related to calculating drug doses.  

LeBlanc and colleagues were able to demonstrate a link between performance and stress, 

suggesting that paramedics are better able to perform when experiencing low levels of stress. 

However, this study raises questions as to whether the task (the drug calculation) or the stress-

 
5 Arguably, sickness absence is a consequence of experiencing stress, but this will be discussed in further detail 

in section 2.7   
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inducing environment (such as increased noise level) caused the inability to calculate accurate 

drug doses. For example, participants may have felt additional pressure knowing that they were 

part of a research study that was asking them to calculate drug doses. Nevertheless, this study 

has drawn interesting conclusions surrounding the relationship between stress and performance 

within the ambulance population.  

As previously discussed in section 2.4.2, stress has a profound impact on an individual’s 

physiological and psychological wellbeing. Theoretical underpinnings of stress, such as 

Selye’s General Adaptation Syndrome, have demonstrated the effects of stress on physiological 

systems, such as the immune system. This has been further supported by research, which has 

demonstrated the impact of the secretion of the stress hormone cortisol on the performance of 

white blood cells, preventing them from attacking pathogens that enter the body (Segerstrom 

& Miller, 2004). Moreover, psychological and occupational theories of stress have focused on 

an individual’s interpretation of the stressor leading to strain and ill health (e.g. Siegrist et al., 

1986).  

The psychological effects of stress exposure include an increase in mental health problems 

such as anxiety, depression and post-traumatic stress disorder (PTSD) (Garbarino et al., 2013). 

As outlined in section 2.5.1, PTSD is often associated with experiencing critical incidents.  

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5), categorises PTSD 

through a series of criteria. These include the stressor itself, the presence of intrusive thoughts, 

reactions such as flashbacks, avoidance of stressful stimuli, alterations in mood or cognitive 

impairment with symptoms lasting longer than one month (American Psychiatric Association, 

2013). In particular, Bennett (2004) found that 22% of 617 participants from the UK’s 

ambulance services suffered from PTSD with 1 in 10 participants experiencing clinical 

depression. The existence of PTSD among ambulance staff was also identified by Petrie et al. 

(2018) who conducted a meta-analysis and found high levels of PTSD for ambulance staff 

worldwide. However, Petrie and colleagues also found evidence of a reduction of PTSD in 

recent decades, which they explained was due to the increasing awareness of mental health in 

the workplace. Despite these findings, it is evident that ambulance employees are at an 

increased risk of mental health problems due to stress exposure in their working environment, 

such as anxiety, depression and PTSD.  

Historically, research has focused on the negative consequences of stress, such as the literature 

outlined above. However, there is theoretical and empirical evidence to suggest that a moderate 
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level of stress can have a positive effect on individuals. In particular, Yerkes and Dodson 

(1908) found that there was an optimal level of mental arousal for performance.  

The Yerkes-Dodson law, as it is most commonly known, can be represented using a graph 

(Figure 10) (Cohen, 2011). The performance curve suggests that as arousal (stress) increases, 

performance initially improves but at a certain point deteriorates showing experiencing too 

much stress has a negative effect on performance. It is this level of optimal stress that Selye 

(1976) coined ‘eustress’. Overall, eustress has been used in the literature to describe a positive 

approach to stress (Gibbons et al., 2008).  

 

 

 

 

 

 

 

Figure 10. Yerkes and Dodson (1908) performance curve reproduced from Cohen (2011) 

 
Despite this evidence, Le Fevre et al. (2003) noted that the original Yerkes and Dodson study 

was conducted on mice rather than human participants, which casts doubt on the applicability 

of the theory to humans. In addition, Le Fevre and colleagues argued that the terms 

‘performance’ and ‘stress’ do not appear in the original article, suggesting that its application 

to occupational psychology is theoretical rather than empirically supported.  

Moreover, there are limitations in applying the Yerkes-Dodson law to humans as evidence 

suggests individuals with anxiety disorders can sustain a high level of performance, despite 

experiencing a high level of stress (Mellifont et al., 2016). Anxiety and stress are similar in this 

context because both states occur when an individual perceives a threat in their environment, 

which triggers a similar stress response (Craske & Stein, 2016). Therefore, the research 

suggests that perceiving a threat in the environment does not necessarily have an effect upon 

an individual’s performance. As seen with LeBlanc et al. (2005), the inability to calculate an 

accurate drug dose calculation may not have been due to experiencing stress, further 

highlighted that there may be other factors involved, which may affect their performance.   
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Nevertheless, there is evidence to suggest there are positive outcomes when exposed to stress. 

In particular, research has found a strong relationship between stress exposure and increased 

resilience (Dooley et al., 2017). This is particularly noted amongst those in high stress roles, 

such as military personnel. McLean (2013) found that individuals exposed to combat and 

medical-related stressors demonstrated higher levels of post-traumatic growth (PTG).  

PTG is a term used to describe a “positive psychological change experienced as a result of the 

struggle with highly challenging life circumstances” (Tedeschi & Calhoun, 2004, p. 1). 

Research into PTG among firefighters found that PTG is a viable outcome for emergency 

service workers due to their high level of exposure to stress and trauma (Armstrong et al., 

2014). Similar findings have also been found amongst ambulance personnel who stated that 

PTG had occurred and provided them with a new appreciation of life (Shakespeare-Finch et 

al., 2003).   

However, research into PTG can be criticised for focussing on growth and resilience after 

traumatic events rather than chronic, occupational stressors. As a result, it cannot be determined 

whether PTG would occur after exposure to workplace stressors, such as workload or a lack of 

control. Moreover, there is a lack of understanding as to how long an individual is required to 

experience the stressor in order to achieve increased growth and resilience.  

The positive consequences of stress, such as increased performance and resilience, have been 

widely critiqued. Therefore, providing no concrete evidence to suggest that experiencing stress 

has positive outcomes for individuals. The majority of research that aims to identify the 

consequences of stress focuses on the negative outcomes, such as the relationship between 

stress and ill health in addition to poor performance. Therefore, providing stronger empirical 

and theoretical support for the notion that stress has a negative impact on an individual.  

2.5.3 Summary of stressors in the ambulance service  

Research has identified that there are several occupational stressors in the ambulance service. 

In particular, the literature defines these as traumatic stressors, which refer to critical incidents 

(Avraham et al., 2014) and operational stressors, which refer to the factors related to the 

working environment (Liberman et al., 2002; Sluiter et al., 2003). Outside of the ambulance 

role, staff may also experience additional stressors in their personal lives. These include 

domestic responsibilities and financial concerns (Larsson et al., 2016) that may spill over into 

the working environment (e.g. Tuttle et al., 2018).  
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Job demands within the ambulance service stem from experiencing physical and emotional 

demands in addition to increased workload, a perceived lack of control and high levels of 

responsibility. As previously discussed, technology has minimised physical demands within 

the ambulance service and arguably is an area that does not need further research. Additionally, 

emotional demands, similarly to critical incidents, are an unavoidable part of the ambulance 

role, due to the involvement with critically ill patients (Nirel et al., 2008). Therefore, 

operational stressors, such as workload, control, responsibility and a lack of social support are 

factors that can be improved or changed within the service to encourage a more positive 

working environment. Additionally, ambulance employees report operational stressors as 

being more stressful than traumatic stressors, such as critical incidents (Liberman et al., 2002). 

Because employees perceive operational stressors as the most stressful, with the idea that they 

are avoidable, it is these operational factors that this thesis will focus on in relation to sickness 

absence. Moreover, external stressors, such as those experienced at home and in everyday life, 

are also essential to the wellbeing of staff within the service 

A recent systematic review by Lawn et al. (2020) suggested that traumatic stress is present 

amongst workers but is amplified by how colleagues and management respond to this stress. 

This further suggests that the stress an ambulance employee may experience does not stop at 

the exposure to stress but the reactions of the stressful situation from others.     

As exposure to stress is something ambulance staff experience in all areas of their life, it is 

crucial to understand how staff cope and overcome these stressors. Therefore, the next section 

of this literature review will focus on coping styles and strategies that are used to overcome 

stress. 

2.6 Coping with stress 

Coping refers to “the cognitive and behavioural efforts made to master, tolerate, or reduce 

external and internal demands and conflicts among them” (Folkman & Lazarus, 1980, p. 23). 

In essence, coping is used to combat stressors using either cognitive or behavioural methods.  

Coping is considered as a resource and an individual characteristic. Moos and Holahan (2003) 

considered coping as a resource where individuals can draw on multiple behaviours and actions 

rather than one, specific behavioural response to reduce stress (Skinner et al., 2003). In contrast, 

coping is also conceptualised as an individual characteristic, which is consistent over time and 

across stressors (Carver & Scheier, 1994). These individual characteristics of coping are also 

referred to as coping styles, which consist of a combination of an individual’s personality, locus 

of control and perception of the stressor (Sahler & Carr, 2009). However, due to the complexity 
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of human behaviour, Folkman and Tedlie (2004) highlight that there are no specific rules on 

whether to consider coping a resource or characteristic. 

It could be argued that coping is a characteristic as it aligns with theory suggesting that coping 

is based on an individual’s appraisal of the situation, as outlined in the Transactional Model of 

Stress and Coping (Lazarus & Folkman, 1984). Furthermore, Folkman and Tedlie (2004) 

highlight that coping is influenced by several factors including the type of demand, the 

resources available and personality. Therefore, one individual’s method of coping with stress 

may differ to that of another individual. As a result, this thesis will consider coping as an 

individual characteristic through coping styles, as these provide a set of individual, cognitive 

and behavioural factors that can provide an overview of how an individual typically copes with 

stress (Coppens et al., 2010).  However, it is important to note that these coping styles also 

include several behavioural responses that are associated with each coping style. For example, 

emotion-focused coping may utilise behaviours such as denial.  

Folkman and Lazarus (1980) suggests that the two main coping styles are problem-focused and 

emotion-focused coping. According to Folkman and Lazarus, problem-focused coping (also 

known as active or rational coping) concentrates on how individuals can change the stressful 

event by seeking information or problem-solving. On the other hand, emotion-focused coping 

focuses on how individuals can change the way they think or feel about a stressful event, either 

through denial or emotional responses. Lazarus and Folkman (1984) further stated that when 

an individual perceives a stressor as unchangeable, or they have minimal control over its 

outcome, they will engage in emotion-focused coping. Conversely, when the stressor is 

changeable or controllable, an individual will utilise problem-focused coping.  

In addition to problem-focused and emotion-focused coping styles, the literature also points 

towards two other styles of coping: detached and avoidance. Detached coping styles refers to 

strategies that individuals’ use to cognitively distance themselves from a stressor (Elklit, 1996). 

For example, diverting attention from the stressor is a strategy of detached coping used by a 

sample of psychiatric nurses to prevent emotional exhaustion as a result of organisational 

stressors (McTiernan & McDonald, 2015). Moreover, avoidance coping styles refer to 

strategies that individuals use to avoid particularly stressful situations, thoughts or feelings 

(Chang et al., 2006). For example, Marmot (1995) and Mildenhall (2012) argued that sickness 

absence is used as an avoidant coping mechanism to cope with stress.  

Within each of these coping styles, there are specific behaviours and actions that individuals 

engage in to cope with stress. In the following section, these coping styles will be explored in 
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more detail to determine their effectiveness in being able to reduce or tolerate the effects of 

stress.  

2.6.1 Coping styles  

As previously discussed, there are several coping styles that are recognised within the literature. 

These are problem-focused coping, emotion-focused coping, detached coping and avoidance 

coping. This section will provide an overview of these four coping styles in addition to 

providing a critical insight into the coping styles and associated strategies present amongst 

ambulance employees.  

Problem-focused coping styles consist of active coping behaviours that target the stressors 

directly (Lazarus & Folkman, 1984). For example, seeking instrumental social support (such 

as asking for assistance and service) is suggested to be one of the most effective problem-

focused coping strategies to cope with stress (Ozdemir & Arslan, 2018). Early research into 

problem-focused coping by Daniels and Guppy (1994) proposed that social support is a 

problem-focused coping strategy as it stems from the individual seeking and receiving advice 

and guidance from others.  

Research has identified many positive aspects of using social support to cope with stress. For 

example, social support from co-workers have reduced levels of work-related stress within a 

sample of nurses (AbuAlRub, 2004). Moreover, social support from family and friends is also 

effective in reducing levels of stress and serves as a protective factor for the individual 

(Donnelly et al., 2016). This suggests that seeking assistance from individuals inside and 

outside of the workplace could be beneficial in coping with stressors. Problem-focused coping 

is a method utilised among ambulance staff to cope with stress. In particular, Essex et al. (2008) 

found that a widespread strategy included speaking to friends and family.  

However, Bounds (2006) has argued that staff in the ambulance service often deny that they 

are psychologically or physically affected by stress and demonstrate a front of bravado. 

Moreover, employees may be reluctant to seek support from friends and family due to the 

inability to discuss traumatic details of incidents (Avraham et al., 2014). These factors may 

present themselves as barriers to employees who want to seek social support and has 

implications for using problem-focused coping. For example, staff have to first admit they are 

affected by stress before seeking out practical methods of overcoming it, which could be 

impacted by maintaining bravado. Furthermore, these barriers have implications for research 

into coping as ambulance staff may not disclose their true levels of stress or coping strategies 

to researchers to protect themselves and their identity as a member of the ambulance service.  
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Despite research suggesting that problem-focused coping is the most effective coping strategy, 

some researchers have found certain strategies to be ineffective. For example, the use of 

overworking (i.e. working before or after work to complete tasks) as a problem-focused coping 

strategy has been linked to a variety of negative health outcomes, including cardiovascular 

disease and the suppression of the immune system (Siegrist & Li, 2017). This suggests that 

there may be some problem-focused coping strategies that harm an individual’s ability to cope 

with stress. 

Moreover, research has argued that not all individuals may be predisposed to use problem-

focused coping styles. Kazemi et al. (2015) argued that an individual’s locus of control (LOC) 

(Rotter, 1966) is an influential factor in whether or not individuals use problem-focused coping. 

Kazemi et al. (2015) suggested that individuals who have external LOC and believe they lack 

control over a situation, are less likely to use problem-focused coping strategies, such as 

seeking instrumental social support. This evidence suggests that although problem-focused 

strategies are effective, not all individuals will use them.  

On the other hand, individuals may use emotion-focused coping strategies by changing the way 

they think or feel about a stressful event through denial or emotional responses, such as crying 

or expressions of anger (Folkman & Lazarus, 1980). Traditionally, research has considered 

emotion-focused coping maladaptive and ineffective as they do not actively deal with the 

stressor (Holton et al., 2015). Ben-Zur and colleagues (2007) argued that strategies, such as 

denial, increase depersonalisation, where individuals distance themselves from their thoughts, 

feelings and emotions. However, research argues that this approach may be beneficial to some 

individuals. For example, Gomes (2013) identified that emotion-focused coping strategies, 

such as denial, are common among healthcare professionals. Roth et al. (2017) suggested this 

was because strategies such as denial help staff to cope in the short-term with the emotional 

responses to patients. In their research, Mann and colleagues (2004) suggested this was because 

healthcare staff are required to manage their emotions whilst working so that they can express 

appropriate and professional emotions to patients and their families. From this, it is apparent 

that some elements of emotion-focused coping may be situation-dependent and may be 

beneficial for healthcare staff to use when exposed to stressors related to their job role.  

Despite this, the use of emotion-focused coping is influenced by the number and intensity of 

stressors experienced. For example, Trouillet (2011) found that the use of emotion-focused 

strategies increased if individuals perceived stressors as more intense or if there were a lot of 

them. The intensity and frequency of stress, therefore, suggest that individuals may use 
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emotion-focused coping strategies if they feel overwhelmed as a short-term and ‘in the 

moment’ coping strategy.  

The research into emotion-focused coping indicates that these types of coping behaviours can 

both be beneficial and harmful for individuals. It is this mixture of evidence that is problematic 

within research surrounding emotion-focused coping. For example, research has identified that 

using an emotional expression such as anger is not an effective coping mechanism (e.g. 

Pittman, 2011). However, Can and Hendy (2014) argue that the suppression of anger is what 

makes emotion-focused coping ineffective. Moreover, emotional responses, such as crying, 

have also elicited similar results with regards to the ineffectiveness of emotion-focused coping. 

Sharman et al. (2019) found that crying did not allow individuals to cope for longer and did 

not lower levels of stress hormones, such as cortisol. These findings support the notion that 

emotional responses are not effective in coping with stress. However, as Sharman et al. (2019) 

focused on moderate levels of stress, these is no evidence to suggest whether crying may have 

an effect on low or high levels of stress. This suggests that there may be additional, underlying 

factors related to emotion-focused coping, such as the situation these coping strategies take 

place in, that may influence the effectiveness of emotion-focused coping (e.g. Cullati et al., 

2017).  

Another coping style within the literature is detached coping, which occurs when an individual 

is able to re-frame a stressor as “separate from oneself and not taking things personally” 

(Sulkowski et al., 2011, p. 189). Sharma and Kumar (2016) argue that detached coping is an 

effective coping mechanism as it allows individuals to emotionally remove themselves from a 

stressor in order to deal with it effectively.  

Detached coping styles have been researched in relation to bereavements and have been 

successful in helping an individual accept the loss of a loved one (Kamp et al., 2019). 

Furthermore, research into occupational stress within sports professionals found that emotional 

detachment was beneficial and promoted positive emotions towards participants’ job roles 

(Balk et al., 2019). However, other research has not found any benefits of engaging in detached 

coping. For example, Dolan et al. (2012) found that within their population of nurses, some 

used detachment as a method of coping. However, the participants did not perceive detachment 

to be an effective method of coping, due to the risk of not seeing patients as real people. 

Therefore, Dolan and colleagues highlight that there should be a focus on emotional distancing 

rather than detachment altogether.  
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The evidence into detached coping above suggests a common factor in relation to whether 

detached coping is effective or not. It could be argued that the type of job role an individual 

engages in depends on whether detached coping is effective. The research conducted into 

healthcare professionals is focused on detachment from the emotional responses to patients and 

there is limited evidence to suggest whether detached coping could be useful on more general 

workplace stressors, such as workload. Overall, detached coping serves as an area for further 

exploration.  

Early research into ambulance coping styles by Regehr and colleagues (2002) identified that 

ambulance employees use detached coping mechanisms, such as emotionally distancing 

themselves from stressors. As previously stated, the use of emotional distancing can be useful 

when managing emotions surrounding patients (e.g. Steen et al., 1997), however the 

effectiveness of this coping style upon occupational stressors in the ambulance service, such as 

workload, is limited.  

One example of detached coping that ambulance employees use is dark humour, which is 

suggested to be an effective way of coping with stress (Kuiper, 2012). Black humour is a 

specific type of humour seen among emergency service personnel, which is suggested to be a 

type of humour that treats threatening and traumatic situations or events such as death, with 

amusement (Willinger et al., 2017).  

Research suggests that dark humour makes it easier for staff to communicate with one another 

and is often used within the ambulance service to cope with aspects of the role, such as dealing 

with medical emergencies and patients (Charman, 2013; Halpern et al., 2009b). However, 

Halpern and colleagues have stated that using dark humour can isolate non-peers such as family 

and friends due to misinterpretation of the humour in relation to its context. This is particularly 

notable for student paramedics who may be shocked by the use of such humour (Christopher, 

2015). Nevertheless, dark humour has been demonstrated as an effective detached coping 

strategy to reduce stress among ambulance service employees.  

On the other hand, avoidance coping strategies allow individuals to avoid situations or events 

that have the potential to cause stress (Chang et al., 2006). Endler (1997) suggested that 

avoidance coping is the first reaction to stressful stimuli as individuals have the potential to 

immediately remove themselves from a stressful event or situation. Allott et al. (2015) 

highlighted that this can occur through both behavioural, such as physical withdrawal from a 

stressful situation or cognitive such as the use of distraction, such as watching television.  
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Substance abuse and alcohol consumption are commonly researched as avoidance coping 

mechanisms. For example, Dolan and Ender (2008) found that when coping with traumatic 

stress, military personnel engage in substance abuse to avoid dealing with the stress as it allows 

individuals to distract themselves from the stressor. However, these types of avoidance coping 

mechanisms have been associated with increased levels of stress and illness, suggesting that 

they are not effective in coping with stress (Gershon et al., 2008). Moreover, Brousse et al. 

(2011) suggests that avoidance coping is not effective when coping with traumatic stress as it 

can increase the risk of post-traumatic stress disorder, which exacerbates if an individual has 

experienced low levels of social support in their working environment (Chao, 2011). Together, 

this evidence suggests that avoidance coping is not an effective mechanism for coping with 

stress, which is further heightened by a lack of social support.  

More recently, research into avoidance coping has expanded to look at other stressors such as 

the mistreatment at work, such as a perception that an employee is being undervalued. 

Hershcovis et al. (2018) found that avoidance coping styles are ineffective when used to cope 

with mistreatment at work. They suggest this is because individuals may physically avoid the 

individual who is mistreating them. The perpetrator may not be aware that they are doing 

anything wrong, and the mistreatment continues. Therefore, when returning to the working 

environment, individuals may again experience the mistreatment. This suggests avoidance 

coping is a mechanism that does not actively deal with the stressor.  

Although Brousse et al. (2011) and Hershcovis et al. (2018) argue that avoidance coping is not 

effective, their research fails to consider an important occupational, avoidance technique of 

resignation. For example, Arnup and Bowles (2016) found that job dissatisfaction due to stress 

in the working environment was associated with staff resigning from their job. This 

demonstrates that resignation may be an influential factor in avoidance behaviour, which may 

not be accounted for in previous research that considers the use of avoidance coping within the 

workplace.  

Together, the evidence surrounding avoidance coping strategies suggest they are ineffective in 

being able to cope with both traumatic and work-related stress, such as mistreatment. However, 

the research presented does not consider all forms of avoidant behaviour, such as resignation, 

which may be more of an indicator of avoidance behaviour rather than substance abuse or 

alcohol consumption.  

Despite employees of the ambulance service having a wide range of coping styles and 

strategies, it is important to note that ambulance education does not provide training on how to 
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cope with stress. Instead, staff learn how to deal with it themselves, which may lead to the use 

of ineffective coping strategies, which, over time, become consistent in how they cope with 

stress (Halpern et al., 2009a). This suggests that ambulance employees may not have the most 

effective coping styles and may not utilise the most appropriate coping strategies. Therefore, 

there is a potential that stressors that ambulance employees are experiencing are exacerbated 

due to an inability to cope with them effectively.  

Moreover, the research surrounding ambulance coping styles (e.g. Essex et al., 2008), focus 

generally on coping styles and strategies. For example, Essex and colleagues’ research utilised 

a self-report method of obtaining information on the most used coping strategy. These types of 

research studies do not offer an insight into why or how these coping strategies are used and 

how they manifest themselves into coping styles.  

2.6.2 Consideration for the use of coping styles 

Despite research identifying that there are several effective coping styles and strategies, there 

are additional factors to consider, which may influence the use of coping styles and subsequent 

behaviours amongst ambulance employees.  

Research has identified sex differences between males and females in the use of coping styles. 

Matud (2004) found that males are more likely to use active, problem-focused approaches 

compared to females who are more likely to use emotion-focused and avoidant strategies 

(Endler, 1997). Essex and collegues (2008) established a difference between coping strategies 

among ambulance staff and found that women were more likely to seek social support 

compared to males who would rather choose the emergency calls they attend.  

An explanation for this difference in coping style comes from the notion that male coping 

strategies are decided through primary appraisal compared to females whose coping approach 

was determined by secondary appraisal (Watson et al., 2011). According to Lazarus and 

Folkman’s (1984) Transactional Model of Stress and Coping, primary appraisal is the 

evaluation of whether a stressor is a threat or not. This research suggests that male coping 

strategies are determined based on whether or not they perceive the stressor to be a threat. On 

the other hand, female coping strategies are determined based on whether they believe they can 

control the stressor and have effective means to cope with it. This may explain why research 

has found females turn to emotion-focused approaches if they cannot control the stressor 

(Matud, 2004).  
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Moreover, research has uncovered an age difference among individuals who use problem-

focused coping styles. Chen et al. (2017) found that older adults (over 60 years of age) are more 

likely to engage in problem-focused coping compared to younger individuals. Chen and 

colleagues suggested that this was due to the life experience and the ability to learn which 

coping strategies are more effective, which led to appropriate coping styles being developed. 

This suggests that older individuals are likely to have a better understanding of how to 

overcome stressors based on their previous experiences (Trouillet et al., 2011).   

Similarly, research has identified an association with the use of problem-focused coping styles 

and time in service. Singh (2017) found that police officers who had spent a long period of 

time working for the service were more likely to use problem-focused coping. This supports 

research conducted by Chen et al. (2017), by suggesting that a longer time spent in service 

allows the development of appropriate coping strategies and styles based on experience.  

However, one problem that stems from Singh’s research is that they did not define the length 

of time in service required to use problem-focused coping. For example, there was no 

quantifiable information on how long it would take an individual to develop appropriate coping 

strategies and styles. Moreover, their research also failed to consider the influence of previous 

experiences in other organisations, which may have influenced their choice of coping strategy 

(for example, social support verses overworking). As a result, although the research indicates 

that these factors are influential, it is crucial not to view these as deciding factors in whether 

an individual has or uses problem, emotion, detached or avoidance coping styles and associated 

behaviours.  

Furthermore, neuroscience research has found that there are specific areas in the brain that are 

related to coping, suggesting the process is automatic, rather than a choice made by the 

individual. Santarnecchi et al. (2018) found that areas of the brain, such as the anterior salience 

and default mode networks, can partly explain differences in coping style. The anterior salience 

filters sensory stimuli and default model networks are areas in the brain that are active when 

the individual is not. Santarnecchi and colleagues argue that the brain is automatic in selecting 

coping styles, which is influenced by the anterior salience processing the stimuli. This 

biological and neuroscientific approach to coping styles suggests that there are deeper and 

subconscious factors that may be related to the coping styles and strategies individuals use.  

Alongside this, there are methodological challenges related to the conceptualisation of coping. 

There is an ongoing challenge of developing a typology for coping, which has so far been 

unachievable. This is because it requires the ability to record all individual behaviours and 
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actions that individuals exhibit, which is too vast (Skinner et al., 2003). As a result, there may 

be additional coping styles or strategies that are yet to be characterised or researched within 

the literature. This has consequences for current coping research, particularly with relation to 

coping styles, as researchers must be aware of categorising individuals into the set criterion of 

coping styles.  

Furthermore, there is also differing terminology used to describe specific coping styles. For 

example, the terms active and rational coping are used to describe problem-focused coping 

strategies. Additionally, some research does not define the coping styles they are studying. This 

is seen within Lee et al. (2016), who used the term coping strategies when investigating the 

coping within a sample of nurses. The broad terminology used in such studies is unable to 

effectively contribute to the literature surrounding specific coping styles, as they do not indicate 

which ones they may be investigating. One problem with this is that researchers could 

misinterpret findings that could lead to inappropriate conclusions surrounding effective coping 

styles.  

This is particularly relevant when considering coping strategies such as social support. Within 

the literature, social support is referred to as a singular term (e.g North et al., 1993). The 

interpretation of the term social support can lead to either a problem-focused or emotion-

focused meaning, which has consequences for applying the research to practice. Evidence 

suggests that there are several different types of social support which have negative and 

positive effects on stress (Roohafza et al., 2014). Therefore, when research is addressing social 

support as a coping behaviour, the authors need to note the use of social support and which are 

effective to avoid misinterpretation and inadequate application. 

Although there are several coping styles and strategies that are employed by ambulance 

personnel, this section highlights that they need to be considered in relation to several 

additional factors such as age, sex and from a neuroscience perspective. Moreover, there are 

methodological challenges when researching coping, which is related to the terminology 

surrounding coping.  

2.7 Sickness absence, stress and coping styles in the ambulance service  

It is evident that there are several factors that have the potential to influence sickness absence 

leading to a variety of negative consequences for the employee and the organisation. However, 

recent evidence has suggested that sickness absence is declining in some organisations. For 

example, the Chartered Institute of Personnel and Development (CIPD) found that in 2020, 

results from their Health and Wellbeing at work survey, indicated that sickness absence was 
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the lowest it had been in 20 years. However, this is not consistent with all organisations in the 

UK, particularly the ambulance service who have reported steady increases in their sickness 

absence rates since 2015.  

In 2009, the Boorman review highlighted that staff health and well-being is a major problem 

amongst all NHS employees (Boorman, 2009). Moreover, Carter (2018) reported that sickness 

absence in the ambulance service was the highest compared to all other NHS occupations. 

Because of this, targets have been set for NHS Improvement to reduce sickness absence across 

the NHS to 2.9% by 2022.   

Research has focused on understanding and improving the provision of wellbeing across the 

NHS. For the ambulance service, research has focused on the association between supportive 

management and wellbeing (Petrie et al., 2018), employees’ experiences of musculoskeletal 

injuries (Wiitavaara et al., 2007), post-traumatic stress disorder (Clohessy & Ehlers, 1999) and 

the risk of occupational injury (Roberts et al., 2015). There is a consensus within the ambulance 

literature that ambulance staff experience increased levels of stress, are at risk of 

musculoskeletal injury and PTSD (Golding et al., 2017).  

The majority of research addressing the health and well-being of staff does not consider 

sickness absence as an outcome and primarily focus on other aspects of health. As outlined in 

the theoretical framework and conceptualisation of sickness absence, the health of an individual 

is a predisposing factor for sickness absence although ill-health is not a necessary condition for 

an absence to occur (Alexanderson, 1998). Arguably, sickness absence occurs due to health-

related factors influenced by the individual’s experience of illness.  

CIPD (2020) highlight that the causes of sickness absence depend on the type of absence being 

examined. For example, long-term sickness absences are often caused by mental illness or 

mental ill health, followed by stress being a cause of both long-term and short-term sickness 

absence. This therefore suggests that these factors are common amongst all organisations and 

that it is not solely an ambulance service problem. However, due to the high level of stress that 

ambulance staff experience in their day to day lives, it is important to focus on this organisation 

as they may be at an increased risk of sickness absence due to interplay between stress and 

ineffective coping.  

Research into the relationship between stress, coping styles and sickness absence in other 

occupational groups, such as nurses, have found strong associations between these factors. 

Amongst nursing staff, research found that when levels of stress were low, researchers 

observed a moderate level of sickness absence (Elstad & Vabø, 2008). However, when stress 
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increased, levels of sickness absence also increased (Schell et al., 2013). Schell and colleagues 

also stated that individuals who did not experience sickness absence exhibited lower levels of 

stress, suggesting that this association between stress and sickness absence operates both ways. 

Similarly, Trybou et al. (2014) found that experiencing high levels of stress increases the 

likelihood of sickness absence occurring, suggesting stress may also be a risk factor for 

sickness absence.  

Most recently, Thorsen et al. (2019) aimed to investigate whether there was an association 

between stress and sickness absence and investigated whether this varied by age and length of 

sickness absence. Thorsen and colleagues found that stress was associated with sickness 

absence. In particular, there were differences between men and women, where stress was 

associated with long-term sickness absence only amongst women.  

However, within Thorsen and colleagues' study, the association between stress and sickness 

absence was researched using a single measure of stress. The study measured stress using the 

question, “in the last two weeks, how often have you felt stressed?” (p. 822). This method of 

measuring stress may not be appropriate to determine the intensity of stress experienced in 

addition to whether the stress occurred within the workplace or at home. Similarly, within 

Trybou et al. (2014), Elstad et al. (2008) and Schell et al. (2013), the definition of high and low 

levels of sickness absence is not specified. It is unclear whether the research categorises 

sickness absence through either the duration or frequency of absence.  

Singular measures of stress (such as focusing on one stressor) are not appropriate for research 

into sickness absence. Theories and empirical evidence state that individuals are exposed to 

several causes of stress in the working environment. Additionally, research has demonstrated 

relationships between specific stressors and health outcomes, including sickness absence. In 

particular, Pek et al. (2015) found that staff with low levels of responsibility, who were not 

responsible for decision making, were more likely to report that they were in good health. 

Alongside this, high levels of effort and low reward were associated with an increase in 

sickness absence spells (Götz et al., 2018). Together, these studies suggest that when 

investigating the relationship between stress and sickness absence, multiple measures of stress 

should be used.  

It is apparent that the relationship between stress and sickness absence arises due to an 

accumulation of stressful situations that result in absence. This is evidenced by CIPD (2020) 

who reported that in the past year, organisations have made little progress towards preventing 

stress within the workplace. More commonly a reactive approach is taken where employees’ 
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stress is identified once they are absent from work. However, this is not appropriate and CIPD 

highlight the need for all employees to discuss these sources of stress with management using 

a proactive, preventative approach.   

Alongside stress, coping styles have also been associated with sickness absence, although the 

evidence base is sparse compared to that of stress. The first association between coping styles 

and sickness absence was investigated by Kristensen (1991), who argued that sickness absence 

in itself is a coping strategy. In particular, Kristensen stated that sickness absence is a method 

of avoidance coping, as an individual actively withdraws themselves from the working 

environment. This, in turn, allows them to recover and experience less work-related stress. 

However, Kristensen also argued that sickness absence could be seen as a problem-focused 

coping style if an individual is taking steps to withdraw themselves to protect their resources, 

as seen within the conservation of resources theory (Hobfoll et al., 2018). Van Rhenen et al. 

(2008) suggested that this goes beyond considering coping as a resource or individual 

characteristic. However, Van Rhenen and colleagues found within their study that using 

sickness absence as an avoidance coping strategy did not reduce work-related stress. This can 

be partly explained by Hershcovis et al. (2018), who found that avoidance coping strategies 

were ineffective as it does not actively deal with the stressors in the workplace. Therefore, 

when an individual returns from sickness absence, the stressors remain, which may mean they 

engage in further sickness absence.  

When comparing problem-focused and avoidant coping styles, van Rhenen et al. (2008) 

suggested that individuals who use problem-focused coping are less likely to be absent from 

work compared to those who use avoidant coping styles. As a result, the evidence suggests that 

problem-focused coping styles are associated with lower levels of sickness absence (Schreuder 

et al., 2011). Schreuder and colleagues argued this was due to the ability to target the stressor 

face on, which lowered levels of stress and therefore sickness absence.  

Arends et al. (2014) implemented a problem-focused coping intervention strategy where 

employees were involved in a process to find solutions for problems experienced at work. 

Arends and colleagues hypothesised that the intervention would prevent sickness absence and 

increase the use of problem-focused coping. Although they found that the study did not affect 

coping styles, individuals in the intervention group had decreased levels of sickness absence. 

This suggests that employees who can work collaboratively with colleagues to solve problems 

at work may have lower levels of sickness absence. Furthermore, this also highlights the need 

for social support within the working environment.  
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However, one problem with research into coping styles and sickness absence is the type of 

health condition being researched. For example, Arends and colleagues (2014) researched the 

effect of a problem-focused intervention on mental illness. Therefore, there is no clear evidence 

to suggest whether this would have the same impact on infectious diseases. 

Similarly, van Rhenen et al. (2008) highlighted that within their study, they could not determine 

whether coping strategies changed over time. Moreover, they could not provide any evidence 

for whether sickness absence also influenced the types of coping strategies individuals engaged 

in. This is a major limitation of coping research in that coping is not often measured using 

longitudinal designs. This also has implications for the debate surrounding coping as an 

individual characteristic or as a resource. If studies are not measuring coping over time, then it 

cannot be determined whether it is a resource or individual characteristic.  

With regards to the ambulance service, research has not focused directly on sickness absence 

but on the general health of ambulance staff. Research has demonstrated that ambulance work 

(such as shift work, high demand and low control) negatively influences the health of 

ambulance staff (Pek et al., 2015). For example, Anstey (2016) demonstrated how shift work 

affects paramedics’ food choices leading to weight gain. In addition, Tsuboya (2015) suggested 

working overtime increased the risk of coronary heart disease. Specific studies into stress 

exposure by ambulance staff found that employees who experienced high levels of stress 

reported worse health and physical fitness (Betlehem et al., 2013). Together, this evidence 

suggests the type of work ambulance employees engages in, impacts their health. However, the 

problem is that these studies do not directly research sickness absence and fail to explain why 

high rates of sickness absence exist in the ambulance service.  

One of the only studies into sickness absence in the UK ambulance service was conducted by 

Stilwell and Stilwell (1984) who focused on identifying the main causes of sickness absence 

within the West Midlands Metropolitan Ambulance Service. Stillwell and Stillwell found that 

women had increased levels of sickness absence compared to men, which is consistent with 

research into sex as a risk factor for sickness absence (Casini et al., 2013). They also found that 

musculoskeletal injuries were the main cause of high levels of sickness absence and 

recommended that the ambulance service invests in equipment and training to help staff 

overcome this problem.  

Within their study, Stillwell and Stillwell took a descriptive approach to understanding sickness 

absence, which can be partly explained by the fact that in 1984, sickness absence rates were 

not widely available. Their study demonstrated that high levels of sickness absence existed as 
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they found ambulance employees had higher levels of absence than firefighters. However, the 

study does nothing more than provide a snapshot of sickness absence.  

Since Stillwell and Stillwell’s (1984) study, there has been a lack of evidence to suggest that 

research has focused on sickness absence within the UK ambulance service. This is concerning 

considering that Boorman (2009) and FTI Consulting (2015) suggest the NHS could make vast 

financial savings if they target sickness absence. Alongside this, research that has attempted to 

investigate ambulance wellbeing encounter several methodological problems.  

Firstly, studies have focused on ambulance services in other countries, most commonly 

Australia and Nordic countries such as Norway and Sweden (e.g. Aasa et al., 2005). The 

healthcare system in the UK focuses on providing universal health care to patients, which is 

funded through the government (Friebel et al., 2018). Friebel and colleagues state that 

compared to other countries, the NHS provides care and resources free of charge (except for 

prescriptions). This is a unique healthcare system compared to other countries that are required 

to pay up-front for their care (Holm et al., 1999). For example, in Australia, the Medicare 

system funded by tax does not cover treatment by the ambulance service (Dixit & Sambasivan, 

2018). There are several differences in the way that patients obtain and pay for their treatment 

in the NHS and other healthcare systems across the world. As a result, studies conducted within 

other healthcare systems may not be comparable to the NHS in the UK.  

Secondly, research into the ambulance service focus on specific employees and areas, and there 

is a lack of research into call takers or dispatch staff. For example, within Clohessy and Ehlers’ 

(1999) study on PTSD, they focused on paramedics and technicians rather than call takers. 

Similarly, in a study on the experience of musculoskeletal injuries, Wiitavaara et al. (2007) 

interviewed men aged 28 to 52 years of age. This particular sample excluded women and 

individuals who were nearing retirement, which is suggested to have an influential effect on 

sickness absence. As Farrants (2018) suggested, staff nearing retirement age may retire rather 

than taking a leave of sickness absence. As a result, excluding job roles within the ambulance 

service (such as call takers) affects the generalisability of the results to wider areas of the 

service. Therefore, it is crucial to include a range of ambulance occupations, ages and sex to 

be fully representative of an ambulance service.  

Overall, there is a lack of research into sickness absence in the ambulance service, specifically 

exploring why high rates of sickness absence exist amongst the population. There are also 

several methodological problems that previous studies fail to address, such as a lack of research 
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in the UK and a lack of consideration for all ambulance employees. Overall, there is an evident 

research gap in the ambulance service literature that this thesis aims to address.  

As outlined in this literature review, it is clear that research has not fully investigated the stress-

reaction hypothesis in the context of the ambulance service. It is evident that ambulance 

employees experience increased stress, may have a lack of effective coping styles and a high 

level of sickness absence. However, there is currently a lack of research that suggests why this 

is the case. Together, this presents a clear gap in the current literature.   

2.8 Aim and objectives of the thesis 

Due to the high level of sickness absence in the ambulance service, there is a potential for the 

NHS to make financial savings by reducing these sickness absence rates. To do this, an 

exploration of factors that cause or influence sickness absence is required. Theory and previous 

research have demonstrated a tentative association between stress and coping styles on an 

increase in sickness absence. This has been demonstrated in the general population and other 

healthcare occupations but has not yet been applied to the ambulance service. Therefore, the 

overarching aim of this thesis is to investigate sickness absence in the ambulance service 

and its association with stress and coping styles whilst developing ways in which it can be 

improved.  

To address the overarching aim, this thesis aims to answer the following research questions:  

• What interventions, if any, are effective in reducing sickness absence? 

• If so, what are the components of effective interventions?  

• Using the current literature, can these interventions be applied to the UK ambulance 

service?  

• To what extent are stress and/or coping styles associated with sickness absence? 

• What are employees’ reasons, experiences and perceptions of sickness absence? 

• What do ambulance staff perceive should be included in an intervention to target 

sickness absence?  

To meet these research questions, this thesis has three main objectives:  

• Objective one (Study 1): To explore interventions that have reduced sickness absence 

and evaluate whether these interventions can be applied to the ambulance service  
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• Objective two (Study 2): To investigate the extent to which stress and coping styles are 

associated with sickness absence (quantitative phase) in addition to exploring 

employees’ reasons, perceptions and experiences of sickness absence (qualitative 

phase)  

• Objective three (Discussion): To make recommendations to improve sickness absence 

in the ambulance service considering the evidence from study 1 and 2  

 

 

 

 

 

 

 

 

 

 

 

Chapter 3 Investigating and evaluating existing interventions that reduce sickness 

absence among healthcare workers (Study 1) 

Guidelines published by the National Institute for Health and Care Excellence (NICE, 2019), 

recommended that research focuses on the evaluation of interventions in reducing sickness 

absence. Therefore, in order to reduce sickness absence within the ambulance service, an 

investigation of previous interventions need to be conducted to establish whether there are any 

effective interventions that could be applied to the ambulance service. To do this, a systematic 

review was conducted to gather and evaluate existing interventions (Crocetti, 2016).  

Within their review, Carter (2018) highlighted a range of interventions that had been 

implemented in ambulance services to reduce their sickness absence rate. Previously, NHS 

Digital reported that WMAS rate of sickness was the lowest compared to other services. Carter 

(2018) suggests this was due to senior management’s commitment to supporting staff by 
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offering early interventions, such as access to mental health services, nurses and a weight 

management programme. Therefore, this suggests that sickness absence rates can be reduced 

if an appropriate range of preventative interventions are implemented.  

Originally, the aim of the systematic review was to study interventions in the context of the 

ambulance service. However, it became apparent that there was limited evidence of published 

and unpublished evaluations of sickness absence interventions within this population (such as 

the intervention described above). The population of interest was subsequently widened to 

include healthcare workers due to research highlighting that the ambulance service is perceived 

as the “health arm of the emergency services rather than an emergency arm of health services” 

(Wankhade, 2011, p. 397). This suggests that considering other emergency service 

occupations, such as police and fire, may not be appropriate if considering the main role of the 

ambulance service: the treatment and transportation of patients with a variety of illnesses and 

injuries (Caroline, 2008).  

This chapter presents a systematic review, which aimed to investigate and evaluate existing 

interventions that reduce sickness absence among healthcare workers. As this systematic 

review did not specifically consider the ambulance service, this chapter will also present an 

evaluation of these interventions to the ambulance service using an applicability and 

transferability framework designed by Wang, Moss and Hiller (2006).   

This chapter presents the methods, results and discussion of the systematic review, which have 

been published in an academic journal (Simmons et al., 2019). Within this chapter, there are 

section of the text that have been reproduced however, permissions have been obtained from 

the journal’s editor to reproduce these sections within this thesis (Appendix A). For the purpose 

of this thesis, the results section has been updated to include studies that were not originally 

included in the publication.  

The final section of the chapter provides an assessment of the applicability of effective 

interventions presented in the systematic review to the ambulance service. This is then followed 

with a general discussion including the strengths and limitations of the study alongside 

implications for practice and research.  

3.1 Methods 

3.1.1 Design 

This systematic review was conducted in accordance with the recommendations from the 

Cochrane Collaboration (Cochrane Collaboration, 2019) and the Preferred Reporting Items for 
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Systematic Reviews and Meta-Analyses (Moher et al., 2009). Prior to conducting the review, 

the protocol was registered on Prospective Register of Systematic Reviews (PROSPERO) 

(Registration number: CRD42017058532).  

3.1.2 Research questions  

The aim of this systematic review was to investigate and evaluate existing interventions that 

reduce sickness absence among healthcare workers. To do this, the study consists of three 

research questions: 

• What interventions, if any, are effective in reducing sickness absence? 

• If so, what are the components of effective interventions?  

• Using the current literature, can these interventions be applied to the UK ambulance 

service?  

3.1.3 Inclusion and eligibility criteria  

This review included studies whose research designs were randomised control trials (RCTs). 

RCTs were included in this review if they had an intervention and control group who received 

either a different intervention, usual care or no intervention. Any type of intervention (for 

example, work-based or exercise) that aimed to reduce sickness absence were included in this 

review if they contained the outcome measure of sickness absence. Both administrative and 

self-report measures of sickness absence were eligible for inclusion.  

This systematic review sought to include randomised control trials because of their ability to 

impartially assess interventions due to the reduced risk of selection bias (Gardner et al., 2016). 

For example, participants characteristics, such as age and sex, are distributed evenly so that 

changes in the intervention group are better explained by the intervention rather than individual 

characteristics (Roberts & Torgerson, 1998). It also prevents researchers who are implementing 

the intervention from having influence over which participants are recruited to which condition 

(Akobeng, 2005). RCTs are also suggested to be the ‘gold standard’ of research evidence 

(Faraoni & Schaefer, 2016).  

Alongside this, studies were also included if participants were employed in clinical roles within 

the healthcare service (for example, if they had direct contact with patients). Support staff in 

non-clinical roles or trainee healthcare professionals were not included in this review. Non-

clinical support staff were excluded from this review due to the fact that they do not work with 

or alongside patients in their role. Additionally, trainee healthcare workers were not included 
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because they do not reflect the working population within healthcare with regards to day-to-

day tasks and experience. As a result of these differences, there are specific interventions 

targeted at healthcare students, which will not be included in this review (Svensson et al., 

2009).  

3.1.4 Information sources 

A series of database searches were conducted to identify published and unpublished literature, 

which included MEDLINE, CINAHL, PsycINFO, Web of Science, EMBASE, 

clinicatrials.gov and the Conference Proceedings Index. Searches were also conducted in the 

Cochrane Collaboration database and Prospective Register of Systematic Reviews 

(PROSPERO) to identify current and ongoing systematic reviews. Alongside this, materials 

identified in the literature searches were explored using backwards reference searching in 

addition to internet searches and discussions with study authors. Searches were conducted from 

their inception until 18th December 2019.  

Numerous search terms were created originating from the population and outcome. For 

example, terms such as “allied health personnel”, “nurse” and “paramedic” were used 

alongside “sickness absence”, “sick leave” and “employee absence”. To ensure for a wide 

variety of studies, no constraints were placed on language or publication status (such as 

published or unpublished).  

3.1.5 Data collection and analysis  

After searches were conducted, results were imported into reference management software 

(EndNote X8). Following this, the results underwent a screening process by two independent 

reviewers. By using two reviewers during the screening process, decreases the chances of 

inappropriate selection (such as a study being excluded when it should have been included) 

(Singh, 2017). For this review, studies were excluded if both reviewers agreed that it met the 

exclusion criteria. After the initial selection process, full texts were obtained and subsequently 

screened for eligibility.  

To extract the data, the Cochrane Collaboration’s data collection form was modified and used 

to capture information from the studies (Appendix B) including the aim and design of study, 

country, participant characteristics (e.g. job role), the type and method of intervention delivery, 

length of intervention, adherence rate (if reported) and outcomes. For the outcome of sickness 

absence, information such as the duration of sickness absence (i.e. the number of days off sick) 
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or the number of absences over a certain period of time were recorded. Additional information, 

such as the studies risk of bias, was also collected.  

The risk of bias is a method recommended by the Cochrane Collaboration (Cochrane 

Collaboration, 2019) that allows for the assessment of research quality, which provides 

researchers with an informed decision on how bias may affect the interpretation of results 

(Hopp, 2015).  

Risk of bias has several categories in which studies can score high, medium or low. These 

categories include selection bias, performance bias, detection bias, attrition bias and reporting 

bias. Definitions of these are presented in Table 2.  

 

 

 

 

 

 
Table 2. Definitions of risk of bias 

 

Risk of bias domain Criteria Example 

Selection bias 

Random assignment of 
participants to intervention 
conditions and allocation 
concealment 

Low risk of bias awarded to studies 
who randomly assigned participants to 
conditions using a computerised 
random sequence generator 

Performance bias 

Adherence to intervention 
protocol, blinding of 
participants and 
researchers 

Low risk of bias awarded to studies 
who blinded both the participants, 
researchers and provided an 
explanation of how this was done 



82 
 

Detection bias 
Blinding participants to the 
outcome 

Low risk of bias awarded to studies 
that used data from external sources 
such as sickness absence rates from a 
Human Resources database 

Attrition bias 
Inadequate reporting of 
outcome data, missing 
information present 

Low risk of bias awarded if attrition 
rates were evenly distributed across 
control and intervention groups and 
were reported and explained 

Reporting bias Specific outcomes reported 
Low risk of bias awarded if complete 
outcome data was presented from 
baseline to follow up 

 

Guidelines established by Jones, March, Curtis and Bridle (2016) were used to determine the 

risk of bias of studies. A low risk of bias was provided if all criteria were deemed low, a medium 

risk of bias was provided if one criteria was graded high or two graded as unclear and a high 

risk of bias was awarded if more than one criteria was deemed high or more than two were 

deemed unclear.  

A common method of analysing data from systematic reviews are meta-analyses. However, 

according to guidelines by the Cochrane Collaboration (2019), a meta-analysis is not 

appropriate when the studies are heterogeneous. Often meta-analyses are conducted on similar 

groups of individuals or intervention types, however, within this review the studies were too 

diverse for a meta-analysis. Therefore, a narrative synthesis is provided.  

Within the narrative synthesis, the outcome measure of sickness absence is treated as a 

dichotomous outcome (defined as a total number of participants in each group who had been 

absent). These are presented both as risk ratios (to estimate the efficacy of an intervention) and 

rate ratios (to determine the incidence of sickness absence). Alongside this, the interventions 

have been grouped into four categories: exercise-only, multicomponent programmes, influenza 

vaccinations and process consultation interventions.  
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3.2 Results  

Initial searches produced a total of 7805 records, which following the screening and removal 

of duplicates, 7386 were excluded based on title and abstract. A total of 28 full-text articles 

were accessed and seven studies were identified as meeting the inclusion criteria (Figure 11). 

These included one exercise-only intervention (Palumbo et al., 2012), three multicomponent 

intervention programmes (Brox & Frøystein, 2005; Roussel et al., 2015; Tveito & Eriksen, 

2009), two influenza vaccinations (Weingarten et al., 1988; Wilde et al., 1999) and one process 

consultation (Weir et al., 1997) (Table 3). 

Three studies were conducted in the United States of America (Palumbo et al., 2012, 

Weingarten et al., 1988, Wilde et al., 1999), two in Norway (Brox and Frøystein, 2005, Tveito 

and Eriksen, 2009) one in Canada (Weir et al., 1997) and one in Belgium (Roussel et al., 2015). 

Participants ranged from nursing home employees (Brox and Frøystein, 2005, Tveito and 

Eriksen, 2009), nurses, physicians and respiratory therapists working in a medical centre or 

hospital (Palumbo et al., 2012; Roussel et al., 2015; Weingarten et al., 1988; Weir et al., 1997; 

Wilde et al., 1999). Sickness absence was measured in hours (Palumbo et al., 2012; Weingarten 

et al., 1988; Weir et al., 1997), number of days off sick (Tveito & Eriksen, 2009; Brox & 

Frøystein, 2005; Wilde et al., 1999) and percentage proportion of individuals off sick during a 

specified time period (Roussel et al., 2015). 

The risk of bias assessment presented in Table 4 outlines the overall risk of bias for each study. 

In particular, four studies were assessed as having a medium risk of bias (Palumbo et al., 2012; 

Weir et al., 1997; Weingarten et al., 1988; Wilde et al., 1999) and three were assessed as having 

a high risk of bias (Brox et al., 2005; Roussel et al., 2015; Tveito et al., 2009).  
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Figure 11. PRISMA flow diagram adapted from Moher, Liberati, Tetzlaff and Altman (2009) 
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Table 3. Characteristics of included studies  

Author (year) Study location 

and design 

Participants and 

allocation 

Description of 

intervention 

Description 

of outcome 

measure 

Outcome measure 

(unit) and period of 

assessment 

Risk of bias 

assessment 

 

Results 

Exercise-only interventions 

Palumbo et 

al. (2012)  

Randomised 

control trial 

(RCT)  

 

United States of 

America 

Older nurses from 

an academic 

medical centre 

 

Intervention: n = 7  

Control: n = 7 

Total: n = 14 

 

Allocation: 

Individual 

Tai Chi classes 

(13 x 45-minute 

sessions with 30 

minutes Tai Chi 

and ten minutes 

of breathing 

exercises with 

participants 

practicing on their 

own for ten 

minutes x 4 days 

per week). The 

control group did 

not receive any 

intervention 

Work 

absenteeism 

including 

sickness, 

injury, 

personal 

issues and 

stress  

Unit: Hours  

Work absenteeism: 

unscheduled 

combined time off 

(CTO) over the 

comparable time 

period in the 

previous year and 

during the 

intervention 

Medium  *Mean ± 

Standard 

deviation, 

Intervention: 3 

± 0 hr 

 

Control: 10 ± 

14 hr 

 

Multi-component interventions 

Tveito et al. 

(2009) 

Randomised 

controlled pilot 

study (RCT)  

 

Employees in a 

nursing home for 

older people  

 

Integrated health 

programme: 

physical exercise, 

health 

Sick leave  Unit: Days off sick 

per year 

 

High *Mean (95% 

CI), 

Intervention: 
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Norway Intervention: n = 19 

Control: n = 21 

Total: n = 40 

 

Allocation: 

Individual 

information/stress 

management 

training and a 

practical 

examination of 

the workplace. 

The control group 

did not receive 

any intervention 

  

Sick leave: year 

before the start of the 

intervention, the 

intervention year and 

the year after the 

intervention 

36.00 (5.20-

66.80);  

Control:  

35.20 

 (14.10-56.20) 

(post-test)6 

Roussel et al. 

(2015)  

 

Randomised 

control trial 

(RCT)  

 

Belgium 

Caregiving hospital 

employees 

 

Intervention: n = 31 

Control: n = 38 

Total: n = 69 

 

Allocation: 

Individual 

Multidisciplinary 

prevention 

programme 

including 

intervention at 

policy level, 

exercise (six one-

hour sessions of 

walking, two-

sessions of 

lumbo-pelvic 

motor control and 

cardiovascular 

training), 

psychosocial (1-

hour sessions 

focused on 

Work 

absenteeism 

related to 

lower back 

pain/muscul

oskeletal 

symptoms 

Unit: Percentage 

proportion of 

workers that suffered 

from work 

absenteeism during 

the last 12 months  

 

Work absenteeism: 

baseline and six 

months  

High  Risk ratio 0.33,  

95% CI (0.18-

0.62) 

 

 

 
6 These are presented as differences between the intervention and control at baseline and post-test 
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communication 

and behaviour 

change), 

nutritional advice 

and a practical 

examination of 

the workplace 

(ergonomics). 

The control group 

did not receive 

any intervention  

Brox et al. 

(2005)  

Randomised 

control trial 

(RCT) 

 

Norway 

Community 

nursing home 

employees  

 

Intervention: n = 63 

Control: n = 56 

Total: n = 119 

 

Allocation: 

Individual  

Physical exercise 

consisting of 

weekly classes of 

light aerobic 

exercise) 

alongside 

nutrition and 

stress 

management 

sessions. The 

control group 

received no 

intervention 

Sickness 

absence 

included all 

self-

certified (up 

to four 3-

day blocks 

per year) 

and GP 

certified 

leave. 

Absence 

due to other 

causes such 

as 

children’s 

sickness or 

Unit: Days 

 

Sickness absence: 

included all self-

certified sick days 

(up to 3-day blocks 

per year) and doctor 

–certified leave. 

Collection for two 7-

month periods before 

and for the year of 

the intervention 

 

High Rate ratio 1.08, 

95% CI (0.98-

1.18)  
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civic duties 

were not 

included. 

Sickness 

absence less 

than 100% 

of a full day 

was 

summed to 

give whole 

days  

 

Influenza-vaccination interventions 

Weingarten 

et al. (1988)  

Randomised, 

double-blind, 

placebo-

controlled clinical 

trial 

 

United States of 

America  

Medical centre 

employees  

 

Intervention: n = 91 

Control: n = 88 

Total: n = 179 

 

Allocation: 

Individual 

Influenza 

vaccination 

 

Intervention 

group: Dose (0.5 

ml) of inactivated 

split-virus 

influenza vaccine  

 

Control group: 

Saline solution  

 

Absences 

caused by 

illness 

during the 

influenza 

activity  

Unit: Hours  

 

Sickness absence: 

after injection and 

during illness 

surveillance  

Medium Risk ratio 0.99, 

95% CI (0.71-

1.39)  

 

Post-

intervention  
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Wilde et al. 

(1999)  

Prospective, 

randomised, 

double-blind, 

controlled trial  

 

United States of 

America  

Hospital based 

physicians, nurses 

and respiratory 

therapists  

 

Intervention: n = 

181 

Control: n = 180 

Total: n = 3617 

 

Allocation: 

Individual 

 

Influenza 

vaccination  

 

Intervention 

group: Dose (0.5 

ml) of inactivated 

split-virus 

influenza vaccine 

 

Control group:  

Saline solution, 

meningococcal or 

pneumococcal 

vaccine  

Days absent 

from work 

due to 

illness 

Unit: Days  

 

Days absent from 

work due to illness: 

Rate ratio was used 

to estimate vaccine 

effectiveness in 

reducing cumulative 

days of illness or 

absence  

Medium  Mean ± 

Standard 

deviation; 

Intervention: 

0.10 ± 0.35;  

Control: 0.21 ± 

0.75 

 

Process consultation interventions 

Weir et al. 

(1997)  

Randomised 

control trial 

(RCT)  

 

Canada  

Hospital employees  

 

Intervention: n = 86 

Control: n = 78 

Total: n = 164 

 

Allocation: Cluster 

Process 

consultations for 

nurse managers, 3 

full-day 

workshops and 

individual 

consultations over 

12 months (6, 9 

and 12 months). 

All types, 

episodes, 

and hours of 

absence for 

each 

eligible staff 

member 

were 

summarised 

Unit: Hours  

 

Sickness absence: 

Before intervention 

and 12 months after 

intervention  

Medium  * Mean ± 

Standard 

deviation, 

Intervention: 

23.16 ± 99.38; 

Control:  

2.81 ± 102.75)8  

 

 

 
7 Participants (n = 246) were recruited at baseline and followed up for up to three winter seasons. Participants continued for one winter (n 
= 191), two winters (n = 49) or 3 winters (n = 24) 
8 These are presented as change scores between T1 (beginning of intervention) and T2 (end of intervention) 
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Workshops 

delivered to allow 

managers and 

their unit staff to 

participate in 

decision-making. 

Consultation 

meetings occurred 

throughout the 12 

months of the 

intervention 

between nurse 

managers and 

consultants. 

Consultants 

advised on 

leadership, 

communication, 

decision-making, 

unit atmosphere 

and other topics. 

The control group 

did not receive 

any intervention  

from 

hospital 

records into 

short-term 

and long-

term 

absences 

 

*Authors were contacted but data were not available  

 



92 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 4. Risk of bias for included studies 

Article/author 
Selection bias 

(sequence) 

Selection bias 

(concealment) 
Performance bias 

Detection 

bias 

Attrition 

bias 

Reporting 

bias 

Overall risk of 

bias 
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Brox et al. (2005) 
 

Unclear Low 

Participants: High 
 

Personnel: High 
 

Low Low Low High 

Palumbo et al. (2012) 
 

Unclear Unclear 

Participants: High 
 

Personnel: 
Unclear 

 

Low Unclear Low Medium 

Roussel et al. (2015) 
 

Low Unclear 

Participants: High 
 

Personnel: High 
 

High Unclear Low High 

Weir et al. (1997) Low Unclear 

Participants: 
Unclear 

 
Personnel: 

Unclear 
 

Low High Low Medium 

 
Tveito et al. (2009) 

 
Low Low 

Participants: High 
 

Personnel: 
Unclear 

Low High Low High 

Weingarten et al. (1988) 
 

Low Low 
Participants: High 

 
Personnel: Low 

Low Low Low Medium 
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Wilde et al. (1999) Low Low 

Participants: 
Unclear 

 
Personnel: Low 

Low Unclear Low Medium 
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3.2.1 Exercise-only interventions  

One study was identified as an exercise-only intervention, that consisted of Tai Chi classes 

(Palumbo et al., 2012). Within this intervention, sickness absence was measured in hours using 

the unscheduled combined time off over the comparable time period in the previous year. These 

data were provided by the human resources department from payroll records with permissions 

from participants.  

The risk of bias assessment concluded that this study had a medium risk of bias, due to a lack 

of explanation as to how participants were randomised to the intervention and control group. 

Alongside this, the authors provided a lack of information as to how randomisation was 

conducted. It was also unclear whether the research personnel were blinded to the intervention.  

The study reported a reduction in sickness absence during the intervention period compared to 

the control, favouring the intervention group (Mean ± Standard Deviation; Intervention: 3 ± 0 

hr; Control: 10 ± 14 hr).  

3.2.2 Multicomponent intervention programmes  

Three multicomponent intervention programmes were identified (Brox & Frøystein, 2005; 

Roussel et al., 2015; Tveito & Eriksen, 2009). One study consisted of an integrated health 

programme with physical exercise, health information, stress management training and a 

practical examination of the workplace (Tveito & Erikson, 2009). Participants’ sickness 

absence data were provided by the nursing home with the unit of measurement being number 

of days off sick. The risk of bias assessment concluded that this study had a high risk of bias. 

This was due to the reported procedures regarding blinding of research personnel within the 

intervention. It was unclear whether the aerobics instructor was part of the research team. 

Additionally, a high risk of bias score was given to attrition bias as there was incomplete 

outcome data for participants.  

Another study included a multicomponent intervention programme including a policy, 

exercise, psychosocial and a practical examination of the workplace (Roussel et al., 2015). 

Sickness absence data on musculoskeletal absences were gathered by participant self-report 

with the unit of measurement being proportion of participants off sick over a 12-month period. 

This study was deemed to have a high risk of bias due to a lack of information that explained 

how allocation concealment occurred among participants. In addition, this study was assessed 

to have high levels of performance bias as both the participants and personnel were not blinded 

to the intervention.   
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A third study consisted of a physical exercise intervention consisting of weekly classes of light 

aerobic exercise alongside nutrition and stress management sessions (Brox & Frøystein, 2005). 

Sickness absence data were gathered from the community insurance register with the unit of 

measurement being number of days off sick. The overall risk of bias was deemed high for this 

study due to high performance bias as participants and personnel were not blinded to the 

intervention.  

One intervention (Roussel et al., 2015) was able to demonstrate a reduction in sickness absence 

due to musculoskeletal symptoms using an intervention consisting of policy changes, exercise 

and a practical examination of the workplace (risk ratio 0.33, 95% CI 0.18-0.62). Brox and 

Frøystein (2005), however, did not demonstrate a reduction in sickness absence (risk ratio 1.08, 

95% CI 0.98-1.18). Similarly, Tveito and Erikson (2009) also reported no effect of their 

intervention on the change in number of sick days from baseline to post-test (Mean, 95% CI; 

Intervention: 36.00, 5.20-66.80; Control: 35.20, 14.10-56.20). 

3.2.3 Influenza vaccination interventions 

This review identified two influenza vaccination studies (Weingarten et al., 1988; Wilde et al., 

1999), both of which were interventions consisting of providing the intervention group with a 

dose (0.5 ml) of inactivated split-virus influenza vaccine. One study had a control group who 

received a placebo of saline solution (Weingarten et al., 1988) and another with the control 

group receiving a placebo including saline solution, meningococcal vaccine or pneumococcal 

vaccine (Wilde et al., 1999). Sickness absence data were obtained via weekly telephone 

interviews with the study nurse to inquire about illness during the previous week (Wilde et al., 

1999) and obtained through computerised timecard data (Weingarten et al., 1988).  

The measurement of sickness absence varied between the studies with Weingarten and 

colleagues measuring sickness absence after the injection and during an illness surveillance 

period of 3 months with the unit of measurements being hours. Wilde and colleagues measured 

sickness absence; however, they did not specify when or how the data were obtained. The unit 

of measurement was days lost from work due to illness.  

The risk of bias assessment deemed both studies to be of medium risk of bias. For Weingarten 

et al., (1988) this was due to the participants being able to predict the contents of their injection. 

Weingarten and colleagues found that one week after the injection 84% of participants correctly 

guessed that they were in the control group, compared to 57% in the intervention group. For 

Wilde et al., (1999) however, it was unclear as to whether the attrition rates reported were from 
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the intervention or the control group. The study also was unclear as to whether the participants 

were blinded to the intervention.  

One intervention (Weingarten et al., 1988) reported similar risk of sickness absence between 

intervention and control groups (risk ratio 0.99, 95% CI 0.71-1.39). The other intervention 

(Wilde et al., 1999) found that participants in the intervention group had fewer cumulative days 

of sickness absence than those in the control (Mean ± Standard deviation; Intervention: 0.10 ± 

0.35; Control: 0.21 ± 0.75).  

3.2.4 Process consultation interventions  

There was one process consultation intervention (Weir et al., 1997), which aimed to create a 

relationship between nursing staff and nurse managers. This intervention allowed employees 

to understand and make decisions on changes in their working environment. Sickness absences 

were measured in hours obtained from participants’ hospital records and were summarised into 

short-term and long-term absences. This data included all types, episodes and hours of absence 

for each staff member.  

The risk of bias assessment deemed this study to have a medium risk of bias. This was due to 

a lack of explanation as of the methods used to conceal the allocation sequence of participants 

and it was unclear whether participants and personnel were blinded to the intervention. There 

was also a high risk of bias for attrition as there was incomplete outcome data and attrition rates 

and reasons for them were not reported.  

The intervention was able to demonstrate a higher change score from baseline to post-test in 

the intervention group compared to the control group (Mean ± Standard deviation; 

Intervention: 23.16 ± 99.38; Control: 2.81 ± 105.75).  

 

 

 

 

3.3 Applicability and transferability of interventions to the ambulance services  

The results of the systematic review identified seven randomised controlled trials that aimed to 

reduce sickness absence among healthcare workers. Three interventions were successful in 

demonstrating a reduction in sickness absence and included the exercise-only intervention of 
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Tai Chi (Palumbo et al., 2012), a multicomponent intervention programme (Roussel et al., 

2015) and one influenza vaccination intervention (Wilde et al., 1999).  

The evidence presented in this systematic review highlighted a lack of evidence for 

interventions to reduce sickness absence specific to UK ambulance services. The studies 

included in the review were conducted on other occupational groups (such as nurses) and in 

different settings (such as hospitals or healthcare systems in other countries). Assessing the 

applicability and transferability of the effective interventions will help to determine the extent 

to which these interventions can work within UK ambulance services.  

Applicability refers to “the extent to which an intervention process could be implemented in 

another setting” (Wang et al., 2006, p. 77). Meanwhile, Wang and colleagues suggest assessing 

transferability helps to establish whether the intervention is still effective in a different 

environment. Guidelines have been proposed by Wang et al. (2006) to appraise the applicability 

and transferability of interventions to other settings (e.g. Baker et al., 2011). They suggest a set 

of attributes which assess the political and social environment, culture, resources, education, 

target population characteristics and capacity.  

The following section will provide a review of the applicability and transferability of two 

interventions (Palumbo et al., 2012; Roussel et al., 2015) to the UK ambulance services using 

guidelines proposed by Wang et al. (2006) (Table 5) and existing literature. However, the 

influenza vaccination intervention will not be assessed for applicability and transferability. 

This is because NHS staff are already offered an influenza vaccination, therefore, it can be 

assumed this intervention is already implemented with the service (Pereira et al., 2017). 
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Table 5. Questions to determine applicability and transferability of interventions adapted from Wang et al. (2006) 

Domain Questions 

 
Applicability 

 
Political environment 

 
Does the political environment of the local organisation allow this intervention to be implemented?  
Is there any political barrier to implementing this intervention? 
 

 Social norms and ethical 
issues 

Would the ambulance service and its employees accept this intervention? 
Does any aspect of the intervention go against the service’s social norms? 
Is it ethically acceptable?  
 

 Cultural environment Can the contents of the intervention be tailored to suit the ambulance cultures? 
 

 Resources Are the essential resources for implementing this intervention available in the ambulance setting? 
 

 Education and skills Does the ambulance service have a sufficient educational level to comprehend the contents of the 
intervention? 
Which organisation or department in the ambulance service will be responsible for the provision of 
this intervention in the local setting? 
Does the provider of the intervention in the local setting have the skill to deliver this intervention? 
If not, will training be available? 
 

 Barriers  Is there any possible barrier to implementing this intervention to the structure of that organisation?  
 

Transferability  Baseline prevalence What is the baseline prevalence of the health problem of interest in the ambulance service? 
What is the difference in prevalence between study setting and the local setting? 
 

 Characteristics of target 
population 

Are the characteristics of the ambulance service comparable between the study setting and the local 
setting? With regard to the particular aspects that will be addressed in the intervention is it possible 
that the characteristics of the target population, such as ethnicity, socio-economic status, education 
level, will have an impact on the effectiveness of the intervention? 
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 Capacity  Is the capacity to implement the intervention comparable between the study setting in such matters 
as political environment, social acceptability, resources, organisation structure and the skills of the 
local providers?  
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3.3.1 Applicability 

3.3.1.1 Political environment 

The National Health Service is said to have a political climate that is led by the efficiency and 

performance of its services (Finkelstein & Dowell, 1996). Internal organisation and external 

governmental politics govern the NHS, and this can have implications on the implementation 

of interventions (Jones, 2015).  

With regards to the internal organisation, there is evidence to suggest hostile relationships 

between clinical staff and management. For example, research by McCann et al. (2013) found 

that teams were frustrated at management for making changes to policy without consulting 

employees. Young and Cooper (1995) also highlights that management were not encouraging 

change effectively, due to a lack of good relationships with their employees, which did not 

allow employees’ ownership of change. The problem of implementing new policy and an 

inability to promote change may be a political barrier to the implementation of these 

interventions. 

For example, the multidisciplinary prevention programme by Roussel et al. (2015) 

incorporated changes at the policy level regarding exercise as part of the intervention. Boorman 

(2009) highlights in his review that sickness absence is a problem within the ambulance 

services and that bringing the focus to health and wellbeing of staff is essential. As McCann et 

al. (2013) highlighted, implementing policy changes without the consultation of employees 

suggests it is unclear how staff will receive new interventions to improve their wellbeing. As 

with other organisations, there may also be some resistance in the implementation of any new 

policy and practice.  

Another problem within the political environment is organisational justice. Organisational 

justice is when an individual perceives they are being treated fairly within an organisation 

(Leineweber et al., 2017). Difficulties arise with the implementation of interventions when 

choosing the participants to take part in the programme. There are a wide range of ambulance 

employees in the service, which risks the violation of organisational justice if one group of 

ambulance staff experience the intervention while other staff are denied it.  

To overcome this, sickness absence statistics could be used to determine which staff groups 

should be given the intervention. For example, those with higher sickness absence rates. 

However, the current sickness absence rates, as presented in Chapter 1, do not provide specific 
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sickness absence rates for job roles. For example, there is no information regarding absence 

rates in paramedics compared to control room staff.  

An alternative approach for preserving organisational justice is to deliver interventions per 

individual station. For example, all staff at one ambulance station could receive the 

intervention. However, this presents its own challenges such as excluding individuals who do 

not work at ambulance stations. This may include staff who work remotely on ambulance 

vehicles.  

Overall, there may be some difficulties in implementing the interventions if they require a 

change in policy within the organisation. Employees’ perceptions of interventions and good 

management change practices, therefore, need to be taken into account to ensure minimal 

resistance.  

3.3.1.2 Ethical issues 

The goal of interventions is to improve the quality of life of its participants (Jenkins, 1992). 

Bruhn (2001) suggested there are several ethical issues, which are relevant when considering 

the application of interventions to ambulance services. These include: the aim of the 

intervention, recruitment and potential harm of participants.   

The interventions in the systematic review aimed to reduce sickness absence using a variety of 

methods. However, reducing sickness absence can have adverse effects on an individual. Most 

notably, an individual can engage in presenteeism, which is defined as attending work despite 

being ill (Schultz & Edington, 2007). Presenteeism has implications for both the employee and 

the organisation they work for (Sanderson & Cocker, 2013). For example, being at work when 

unwell may cause stress thus increasing risk of future cardiovascular disease (Kivimäki et al., 

2005), or allow spread of infectious disease, and so may inadvertently increase sickness 

absence in the individual or their colleagues (Taloyan et al., 2012). This raises an ethical issue 

when using interventions to reduce sickness absence as it could be more harmful to an 

individual or others. Instead, greater importance should be placed on improving an individual’s 

health and wellbeing rather than specifically aiming to reduce sickness absence. An example 

of this comes from Roussel et al. (2015) who focused on reducing sickness absence due to 

lower back pain. Despite this primary focus, they included several components such as dietary 

advice and physical activity that could also improve overall health and be subsequently applied 

to the ambulance population.  
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When delivering interventions, researchers should consider the potential harms to participants. 

Both of the interventions contained exercise components which can have adverse effects on 

individuals, such as increasing their risk of injury (Pate et al., 1995). To minimise the risk to 

participants, Roussel et al. (2015) provided a clear exclusion criterion within their intervention 

and did not include participants who were overweight, pregnant, were absent for more than 

four weeks in 12 months or those who had neurological, orthopaedic, cardiovascular or internal 

diseases. However, Palumbo et al. (2012) stated that participants were included if they were 

unable to attend the full 15-week intervention programme. They provided no exclusion criteria 

related to pre-existing health conditions or disability. Both Roussel et al. (2015) and Palumbo 

et al. (2012) did not give any information on whether the interventions caused any harms to 

participants. However, when applying this to the ambulance service, exclusion criteria might 

be needed to ensure that harm is prevented for some individuals (Simpson et al., 2010). 

Recruiting participants to RCTs can be challenging due to the length of time and resources 

involved (Treweek et al., 2013) and can also be demanding for participants (Christ, 2014). 

Within the multicomponent intervention, Roussel et al. (2015) recruited participants by 

identifying those who were at risk of lower back pain. Although this is a valuable method of 

identifying participants who may benefit from the intervention, they do not specify how this 

was done. For example, they did not state whether this was through staff sickness absence 

records or self-report and whether participants were aware of their risk.  

Accessing staff records raises concerns regarding confidentiality (Wynia et al., 2001). Within 

the United Kingdom, the Data Protection Act (Data Protection Act, 2018) governs how 

personal data are accessed and used. Under these guidelines, information about employees’ 

health is regarded as sensitive data. Records of sickness absence (such as the number of days 

off sick and reason for absence) are considered sensitive data, which is not accessible to third 

parties. As a result, when applying these methods to the ambulance service, staff who are 

implementing interventions will not have access to individual case data on sickness absence. 

Therefore, they are unable to use this method to identify and recruit individual participants to 

an intervention. Using self-report is an alternative method where participants who have 

provided informed consent, could provide information on their sickness absence, which are 

then chosen at random to take part in the intervention.  

Overall, the biggest concern when implementing these interventions in ambulance services is 

related to promoting presenteeism. Therefore, interventions should focus on the overall health 

and wellbeing of an individual or focus on conditions which cause high levels of sickness 
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absence. As a result, it is crucial to include exclusion criteria that minimise additional risk to 

participants. 

By assessing the ethical acceptability, it is argued that there may be limited applicability of the 

interventions in their current form. For these to be fully applied to ambulance services, the 

method of recruitment of participants to the intervention needs to be considered in addition to 

adding or changing components of the interventions to promote overall health. 

3.3.1.3 Cultural environment 

Organisational culture is defined as a “system of shared values and norms that define 

appropriate attitudes and behaviours for organisational members” (O’Reilly & Chatman, 1996, 

p. 106). With regards to intervention development, the social and cultural environment can 

influence the extent to which interventions are implemented and can increase or decrease its 

effectiveness. Overall, it can affect whether or not an organisation is willing to adopt a novel 

intervention (Hemmelgarn et al., 2006).  

Within ambulance services in the United Kingdom, Wankhade (2012) suggested that there was 

evidence for multiple cultures that stemmed from executive management to front-line 

employees. Further work by Wankhade and Brinkman (2014) indicated that the overall culture 

in UK ambulance services revolves around avoidance of risk, are unreceptive to change and 

have a top-down management style. The use of top-down management approaches can lead to 

an environment based on control (Wells, 2017), which can lead to resistance among individuals 

(Houser et al., 2017). This would have implications for potential interventions that are 

disseminated in a top-down manner.  

Research into the culture of ambulance services has also found that employees do not express 

their emotions due to the culture of the workplace and with the fear of being seen as 

‘unprofessional’ (Steen et al., 1997). Staff also deny that they are physically or psychologically 

affected by stress and demonstrate a front of bravado (Bounds, 2006). Therefore, the 

recruitment and retention of participants to interventions may be challenging, as employees 

may not want to take part due to fears that they are admitting that they have a problem. 

Furthermore, they may also be concerned about their employer or colleagues identifying this 

and impacting their relationships in the workplace.  

Overall, the interventions proposed by Roussel et al. (2015) and Palumbo et al. (2012) do not 

consider these aspects of the cultural environment that exist in ambulance services. Therefore, 
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the interventions would need to be shaped to include consideration of how to overcome these 

cultural barriers in ambulance services. 

3.3.1.4 Resources 

The multicomponent intervention by Roussel et al. (2015) required several external health 

practitioners to implement the programme. Occupational therapists were required for 

ergonomics, one physiotherapist was needed for organising movement sessions, and a dietician 

was needed for the nutritional sessions. The paper does not specify the cost or cost-

effectiveness associated with each health practitioner and the time they are involved in the 

project. Similarly, with Palumbo et al. (2012) a Tai Chi instructor with 20 years of experience 

in simplified Yang style was required for the intervention. 

Within a recent report by CIPD (2020), data suggests that organisations do provide incentives 

and health benefits for staff including free eye tests, flu vaccinations, fitness incentives and 

access to counselling. However, this report does not provide a breakdown of the specific 

materials that the ambulance service provides and ultimately how successful these are for 

employees. Despite this, CIPD concluded that organisations who have these types of resources 

available to staff, report an increase in the health of their employees with lower levels of 

sickness absence. Therefore, this may suggest why interventions with these types of health-

incentives have been effective with reducing sickness absence.  

On the whole, it is difficult to determine from the literature the extent to which ambulance 

services have these resources. However, there is a general consensus that ambulance services 

have budgets, but it largely depends on where the services choose to direct their resources. 

What is known is that all ambulance services across the United Kingdom have access to 

occupational health services that provide advice to staff on their health and wellbeing (East of 

England Ambulance Service NHS Trust, 2015). Alexis (2011) stated in their article on 

managing sickness absence in the NHS that if frequent sickness absences occur then a health 

review by the occupational health service is recommended. Also, Alexis states that managers 

should use the policies devised by occupational health to make decisions about staff to 

minimise sickness absence. Research by Hignett et al. (2007) found that participants in the 

ambulance service were recommended occupational health services to assist with return to 

work, but they did not receive this.  

Considering this information, a judgement cannot be made on the acceptability of the 

interventions with regards to resources. Alongside this, the current interventions do not provide 

information as to the cost and cost-effectiveness of the intervention delivery. Although an 
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occupational health service is provided for ambulance services, the extent to which it can 

provide support for these interventions is unknown. Further research and discussion with 

stakeholders are required to fully understand the extent to which the resources could be 

provided to ambulance services and at what cost. 

3.3.1.5 Education and skills 

Both interventions did not specify that specific training or knowledge is required to fully 

implement these interventions. This is because the interventions are delivered by experts such 

as physiotherapists and Tai Chi instructors. Therefore, if these individuals were included in the 

implementation of the interventions, no further training or skills would be required. In this 

respect, these interventions would be useful to implement because no additional training is 

needed.  

3.3.1.6 Barriers to implementation 

Elements of the multi-component intervention by Roussel et al. (2015) took place during 

working hours, for example, the physical activity was a lunchtime walk. To allow this to 

happen within the working day; the researchers were in contact with the hospital management 

and asked them to be flexible for participants taking part in the intervention. For example, 

allowing participants to have an adjustment in working hours. Contact with the hospital was 

essential to ensure adequate cover was provided to patients. Applying this to the ambulance 

services, there may be barriers to implementing the intervention during working hours. 

Ambulance employees have a high and increasing workload (Victor et al., 1999) due to 

increased volumes of calls to their service (Association of Ambulance Chief Executives, 2011) 

and clinical and performance indicators (Wankhade, 2011). Because of their demanding and 

intense workload, it would be impractical to conduct the intervention during working hours.  

Similarly, Wankhade (2016) states that staff work long hours (such as 12 hour-shifts) and 

additional hours than their dedicated shift time. Delivering interventions after the ambulance 

shifts have finished would be challenging due to the unpredictable finish times. Staff involved 

in an intervention after work may not be able to attend due to completing overtime on their 

shift.  

With the Tai Chi intervention, Palumbo et al. (2012) did not specify whether the classes took 

place during work time. However, as part of this intervention, participants were required to 

engage in Tai Chi for 10 minutes every day for four days. With the intervention being 

completing at home, this may be a way of overcoming barriers relating to the interventions 
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taking place during working hours. This was also a barrier to participation in some cases where 

employees have responsibilities at home, such as childcare. The barriers faced by participants 

in this intervention can also be applied to ambulance services who may experience similar 

responsibilities.  

Overall, there are several barriers to implementation of these interventions to ambulance 

services. In particular, there are problems regarding delivery, such as the location and timing, 

in addition to responsibilities outside of the workplace, such as childcare responsibilities. To 

overcome these barriers, it would be necessary to consult with individual services and stations 

to understand the viable options of intervention delivery that would best suit the ambulance 

services. 

3.3.2 Assessment of applicability  

By considering the two successful sickness absence interventions identified in the systematic 

review and drawing on evidence from the literature, an assessment of applicability has been 

conducted. It became apparent through the assessment of applicability that the current 

interventions by Roussel et al. (2015) and Palumbo et al. (2012) are inapplicable to the 

ambulance service in their current form. This is due to several barriers in implementation 

including:  

• Possible resistance from managers and staff to implement interventions, particularly at 

a policy level as seen within Roussel et al. (2015) 

• Difficulties with the location and timing of intervention of delivery for ambulance staff, 

particularly if it is to take place during working hours as seen within Palumbo et al. 

(2012) 

• A lack of information regarding the cost and cost-effectiveness of the intervention and 

their components, such as the Tai Chi instructor as seen in Palumbo et al. (2012) 

• No consideration of potential harms to participants through intervention delivery 

Wang et al. (2006) suggested within their guidelines that if applicability cannot be determined, 

it is impractical to consider the transferability of the interventions. This is because if the 

interventions cannot be applied to another setting, determining the extent to which the 

interventions will be effective in achieving the outcome (reducing sickness absence) in that 

population cannot take place. As a result, this chapter is unable to provide an assessment of 

transferability to ambulance services. The overall assessment of applicability has identified 

some gaps in the current research. Through the evaluation of these interventions, it has been 
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highlighted that there is a need for a specific ambulance service intervention that aims to reduce 

sickness absence, by focusing on the overall health of the individual or particular conditions 

that are responsible for high absence levels. The effective interventions identified in the 

systematic review do not consider any stress reduction components, which may be beneficial 

to ambulance employees considering the extent to which they are exposed to potential stressors 

in their working environment (as seen within Chapter 2, section 2.5).  

Research also needs to account for the political, cultural environments and barriers encountered 

in ambulance services, such as the timing of the intervention. With regards to future research, 

this assessment of applicability highlighted that perspectives from ambulance staff need to be 

taken into consideration, which may help overcome issues with cultural barriers and may 

prevent the resistance of interventions from employees.  

With regards to the assessment of the literature, some studies provided vital information about 

the ambulance services but were outdated and may not reflect the current environment (e.g. 

Young & Cooper, 1995). Literature suggests ambulance services are continually going through 

change; therefore, the extent to which this is the case in the current environment is unknown. 

Before judgements can be made about the acceptability of these interventions in this particular 

setting, more research is required.  

3.4 Discussion 

The aim of this systematic review was to investigate and evaluate existing interventions that 

reduce sickness absence amongst healthcare workers. In particular, the systematic review 

aimed to investigate the components of the effective interventions and use the literature to 

assess the extent to which the interventions could be applied to the ambulance service.  

The review found seven studies that provided interventions to reduce sickness absence 

however, only three were able to demonstrate a reduction in sickness absence in the 

intervention group. These studies included the exercise-only intervention of Tai Chi (Palumbo 

et al., 2012), a multicomponent intervention including policy change, exercise, psychosocial 

and a practical examination of the workplace (Roussel et al., 2015) and an influenza 

vaccination (Wilde et al., 1999).  

The searches updated in December 2019 revealed one, registered clinical trial that was not 

included in the original, published systematic review. The study aimed to assess a multifaceted 

intervention in nursing staff that involved an assessment of ergonomics, then staff were able to 

volunteer themselves for the secondary phase, which included tailored help such as cognitive 
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behavioural therapy and physiotherapy (Serra et al., 2019). Serra and colleagues’ paper 

described the design of the intervention but has not yet provided any results.  

Within the effective interventions, there was a variety of intervention types and delivery 

methods. The exercise-only intervention (Palumbo et al., 2012) implemented Tai Chi classes 

where participants were asked to exercise in groups in addition to individually. Exercise was 

also used within the multicomponent intervention programme (Roussel et al., 2015) amongst 

other components. Within this intervention, exercise included a total of six hours walking, two 

sessions of lumbo-pelvic motor control and cardiovascular training, although it is not specified 

what exercises the latter components consisted of.  

Within the literature, exercise is suggested to be a significant influence on the health and 

wellbeing of an individual. In particular, Amlani and Munir (2014) found that taking part in 

exercise was able to reduce sickness absence. Similarly, Storm et al. (2016) found that those 

who do not engage in physical activity are more likely to be absent from work. In contrast, in 

their systematic review, Odeen et al. (2013) found a lack of evidence that active, or exercise 

interventions, reduced sickness absence. As a result, although exercise is key in maintaining 

an individual’s health, exercise may not be the most effective component in reducing sickness 

absence.  

This can be seen within the intervention proposed by Roussel et al. (2015), which consisted of 

other components such as behaviour change sessions and nutritional advice, which may have 

had an impact on sickness absence. Therefore, it cannot be stated with certainty that it was 

solely the exercise that contributed to the reduction in sickness absence. Instead, it could be the 

combination of exercise and additional components that produced the outcome.  

Within the intervention, Roussel et al. (2015) stated that intervention at policy level was 

completed but the authors did not provide any further information as to what intervention 

occurred at this level. Likewise, with the behaviour change and nutritional advice, a lack of 

information was provided as to how this was carried out and whether any specific advice was 

provided to participants. As a result, no inferences can be drawn on the effectiveness of these 

intervention components and their methods of delivery.  

The influenza intervention consisted of a vaccination of 0.5ml inactivated split-virus. 

Participants who received this vaccination had fewer days absence than those in the control 

group, suggesting the intervention effectively reduced sickness absence (Wilde et al., 1999). 

Similar intervention vaccinations by Weingarten et al. (1988) reported similar risks of sickness 

absence between the intervention and control group, suggesting the vaccination was not 
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effective. However, this may be due to longer follow up periods being present within the 

intervention study by Wilde et al. (1999), suggesting they had an opportunity to record periods 

of sickness absence over three winter, influenza seasons. Nevertheless, research has 

demonstrated a strong relationship between vaccinations and a reduced level of sickness 

absence amongst employees (Leighton et al., 1996). As a result, influenza vaccinations are now 

implemented routinely within the NHS (Pereira et al., 2017). Despite this, Pereira et al. (2017) 

argues that only 50% of employees are vaccinated each year, suggesting that there is a lack of 

uptake for these interventions. Therefore, although influenza vaccinations are effective at 

reducing sickness absence and are implemented within the NHS, not all employees are being 

vaccinated.  

Overall, this review has highlighted that there are a number of intervention components that 

can reduce sickness absence amongst healthcare workers. These include the exercise of Tai 

Chi, a combination of policy level, exercise, psychosocial, nutritional and ergonomic 

interventions and an influenza vaccination.  

Despite these findings, the exercise-only and multicomponent interventions cannot be applied 

to the ambulance service due to a number of barriers to implementation such as the location, 

timing, cost and cost-effectiveness of the interventions. As a result, further research into 

sickness absence in the ambulance service context is required in order to explore how 

interventions could be implemented in their cultural and political environment.  

3.4.1 Strengths and limitations  

This review followed a structured and predefined protocol in order to systematically review 

randomised control trials that aimed to reduce sickness absence among healthcare workers. 

This is one of the first systematic reviews to synthesise such evidence among staff working in 

healthcare. However, the evidence for the effectiveness of the interventions to reduce sickness 

absence is limited. This is partly due to the inability to perform a meta-analysis, as it was not 

deemed a suitable method as there were inconsistencies in sickness absence measurement 

varying between days, hours and proportion of time off sick.  

In addition to the measurement of sickness absence, the articles included in this review had 

differing definitions of sickness absence. This ranged from musculoskeletal only absences 

(Roussel et al., 2015) to absences caused by influenza (Wilde et al., 1999) and all types of 

illness (Brox and Frøystein, 2005). Furthermore, each intervention was designed to have a 

different effect on the target population. An example of this is seen within Wilde et al. (1999), 

where the aim of the intervention was to assess whether an influenza vaccine was effective in 
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reducing illness, infection and sick leave. However, the aim of the intervention in Roussel et 

al. (2015) was to determine the effectiveness of a multidisciplinary prevention programme on 

individuals who were at risk for low back pain. Due to the variation in the aims and definitions 

across studies, this review was unable to determine whether interventions targeting absence 

from specific conditions, such as musculoskeletal, would be effective in targeting other types 

of absence. Consequently, this review was unable to derive a single numerical estimate of effect 

for any intervention.  

This review also raises questions regarding the lack of interventions and in particular 

randomised controlled trials (RCT) in this area. RCTs were selected for inclusion in this review 

because of their ability to impartially assess interventions due to the reduced risk of selection 

bias (Gardner et al., 2016). They are also suggested to be the gold standard of research evidence 

in comparison to other research methodologies (Faraoni and Schaefer, 2016).  

However, RCTs are complex, expensive and can be demanding on participants (Christ, 2013). 

In addition, Christ suggests a major flaw with RCTs is that the method cannot demonstrate how 

the intervention worked and whether it was appropriate for the participants, although these 

issues can be addressed by including a process evaluation. Due to the demands, RCTs are 

challenging to implement within organisations and one particular challenge is recruitment, 

which has implications for the length and resources involved in the trial (Treweek et al., 2013). 

Staff working in healthcare are suggested to have a high workload in addition to time pressures 

(Portoghese et al., 2014). In one study, nursing staff attributed a high level of workload to 

staffing shortages (Yanchus et al., 2017), which is a common problem within the healthcare 

sector (Barney, 2002, Heilmann, 2010). Therefore, this raises further questions as to the 

feasibility of conducting RCTs within a healthcare setting.  

This may explain why there are a lack of RCTs in this area. This review only found seven 

studies worldwide that had implemented an intervention whose outcome was sickness absence. 

It could also explain why two studies (Brox & Frøystein, 2005; Tveito & Eriksen, 2009) were 

conducted in the broader healthcare setting of nursing homes due to the complex nature of 

RCTs and time-restricted staff.  

Another limitation stemming from the studies included in this review is the failure to specify 

participants included in the interventions. Some studies were specific about the staff they were 

including in the trial, such as nurses (Palumbo et al., 2012) and hospital based physicians, 

nurses and respiratory therapists (Wilde et al., 1999). However, some studies did not specify 

participants, such as medical centre employees (Weingarten et al., 1988) and community 
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nursing home employees (Brox & Frøystein, 2005). It is unclear whether these broad categories 

included doctors, dentists or non-caregiving staff within their trials. In addition, no evidence 

was found for interventions to reduce sickness absence among other healthcare workers such 

ambulance service employees. This is despite there being evidence for high levels of sickness 

absence among this population (Health and Social Care Information Centre, 2015).  

There are also methodological limitations with regards to implementing the applicability and 

transferability framework to the effective interventions. Wang, Moss and Hiller’s (2006) 

framework offers a method, which serves as an alternative to implementing interventions, 

which could be costly and time-consuming. Using this framework allows for an initial 

assessment to take place before making a decision on whether or not a full-scale intervention 

should be tested within specific populations. absence in the ambulance service.  

Wang et al. (2006) offer two main methods of conducting applicability and transferability; via 

the Delphi method or through a literature approach. The Delphi technique enables participants 

to rank their agreement on specific statements and develop a degree of consensus between them 

(Jones & Hunter, 1995). In contrast, the literature approach allows researchers to use existing 

literature to assess the social, cultural and political environment of the population of interest.  

Despite this, there are a number of methodological flaws within these approaches. Delphi 

techniques can be demanding for participants due to the involvement in several Delphi rounds. 

This can be time-consuming and can lead to fatigue amongst participants, which can increase 

attrition rates (Huckfeldt & Judd, 1974). Despite this, Delphi studies do allow for a range of 

individuals to participate, which could include stakeholders and ambulance personnel.  

In contrast, the literature approach is cost-effective as additional resources are not required for 

this method. However, relying on the literature may have its limitations if there is a lack of 

published research that provides details on the social, political and cultural environment. This 

was problematic within the current assessment of applicability as there was a lack of evidence 

to demonstrate the current level of available resources within ambulance services. Furthermore, 

by using the literature, the researcher is making a subjective judgment and interpretation on the 

applicability by using the available evidence. As a result, using this method means that the 

applicability and transferability is assessed through the best available evidence and the 

subjective interpretation of the researcher.  
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3.4.2 Implications for practice and research 

The studies included in this review were conducted in a variety of different countries including 

the United States of America (Palumbo et al., 2012; Weingarten et al., 1988; Wilde et al., 1999), 

Norway (Brox & Frøystein, 2005; Tveito & Eriksen, 2009), Canada (Weir et al., 1997) and 

Belgium (Roussel et al., 2015). These countries each have differing healthcare systems which 

is why interpreting the findings in relation to other healthcare systems such as the UK National 

Health Service should be done with caution. 

Despite sickness absence being an important issue for the NHS (Health and Social Care 

Information Centre, 2015), this review found no evidence of any interventions conducted 

within the United Kingdom. Despite this however there are a range of informal programmes 

that are conducted in the NHS, such as Peer to Peer support and chaplaincy services that are 

available to employees (Dodd, 2017). However, these have not been assessed for their 

effectiveness. NHS Employers (2017) highlighted within their report that interventions should 

be evaluated and continuously reviewed by staff in order to effectively prevent and manage 

sickness absence. Therefore, this suggests that evaluations of current interventions should be 

evaluated to further build the foundations for more evidence-based interventions rather than 

relying on untested programmes.  

In 2018, NHS Horizons delivered a project called “Project A”, which aimed to make 

improvements across ambulance services based on employee’s experiences and reflections of 

working on the front line (Association of Ambulance Chief Executives, 2020). This initiative 

has led to a number of projects now being implemented across ambulance services including 

the development of quiet rooms across the West Midlands. However, there is a lack of evidence 

of their evaluation in relation to sickness absence.  

Previous research has highlighted causes and risk factors for sickness absence among 

healthcare workers. In particular, research has identified workplace factors such as shift work 

(Lallukka et al., 2014) and unsupportive management (Boumans and Landeweerd, 1993) as 

being causes of sickness absence. Risk factors such as age and sex have also been identified 

(Casini et al., 2013, Blank and Diderichsen, 1995). However, there is a lack of evidence to 

suggest these causes and risk factors are being used within interventions to target sickness 

absence. This raises a question as to whether or not interventions are addressing the potential 

causes of sickness absence.  

Sickness absence rates in the UK healthcare sector highlight high risk occupations such as 

ambulance service employees, nurses and support workers (Health and Social Care Information 
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Centre, 2015). However, this systematic review was unable to determine whether these 

interventions would be effective in reducing sickness absence in these particular occupations. 

Therefore, future research should focus on understanding sickness absence in these high-risk 

occupations and use this evidence to develop and test targeted interventions that could help to 

reduce sickness absence in high-risk occupations.  

This review however has identified an important gap within sickness absence research, in 

particular, the inconsistency of sickness absence measurement. The articles included in this 

review measured sickness absence in a variety of units such as days or hours and reported these 

count data as continuous outcomes. The inconsistency of outcome definition is even more 

pertinent when considering the nature of work in healthcare. For example, interpretation of the 

number of hours of sickness absence is hindered when the total number of available working 

hours is not provided. Measuring sickness absence by number of working days (i.e. shifts off 

sick) could provide a more appropriate, standardised measure of sickness absence for those 

working in the healthcare sector.  

Through assessing the applicability of the effective interventions to the ambulance service, it 

is clear that further research needs to be conducted to establish how to overcome barriers to 

implementation. One issue identified by assessing the applicability questioned whether staff, 

management and the organisation as a whole would accept any intervention in the service. In 

particular, the location and timing of intervention delivery is challenging within the service due 

to long working hours and excessive workplace demands (Victor et al., 1999; Wankhade, 2016; 

Wankhade et al., 2019). To further test for this, research could consider applying the 

normalisation process theory (NPT) to interventions to investigate the barriers to successful 

implementation and integration of interventions (Murray et al., 2010). According to Murray 

and colleagues, NPT helps to understand how interventions can be normalised within the 

workplace through a series of four, dynamic steps including coherence, engagement, action 

and monitoring. Murray and colleagues further highlight that this method is useful when 

developing an intervention due to its ability to consider the context of the working environment. 

Furthermore, researchers can assess whether the intervention overcomes any barriers or 

concerns employees may have about the intervention. As a result, research should focus on 

employees’ perspectives to determine the extent to which sickness absence interventions could 

be received in the ambulance service.  
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3.5 Conclusion 

The current review found three articles that provided evidence of interventions that reduce 

sickness absence among healthcare workers. However, due to the low-quality of this evidence 

and the studies being conducted in countries with differing healthcare systems, the findings 

may have limited relevance and cannot be applied to other health services. This was confirmed 

by using an applicability and transferability framework to assess whether effective 

interventions could be applied to the ambulance service. By using the current literature, it 

became apparent that the effective sickness absence interventions from the systematic review 

cannot be applied to the ambulance service.  

Alongside this, the review was unable to suggest any implications for practice for the UK health 

service, because of a lack of robust evidence for effective interventions in the NHS. 

Nevertheless, this review has highlighted important implications for research including 

introducing shifts as a new standardised measurement of sickness absence. Alongside this, the 

review reinforced the notion of including employees’ perspectives to discuss how to overcome 

barriers in intervention delivery and acceptance.  

3.6 Summary  

This chapter presented a systematic review that aimed to synthesise existing sickness absence 

interventions and describe the components of effective interventions within the healthcare 

population. The review also used the current literature to apply these interventions to the 

ambulance service.  

The systematic review has identified an important gap within the current ambulance literature: 

that there is a lack of evidence to suggest there are effective interventions to reduce sickness 

absence in the ambulance service. As the sickness absence statistics published by NHS Digital 

suggest sickness absence is high, it is surprising that there is no evidence that interventions are 

being developed to reduce it. Therefore, this is an area for further exploration.  

As none of the current healthcare interventions were applicable to the ambulance service 

population, a focus needs to be bought to understanding sickness absence in the context of the 

ambulance service. As previously stated in Chapter 2, theory and empirical evidence has 

suggested a tentative association between stress, coping styles and sickness absence. Therefore, 

these factors may be useful in further understanding what interventions would need to target in 

the ambulance service to reduce sickness absence. As a result, this thesis now moves to the 
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experimental studies of the thesis, which help to further understand the association between 

stress, coping styles and sickness absence. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter 4 Methodology 

Chapter 2, section 2.8, provided an overview of the research questions and objectives, which 

will be used to achieve the overarching aim of this thesis, which is to investigate sickness 

absence in the ambulance service and its association with stress and coping styles whilst 

developing ways in which it can be improved.  

The previous chapter (Chapter 3), presented a systematic review that explored interventions 

that reduced sickness absence and evaluated whether these interventions could be applied to 

the ambulance service. This next chapter will present the methodology for objective two (Study 

2), which aims to investigate the extent to which stress and coping styles are associated with 

sickness absence (quantitative phase) in addition to exploring employees’ reasons, perceptions 

and experiences of sickness absence (qualitative phase)  
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The first section of the chapter will consider the philosophical approach to this study, a 

discussion surrounding the significance of this research, research design, measurement of key 

variables, sampling and ethical considerations.  

4.1 Philosophical approach  

Given that this study is investigating the association between three concepts that have not 

previously been researched in the context of the ambulance service, it is important to consider 

this thesis’ epistemological and ontological position in light of this. A position that aligns with 

the current, novel nature of this thesis is pragmatism. Pragmatism is defined by Cameron 

(2011) as a “practical approach to a problem” (p. 101) and stems from the work of Dewey 

(2008) whose philosophy emphasised human experience.  

Pragmatism’s core beliefs suggest that knowledge is derived based on an individual’s 

experience (Kaushik & Walsh, 2019), which helps individuals’ make sense and interact with 

their world (Goldkuhl, 2012). It acknowledges the existence of reality but states that it is 

constantly changing due to actions and experiences (Morgan, 2014). Pragmatism is context 

driven (Dillon et al., 2000), which suggests pragmatists often view that the nature of reality, 

although it exists, cannot be fully determined (Pansiri, 2005). For example, the reality that 

exists within one population cannot be compared with that of another sample due to contextual 

differences in age, sex and culture.  

This thesis intends to take a pragmatic philosophical approach, as this research focuses on 

individuals gaining knowledge through experience (for example, in their experience of stress 

and coping) and interacting with their world (such as their reasons, perceptions and experiences 

of sickness absence). The thesis’ approach to pragmatism is reflected in several parts of the 

thesis. Firstly, pragmatism has guided the practicality of the research design, being the most 

appropriate approach for pursuing both quantitative and qualitative methods of enquiry 

(Parvaiz et al., 2016). Secondly, pragmatism has influenced the measurement of key variables 

(discussed in section 4.5), sampling (outlined in section 4.6) and data analysis (outlined in 

Chapter 5). Given the limited research in this area, this thesis requires a holistic and flexible 

approach to its research methods to ensure it is not constrained by the traditional positivist or 

constructivist approaches. Therefore, pragmatism is deemed an appropriate philosophical 

approach for this thesis.  
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4.2 Research significance  

This current study, for the first time, will investigate sickness absence and its association 

between stress and coping styles in the context of the UK ambulance service. As previously 

outlined, sickness absence in the ambulance service is high (NHS Digital, 2019) and has an 

opportunity to be reduced due to the financial and psychosocial implications for the 

organisation and its employees (NHS England, 2015; Trybou et al., 2014). Previous theory and 

empirical evidence highlight a link between exposure to increased stress and physiological and 

psychological illnesses (Garbarino et al., 2013; Gründemann & Vuuren, 1998), suggesting this 

is an area for further exploration, particularly into its association with sickness absence. By 

determining relationships between aspects of the employees’ environment and sickness 

absence, specific interventions could be designed to reduce or improve sickness absence and 

employee health. 

As outlined in the systematic review, there are currently a lack of interventions that are 

appropriate for reducing sickness absence in the ambulance service. Moreover, the majority of 

the effective interventions focused on physical health, such as musculoskeletal health, or 

targeted specific diseases, such as influenza. As a result, there is also a lack of evidence for the 

effectiveness of stress-reduction interventions, which may be suitable for ambulance 

employees. 

Therefore, this current research holds its significance in the notion that it aims to further 

quantitatively investigate the associations between stress (such as workload and perceived 

control), in addition to exploring the implications of coping styles, which is suggested to impact 

whether or not an individual copes better with stress (Moos & Holahan, 2003; Ozdemir & 

Arslan, 2018). Moreover, the research is dedicated to providing an opportunity for the 

employee voice to be heard with the use of a qualitative research approach. This will be useful 

to further understand employees’ reasons, perceptions and experiences of sickness absence, 

whilst providing them with an opportunity to recommend ways in which sickness absence 

could be improved.  

4.3 Research design 

This research consists of an explanatory sequential (QUANT → QUAL) mixed methods study 

that aims to investigate the extent to which stress and coping styles are associated with sickness 

absence (quantitative phase) in addition to exploring employees’ reasons, perceptions and 

experiences of sickness absence (qualitative phase).  
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The design of the study was influenced by the underpinning pragmatist epistemological and 

ontological position. A mixed methods approach has been chosen for a number of reasons. 

Firstly, to account for the dynamic role of the ambulance service, as arguably they are in a job 

where their realities and constantly changing, consistent with the pragmatist approach (Morgan, 

2014). Secondly, mixed methods also account (through the use of a qualitative phase) for the 

perceived stress and coping styles that individual’s experience (Kaushik & Walsh, 2019). 

Therefore, mixed methods are an appropriate method to use, which aligns with the 

underpinning philosophical approach of this thesis.  

Using mixed methods has its advantages compared to using a single method design. Its premise 

is to combine both quantitative and qualitative designs to create a more rigorous and holistic 

approach to the research problem (McKim, 2017). For this particular study, a pragmatist 

philosophical approach allows for sickness absence to be explored in greater detail, accounting 

for the complexity and multi-faceted nature of sickness absence. The method has been favoured 

by researchers due to its ability to merge the strengths of quantitative and qualitative methods 

and alleviate weaknesses whilst providing a wider range and more in-depth data to aid 

understanding (Creswell & Clark, 2011; Olsen, 2004). Previous studies investigating sickness 

absence have taken a solely quantitative approach using sickness absence as an outcome in 

randomised controlled trials (e.g. Biering et al., 2015). Furthermore, economic studies have 

focused on quantitatively investigating the financial consequences of sickness absence on the 

economy through prospective cohort studies (Virtanen et al., 2005).  

The majority of the research into sickness absence focuses on quantitative methods to identify 

the prevalence and incidence of sickness absence within specific populations (Michie & 

Williams, 2003; Schell et al., 2013). However, there is limited research that investigates 

sickness absence using mixed methods, particularly within the ambulance service. As 

previously mentioned, there is also a lack of the employee voice regarding the perceptions and 

experiences of sickness absence within the current literature. This means that the illness 

experience of individuals is not being fully accounted for, specifically if there are components 

of sickness absence that are not able to be measured using a questionnaire. Therefore, this study 

will employ a mixed methods approach to address these gaps and provide a holistic 

understanding of sickness absence in the ambulance service (Subedi, 2016). 

An explanatory sequential mixed methods design will be used in accordance with Creswell, 

Plano Clark, Gutmann and Hanson’s (2003) framework. This framework states that mixed 

methods research has two distinct phases of quantitative and qualitative data collection, 

analysis and integration. As part of the explanatory design, the study will begin with a 
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quantitative phase of data collection and analysis, which will be followed by a phase of 

qualitative data collection and analysis.  

Traditionally within mixed methods research, priority (or weight) is given to the quantitative, 

qualitative or both phases of the study (Ivankova et al., 2006). Deciding the priority of the 

approaches can be influenced by the research objectives or through practical considerations, 

such as access to participants (Azorín & Cameron, 2010). For this thesis, equal weight will be 

given to both the quantitative and qualitative phase of the research. Priority will be given to 

both phases as quantitative approaches have the ability to collect numerical data on the 

frequency and duration of sickness absence, in addition to other key variables. Moreover, the 

qualitative phase will be able to provide participants’ reasons, experiences and perceptions of 

sickness absence. Together, these phases will provide an opportunity to expand on the 

association between stress, coping and sickness absence whilst providing insight into 

participants’ experiences and perceptions.  

A retrospective, cross-sectional design was chosen for the quantitative phase, with data being 

collected at one point in time using a self-administered questionnaire survey. Sickness absence 

rates can often differ depending on the time of year; for example, research has found that 

sickness absence due to infections such as influenza increase during the winter months 

(Gianino et al., 2017). Therefore, by taking a snapshot of participants' sickness absence over 

one particular time-period may help in overcoming this problem. Additionally, this method 

allows for multiple variables to be collected and analysed such as age, job role, daily hassles 

and time spent in service from one point in time (SAGE Research Methods, 2019). 

For the qualitative phase, semi-structured interviews were chosen to collect data on 

participants’ reasons, experiences and perceptions of sickness absence. Semi-structured 

interviews were used due to their flexible approach to data collection. Interviews can be shaped 

using open-ended questions, where participants can discuss their own experiences (DiCicco-

Bloom & Crabtree, 2006), whilst participants are allowed certain control over the conversation 

where new information may be uncovered (Gill et al., 2008).  

Throughout this thesis, there will be two methods of integrating the quantitative and qualitative 

data. Firstly, the research will use a participant selection model (Ivankova et al., 2006), which 

integrates the quantitative and qualitative phases together by allowing participants to be 

purposefully selected from the quantitative phase for qualitative phase in order to conduct in-

depth semi-structured interviews (Creswell et al., 2003). In particular, the selection of 

participants will be guided by the quantitative data to represent various levels of sickness 
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absence, stress and coping styles9. Secondly, integration will occur in Chapter 7 when 

the qualitative findings will be used to explain the quantitative findings (Morgan, 1998).   

4.4 Measurement of key variables  

The study consists of two independent variables (IV), which included work-related stress 

(consisting of four levels: workload, perceived control, responsibility and social support) and 

coping styles (consisting of five categories: rational, emotional, detached, avoidant and mixed) 

and one dependent variable (DV), sickness absence.  

These variables were chosen for this study because of the evidence presented in Chapter 2. 

With regards to stress, Trybou et al. (2014) and Schell et al. (2013) identified that high levels 

of stress increases the likelihood of experiencing sickness absence. Early research by Cohen 

(1991) and Schneiderman et al. (2005) also discovered a link between stress and disease. 

Chapter 2 presented the stress-reaction hypothesis, which further supports the relationship 

between increased stress, an inability to cope effectively and sickness absence. 

This study includes both work-related and non-work related (daily hassles) stressors to ensure 

that stress from all areas of life are accounted and controlled for in analysis (Lourel et al., 

2009). In particular, the variables of workload, perceived control, responsibility and social 

support are used to measure overall levels of job stress. As outlined in Chapter 2, these variables 

are suggested to be the most common causes of stress within the ambulance service (Mahony, 

2001; Regehr & Millar, 2007; Sterud et al., 2011; Young & Cooper, 1995).  

Traumatic stress was not included as a variable within this study because it is seen as an 

unavoidable part of the job, which may also attract individuals to the profession (Nirel et al., 

2008). Halpern et al., (2009) reported that ambulance staff also view traumatic stressors (such 

as being faced with a life or death situation) as distinct from operational stressors (such as 

workload, control and social support) (Avraham, 2014). Additionally, although there is 

research to suggest that traumatic stressors affect the mental health of employees (Alexander 

& Klein, 2001), this has been extensively researched, and intervention programmes are already 

in place to assist staff with these (Hunt et al., 2013; Whybrow et al., 2015).  

The following section will provide an overview of the measurement of the variables within this 

thesis.  

 
9 The process of the participant selection model will be further described in Chapter 5, section 5.2.1.2 
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4.4.1 Sickness absence  

The Health and Safety Executive (2004) recommend that employers keep a record of 

employees’ sickness absence in order to detect which individuals are off sick, in addition to 

identifying whether there are any work-related causes to the absence. Hensing (2009) suggests 

there are two main approaches to measuring sickness absence, which are frequency and 

duration. Frequency measures the total number or average number of days absent during a 

specific time period, for example an individual may have three days absent from work in a one-

month time period. On the other hand, duration (or length) measures the number of days absent 

for each occurrence of sickness absence, for example an individual may have an average of 

three days absent from work in each sickness absence occurrence. Hensing (2009) further 

states that frequency and duration are used to provide a general overview of sickness absence 

in addition to identifying patterns and allowing employers to compare sickness absence across 

employees in the organisation.  

Within the workplace there are several methods that organisations use to measure sickness 

absence. The Bradford Scale has been used to calculate a Bradford Factor score (Equation 1).  

S2 x D = Bradford points score (1) 

Within the equation, S2 is the number of occurrences of sickness absence in a specified time 

period and D is the total number of absent days that the individual was absent for (Alexis, 

2011). For example, if an individual had one sickness absence spell with five days off 

within 52 weeks their Bradford Factor score would be 5. Within organisations that use this 

measurement approach, a higher score indicates that an individual may be subject to trigger 

points. For example, 600 points or more could indicate dismissal (Alexis, 2011).  

Arguably, the Bradford Factor score allows for a holistic measure of sickness absence as it 

considers both the frequency and duration of sickness absence (Shantz & Alfes, 

2015). However, one major problem with this measurement is that short and more frequent 

spells of sickness absence produce a higher score on the Bradford scale. This means that 

employees who are off more frequently are at an increased chance of reaching trigger points 

than those who have longer durations of sickness absence (Dowling, 2009). Therefore, it could 

be argued that the Bradford Factor score unfairly penalises employees who have short-term 

absences.  

As a result of this limitation with the Bradford Factor score, some organisations use an 

alternative calculation to calculate sickness absence. CIPD (2020) recommend using a lost-
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time rate of sickness absence, which calculates a percentage of time that is lost due to sickness 

absence, also known as a sickness absence rate. This calculation is used by the NHS use an 

equation to calculate a sickness absence rate (Equation 2) based on the days absent and the 

days available to work.  

 

 (2) 

 

This equation was used to calculate the ambulance service sickness absence rates presented 

in Chapter 1 by NHS Digital. This approach allows for a wider comparison between 

departments, for example by using sickness absence rates a comparison between the ambulance 

service and nurses’ sickness absence rates can be produced. This is not something that the 

Bradford Factor score allows researchers to do as it is context driven through an organisation’s 

individual trigger points.  

One difficulty that is present across both measures of sickness absence is that the measurement 

considers the number of working days an individual is absent for. This is problematic as the 

duration of working days vary depending on which occupation is being studied. For example, 

an office employee who works 37.5 hours per week may have eight-hour working days 

compared to an ambulance employee who may work 37.5 hours per week but may work three 

12-hour shifts. Therefore, these measurements of sickness absence are inconsistent across 

organisations and there is a need to standardise this measurement to account for comparisons 

across occupational fields.  

The problems regarding sickness absence measurement were highlighted in Chapter 3 as a 

limitation of the systematic review. The review highlighted a range of measurement units 

ranging from days to hour and categorised these as continuous and count data. As stated above, 

there were also concerns surrounding the measurement of working days within a healthcare 

setting, particular when there are difficulties estimating the number of working hours available. 

Therefore, one recommendation from the systematic review was to consider using the 

measurement of shifts. As a result, this thesis intends to measure sickness absence using the 

number of shifts absent, obtaining count data from participants.  

Despite this, there are other problems surrounding the measurement of sickness absence. 

Previously, research has used raw data, such as the number of days absent from work from 

employee records or insurance registers (Ariansen, 2014). This data is often regarded as an 
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accurate report of sickness absence as it is reported by the employee on the day of absence and 

when they return (Hensing, 2009). Therefore, this could suggest that employee records are 

valid sources of sickness absence data. However, this information is sometimes difficult to 

obtain, particularly due to the ethical issues of identifying individual cases. For this thesis, 

individual sickness absence statistics are essential in determining the participants required for 

the qualitative interviews through participant selection of individuals with high or low sickness 

absence rates (Ivankova et al., 2006). As a result, this thesis intends to use self-report methods 

(e.g. Elstad & Vabø, 2008).  

Within self-reported questionnaires, sickness absence is often measured using a single 

question, such as “how many days were you absent from work?” and may use a specific time 

period such as a year or six months (Storm et al., 2016). One problem with this stems from the 

retrospective nature of gathering this sickness absence data.  

Arguably, this is problematic for research as participants may experience recall bias, where 

they may not accurately remember the number of days or hours that they were absent (Mann, 

2003). Several methods are suggested to overcome recall bias including the use of an 

appropriate recall period, such as six months rather than several years (Althubaiti, 2016). As 

highlighted by Althubaiti, a longer recall period means that participants are less likely to 

accurately recall information. In the context of sickness absence, a balance is required between 

the recall period and accounting for seasonal fluctuations in sickness absence (Gianino et al., 

2017), which a six-month measurement period allows for.   

However, Althubaiti highlights that recall bias may not be completely eliminated and it is 

important to discuss the implications of this when considering validity of sickness absence 

measurements and interpreting research findings. Althubaiti (2016) highlights that this is 

important with regards to validity, suggesting an appropriate recall period between the sickness 

absence event and the questionnaire means that participants are less likely to under or over-

estimate their sickness absence. As a result, this thesis intends to use a sickness absence 

measurement period of six months in an attempt to overcome recall bias and minimise impacts 

on the validity of the measure as outlined by Althubaiti (2016). However, implications for this 

will be further discussed in Chapter 8.  

With regards to the objectives of this thesis, this consistent measure of sickness absence across 

six months will aid in meeting objective two and three. This is because the measurement can 

be utilised as a count variable and entered into analyses whilst accounting for the six-month 

time period of absence within the study. This measure will help to establish the extent to which 
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sickness absence is associated with both stress and coping styles. Moreover, by establishing 

associations between sickness absence and other variables of interest, will allow for 

recommendations to be made to improve sickness absence.  

Overall, this thesis aims to overcome some of the limitations with relation to sickness absence 

measurement, such as the use of shifts and measurement within a shorter recall period of six 

months.  

4.4.2 Stress  

As outlined within Chapter 2, stress is defined as both a psychological and physiological 

response to a stressor in an individual’s environment (Lazarus & Folkman, 1984; Quick et al., 

2001). As a result, both psychological and physiological methods have been used to measure 

the concept of stress.  

Historically, physiological methods have focused on a singular measure (such as heart rate) to 

determine whether an individual is exhibiting a stress response (Evans et al., 2013). More 

recently, physiological measurements have been taken using a multitude of biological markers 

such as cortisol, blood pressure and responses from the adrenocorticotropic hormone (Arvidson 

et al., 2017).  

To measure these biomarkers for stress, researchers have used blood, saliva and sweat to 

measure cortisol and heart rate variability using electrocardiograms (e.g. Messerli-Bürgy et al., 

2018; Thayer et al., 2010). Research has measured these within both laboratory settings, where 

researchers induce a stress response and within natural settings where researchers measure 

stress responses in an individual’s natural environment. For example, the Trier Social Stress 

Task (TSST, Kirschbaum et al., 1993) is widely used in research to induce a stress response by 

asking participants to perform mental arithmetic and deliver a speech to an audience. However, 

there are several ethical concerns of using the TSST and inducing a stress response in an 

individual, particularly in relation to the potential harm it may cause participants. In contrast, 

other studies have measured the physiological stress reaction as the real-world stressor is 

occurring. For example, Abdelrahman and colleagues (2016) measured physiological stress of 

surgeons using cortisol and heart rate during a laparoscopic surgery10.  

In their systematic review, Frazier and Parker (2018) highlighted that two out of 22 articles 

were conducted in real-world settings, suggesting that there is a lack of research that 

 
10 Laparoscopic surgery, also known as laparoscopic cholecystectomy (SILC), is a procedure that removes the 

gallbladder 
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incorporates physiological measurements of stress when individuals are faced with real-life 

stressors. One possible explanation for this is due to the invasive and time-consuming nature 

of physiological measurements, which means that it may not be practical to measure responses 

during a real-life stressful event. Another impact of this is that the mere process of gathering 

physiological measures, for example through taking blood, may induce a stress response so the 

reliability and validity of these measures are questionable.  

More recently, non-invasive physiological measures have been piloted with researchers 

identifying that cortisol from saliva is a reliable measure for acute stress responses, whereas 

measuring substances involved in metabolism through faecal matter is a reliable for measuring 

stress long-term (Nemeth et al., 2016). However, this study into non-invasive physiological 

measures was conducted in guinea pigs and the measure was only considered reliable within 

animal species. Nevertheless, researchers have considered the use of salivary and serum 

cortisol within human studies as a non-invasive alternative (Bozovic et al., 2013).  

It is evident that a range of non-invasive, physiological measures are available to measure stress 

responses to induced and real-life stimuli. Within previous ambulance research, Bedini et al. 

(2017) used a physiological approach and collected saliva from ambulance dispatch employees 

every 15 minutes for two hours for a total of four hours during shifts. Despite this, there were 

several problems with using these measures in practice. Firstly, if this method was used within 

the ambulance service it would require a researcher being present on a number of shifts and 

several calls to patients. Within Bedini’s study, participants were dispatch employees, which 

meant that researchers did not have to go out on the road and visit patients.  

Secondly, researchers may not be able to determine stress over a long period of time, such as a 

month, as it would require a researcher to be present every shift for a month, which is time 

consuming. Finally, if the aim was to view stress holistically, physiological measures must also 

be taken when participants are off shift and in their home environment. Participants could 

collect the saliva themselves, but there could be additional problems with participants 

remembering to take a sample whilst on shift, at home and how these samples could be stored 

until the end of the shift. It is for these reasons that physiological measurements of stress are 

not a viable option for measuring stress within this thesis.  

In addition to physiological measurements, there are also a range of psychological measures, 

which are often used due to the limitations of physiological measurements. Traditionally, these 

include questionnaires that aim to measure participants’ experiences, perceptions and levels of 

stress through a variety of scales. For example, stress can be measured using generic 
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questionnaires such as the Perceived Stress Scale (PSS, Cohen et al., 1983), which measures 

the level of overall stress in an individual’s life.  

Despite questionnaires offering a flexible approach to measuring stress, they have been 

criticised for being subjective measures that rely on an individual’s interpretation of a stressor 

(Caldwell et al., 2004). As a result, Caldwell and colleagues suggested that some work-related 

questionnaires may not be an accurate representation of the working environment and may 

instead reflect the attitude an individual has towards their environment. For example, if an 

individual feels they are being treated poorly, they may score negatively on the questionnaire.  

Another critique of questionnaires that measure stress is that they focus on broad sources of 

stress, such as the Perceived Stress Scale, which provides a general measure of stress and is 

unable to decipher and measure stressors that occur in the workplace and those that occur 

outside of the workplace. Moreover, the previous empirical evidence and theory presented in 

Chapter 2 highlights that there are several sources of stress that are more relevant and 

applicable to the ambulance service. These stressors were workload, responsibility, social 

support and perceived control. As a result, this thesis required a measure of stress that was able 

to account for these main stressors present in the ambulance service.  

The Generic Job Stress questionnaire is a measure developed by the National Institute of 

Occupational Safety and Health (NIOSH). When developing the questionnaire, Hurrell and 

McLaney (1988) highlighted several critiques of previous questionnaires, such as the inclusion 

of items that measure stressful conditions rather stressors themselves. From this, NIOSH 

developed a generic job stress questionnaire that is applicable to a range of occupations. The 

NIOSH Generic Job Stress Questionnaire was compiled using pre-existing questionnaires, that 

demonstrated acceptable levels of validity and reliability in addition to their use in previous 

research.  

Hurrell and McLaney (1988) reported acceptable reliability for the questionnaire and the sub-

scales of interest using Davenport et al’s. (2015) outline that when  = 0, the test is unreliable 

and does not have high levels of internal consistency whereas,  = 1, means the measure is 

reliable and measures a unidimensional construct. Heale and Twycross (2015) also suggest that 

an acceptable alpha coefficient is .70 or above.  

Cronbach’s alpha for each subscale are as follows: perceived control ( = .90), workload ( = 

.86), social support from supervisors ( = .88), co-workers ( = .84), family and friends ( = 

.85) and responsibility ( = .62). On the whole, these subscales provide acceptable levels of 
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internal consistency based off the notion that an acceptable alpha coefficient is .70 or above 

(Heale & Twycross, 2015). Responsibility does not meet this alpha level, however, Tavakol 

and Dennick (2011) highlight that a low alpha value is not necessarily a cause for concern but 

may reflect a small number of items in a scale. This is the case for the responsibility scale 

within this questionnaire, which only contains four items compared to the perceived control 

scale that contains 16 items.  

A reliability analysis was also conducted for the current study and reflected the following 

Cronbach’s alpha for each scale: Perceived control ( = .91), workload ( = .78), social support 

( = .87) and responsibility ( = .78). Considering the criteria above, this questionnaire 

demonstrates acceptable internal consistency for the current study.  

In addition to obtaining a questionnaire that measured work-related stress, a measure of daily 

stress was also required in order to provide a holistic measure of stress. Questionnaires such as 

the Life Stressors and Social Resources Inventory- Adult Form (Moos et al., 1988) and the 

Weekly Stress Inventory (Brantly et al., 1987) were considered but there were some limitations 

with regards to the practicalities of using such questionnaires. For example, the Life Stressors 

and Social Resources Inventory- Adult Form required a licence to use and was unable to be 

distributed online. Furthermore, the Weekly Stress Inventory measured daily stress over a 

period of one week. As the dependent variable, sickness absence, was to be measured over six 

months, this questionnaire did not provide an appropriate timescale.  

As a result, this thesis intends to use The Daily-Hassles Scale-Revised (Holm & Holroyd, 1992) 

to measure the daily hassles of individuals on several subscales. One strength of this 

questionnaire is that it measures a broad range of stressors. For example, there are sub-scales 

relating to health, financial situation and family. Cronbach’s alpha for covert hassles (including 

the sub-scales of inner concerns, time pressures and health hassles) demonstrated good internal 

reliability ( = .88). Similarly, Cronbach’s alpha for overt hassles (including the sub-scales of 

environmental hassles, financial concerns and family hassles) also demonstrated good internal 

reliability ( = .80).  

A reliability analysis was conducted for the current study and Cronbach’s alpha demonstrated 

the following: Inner concerns ( = .79), financial concerns ( = .79), time concerns ( = .83), 

work hassles ( = .73), environmental concerns ( = .70) and family hassles ( = .85). 

According to the guidelines by Heale and Twycross (2015), these suggest an acceptable level 

of internal consistency for the current study.  



129 

 

Due to the limitations of utilising physiological measurements of stress within an ambulance 

setting, this thesis intends to measure stress utilising two self-report questionnaires. With 

regards to the thesis’ objectives, using two measurements of stress will be beneficial in meeting 

objective two and objective three. Firstly, both measures provide a holistic measurement of 

stress within all aspects of an individual’s life. This will help meet objective two as stress 

occurring in the home environment is likely to affect the working environment (Ragins, 2008), 

therefore it needs to be measured and accounted for in the analysis. By including these 

measures, the aim of the thesis can be met as the extent to which stress influences sickness 

absence can be tested. 4.4.3 Coping styles  

Unlike stress, there are no physiological measures available to measure an individual’s coping 

style. As the definition of coping suggests, coping is a combination of personality, locus of 

control, and perception of the stressor (Sahler & Carr, 2009). Coping is inherently a 

psychological process that manifests itself through latent measures, such as thoughts and 

actions (Lazarus, 2006). As a result, academics have used self-report questionnaires to gather 

information on an individual’s coping strategies and coping styles. 

Within certain populations, such as individuals with brain injury or stroke, alternative measures 

of coping have been used. For example, Krpan et al. (2010) measured coping styles using a 

neurological test called the Baycrest Psychosocial Stress Test (BPST). The BPST includes a 

10-minute test period where participants’ coping was observed, followed by 10 minutes where 

participants were asked to deliver a speech. Participants were provided with two packages, one 

which would allow them to engage in problem-focused coping (such as note paper and 

information about the speech they should give) and avoidance coping (such as a magazine or 

puzzle).  

This is a novel measurement of coping as it measured participants’ immediate coping 

behaviour. However, there is limited evidence to suggest that the BPST is a reliable or valid 

measure outside of the sample in the original study. Furthermore, the BPST does not take into 

account the full range of coping behaviours and styles that participants could use in a stressful 

situation. For example, there was no condition where participants could choose to engage in a 

detached coping style. The conditions were also not representative to everyday stressors and 

the coping styles observed may have only occurred due to the specific stressor, which was 

being asked to engage in public speaking.  

Collecting data on coping behaviours, styles and strategies using this method of observation 

originated within the early 1960s. For example, Visotsky et al. (1961) observed patients and 
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how they coped with polio on hospital wards. Since then, Delaney et al. (2006) developed a 

guide to assessing coping and stress responses within children and parents through observation 

and included items such as “identifies ways to cope with perceived stress” (pg. 197). However, 

these observational methods have limitations with regards to overt observation, when 

participants are aware their behaviours are being observed. The problem with this is that 

participants may change their behaviour, which may be particularly problematic if observation 

was carried out in the ambulance service as staff would know they were being observed.  

For this thesis, using the BPST or other observation methods is not a practical method of 

measuring coping styles within the ambulance service. Similar to the reasons stated about 

measuring physiological stress in ambulance employees, coping would have to be measured 

on more than one occasion. The BPST or other methods of observation could be used within 

the field, but there would be no guarantee these observations were accurately measuring a 

particular coping style or behaviour. This is because the researcher’s interpretation of the 

coping style or behaviour would be present. Moreover, there are also limitations in identifying 

a typology of coping behaviours, and as a result, there is no certainty that this is an accurate 

and reliable measure.  

Several coping questionnaires such as the Multidimensional Coping Inventory (Endler & 

Parker, 1990) and the COPE Inventory (Carver et al., 1989) were either unable to group 

behaviours or did not reflect the full extent of coping styles available and only focused on 

problem or emotion-focused coping. Other questionnaires such as the Ways of Coping 

Checklist (Folkman & Lazarus, 1980) did not include the breadth of coping styles and excluded 

avoidant coping behaviours. The aim of this thesis is to consider a range of coping styles, 

particularly avoidant coping, due to the theory surrounding the notion that sickness absence is 

an avoidant coping strategy (e.g. Kristensen, 1991). As a result, it is essential that the coping 

questionnaire contained items that measured avoidant coping.  

Therefore, the Coping Styles Questionnaire (CSQ, Roger et al., 1993) was chosen to measure 

participants coping styles. The questionnaire demonstrates good internal reliability for all sub-

scales including rational ( =. 81), detached ( = .77), emotion ( = .79), and avoidance ( = 

.66) (Elklit, 1996).  

A reliability analysis was conducted for the current thesis and demonstrated the following 

Cronbach’s alpha levels: Rational ( = .84), detached ( = .85), emotion ( = .90) and 

avoidance ( = .83). With reference to the guidelines from Heale and Twycross (2015), this 

suggests the questionnaire has acceptable internal consistency.  
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In order to meet the aim and objectives of this thesis, the Coping Styles Questionnaire allows 

for specific coping styles to be analysed in relation to sickness absence. This is particularly 

important with regards to avoidance coping as evidence suggests this is related to sickness 

absence (e.g. Kristensen, 1991). Therefore, including a wide range of coping styles and their 

associated behaviours and actions are useful to be able to distinguish statistical effects between 

these in relation to sickness absence.  

4.5 Sampling considerations  

To ensure this thesis recruits participants that are going to aid in meeting and answering the 

research aims and objectives, there are several aspects of sampling to consider. Firstly, the 

thesis must consider the ambulance services that will be recruited to the study and secondly, 

the type of employee required.  

This thesis intended to recruit participants from an ambulance service in the United Kingdom. 

In principle, obtaining a representative sample of ambulance employees would require a 

random sample of participants from all 13 ambulance services in the United Kingdom. Previous 

sickness absence research (e.g. Stilwell & Stilwell, 1984) have demonstrated the ability to use 

one ambulance service as the population, due to time and resource constraints. As a result, this 

thesis intends to recruit an opportunity sample from one ambulance service in the United 

Kingdom.  

This particular ambulance service was deemed an appropriate research site due to their 

commitment to improving staff health and wellbeing. For example, they were the first 

ambulance service in the country to sign the Blue Light Pledge to reduce mental health stigma 

(Dodd, 2017). Secondly, the proximity of the service to the university was an important, 

practical consideration. This meant that materials could be disseminated to ambulance stations 

with minimal cost. The locality also increased the likelihood of participants choosing to 

participate in a face-to-face instead of a telephone interview.  

With regards to the inclusion criteria for participants, previous research has argued that part-

time staff may not be exposed to the breadth of occupational stressors and may also have more 

time to recover from stressors experienced in the workplace (Barck-Holst et al., 

2017). Moreover, the measurement of sickness absence that will be utilised within the thesis 

(number of shifts absent in six months) may not be an accurate measure for part-time staff who 

may work a smaller number of shifts compared to full-time employees. As a result, this thesis 

intended to recruit full-time members of staff, to ensure the consistency in stress exposure and 

sickness absence measurement.  
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Moreover, a decision was made to exclude participants who worked in support roles (such as 

human resources or administration). This decision was made as these roles do not include 

working with or alongside patients and it cannot be established whether support staff 

experience the same or similar work-related stressors as front-line ambulance employees. 

4.6 Ethical considerations  

Ethical approval was sought from the University of Lincoln School of Health and Social Care 

Ethics Committee in addition to the Health Research Authority (HRA). The Research, 

Development and Innovation Team also provided confirmation of their capability and capacity 

to host the research (Appendix C).  

The ethical principles in the British Psychological Society’s Code of Ethics and Conduct 

(British Psychological Society, 2018) and the Code of Human Research Ethics (British 

Psychological Society, 2014) were followed throughout this research. A discussion of these 

principles are provided below.  

4.6.1 Informed consent  

Prior to the research being conducted, participants were provided with a participant information 

sheet (see Appendix D for participant information sheet and consent form for the quantitative 

phase and Appendix E for the qualitative phase), which highlighted the main aims of the study 

and what was required from the participant. Participants were required to provide written or 

verbal consent (if taking part in qualitative interviews via telephone) prior to taking part in the 

study.  

4.6.2 Confidentiality  

This research involved a sample of ambulance service employees who provided confidential 

and personal information on their levels of stress, coping styles and sickness absence. In 

accordance with the Caldicott Principles, additional information not required for the research 

was not obtained from participants. Due to the sensitive nature of the information provided the 

data was anonymised with participants creating their own identifiable pseudonym. All data was 

kept in accordance with the Data Protection Act (1998) and the Data Protection Act (2018).  

In this study, the questionnaire data from the quantitative phase was used to recruit participants 

to a semi-structured interview. Personal information such as participants’ score on the job 

stress, coping styles and sickness absence questionnaires were used to identify potential 

participants for the qualitative phase of the research. Participants were made aware of this in 
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the information sheet and were asked for their consent to be contacted. Any participants who 

did not wish to be contacted were excluded from the qualitative phase of the research.   

4.6.3 Risk to participants  

During the research period, there was a risk that participants may experience sickness absence 

or be returning to work following a period of absence. If a participant had a period of sickness 

absence, they were reminded that they were able to withdraw from the research or, if they 

would like to continue with the research then any interviews could be rescheduled.    

Participants were required to provide information about their occupation which may have had 

an effect on their perception of their employment or relationships within the workplace. To 

counteract this, individual case data was not shared with any third party including other 

employees or their employer. However, participants were made aware that the data collected 

would be used in a doctoral thesis and disseminated as academic papers in journals or at 

conferences. Participants also consented to a final copy of the thesis being provided to the 

ambulance service.  

This research did not anticipate any physical or psychological harm to participants. However, 

due to the nature of the research, there was a potential for participants to discuss sensitive 

topics, which some participants may find distressing. To overcome this, participants were given 

the opportunity to withdraw from the research at any time. To minimise this risk further, 

participants were provided with contact details of the support services available to them (such 

as the Mind Blue Light Infoline).  

4.7 Summary 

Chapter 4 began by discussing the philosophical approach of pragmatism. Given the limited 

evidence in this area, this chapter argued that this thesis requires a holistic and flexible approach 

to its research methods. This section has provided a brief summary of the decisions made with 

regards to the design, measurement and sampling that will be employed as part of this thesis. 

The next chapter (Chapter 5) provides an in-depth overview of the specific methods employed 

in the quantitative and qualitative phases.  
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Chapter 5 General Methods  

Chapter 3 presented a systematic review, which investigated existing interventions that reduced 

sickness absence among healthcare workers. Findings indicate that there are a number of 

effective interventions that demonstrated a reduction in sickness absence, such as an exercise-

only intervention involving Tai Chi (Palumbo et al., 2012), a multicomponent intervention 

programme incorporating behaviour change and exercise (Roussel et al., 2015) and an 

influenza vaccination intervention (Wilde et al., 1999). By applying an applicability and 

transferability framework (Wang et al., 2006), it became apparent that these interventions were 

not applicable to the ambulance service. Applicability and transferability could not be 

confirmed due to several barriers, such as the location and timing of intervention delivery and 

perceptions of employee change practices. As such, there is a need for further research into 

sickness absence in the context of the ambulance service in order to develop a specific 

intervention.   

As previously stated, there is limited research that has focused on sickness absence in the 

ambulance service. Research has either focused on the causes of sickness absence (Stilwell and 

Stilwell, 1984) or the general health of the employee (Betlehem, 2014; Pek et al., 2015). The 

stress-reaction hypothesis suggests that sickness absence occurs as a response to increased 

stress as a result of demands in the workplace (Schaufeli et al., 2009). Theory has established 

a clear link between increased stress and illness (e.g. Selye, 1936; Lazarus & Folkman, 1984; 

Bakker et al., 2007; Cotton & Hart, 2003) in addition to physiological and psychological 

research (e.g. Dhabhar, 2009; Cohen et al., 2012). However, previous research has focused on 

the general population, other healthcare employees or is conducted primarily within Nordic 

countries (Elstad & Vabø, 2008). Therefore, there is a lack of evidence from the ambulance 

service, in particular within the United Kingdom. 

As a result of these gaps in the research, this explanatory sequential mixed methods study aims 

to address these limitations by:  

• Focusing on a population of ambulance employees in the United Kingdom  

• Including the employee voice and focus on their experiences, perceptions and reasons 

for sickness absence in addition to exploring their recommendations for improving 

sickness absence 

• Using the number of shifts absent as a novel measurement of sickness absence  
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This chapter presents the methods of the explanatory sequential mixed methods study, which 

aims to: 

• Identify the effect of stress and coping upon sickness absence  

• Explore employees’ experiences, perceptions and reasons for sickness absence 

The first section of this chapter will focus on the methods of the quantitative phase of the study, 

whilst the second will focus on the methods of qualitative phase.  

5.1 Quantitative phase: Investigating the association between stress, coping and sickness 

absence 

The quantitative phase aims to answer the following research question: To what extent are 

stress and/or coping styles associated with sickness absence? Based on the current literature, 

the study hypothesises that:  

• Hypothesis 1 (H1): Ambulance employees with higher levels of work stress (workload, 

perceived control, responsibility and low social support) will report a greater number 

of shifts absent across six months 

• Hypothesis 2 (H1): Ambulance employees with avoidant coping styles will report a 

greater number of shifts absent across six months 

5.1.2 Method  

5.1.2.1 Design  

An independent measures, retrospective, cross-sectional research design was used to 

investigate the association between work-related stress, coping styles and sickness absence. 

Data were collected using self-administered online questionnaires, which were distributed to 

clinical and management employees.  

The study consisted of two independent variables (IV), which included work-related stress 

(comprised of four levels: workload, perceived control, responsibility and social support) and 

coping styles (consisting of five categories: rational, emotional, detached, avoidant and mixed) 

and one dependent variable (DV), sickness absence.  

5.1.2.2 Participants and sampling 

An opportunity sampling method was used to recruit full-time employees from one UK 

ambulance service. Inclusion criteria for this study included employees who were employed in 

any clinical (e.g. paramedic), operational (e.g. dispatch officer) or managerial (e.g. team leader) 
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position. Participants were excluded if they worked in support roles (e.g. human resources or 

administration) as these jobs do not include working with or alongside patients. Moreover, it 

cannot be established whether support staff experience the same or similar work-related 

stressors as front-line ambulance employees.  

As previously discussed, research into stress has argued that part-time staff may not be exposed 

to the breadth of occupational stressors and also may have more time to recover from stressors 

experienced in the workplace (Barck-Holst et al., 2017). In light of this, employees were only 

included if they were employed full-time.  

A sample size estimation was performed based on the guidance from Peduzzi, Concato, 

Kemper, Holford, and Feinstein (1996). Based on the assumption that there are two 

independent variables and the proportion of positive cases (i.e. the percentage of people who 

have experienced sickness absence) is 0.20 (20%), the minimum number of cases would be 

10011. Therefore, this study aimed to recruit 100 participants to this study.  

 Overall, six recruitment cycles were implemented from October 2017 to May 2018 (Figure 

12, Appendix F).  

 
11 Peduzzi et al. (1996) suggest using the following equation N = 10k / p, where k equals the number of 

independent variables and p equals the proportion of positive or negative cases  
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Figure 12. Participant recruitment cycles between October 2017 and May 2018  

 

5.1.2.3 Materials  

Data were gathered on demographics, work stress, daily stress, coping styles and sickness 

absence. 

Demographic data collected from participants included: age (e.g. "What is your age?"), sex 

(e.g. "What is your sex?"), time spent in service (e.g. "How long have you worked for your 

present employer?"), job role (e.g. "What is your current job title?"), number of shifts per week 

Cycle 1 (October 2017) 

Research advertised in 
Actively Involved in 

Research (AIR) newsletter

(Approximate reach: 602)

Cycle 2 (November 2017)

Recruitment email sent to 
employees

(Approximate reach: 3,855)

Cycle 3 (December 2017) 

Research advertised in 
weekly staff newsletter. 

Recruitment posters sent to 
all ambulance stations across 

the locality of interest

Cycle 4 (February 2018) 

Research advertised in 
weekly staff newsletter

Cycle 5 (April 2018) 

Second recruitment 
advertisement in AIR 

newsletter. Second 
recruitment email sent to 

employees

Cycle 6 (May 2018)

Research advertised through 
researcher’s professional 

Twitter account across three 
weeks

(Approxiate number of 
employees targetted: 289) 
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(e.g. "How many shifts do you work per week?"), shift pattern (e.g. "Tick the description that 

comes closest to your present work shift"), shift rotation pattern (e.g. "If you work on a rotating 

shift, what rotation pattern do you follow?"), overtime hours (e.g. "How many hours overtime, 

on average, do you work in your job in an average week?") and health conditions (e.g. "Within 

the past twelve months, has a doctor ever treated you for or told you that you had the following 

conditions?") (Appendix G).   

Participants’ levels of work stress were measured using four subsections of the NIOSH Generic 

Job Stress Questionnaire (Hurrell & McLaney, 1988). The NIOSH Generic Job Stress 

Questionnaire contains 13 measures of occupational stress that can be used as individual 

subscales as seen within Fujino (2001) on their work in job stress within permanent night 

workers and Saijo (2007) in their study into Japanese firefighters. A 16-item perceived control 

scale (e.g. “How much influence do you have over the variety of tasks you perform?”), a 7-

item workload scale (e.g. “How often do you experience lulls in your workload throughout 

your shift?”), a 4-item responsibility scale (e.g. “How much responsibility do you have for the 

welfare of others?”) and a 12-item social support scale (e.g. “How easy is it to talk with your 

immediate supervisor/boss?”) were used in the questionnaire (Appendix H). Participants 

answered items using a 5-point Likert scale ranging from 1 (very little, don’t have such person, 

hardly any) to 5 (very much, a great deal). Participants were not asked to consider a specific 

time period in which stressors may have occurred.  Items were scored by computing the 

average with some reverse scoring. For the perceived control, workload and responsibility 

scales, a higher score on the scale indicated more work stress. A lower score on the social 

support scale indicated lower levels social support and higher levels of work stress.  

The frequency and severity of daily hassles were measured using the 36-item Daily Hassles 

Scale-Revised (Holm & Holroyd, 1992). Participants answered items using a 5-point Likert 

scale ranging from 0 (did not occur) to 5 (occurred, extremely severe). The Daily Hassles Scale-

Revised consists of six sub-scales including: inner concerns (e.g. "Concerns about inner 

conflicts"), financial concerns (e.g. "Not enough money for basic necessities"), time pressures 

(e.g. "Too many things to do"), work hassles (e.g. "Job dissatisfaction"), environmental hassles 

(e.g. "Pollution") and family hassles (e.g. "Problem with one's children") (Appendix I).   

Frequency of daily hassles was calculated by counting the number of hassles that participants 

had experienced. Severity of hassles was calculated by adding the values of the hassles 

together. A higher score on the frequency and severity scales indicated more daily stress.  
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Coping styles were measured using the 60-item Coping Styles Questionnaire (Roger et al., 

1993) (Appendix J). Participants answered items using a 4-point Likert scale ranging 0 (Never) 

to 3 (Always). The Coping Styles Questionnaire consists of four coping subscales including: 

Rational coping (e.g. “Just take one step at a time”), emotion coping (e.g. “Cry, or feel like 

crying”), detached coping (e.g. “Just take nothing personally”), and avoidance coping (e.g. “Do 

something that will make me feel better”). Participants were asked to choose a response that 

demonstrated how they would typically respond to stress. Coping styles were established based 

on the frequency of items selected. If participants scored highly on two coping styles, they were 

placed in a mixed coping styles group. 

Sickness absence was measured using a questionnaire that asked participants about current 

absences (e.g. "Are you currently off work sick?"), causes of absence (e.g. "If yes, why are you 

currently off sick?"), and total absences in the past six months (e.g. "Over the past 6 months, 

how many shifts have you been off sick in total?") (Appendix K). Rates of sickness absence 

were then computed by using the number of shifts off sick in the past six months, divided by 

the number of shifts available to participants.5.1.2.4 Procedure 

Participants were initially contacted through a service research newsletter, the Actively 

Involved in Research (AIR) newsletter, in October 2017. Subsequent contact was made with 

participants through an all staff email sent directly to employees’ email addresses from the 

Research and Development Office (see Figure 12 for an overview of the recruitment cycle). 

The emails included an introduction to the study, a participant information sheet, a consent 

form and a link to the online survey. The online platform of E-Survey was used to host the 

questionnaire. Participants had the opportunity to complete the online questionnaire or return 

their questionnaire by post. Informed consent was obtained from all participants before taking 

part in the questionnaire. Postal responses were limited, possibly due to the time constraints 

and access to printing resources at home or work. Consequently, the online questionnaire 

served as the most effective method of data collection. 5.1.3 Data analysis 

Regression models are used in research to analyse the relationship or association between 

independent and dependent variables. More specifically, regression helps determine if changes 

in the dependent variable can be explained using one or more independent variables (Cook & 

Weisberg, 1999). The level of measurement of the dependent variable is typically used to 

establish which regression analysis to perform (Salkind, 2019). In this study, the aim was to 

see whether there was an association between work-related stress (workload, perceived control, 

responsibility, social support), coping styles and sickness absence. A simple linear regression 
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analysis was deemed unsuitable for the data because there were multiple independent variables 

(Hess & Hess, 2017). Therefore, a multiple linear regression was considered.  

Assumption tests on the data indicated that the sickness absence data were not normally 

distributed. In particular, the data reflected a strong negative skew (Appendix L). In order to 

improve the distribution, data transformations such as the Box-Cox method (Box & Cox, 1964) 

was considered, however, as the variable contained zero values, this transformation was not 

possible. Therefore, alternative parametric methods of analysis were considered that could 

analyse the data despite a skewed distribution.  

Generalised linear models (GLM) are a family of regression models that were developed by 

Nelder and Wedderburn (1972) for dependent variables with non-normal distributions 

(Dunteman & Ho, 2006). The dependent variable in this study, although continuous, was 

deemed count data as it measured the number of shifts off sick over six months. A generalised 

linear model of Poisson regression was considered as an alternative method of analysing the 

count data, but this was not possible due to overdispersion. Overdispersion occurs when count 

data has a large number of zeros in the data set, which can negatively skew the data when 

applying other types of regression models (Hoef & Boveng, 2007). To overcome this, a 

negative binomial regression was used to analyse the data.   

As previously established, a regression model is used to determine the variation in the 

dependent variable that can be explained by the independent variables. However, as outlined 

in Chapter 2, the variables of sickness absence, work stress and coping styles do not exist in 

isolation but interact with other variables such as age, sex and time spent in employment. 

Establishing relationships between the variables of interest requires consideration of the 

confounding variables that may impact the overall strength and direction of the relationship 

(Pourhoseingholi et al., 2012).  

Directed acyclic graphs (DAG) are used within research to identify confounding variables that 

require adjustment in statistical modelling. DAG models allow for the consideration and 

identification of possible variables and links prior to formal investigation (Evans et al., 2012). 

For each DAG, the outcome and exposure can be set for each model. The independent variables 

were chosen as the exposure, and the dependent variable was established as the outcome. For 

this study, relationships between variables that had been established in previous research and 

theory were used in the graphs. 
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5.1.3.1 An example of a Directed Acyclic Graph  

Directed Acyclic Graphs were created using DAGitty (Version 2.3) (Textor et al., 2017). For 

this particular example, the exposure is set as workload (stress), and the outcome is set as 

sickness absence12.  

The Directed Acyclic Graph (Figure 13) demonstrated that the minimal adjustment for 

estimating the relationship between sickness absence and workload stress needed to include 

age, perceived control, coping styles, sex, job role, responsibility, severity of daily hassles, 

shift pattern, social support and time spent in service.  

 

 

 

 

 

 

 

 

 

 

 
12 For a list of all DAG models created, see Appendix Q 13 It is important to note that some participants were 

diagnosed with multiple health conditions  
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Figure 13. Directed Acyclic Graph showing potential confounding variables for sickness 

absence (outcome) and workload (exposure) 

5.1.3.2 Negative binomial regression model 

A negative binomial regression was performed, which included the independent variables 

(workload, perceived control, responsibility, social support and coping styles), the dependent 

variable (sickness absence) and any appropriate adjustment variables. Due to sickness absence 

being measured across a period of six months, an offset variable was also included to take into 

account the time period. Within generalised linear models, a log transformation of the exposure 

(number of shifts available in six months) becomes the offset variable and is entered into the 

regression model (Anderson et al., 2007). 

Dummy variables were created for categorical variables (such as coping style) to ensure that 

comparisons between the groups could be made (Hardy, 1993). By creating dummy variables, 

a reference category can be chosen to compare against other categories. Garson (2014) provides 

a guide to selecting a reference category stating that it should not be a category defined as 

'other' because it is not specific and that the size of the category should not be small. Based on 

these guidelines, the largest category was chosen as the reference category except for age, 

where the largest category was ‘prefer not to disclose’. For age, the second largest category 

was chosen. An overview of reference categories can be found in Chapter 6 (Table 12).  
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5.2 Qualitative phase: Exploring employees’ experiences, perceptions and reasons for 

sickness absence  

This qualitative study aimed to investigate employees’ perceptions, experiences and reasons 

for sickness absence whilst exploring how sickness absence could be reduced in the service. 

The qualitative phase aimed to address two research questions:  

• What are employees’ reasons, experiences and perceptions of sickness absence? 

• What do ambulance staff perceive should be included in an intervention to target 

sickness absence?    

5.2.1 Method 

As outlined in Chapter 4, this thesis is aligned with the pragmatic approach, which 

acknowledges the existence of reality but understands that it is constantly changing due to the 

actions and experiences of individuals (Morgan, 2014). A qualitative approach with a 

pragmatist lens would assist in gaining a better understanding of sickness absence through 

those who have directly and indirectly experienced it (Castleberry & Nolen, 2018). As a result, 

this qualitative phase utilised a semi-structured interview approach to explore participants’ 

reasons, experiences and perceptions of sickness absence.  

5.2.1.1 Participants and sampling  

A stratified purposeful, maximum variation sampling method was used to recruit participants 

to the qualitative phase. Patton (2002) described this method as an approach to “capture major 

variations rather than to identify a common core” (pg. 240). In contrast to other approaches, 

such as snowball sampling, which focuses on similarities between participants, a stratified 

purposeful approach allows for participants to be recruited with diverse characteristics (Suri, 

2011). This method has also been used with mixed methods research as an approach of merging 

the quantitative and qualitative phases of research (Palinkas et al., 2015).  

The process of maximum variation sampling maps participants’ characteristics onto a sampling 

frame, where participants are then selected for recruitment by identifying attributes that are 

different to others (Benoot et al., 2016). The purposive aspect of this sampling approach allows 

for specific domains of interest to be stratified (Palinkas et al., 2015; Robinson, 2014). For 

example, this qualitative study aimed to sample ambulance employees to capture maximum 

variation in sickness absence, work stress (workload, perceived control, responsibility and 

social support) and coping styles (rational, emotional, detached, avoidance and mixed).  
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Participant sampling was completed using a sampling frame, which was used to map out 

domains of interest (as highlighted above) in addition to participants’ job categories (i.e. 

clinical/operational and management). An example of the sampling frame is presented in 

Figure 14. Additional sampling frames that were used to recruit participants can be found in 

Appendix M.  

The median sickness absence rate (M = 2.08) was used to classify participants as having high 

(the median or above) or low (below the median) sickness absence. The median sickness 

absence rate was chosen as the measure of central tendency due to large variations in sickness 

absence data among participants. Using other methods of central tendency, such as the mean, 

is problematic when data is skewed as it is particularly susceptible to high variability in data 

points (McGreevy et al., 2009). Within the current study, assumption checks indicated that the 

sickness absence data were not normally distributed and indicated a strong negative skew, 

therefore using the mean was not appropriate and the median was instead used to classify 

participants.   

Similarly, with work stress, the median for workload (M = 3.86), perceived control (M = 2.14), 

responsibility (M = 3.38) and social support (M = 3.67) was used to classify participants into 

high or low categories. Coping styles were also included in the frame categorised by subgroup 

(e.g. rational, detached, avoidant, emotional and mixed).  

Once participant characteristics were mapped onto the sampling frame, the researcher 

systematically selected participants using an Excel spreadsheet and selected every second 

participant (Martínez-Mesa et al., 2016). For example, by using the sampling frame in Figure 

14, seven participants with high sickness absence, high workload and rational coping styles, 

were invited to interview.  
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Figure 14. An example of a maximum variation sampling frame for high sickness absence (>2.08%) and workload 
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With regards to establishing an appropriate sample size for the qualitative phase, guidance was 

sought from Malterud et al. (2015) who discussed the use of information power to determine 

an adequate sample size, rather than relying on data saturation methods originally designed for 

other analyses, such as grounded theory. Malterud et al. (2015) states that information power 

concerns itself with the study’s aim, the specificity of the sample, the quality of dialogue and 

the strategy of analysis.  

The research aim for the qualitative phase is broad as it aims to investigate the reasons, 

experiences and perceptions of sickness absence. However, the participants will be recruited 

from a specific pool of participants that took part in the quantitative phase. Moreover, as this 

study utilised a maximum variation sampling method, participants will have to have specific 

characteristics, such as high levels of sickness absence. With regards to the quality of the 

dialogue, this is difficult to determine before data collection however, the researcher has 

experience conducting qualitative interviews and has experience relating to this subject matter 

(through analysing the quantitative data). The research is also supported by a supervisory team 

with expertise in qualitative methods. Therefore, based on these considerations, a sample size 

of between eight and 12 participants was established, which is the average number of 

participants also recruited in similar, qualitative samples (e.g. Coxon et al., 2016).  

5.2.1.2 Materials 

 Prior to the qualitative interviews being conducted an interview schedule was designed 

(Appendix N). Questions and prompts were created based on the research questions, objectives 

and were informed by the literature review and theoretical framework (Liem, 2018). 

The theoretical framework (Figure 9) provided an amalgamation of theories that helped directly 

or indirectly explain the relationship between experiencing stress, a lack of coping styles and 

subsequent sickness absence. As a result of this, the interview schedule was informed by these 

areas. For example, within the theoretical framework high demand and low control were 

identified as areas that contributed to the stress an individual experienced. Therefore, questions 

asking participants specifically about their workload and demands were included in the 

interview schedule.  

Similarly, individual differences (such as personality and control over the stressor) were 

important mitigating factors that helped an individual in their exposure to stress and in their 

evaluation of coping resources. Therefore, questions were asked to participants about their 

personal experiences of stress and how they were able to cope. 
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A pilot interview was conducted in April 2018 with a Research Paramedic to assess the 

suitability and relevance of the questions. The interview schedule was also discussed with other 

ambulance service professionals who were not involved in the research. Using feedback from 

the pilot interview, separate questions were included for managers (e.g. "What do you think of 

this [sickness absence] policy?") and initial questions about the participant's job role and 

responsibilities were also included (e.g. "Could you please describe your current job role?").  

Interviews via telephone and face-to-face were audio recorded with a Digital Voice Recorder 

and transferred to Express Scribe software for transcription.  

5.2.1.3 The interviewer 

The interviews were conducted by a 25-year old PhD student who had no previous clinical 

experience and did not work for the ambulance service. However, the interviewer had engaged 

in two ambulance observations, where they accompanied front-line paramedics during their 

12-hour shifts.  

5.2.1.4 Establishing trustworthiness  

As qualitative research is founded on smaller sample sizes compare to quantitative research, it 

is important to consider how the trustworthiness can be established in relation to the qualitative 

results. Leydens et al. (2004) suggested establishing trustworthiness is determining whether 

researchers have “accurately described the settings, events [and] participants’ perspectives” (p. 

67).  

The current qualitative study established trustworthiness through purposeful sampling and peer 

evaluation (Lincoln, & Guba, 1985). Using maximum variation sampling allowed for the 

recruitment of participants who were knowledgeable and had, either directly or indirectly, 

experienced sickness absence. Furthermore, peer evaluation allowed for peers (e.g. 

supervisors) to examine the interpretations of research data throughout the qualitative phase. 

As a result, using both of these approaches allows this qualitative phase to establish 

trustworthiness.   

5.2.1.5 Procedure 

Participants were recruited to the study using the sampling frame (Figure 14), selected based 

on their characteristics and invited to take part in the semi-structured interview. Participants 

were contacted through telephone and email and were provided with a participant information 

sheet and consent form. Participants were offered a choice between face-to-face interviews at 

the University of Lincoln or telephone interviews.  
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Telephone interviews have been criticised in the literature for lacking normal conversational 

cues such as body language; however, research has demonstrated that there is no difference in 

data collected compared to face-to-face interviews (e.g. Vogl, 2013). Research has also 

suggested that participants enjoy the use of telephone interviews as it allows them to be more 

honest and open with their answers (Ward et al., 2015). As a result, telephone interviews were 

offered to participants as an alternative method for face-to-face interviews. This was to ensure 

that participants who were currently off sick could participate in the research and that 

individuals who were unable to travel to the university were able to participate (Musselwhite 

et al., 2007).  

Face-to-face and telephone interviews were conducted at the University of Lincoln in a seminar 

room, which remained consistent throughout all of the interviews (Elwood & Martin, 2000). 

After the interviews were conducted, the audio was transcribed verbatim. Punctuation and non-

verbal cues (such as laughter) were excluded to ensure that these did not change the meaning 

of the text (Braun & Clarke, 2006). Data were also cleaned before analysis as outlined by 

Sandelowski (1995) by removing repetitions and adding words to aid in understanding. 

Personal or identifiable information, such as names and places, were also anonymised and 

removed from the transcript. Within the transcripts, additional words to aid understanding were 

included in square parentheses […], and personal or identifiable information is indicated with 

[redacted].  

5.2.2 Data analysis 

Data were analysed using thematic analysis in accordance with Braun and Clarke’s (2006) 

framework. The analysis utilised an inductive approach where codes and themes were 

generated from the data and the researcher did not apply a pre-existing analytical framework 

(Nowell et al., 2017). In accordance with Braun and Clarke’s framework, an inductive approach 

allowed the researcher to analyse the data based on the interests of the study. The theoretical 

framework for the thesis (Figure 9) helped shape they key areas of focus for this study, 

including stress (both work-related and stress that occurred at home), coping styles and 

resources in addition to sickness absence This approach has five phases, including 

familiarisation, initial coding, theme development, reviewing themes, defining and naming 

themes (Figure 15). .
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Figure 15. A diagram outlining the process of thematic analysis in the qualitative phase 
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To ensure the familiarisation of the data, the researcher transcribed the interviews and engaged 

in the repeated reading of the transcripts. The transcripts were searched for initial ideas, 

meanings and patterns and notes were produced based on these observations. The researcher 

also re-read through initial notes made on interview schedules during the interview (Crabtree 

& Miller, 1999).  

Once familiarisation of the data was met, the researcher grouped the data through the 

generation of initial codes (Tuckett, 2005). Transcripts were coded using NVivo 11 (QSR 

International, 2018). Codes were made on a semantic level, based on what the participant had 

said, rather than the researcher’s interpretation of the data (Figure 16). Initial codes were shared 

with the supervisory team, who provided feedback on the quality and consistency of the codes 

(Cutcliffe & McKenna, 1999).  

 

 

Figure 16. Initial codes for sickness absence 

 

After the initial coding of the data, themes were developed based on the analysis of codes. To 

do this, the codes were arranged into general ideas and were assigned names that captured the 

essence of the codes. At this stage, the themes were divided into initial main themes and sub-

themes (Figure 17).  
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Figure 17. A diagram outlining the initial themes and sub-themes 

 
Themes were reviewed on two occasions with the research team, where initial themes were 

presented and discussed. Whilst reviewing themes, a process of refining and combining themes 

and subthemes occurred, particularly if there was a lack of data to support the theme (Patton, 

2002). Data were reviewed at the code level, ensuring extracts were synonymous with the 

theme. An initial thematic map was created (Figure 18), which presented the first visual view 

of themes. Using this map, themes were refined by re-reading the data set and establishing 

whether the themes accurately represented the data.  

After themes were reviewed and agreement of the thematic map had been met amongst the 

research team, the themes were defined by capturing the essence of each theme. The final phase 

of this process then involved a detailed analysis of the theme related to the research question. 

Chapter 6 provides descriptions of the final themes and thematic map.  

 

 
 



152 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 18. Revised thematic map of codes and initial themes after themes were reviewed and renamed  
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5.3 Summary 

This chapter has presented an overview of the general methods employed in both the 

quantitative and qualitative phases of this explanatory, sequential mixed methods study. The 

quantitative phase utilised an independent measures, retrospective, cross-sectional research 

design to investigate the association between work-related stress, coping styles and sickness 

absence. Questionnaires were administered to members of the ambulance service and data were 

analysed using negative binomial regression. The qualitative phase utilised participant 

responses from the quantitative phase to recruit participants using a participant selection model 

(Ivankova et al., 2006) through maximum variation sampling. Semi-structured interviews were 

undertaken with participants and data analysed using thematic analysis. Chapter 6 will present 

an overview of the findings from the quantitative and qualitative research phases.  
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Chapter 6 Results  

The aim of this explanatory sequential mixed methods study was to investigate the extent to 

which stress and coping styles are associated with sickness absence (quantitative phase) in 

addition to exploring employees’ reasons, perceptions and experiences of sickness absence 

(qualitative phase)  

This chapter presents the results of the quantitative and qualitative phases of the research.   

6.1 Quantitative phase: Investigating the association between stress, coping and sickness 

absence  

The quantitative phase aimed to answer the following research question: To what extent are 

stress and/or coping styles associated with sickness absence? Based on the current literature, 

the study hypothesised that:  

• Hypothesis 1 (H1): Ambulance employees with higher levels of work stress (workload, 

perceived control, responsibility and low social support) will report a greater number 

of shifts absent across six months 

• Hypothesis 2 (H1): Ambulance employees with avoidant coping styles will report a 

greater number of shifts absent across six months 

6.1.1 Participants 

Approximately 4,746 employees were reached through a variety of recruitment methods. A 

total of 132 participants took part in the online questionnaire providing a response rate of 

2.78%. 31 participants were excluded because they did not complete all sections of the online 

questionnaire or did not meet the inclusion criteria.  

Table 6 provides an overview of the demographic characteristics of participants and Table 10 

provides information on participants’ descriptive statistics. The final sample included a total of 

101 participants (51 males, 32 females and 18 preferred not to disclose) aged 24 - 62 years (M 

= 45.29, SD = 9.97). Participants consisted of Paramedics (n = 42), Emergency Medical 

(Ambulance) Technicians (n = 16), Emergency Care Assistants and Practitioners (n = 10), 

Dispatch Officers (n = 9), Clinical Support Management (n = 7), Operations Management (n = 

4), Clinical Advisors (n = 4), Team Leaders (n = 3), Clinical Development and Education 

employees (n = 3) and prefer not to disclose (n = 3).  

Time spent employed in the ambulance service ranged from less than one month to 37.5 years 

(M = 13.85, SD = 9.67). Participant’s average number of overtime hours per week ranged from 
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0 - 48 hours (M = 5.88, SD = 8.89). Participants worked a number of shift patterns including 

day to night (n = 34), day to evening to night (n = 7), night to day (n = 3), night to evening to 

day (n = 1), no set pattern (n = 25), other shift patterns (n = 23) and not applicable (n = 8).  

Table 7 provides an overview of the job roles within the sample and their average number of 

shifts absent from work.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 6. Participant demographics of sample 

  n % 
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Sex Male 51  50.50 

 Female 32 31.68 

 Prefer not to disclose 18 17.82 

    

Age 20-29 8 7.92 

 30-39 16 15.84 

 40-49 24 23.76 

 50-59 21 20.79 

 60-69 5 4.95 

 Prefer not to disclose  27 26.73 

    

Job role Paramedic 42 41.58 

 Ambulance Technician 16 15.84 

 Emergency Care Assistant / Practitioner 10 9.90 

 Dispatch Officer 9 8.91 

 Clinical Support Management  7 6.93 

 Operations Management 4 3.96 

 Clinical Advisor 4 3.96 

 Team Leader 3 2.97 

 Clinical Development and Education 3 2.97 

 Prefer not to disclose 3 2.97 

    

Shift pattern Day to night  34 33.66 

 No set pattern 25 24.75 

 Other pattern 23 22.77 

 Not applicable  8 7.92 

 Day to evening to night  7 6.93 

 Night to day 3 2.97 

 Night to evening to day 1 0.99 

    

Health conditions  Yes 70 69.30 

 No 31 30.69 

    

 Emotional problems 44 43.56 
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 Back problems 33 32.67 

 Insomnia 20 19.80 

 High blood pressure 10 9.90 

 Asthma 10 9.90 

 Kidney or bladder problems 9 8.91 

 Arthritis 8 7.92 

 Gastritis  8 7.92 

 Lung or breathing problems 7 6.93 

 Heart disease 5 4.95 

 Hernia or rupture 4 3.96 

 Cancer 3 2.97 

 Diabetes 3 2.97 

 Anaemia  3 2.97 

 Gall bladder, liver or pancreas 2 1.98 

 Colitis 2 1.98 

 Epilepsy 1 0.99 

 Stomach ulcer 1 0.99 

 
Participants’ number of shifts absent from work in the last six months ranged from 0 to 100 

shifts (M = 8.27, SD = 14.98) with sickness absence rates ranging from 0 to 83.3% (M = 8.91, 

SD = 14.99). Eight participants reported to be absent whilst taking part in the study, with stress 

(n = 3), injury (n = 2), a mental health condition (n = 1) and a cardiac condition (n = 1), with 

one participant not disclosing a reason for their current absence.  

 

 

 

 

 

 

Table 7. Job roles within the sample and their average number of shifts absent from work in 

six months 
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Job role M SD 

Paramedic 6.05 9.22 

Ambulance Technician 3.18 7.67 

Emergency Care Assistant / Practitioner 4.00 6.44 

Dispatch Officer 18.00 32.67 

Clinical Support Management 12.71 16.60 

Operations Management 25.00 50.00 

Clinical Advisor 5.00 10.00 

Team Leader 21.67 14.43 

Clinical Development and Education 12.00 15.87 

Prefer not to disclose 17.33 17.50 

 

On average, participants reported some/a lot of workload stress (M = 3.87, SD = 0.67), a little 

perceived control (M = 2.18, SD = 0.71), some responsibility stress (M = 3.16, SD = 1.04) and 

a little social support (M = 3.65, SD = 0.64). Five coping styles were reported amongst 

participants, including rational (n = 55), emotional (n = 28), mixed coping (n = 9), detached (n 

= 5) and avoidant (n = 4). Participants with mixed coping styles reported having both rational 

and emotional (n = 4), rational and detached (n = 2) and emotional and avoidant coping styles 

(n = 3). Frequency of daily hassles ranged from 32 to 36 (M = 35.82, SD = .53) with the severity 

of hassles ranging from 38 to 195 (M = 86.84, SD = 31.95).  

Despite the small response rate, the range of participants recruited in this study were 

determined to be a close representation of the ambulance service of interest. Table 8 provides 

an overview of the age ranges in the current study and the ambulance service. Table 9 provides 

an overview of the sex of participants in the current study and within the ambulance population. 

Table 8 and Table 9 both provide a percentage difference, showing how different the current 

sample is to the ambulance population. The major differences in sampling are with regards to 

ages ranging from 20 – 29 and an underrepresented sample of females. However, it is important 

to note that both measures had several cases of data where participants did not disclose 

information, leading to a potential misrepresentation of the participant sample within this study.  

 

Table 8. Age data from the current study compared to one ambulance population in the UK 
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Age Ambulance 
population 

Study populationa % difference 

20-29 20.30% 7.92% 12.38% 

30-39 20.80% 15.80% 5.00% 

40-49 28.40% 23.80% 4.60% 

50-59 23.20% 20.80% 2.40% 

60-69 7.10% 5.00% 2.10% 

a 26.73% of participants did not disclose their age in the current sample.  

 

 

Table 9. Data on sex of participants from the current study compared to one ambulance 

population in the UK 

Sex 
Ambulance 
population 

Study populationa % difference 

Male 52.30% 50.40% 1.90% 

Female 47.70% 31.70% 16.00% 

a 17.82% of participants did not disclose their sex in the current sample 

 
 
 
 
 
 
 
 
 
 
 
 
Table 10. Descriptive statistics of participants 

  M SD 
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Sickness absence 

 

Number of shifts absent in six months 

 

8.27 

 

14.98 

 Sickness absence rate 8.91 14.99 

    

Job stress Workload 3.87 0.67 

 Perceived control 2.18 0.71 

 Responsibility  3.16 1.04 

 Social support  3.65 0.64 

    

Daily hassles Frequency 35.82 0.53 

 Severity 86.54 31.95 

 

Compared to the most recent data from NHS Digital, the sickness absence rate for the current 

study is 3.53% above the national ambulance service average of 5.38% calculated in 2019. 

The breakdown of sickness absence data across job roles within the study cannot be discussed 

due to the nature of data provided by NHS Digital.  

 

6.1.2 Analysis of health conditions  

Data were also gathered on participants’ diagnosed health conditions13 and reasons for absence. 

The most common diagnosed health conditions were emotional problems (n = 44), back 

problems (n = 33), insomnia (n = 20), high blood pressure (n = 10) and asthma (n = 10). The 

most common reasons for absence included emotional problems (n = 35), stress (n = 34), 

gastrointestinal (n = 29), back problems (n = 23), respiratory illness (n = 33), injury (n = 9) and 

heart problems (n = 6).    

Table 11 provides an overview of the proportion of participants who were absent due to their 

diagnosed health condition. For example, 80% of participants who were diagnosed with heart 

disease had an absence due to heart and cardiac problems, compared to 2% being absent due 

to heart and cardiac problems despite not being diagnosed with heart disease. For participants 

diagnosed with emotional problems, 57% were absent due to emotional problems compared to 

30% who were absent with no diagnosis. Moreover, 10% of participants who were diagnosed 

 
13 It is important to note that some participants were diagnosed with multiple health conditions  
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with asthma were absent due to asthma, while no participants without a diagnosis of asthma 

were absent due to this condition. 
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Table 11. Percentage comparison of participants absent due to diagnosed health conditions 

Health condition Reason for absence 
% of participants 

diagnosed with health condition 

% of participants 

not diagnosed with health 

condition 

Heart disease  Cardiac problems 80% 2% 

Cancer  Cancer  67% 1% 

Emotional problems Emotional problems 57% 30% 

Lung or breathing problems Chest/respiratory problems 29% 12% 

Asthma Asthma 10% 0% 

 Chest/respiratory problems 30% 11% 

High blood pressure Blood pressure 0% 0% 

Stomach Gastrointestinal 0% 29% 
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6.1.3 Assumptions of negative binomial regression 

In order to complete a negative binomial regression analysis there are a number of assumptions 

about the data that need to be met. These include independence of observations, testing for 

outliers and assessment of residuals (Yang & Berdine, 2015).  

6.1.3.1 Independence of observations 

Independence of observations refers to the relationship between observations or participants in 

the study (Newton & Rudestam, 2019). In other words, the independence of observation is 

violated when one observation influences another (McDonald, 2014). Salkind (2019) states 

that determining whether this assumption is violated can be difficult because there are no 

statistical tests to measure its presence. Violation of independence of observations can lead to 

an increase risk of Type I error, that is rejecting the true null hypothesis. Osborne (2015) also 

notes that on some level, participants may be associated due to being selected from the same 

organisation. For example, as this study focused on employees in the one UK ambulance 

service, participants are related on some level due to working for the same ambulance service. 

However, participants were recruited from a large geographical location with a wide range of 

backgrounds, job roles, age and sex, suggesting that the independence of observations is met 

within this study.  

6.1.3.2 Testing for outliers 

Outliers are typically described as influential data points that can affect data analysis (Gress et 

al., 2018). Within regression analysis these can be identified through dependent variables or 

predictors (independent variables) through leverage points (Best & Wolf, 2019).  

There are a number of methods used to detect outliers in data, with the most common being the 

boxplot (Parke, 2015). Within regression, the standardised Pearson residuals can be used to 

detect values over two, which constitute as outliers (e.g. Midi & Affrin, 2013). Both of these 

methods were used to detect for outliers in the data and yielded the same response. A total of 

eight outliers were identified in the data set (Appendix O).  

It is common practice in research to consider removing outliers in the data, however, Gumedze 

and Chatora (2014) suggest that deleting these observations can lead to inaccurate 

interpretations of regression analyses. Instead, an effective approach to outliers is to consider 

why particular cases are influential (Bollen & Jackman, 1985). Within the current study, the 

outliers present in the dependent variable reflect the cases where individuals have had the 
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majority of the six-month time period off sick. In this case, the outliers do not reflect inaccurate 

data entry but the reality of sickness absence. Despite identifying eight outliers in the data set 

using the box-plot method, the outliers were included in the analysis.  

6.1.3.3 Assessment of residuals 

Residuals are defined as the variation between the observed dependent variable and the 

independent (predictor) variables (Bernstein & Rowe, 2001). Assessment of residuals can be 

used to assess linearity, normality and homoscedasticity (Ernst & Albers, 2017).  

To assess residuals a scatter plots is created where standardized residuals are plotted against 

the predicted mean of the response (Hickey et al., 2018). Often this approach is used within 

other types of regression analyses such as linear and multiple regression. However, count data, 

often violates the assumptions of normality and homoscedasticity, which is why negative 

binomial regression is used because it is robust against these assumptions (Lewis-Beck et al., 

2014). Guidelines by Heidel (2019) suggest that the assessment of residuals in negative 

binomial regression is still required. Heidel suggests that if the scatter plot of standardized 

residuals against the predicted mean of the response displays no significant values from zero, 

and 95% of the residuals are below 2.0, model fit can be assumed. The scatter plot produced 

(Appendix P) shows four data point from zero, which could reflect the outliers that were kept 

in the analysis. However, overall the plot also shows that 95% of residuals are below 2.0 and 

it can be suggested that model fit is assumed.  

6.1.4 Model 1: The association between sickness absence and work-related stress 

A negative binomial regression was run to establish the association between number of shifts 

absent and work-related stress, which consisted of workload, perceived control, responsibility 

and social support. After adjusting for age, sex, job role, shift pattern, coping styles, time in 

service, overtime hours and daily hassles, the model was assessed for goodness of fit. 

According to Heidel (2019), model fit is assumed if the Pearson’s chi-squared is above the 

significance level of .05. The results demonstrate the model has good model fit with a Pearson 

Chi-Squared value of 1.39. Furthermore, the model is statistically significant, p < .001.  

The model suggests that for one unit decrease in social support, participants were 2.64 times 

more likely to have a shift absent [95% CI, 1.38, 5.05], which was statistically significant, p = 

.003. The model found that workload, perceived control and responsibility were not associated 

with sickness absence. 
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Further results suggest that compared to participants aged 40-49, participants aged 30-39 were 

0.24 times more likely to have a shift absent [95% CI, .08, .70], which was statistically 

significant, p = .009. Moreover, compared to paramedics, Emergency Care Practitioners and 

Assistants were 0.27 more likely to have a shift absent [95% CI, .09, .79], Which was 

statistically significant, p = 0.17.  

6.1.5 Model 2: The association between sickness absence and coping styles  

A negative binomial regression was run to establish the association between the number of 

shifts absent and coping styles. After adjusting for age, sex, job role, shift pattern and time in 

service, the model was assessed for goodness of fit. The results demonstrate the model has 

good model fit with a value of 1.97. Furthermore, the model is statistically significant, p < .001.  

The model found that participants with avoidance coping styles were 4.83 [95% CI, 1.16, 

20.14] times more likely to have a shift absent compared to those with rational coping styles, 

which was statistically significant, p =.031. Participants with a mixture of coping styles were 

also 3.53 [95% CI, 1.29, 9.69] times more likely to have a shift absent compared to those with 

only rational coping styles, which was statistically significant, p = .014. 
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Table 12 . Negative binomial regression models with adjustment variables 

 Univariate Model 

Model 1 

Exposure: Workload, 

perceived control, 

responsibility and social 

support 

Model 2: 

Exposure: Coping styles 

Variable 
Exp(B), 95% 

CI 
p 

Exp(B), 95% 

CI 
p 

Exp(B), 95% 

CI 
p 

Age Age 1 (Preferred not to disclose) 
.65, 95% CI 

[.36, 1.13] 

.147 .16, 95% CI 

[.05, .48] 

.001 

 

.34, 95% CI 

[.00, .18] 

.033 

 Age 2 (20-29) 
.60, 95% CI 

[.25, 1.41] 

.239 .78, 95% CI 

[.20, 3.08] 

.721 .83, 95% CI 

[.23, 3.06] 

.778 

 Age 3 (30-39) 
.73, 95% CI 

[.37, 1.42] 

.350 .24, 95% CI 

[.08, .70] 

.009 .42, 95% CI 

[.15, 1.16] 

.093 

 Age 4 (40-49) Reference category 
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 Age 5 (50-59) 
.95, 95% CI 

[.52, 1.76] 

.877 .53, 95% CI 

[.23, 1.23] 

.140 .47, 95% CI 

[.21, 1.08] 

.077 

 Age 6 (60-69) 
.27, 95% CI 

[.09, .84] 

.024 .23, 95% CI 

[.05, .98] 

.047 .10, 95% CI 

[.25, .38] 

.001 

Gender Male  Reference category 

 Female 
.92, 95% CI 

[.57, 1.46] 

.712 .54, 95% CI 

[.23, 1.28] 

.160 .82, 95% CI 

[.36, 1.91] 

.652 

 Preferred not to disclose 
.95, 95% CI 

[.54, 1.69] 

.871 3.27, 95% CI 

[1.07, 9.99] 

.038 2.36, 95% CI 

[.82, 1.91] 

.111 

Job role  Paramedic Reference category 

 Ambulance Technician 
.72, 95% CI 

[.40, 1.30] 

.272 .77, 95% CI 

[.32, 1.83] 

.549 1.34, 95% CI 

[.56, 3.25] 

.514 

 
Emergency Care 

Practitioner/Assistant 

.297, 95% CI 

[.14, .64] 

.002 .27, 95% CI 

[.09, .79] 

.017 .40, 95% CI 

[.13, 1.20] 

.102 



168 

 

 Team Leader* 
0 . 0 . 0 . 

 Clinical Advisors 
.170, 95% CI 

[.05, .59] 

.005 .04, 95% CI 

[.01, 1.97] 

.000 .05, 95% CI 

[.01, .22] 

.000 

 Clinical Support Management 
.515, 95% CI 

[.22, 1.20] 

.126 .39, 95% CI 

[.06, 2.41] 

.308 .21, 95% CI 

[.04, 1.14] 

.071 

 Operations Management 
.742, 95% CI 

[.25, 2.17] 

.586 4.08, 95% CI 

[.76, 21.81] 

.101 2.13, 95% CI 

[.40, 11.41] 

.377 

 Dispatch Officer* 
0 . 0 . 0 . 

 
Clinical Development and 

Education 

0 . 0 . 0 . 

 Prefer not to disclose* 
.353, 95% CI 

[.09, 1.33] 

.124 0 . 0 . 

Shift pattern Day to evening to night 
.652, 95% CI 

[.28, 1.52] 

.320 1.02, 95% CI 

[.28, 3.67] 

.983 1 .866 
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 Night to evening to day* 
1.30, 95% CI 

[.16, 10.34] 

.804 0 . 0 . 

 Day to night Reference category 

 Night to day 
.069, 95% CI 

[.01, .42] 

.004 .38, 95% CI 

[.04, 3.68] 

.407 .08, 95% CI 

[.01, .58] 

.013 

 No set pattern 
.824, 95% CI 

[.50, 1.40] 

.444 1.37, 95% CI 

[.59, 3.19] 

.468 1.54, 95% CI 

[.66, 3.61] 

.323 

 Not applicable 
.088, 95% CI 

[.03, .25] 

.000 .35, 95% CI 

[.070, 1.88] 

.222 .33, 95% CI 

[.07, 1.65] 

.178 

Coping styles Rational Reference category 

 Detached 
1.36, 95% CI 

[.51, 3.59] 

.539 3.70, 95% CI 

[.43, 31.85] 

.233 2.73, 95% CI 

[.36, 20.49] 

.329 

 Emotional 
1.73, 95% CI 

[1.06, 2.80] 

.027 2.42, 95% CI 

[1.26, 4.66] 

.008 1.89, 95% CI 

[.10, 3.58] 

.051 
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 Avoidance 
3.87, 95% CI 

[1.37, 10.97] 

.011 6.22, 95% CI 

[1.52, 25.49] 

.011 4.83, 95% CI 

[1.16, 20.14] 

.031 

 Mixed 
2.20, 95% CI 

[1.06, 4.60] 

.035 9.12, 95% CI 

[2.99, 27.79] 

.000 3.53, 95% CI 

[1.29, 9.69] 

.014 

Time spent in service  
1.02, 95% CI 

[.10, 1.05] 

.063 1.01, 95% CI 

[.95, 1.07] 

.803 1.05, 95% CI 

[.99, 1.11] 

.091 

Overtime hours   
.94, 95% CI 

[.91, .97] 

.000 .93, 95% CI 

[.89, .99] 

.015 ** ** 

Daily hassles 

(severity)  

 
.101, 95% CI 

[1.01, 1.02] 

.000 1.03, 95% CI 

[1.02, 1.04] 

.000 ** ** 

Workload  
1.45, 95% CI 

1.02, 2.07] 

.040 .92, 95% CI 

[.57, 1.49] 

.742 1.50, 95% CI 

[.96, 2.33] 

.074 

Responsibility  
1.10, 95% CI 

[.89, 1.35] 

.390 1.14, 95% CI 

[.85, 1.54] 

.387 1.02, 95% CI 

[.74, 1.40] 

.905 

Perceived control  
.51, 95% CI 

[.34, .77] 

.001 .53, 95% CI 

[.28, 1.02] 

.058 .53, 95% CI 

[.28, 1.02] 

.056 



171 

 

Social support  
.90, 95% CI 

[.61, 1.32] 

.576 2.64, 95% CI 

[1.38, 5.05] 

.003 1.37, 95% CI 

[.74, 2.53] 

.321 

*Confidence interval [95% CI] cannot be calculated  
**Not required in model for adjustment 



172 

 

6.2 Qualitative phase: Exploring employees’ experiences, perceptions and reasons for 

sickness absence  

The qualitative phase aimed to answer the following research questions:  

• What are employees’ reasons, perceptions and experiences of sickness absence?  

• What do ambulance staff perceive should be included in an intervention to target 

sickness absence?  

6.2.1 Participants 

A total of 80 (79%) of participants who took part in the quantitative phase consented to being 

contacted for a semi-structured interview. A total of 45 participants were invited to take part in 

a semi-structured interview to take place via telephone or face-to-face at the University of 

Lincoln. A total of 12 participants took part in the interviews with eight being conducted via 

telephone and four being conducted face-to-face.  

The sample included male (n = 9) and female (n = 3) employees who currently worked in 

clinical/operational (n = 11) or management (n = 1) roles in the ambulance service. Despite 

this classification, some participants (n = 3) had previously been employed in a management 

role but were currently serving in a clinical/operational capacity. Table 13 provides an 

overview of the demographic characteristics of each participant.  

The duration of interviews varied between 39 minutes and two hours 25 minutes with 

interviews lasting on average one hour 39 minutes.  
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Table 13. Demographic characteristics of participants included in the qualitative phase 

Identifier Age Sex Job role 
No. 

shifts 
absent 

Work-related stress Coping style 

     

Control Workload Social Support Responsibility 

 

1 55 Male Clinical/Operational 0 High High High Low 
Rational and 

Detached 

4 49 Male Clinical/Operational 3 High High High Low 
Rational and 
Emotional 

5 54 Male Clinical/Operational14 4 Low High High High Rational 

19 35 Female Clinical/Operational 40 Low High High Low Rational 

29 55 Male Clinical/Operational 0 Low High Low High Detached 

30 46 Male Clinical/Operational 30 High High Low Low Rational 

 
14 Participants had previous management experience but were currently employed in a clinical/operation role 
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34 53 Male Clinical/Operational14 0 High Low High High 
Rational and 

Detached 

42 48 Male Management 0 High High Low High 
Rational and 

Detached 

46 46 Male Clinical/Operational 1 High Low Low Low 
Rational and 
Emotional 

47 60 Male Clinical/Operational14 0 Low High High Low Rational 

49 49 Female Clinical/Operational 5 Low High High High Rational 

50 42 Female Clinical/Operational 0 Low High High Low Detached 
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6.2.2 Results 

Following thematic analysis of participant interviews, eight themes were captured relating to 

the experiences, perceptions and reasons for sickness absence amongst ambulance employees 

(Figure 19). These themes have been grouped with main themes highlighted in blue and sub-

themes highlighted in yellow. For several sub-themes, participants spoke about ‘ideas’, which 

are presented in green. This section will present a narrative discussion of the themes and 

subthemes whilst presenting verbatim quotations from participants.  
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Figure 19. Thematic map of themes and subthemes



6.2.3 Reasons for sickness absence 

Participants discussed several reasons for sickness absence, which consisted of two main 

themes: physical and psychological wellbeing and the protection of others. 

‘Physical and psychological wellbeing' refers to the idea that being either physically or 

psychologically unwell can lead to participants engaging in sickness absence. Physical 

wellbeing refers to a disease that may be present, which manifests itself through signs and 

symptoms in the body (e.g. Mechanic, 1986). Psychological wellbeing refers to an individual's 

mental health and mental illness. This theme is further split into the subthemes of ‘stress', 

‘coping with stress', ‘social support', ‘have a break from work' and ‘feeling run down'. 

The subtheme of ‘stress’ reflects the stressors that individuals experience in their work and 

home environment. Participants noted several, distinct stressors that occurred at home and 

work and described these negatively. The sub-theme ‘acceptance of stressors' refers to the 

participants’ beliefs that stress is a part of their job role. 'Recognising stress in self' refers to 

physical and behavioural symptoms that participants use to establish whether they are 

experiencing or have experienced stress. The idea of consequences of stress relates to problems 

that may occur if an individual does not implement effective or appropriate coping strategies. 

This theme focuses on the consequences of stress when it accumulates over time. 

The subtheme ‘coping with stress’ concerns the range of different coping strategies that 

participants engage in, which are closely linked to coping styles such as avoidant and emotion-

focused coping. It reflects the notion that previous experience of difficulties shapes coping and 

resilience, which refers to the influence of participants’ earlier experiences on the 

implementation of coping strategies. Within this theme, there is a divide between the 

perceptions of coping between experienced and newly qualified ambulance staff. Moreover, 

the ability to implement coping strategies concerns participants’ abilities to implement coping 

in their day to day lives, both at work and at home. One example of a coping strategy is ‘have 

a break from work’, which relates to the need to rest after engaging in intense work activities, 

which could include a traumatic job or a stressful shift. 

‘Seeking social support’ captures an example of a coping strategy that participants discussed. 

The idea of ‘awareness of support” relates to the professional sources of support staff are 

offered and whether participants have an awareness of these. Moreover, the idea of ‘barriers to 

seeking support’ refers to factors that prevent participants from seeking formal or informal 

sources of support. Adequacy of support is considered one of the barriers to seeking social 

support. It refers to whether participants perceive social support as adequate or inadequate. 
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The sub-theme ‘feeling run down' captures an example of how a participant's physical health 

is affected at work. 'Feeling run down' captures tiredness and exhaustion, which may also 

manifest itself through other physical symptoms. 

Participants also reported using sickness absence as a way to protect other individuals. The 

theme ‘protection of others’ relates to engaging in sickness absence to prevent the spread of 

infection from an individual to other colleagues or patients.  

6.2.3.1 Physical and psychological wellbeing  

When discussing current or previous reasons for engaging in sickness absence, participants 

reported that their sickness absence spells were as a result of "anxiety, stress and depression" 

(P4, Male, Clinical/Operational, 3 shifts absent). Similarly, stressful circumstances that occur 

at work also drive others to engage in sickness absence with one participant reporting that "I 

went off sick at work I just had a big row with a manager… I just walked out been totally 

stressed out…it got too much" (P47, Male, Clinical/Operational, 0 shifts absent). These 

extracts demonstrate that engaging in sickness absence can be attributed to mental health and 

illness, particularly when a stressful event has occurred in the workplace. Such comments also 

suggest that individuals perceive specific stressors as 'too much' and as a result, cannot cope 

with them, and the individual engages in sickness absence. 

 ‘Stress’ captures several, negative stressors that are present in both the workplace and the 

home environment. Participants reported work-related stressors such as a feeling of constantly 

being on the go, responding to non-emergency calls, public expectations of the ambulance 

service and relationships with management. Similarly, participants discussed several home-

related stressors such as finance, family illness and a lack of time to complete tasks.  

Constantly on the go captures the feeling of a continuous and nonstop ambulance service, 

which served as a source of stress for participants. This stems from the constant stream of calls 

that staff are required to answer and attend. For example, one participant commented that "there 

is always a job waiting for you" (P29, Male, Clinical/Operational, 0 shifts absent), which 

suggests that there is no break in the workload. Similarly, another participant reported that "it 

never stops you pick your vehicle up and you pretty much go from call to call” (P4, Male, 

Clinical/Operational, 3 shifts absent), indicating that staff are continuously responding to 

patients until the end of their shift.  
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A consequence of being constantly on the go means that staff are not able to obtain a break 

between responding to calls. For one participant, this meant that they were not able to process 

the jobs that they attend and likened this experience to a filing cabinet.  

I'd likened it to a filing cabinet your brains a filing cabinet and the files are jobs 

you're going to and normally you'd go to a job and then if you've got time you 

deal with it in your head and pop it in your filing cabinet but basically what’s 

happened recently with it being so busy and people chasing you up for calls is 

that is you don’t get that time to deal with it so all of those files whirl around in 

your head are not getting filed away then what I was finding was that jobs I’ve 

done previously because the filing cabinet so to speak was open and waiting for 

these files to go in jobs I’ve been to previously which I thought I’d sort of sorted 

out in my head were starting to pop up and come out again and I was having 

problems sleeping (P30, Male, Clinical/Operational, 30 shifts absent)  

Being unable to "file away" or process the calls that one has attended because of being 

constantly on the go seems to have consequences beyond the workplace, such as being unable 

to sleep. This indicates that being unable to deal with calls has consequences, for example it 

has the potential to spill over from the working environment, to the home environment (Tuttle 

et al., 2018). The feeling of "people chasing you up" stems from control sending another job 

to employees after finishing with a patient which does not allow for employees to process the 

job that they have just experienced. This indicates that participants may be experiencing a high 

level of stress due to these job demands.  

The feeling of constantly on the go and being chased for calls is not something that the 

ambulance service has always experienced. When some of these participants first started 

working for the service "you would be on the ambulance station kind of waiting for a job to 

come in… you’d sit around drinking tea waiting” (P29, Male, Clinical/Operational, 0 shifts 

absent). This demonstrates that there was a time in the ambulance service where demand for 

the service was not as high as it is now. Participants who remember what the service was like 

when they started may make comparisons between then and now, which may add to the stress 

experienced.  

Participants also reported that responding to non-emergency calls were also a stressor that they 

experienced. Over the past decade, there has been a shift in the type of calls that the ambulance 

service attend. Traditionally, the service was responsible for emergency calls related to life-

threatening, medical emergencies, however, recently the ambulance service has taken on a 
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broader role responding to emergencies in addition to urgent care calls (Brydges et al., 2016). 

The demand for the service is high, but it is evident that the volume of calls may be attributed 

to general medicine rather than emergency calls, which participants did not like. One 

participant reported that the ambulance service should not be responding to these urgent 

medicine calls.  

I think our job is becoming diluted quite a lot with jobs that we shouldn’t 

be going to you know your minor chest infections your minor UTIs 

[urinary tract infections] that urinary tract infection stuff that really 

people should be going to the GP for (P1, Male, Clinical/Operational, 0 

shifts absent) 

Such comments indicate that the ambulance service is being called to attend minor illnesses 

that do not require an ambulance, which causes stress for ambulance staff. There is a sense that 

the general public is not accessing the correct resources and instead call an ambulance. There 

also seems to be a belief that the ambulance job is being inundated with non-emergency calls, 

which means that the role is ‘diluted' and is being modified and watered down by the continual 

response to non-emergency calls.  

When asked why responding to non-emergency calls was a stressor, participants reported that 

it was due to a discrepancy between these calls and the training they receive. One participant 

reported that "we're trained in emergency medicine [but] a lot of the things we go to are general 

medicine calls…sometimes they can be challenging because we have to figure things out" 

(Participant 30, Male, Clinical/Operational, 30 shifts absent). There is a sense that ambulance 

calls are no longer about saving an individual's life but instead it is about finding out what is 

wrong with the patient and choosing the most appropriate medical pathway, which includes 

making a decision on whether to transport the patient to the hospital. As a result, participants 

did not feel like they were adequately trained in urgent care to make these judgements.  

Alongside this, participants blamed NHS 111 for increasing the number of urgent and non-

emergency calls to the ambulance service. NHS 111 is an intermediary service between the 

patient and medical services that offer medical advice and guidance. It was first introduced to 

reduce the demand on the ambulance service, but evidence suggests that NHS 111 has 

increased demand for the ambulance service by 2.9% (Turner et al., 2013).  

Participants spoke about their frustrations with NHS 111 due to the "categorisation of calls… 

they categorise calls as a perceived life-threatening emergency and obviously on seeing the 

patient it's not what it seems" (P4, Male, Clinical/Operational, 3 shifts absent). Such comments 
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indicate that participants are frustrated at the misdiagnosis that NHS 111 provides to patients 

and the ambulance service. Participants also commented on the relationship between the 

ambulance service and NHS 111 describing it as a "bit of a battle… because their system sends 

calls through that are totally inappropriate" (P34, Male, Clinical/Operational, 0 shifts absent). 

This indicates that the NHS 111 service has an inappropriate classification system and may 

send urgent care calls to the ambulance service if they are unsure about the patient's condition. 

The stress and frustration felt by participants towards NHS 111 also link to public expectations 

of the ambulance service. The public's view of the ambulance service is shaped by several 

sources such as the media and through personal experiences with the service. Porter et al. 

(2009) highlighted that members of the public are cautious and are aware of the importance of 

making appropriate calls to the service whilst perceiving that ambulances respond immediately.  

Participants reported similar expectations from the public with one participant commenting 

that the public expect ambulances "to be sat on the street corner just waiting for their call and 

they just don't understand" (P34, Male, Clinical/Operational, 0 shifts absent). This extract 

suggests that in their own experience of responding to calls, the public have an incorrect view 

of the service and how it operates in practice, leading to stress amongst ambulance staff. A lack 

of understanding of the ambulance service also feeds into the perception that "the public lack 

common sense… they're ringing constantly for silly little things day in and day out" (P50, 

Female, Clinical/Operational, 0 shifts absent). This indicates that the public is actually not 

aware that they are making inappropriate calls to the service and call the ambulance service 

when they perceive their situation to be a medical emergency. This may be explained by the 

patient's interpretation of a medical emergency, which may be influenced by emotions which 

may influence the call taker's response to the call (Booker et al., 2014). Further to this, the 

general public may not have the same level of medical knowledge as members of the health 

service, which could suggest why calls perceived as emergencies are considered “silly little 

things” by staff in the ambulance service.  

In addition to stressors related to the ambulance role of responding to medical emergencies, 

participants reported an operational stressor related to the relationships between staff and 

management. One participant reported that the main challenge of their role in the ambulance 

service is “not working out on the road as much as dealing with management issues” (P47, 

Male, Clinical/Operational, 0 shifts absent). Such comments indicate that the relationships 

between employees and management are one of the biggest problems in the ambulance service 

compared to working on the road and responding to patients.  
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One participant commented that staff were not able to form relationships with management 

because “the turnover of management staff is so high that it’s hard for anyone to build proper 

rapport… so I think when you go out and do your job you’re pretty much working isolated 

(P19, Female, Clinical/Operational, 40 shifts absent). Such comments indicate a sense of 

feeling alone at work, suggesting participants are unable to seek support or guidance from 

management staff because they are unable to build good relationships with management 

because they are constantly coming and going.  

The consequences of being unable to form relationships with management include participants 

perceiving that management are "messing us around all the time [and they're] taking away from 

us" (Participant 47, Male, Clinical/Operational, 0 shifts absent). This extract demonstrates that 

participants feel they are mistreated and undervalued by management leading to a perception 

that things (such as resources and opportunities) are being taken away from them.  

Stressors that participants experience at work are also coupled with stressors at home, also 

known as daily hassles (Larsson et al., 2016). Some participants reported stressors arising from 

finance, family illness and a sense of not enough time to get tasks completed.  

Participants highlighted that financial struggles existed in their daily lives, which included 

"finances and struggling to pay bills… that's kind of always over your head same as everybody 

else" (P46, Male, Clinical/Operational, 1 shift absent). This indicates that finances are a 

continuous stressor that participants experience that is always with them, that have the potential 

to affect all individuals. This type of stressor has the potential to spill over into participants’ 

working lives and affect the stress experienced in the working environment (Tuttle et al., 2018). 

Moreover, for participants that had high levels of sickness absence, finance may have been 

more of a concern due to the financial consequences of receiving reduced levels of pay when 

on sick leave (Clasen, 2017). 

In addition to financial stressors, participants reported that family illness was another stressor 

present in their home environment. For some participants, there were family illnesses that they 

had to deal with such as "my father [has] not been too well and he's been into hospital a couple 

of times" (P1, Male, Clinical/Operational, 0 shifts absent). An illness that occurs within the 

family can increase the level of caring responsibilities at home and lead the individual to 

experience increased levels of stress (Krantz & Ostergen, 2001).  

Family illness and an increase in family responsibility is an example of a stressor that feeds 

into the perception of having a lack of time to complete tasks. Participants reported that "I'm 

stressed because I don't have time to do stuff my to do list gets longer and longer (P34, Male, 
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Clinical/Operational, 0 shifts absent). This example suggests that stress arises from tasks that 

build-up at home and the inability to find time to complete them. It indicates that participants 

view the time they have at home to do their own tasks is minimal, and this decreases the ability 

to perform tasks.  

Despite several stressors occurring at home and within the workplace, participants reported an 

acceptance of stressors, particularly those that occur at work within the ambulance service. One 

participant commented that "there are plenty of stressors as you are rushing patients in on blue 

lights and what have you that’s got stressors attached with it but again it is what it is" (P46, 

Male, Clinical/Operational, 1 shift absent). Such comments indicate that ambulance staff will 

always be faced with stressors in their working environment due to the risk associated with 

ambulance work, such as travelling on blue lights. Acceptance of stressors takes the form of 

understanding that these stressors exist, but there is no way of avoiding or removing them from 

the environment. As a result of participants accepting the stressors within their environment, 

participants reported that "it's just reducing it [stress] as much as possible so it doesn't get to 

that stage that you need to go off for stress" (P30, Male, Clinical/Operational). This comment 

indicates that the extent to which this stress affects an individual can be reduced to prevent 

staff from engaging in sickness absence. 

However, a crucial aspect of being able to determine whether stress is affecting an individual’s 

life is to be able to recognise stress in themselves. If individuals are able to recognise the signs 

and symptoms of stress, they are then able to take preventative measures to reduce stress and 

avoid any adverse consequences (Lazarus & Folkman, 1984). Participants reported that they 

are able to recognise stress in themselves through physical symptoms and through mood 

changes and the quality of relationships with others.  

When an individual is exposed to a stressor, several physiological changes occur in the body 

that manifests as physical symptoms (e.g. Selye, 1936). Participants reported several physical 

symptoms of stress, such as headaches, skin conditions and tremors, which are consistent with 

the activation of the hypothalamic-pituitary-adrenal axis (HPA) and the sympathetic nervous 

system (SNS) (Joseph & Whirledge, 2017).  

One participant reported that after exposure to stressors they “get the shakes afterwards or at 

the time and you can just feel your heart pounding” (P49, Female, Clinical/Operational, 5 shifts 

absent). Within the stress response, the HPA and the SNS are responsible for preparing glucose 

and the body to fight or flee from a stressor (Pasquali, 2012). As a result of these processes, an 
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individual’s heart rate rises, and glucose is produced in the body. This could partly explain why 

this participant experienced the physical symptom of their "heart-pounding”.  

Other physical symptoms include skin conditions such as rosacea “if I’m really run down I’ll 

get rosacea on my left cheek" (P19, Female, Clinical/Operational, 40 shifts absent). Skin 

conditions have been linked to stress exposure and are suggested to be prevented through stress 

management techniques (Veerkamp et al., 2016). These physical skin conditions suggest that 

stress has an external physical manifestation rather than internal and may impact the quality of 

life of an individual.  

In addition to physical symptoms, participants also reported being able to recognise stress when 

it affected their mood and relationships with other individuals. For example, being “very 

frustrated at the slightest little thing and quite angry at things which isn’t like me at all… 

criticising my wife and moaning at my children” (P30, Male, Clinical/Operational, 30 shifts 

absent) were reported as characteristics that allowed participants to recognise that they were 

stressed or were experiencing a stressor. This extract demonstrates the impact that stress may 

have on relationships within the family. In particular, the family may be used as a way to vent 

frustrations about stressors in which communication between individuals is affected. There are 

also some subtle mood changes related to becoming angrier and more critical that this 

participant is able to identify as “isn’t like me at all” indicating that they are able to recognise 

these changes in themselves.  

Being able to recognise these symptoms is useful as participants were able to take action and 

implement coping strategies. Participants reported being able to “recognise when I’m starting 

to get that way [stressed] and effectively just think just chill out [and] get on with it” (P5, Male, 

Clinical/Operational, 4 shifts absent). Such comments suggest that recognising stress in oneself 

is a beneficial activity in order to move on with their lives and cope with the stressor.  

Despite some participants being able to recognise signs of stress in themselves effectively, 

many participants discussed the negative consequences that stress had on their behaviour and 

psychological wellbeing. Participants discussed how the accumulation of stress led them to 

engage in sickness absence.  

“I had to have I think six months off because I’d reached breaking point 

within the service… I felt [the stress] were on my shoulders and 

nobody’s listening and you’re crying for help and you’re going to jobs 

that are upsetting” (P50, Female, Clinical/Operational, 0 shifts absent) 
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Such comments suggest that stress builds up and accumulates over time until the point that 

individuals can no longer deal and cope with it, which leads to an individual taking a prolonged 

period of time off work. Within this, experiencing a lack of support and feeling like you are 

not being listened to can heighten and increase the stress. This all occurs in addition to the 

traumatic stress that may occur when attending ambulance jobs, such as fatalities (Avraham et 

al., 2014). 

The staff that are exposed to both traumatic stress and those who have had prolonged stress 

exposure may be at risk of PTSD. As previously discussed, PTSD is a mental health condition 

that affects employees in the ambulance service (Dodd, 2017; Petrie et al., 2018). According 

to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), PTSD is categorised 

as the presence of intrusive thoughts, reactions such as flashbacks, avoidance of stressful 

stimuli, alterations in mood or cognitive impairment with symptoms lasting longer than one 

month (American Psychiatric Association, 2013).   

Participants reported experiencing "a breakdown at work because of the stress of the job [and] 

I ended up with PTSD (P49, Female, Clinical/Operational, 5 shifts absent). This extract 

indicates that an accumulation of stress has severe consequences in the form of mental illness. 

Moreover, the experience of having a breakdown echoes an inability to cope with the stress 

experienced.  

Compared to other occupations, such as the armed forces, PTSD is “two or three times higher 

within the ambulance service but nothing seems to be done about it (P47, Male, 

Clinical/Operational, 0 shifts absent). This indicates that PTSD is not effectively dealt with or 

prevented amongst ambulance employees, suggesting that this consequence of stress could be 

reduced if appropriate treatment is provided to staff. For example, post-traumatic growth can 

occur among those who are at risk of PTSD if they have good social support networks, which 

are able to promote resilience and growth (Armstrong et al., 2014; Oginska-Bulik, 2013).  

In addition to an accumulation of stress affecting an individual, stress has consequences for the 

relationship with patients and increases the likelihood of making mistakes within the job. When 

staff are exposed to increased levels of stress, it impacts the care that they provide to patients 

(LeBlanc et al., 2005). In particular, one participant reported seeing colleagues “getting more 

snappy on jobs because we go to a lot of jobs that are questionable as to whether they require 

an ambulance…some people do get wound up about it” (P46, Male, Clinical/Operational, 1 

shift absent). From this, it could be suggested that this anger may be directed towards the 

patient if an ambulance is responding to someone who does not need medical assistance.  
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Alongside anger, participants stated that increased exposure to stress could lead to "too much 

pressure [and] that's when mistakes are being made" (P34, Male, Clinical/Operational, 0 shifts 

absent). In particular, mistakes such as inaccurate drug calculations can be made in high-stress 

situations (LeBlanc et al., 2005) and has the potential to impact patient safety. Participant 34 

eludes to ‘mistakes being made’ suggesting that there is not a potential that stress increases the 

chances of making a mistake, but stress has made employees make mistakes.  

The consequences of stress outlined by participants once again highlight the importance of 

effectively managing and reducing the impact of stress on an individual. Coping with stress is, 

therefore, a crucial aspect related to sickness absence as it could have the potential to influence 

whether an individual engages in sickness absence. In particular, an inability to cope could lead 

to an individual engaging in sickness absence.  

When discussing the specific methods and strategies that participants used to cope with stress, 

participants reported engaging in hobbies such as “the guitar a bit the keyboards a bit just for 

my own pleasure… I find that a way of just kind of switching off if you like” (P29, Male, 

Clinical/Operational, 0 shifts absent). This extract indicates that engaging in enjoyable hobbies 

allows participants to take their mind off and distract themselves from the stressors that they 

have encountered. This strategy allows for the participant to cognitively distance themselves 

from the stressor, which is suggested to be a method of avoidance coping, which is particularly 

useful in dealing with stressors as they arise (Elklit, 1996).  

The use of avoidance coping mechanisms is also seen when participants are at work and do not 

have the ability to engage in their hobbies. One participant commented that when they are at 

work, and they are exposed to stressors they "will get away from the situation if I can I'll go 

make the drinks for everyone just to get me out and away from the situation" (P34, Male, 

Clinical/Operational, 0 shifts absent). Such comments suggest that regardless of whether they 

are at home or in the working environment, participants are able to find something to do, which 

distracts and allows them to avoid exposure to the stressor. However, this is not the most 

effective method of coping, as Hershcovis et al. (2018) argues that the stressor may still be 

present after the individual has avoided it.  

Participants also report using emotion-focused coping such as “crying a hell of a lot but that’s 

my release mechanism…if I’m crying then I know that I’m dealing with it” (P19, Female, 

Clinical/Operational, 40 shifts absent). This indicates that the use of crying as a coping strategy 

provides physical and mental release from the stressor. For this participant, coping using crying 

also provides a method of identifying when they are stressed and provides a measure of how 
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well they are coping with it. This extract further demonstrates that coping is a very individual 

activity, suggesting that some coping strategies may work better for some than others.  

When discussing their coping strategies, participants referred to previous experiences of 

difficulties that shaped their coping and resilience. One participant who had previously worked 

in the military drew on their experience and how it shaped them in the ambulance service.  

I’ve been hammered in the military for 20 odd years and 18 hour patrols 

and all that so you know a couple of miles on the truck [ambulance] is 

no big deal to me but I think some of the younger ones that are coming 

in haven’t had that exposure (P1, Male, Clinical/Operational, 0 shifts 

absent)  

Such comments indicate that the experience in other organisations, such as the military, helped 

them to build resilience, which allowed them to cope better with the stressors in the ambulance 

service. However, younger employees that do not have this type of experience may struggle 

and perceive long working hours and travelling on the ambulance as a more intense stressor 

than those who also have experience doing so. This suggests that older individuals and those 

who have spent longer in the service or related professions have a better understanding of how 

to overcome these types of stressors and have developed more appropriate coping strategies 

(Trouillet et al., 2011).  

The lack of experience that younger and newly qualified staff has suggested they are not well 

prepared for a role in the ambulance service. Participants perceive that there are "students out 

of school wanting to be a paramedic 2 years at university and they're coming out on the road… 

and academically they're brilliant but they're struggling with the stress of the job" (P47, Male, 

Clinical/Operational, 0 shifts absent). This has several consequences for newer staff including 

"the average lifespan for a paramedic before they burnout is 6 years whereas if you’ve come 

through working through at grassroots level you tend to build up a tolerance you see more” 

(P47, Male, Clinical/Operational, 0 shifts absent). This indicates that newly qualified staff lack 

the experience and exposure to the ambulance service, which means they have not developed 

appropriate coping strategies to overcome the stressors they may experience. Moreover, 

working in the ambulance service from a basic level helps build a tolerance for the role because 

you have more exposure to these events and situations.  

This was evident amongst participants who had spent several years working for the ambulance 

service who describe themselves as "a bit of a cold fish" because "I've worked in the service 

13 years my emotions don't exist anymore…I've become a bit hardened to it" (P50, Female, 
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Clinical/Operational, 0 shifts absent). This indicates that tolerance is built as more time is spent 

in the service, which impacts the individual's emotional responses to situations. Participants 

reported that this has a particular effect when responding to medical emergencies "I mean we 

go to some awful jobs don't get me wrong…I'm quite desensitised I suppose" (P19, Female, 

Clinical/Operational, 40 shifts absent). This indicates that once tolerance is built up over the 

years, individuals become desensitised and can deal with anything.  

According to participants, gaining experience and building tolerance in the ambulance service 

is similar to "build[ing] up a certain level of resilience" which occurred "from when it was 

quieter you know it wasn't quite as busy" (P30, Male, Clinical/Operational, 30 shifts absent). 

This indicates that resilience is no longer being built within the service due to there being high 

demand for the service. Furthermore, this may reflect the change in training routes that the 

ambulance service offer.  

Moreover, this also suggests that ambulance staff do build resilience within their role, which 

may help them when experiencing future challenging situations. This was evidenced by Dooley 

et al. (2017) who found that a positive relationship was present between individuals who were 

exposed to stress and resilience. Furthermore, this could also suggest that participants engage 

in some post-traumatic growth, where they have positive experiences after challenges 

(Armstrong et al., 2014). Arguably, resilience is a form of PTG that occurs after exposure to 

stress (Oginska-Bulik, 2013). Therefore, stressful situations can also present themselves 

positively to employees to help build their resilience.  

Training routes into the ambulance service have changed over the past decade with students 

now being educated “2 years at university” (P47, Male, Clinical/Operational, 0 shifts absent). 

As a requirement on a university course, students are required to undertake several placements 

where they work in a local ambulance service, responding and providing care to patients 

(Health Careers, 2018). However, it is evident that this experience is not enough for newer staff 

to build resilience, which occurs over a longer period of time. However, there is a consensus 

that to be able to do the ambulance role, employees should already be “pretty resilient to do 

the job” (P42, Male, Management, 0 shifts absent), suggesting that some employees may have 

a certain level of resilience before beginning a role in the ambulance service, which could be 

based on previous experience or due to having resilient personality traits (Skodol, 2010).  

When discussing the participant's ability to implement coping strategies, participants reported 

that they encountered several barriers that prevented them from effectively coping with 
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stressors. One participant commented that they often aren't able to find the time to implement 

coping strategies.  

We work very long shifts so effectively I don’t get home anyway till sort 

of gone 7 o’clock in the evening if I’m on the day shift…we’ll have 

dinner and then basically watch an hour of TV and then if I’m back on 

days the next day I’m in bed by 10 o’clock so nothing there (P5, Male, 

Clinical/Operational, 4 shifts absent)  

This extract indicates that a lack of time is a barrier for participants to be able to implement 

coping strategies in their daily lives. This lack of time is due to long working hours and 12-

hour shifts that can leave individuals feeling tired and unable to engage in methods of coping 

that take time, such as engaging in hobbies.  

 Alongside this, participants believed that they were not equipped with the appropriate tools 

and resources to be able to cope effectively. One participant reported that "I don't think there's 

a great deal of support anywhere" (P5, Male, Clinical/Operational, 4 shifts absent), indicating 

that there is no support inside or outside the ambulance service. One participant stated that they 

felt they were being faced with an ultimatum "so it's either you cope amongst yourself and deal 

with it or you don't it's as simple as that" (P50, Female, Clinical/Operational, 0 shifts absent). 

This indicates that individuals have a choice over whether they cope with stressors or not and 

suggests that the ambulance service does not offer any support to help individuals cope. A lack 

of support from the service may affect their ability to cope as they may not know what to do 

and may want to seek guidance but are unable to (Halpern et al., 2009a).  

When discussing social support, it became apparent that it was one example of a coping 

strategy that was prominent amongst participants. Seeking social support refers to the types of 

social support that individuals’ access, the awareness of support for staff, barriers to seeking 

social support and the adequacy of support they experience.  

Participants reported seeking support from several different sources within the workplace, such 

as colleagues and at home. Within the workplace, participants reported that they could easily 

turn to colleagues, particularly their crewmate. 

It’s generally talking to my crewmate other staff on the station that work 

shifts they seem to be the best people to speak to about things I think it's 

because they're they know exactly what it's like what you've dealt 

with…in some respects they’re the ones that if I was going to talk to 
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anybody it would be my colleagues rather than somebody else 

(Participant 29, Male, Clinical/Operational, 0 shifts absent)  

Such comments indicate that regular and consistent social support from the same colleagues 

could be beneficial as they have an idea of what other individuals have experienced on their 

shifts. This type of social support from colleagues is beneficial as informal conversations, such 

as discussing how a job went, can reduce levels of stress (Mildenhall, 2012). This makes 

individuals more likely to turn to their colleagues than other sources of support.  

Alongside colleagues, one participant spoke about getting support from family members. 

Particularly, “if I’ve had a bad day I come home and I’ll just offload it onto my wife" (P4, 

Male, Clinical/Operational, 3 shifts absent). This suggests that individuals at home, such as 

spouses, maybe an outlet for frustrations experienced at work. However, there are 

consequences for offloading such as participants feeling that they dominate the conversation 

with their troubles and ‘it's all me me me sometimes and it can lead to an argument" (P4, Male, 

Clinical/Operational, 3 shifts absent). This extract demonstrates that social support from family 

could be viewed in a negative way, as if the individual is being a nuisance for talking about 

their problems as it may create a one-sided conversation if the family member lacks awareness 

of their job and associated stressors.  

The type of support that is provided by the family is different from that of colleagues. 

Participant 4 reports "offload[ing]" to their wife about what has happened if they have a bad 

day. On the other hand, participant 29 reported seeking support from colleagues as they are the 

"best people to speak to about things” because they have similar experiences. Therefore, social 

support may serve two purposes. Firstly, family support may be provided for an outlet to 

discuss what has generally happened in the day, whereas support from colleagues may be based 

around specific things in the workplace, such as clinical advice. 

Despite staff seeking support from colleagues and family, it is apparent that some participants 

are aware of social support networks, whereas others are not. Participants report a level of 

"understanding that there are people at the end of the phone nothing is ever as bad as you think 

(P19, Female, Clinical/Operational, 40 shifts absent). This extract indicates that if individuals 

are aware of the support around them, they may perceive that they are better able to cope with 

the stressor. Similarly, such comments suggest that there is an understanding that help is 

available to staff if they need it. 

There is a general understanding that support is available to staff, particularly formal support 

networks that the service offer. Participants reported formal support programmes that are 
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offered to staff, which include “a confidential sort of counselling service” in addition to 

“specific support channels available for traumatic incidents”, which are available to both 

“people who are going out in the ambulance… and control room staff who’ve been exposed by 

telephone” (P42, Male, Management, 0 shifts absent). Participant 42 is aware of the sources of 

support that are offered to staff; however, this could be due to their position as a manager.  

Although staff are aware of the support that is available to them within the service, Adams et 

al. (2014) argue that there are several barriers to accessing support within the ambulance 

service. The barriers that participants noted within interviews include previous experiences of 

seeking support, lack of visible management, inability to admit vulnerability and need for 

support. 

One participant noted that it takes confidence to seek support, which some members of the 

ambulance service may not have.  

If you’ve got the balls about you to take responsibility yourself as I did 

and I also had my own therapist that I could turn to (P49, Female, 

Clinical/Operational, 5 shifts absent)  

Participant 49 suggests that individuals need "balls to take responsibility", this suggests that 

there is a level of strength that comes along with seeking social support. Prior experiences 

seeking support also seem to feed into the confidence that individuals have to seek future 

support. Participant 49 had access to their own therapist, which they have sought support from 

previously, and this experience may feed into their confidence to seek further support.  

On the other hand, another participant had a negative experience of social support, which left 

them feeling patronised.  

We’ve been given squeezy ambulances to squeeze if we get tense and 

I’m thinking right okay …I find [this] so patronising and I’ve told them 

so they gave us lollipops to hand out if we feel like somebody’s done a 

really good job and I’m thinking I’m sorry but I left junior school at the 

age of 10 you know we’re flipping adults just treat us like adults you 

know (P34, Male, Clinical/Operational, 0 shifts absent)  

Participant 34 provides an account of what they deemed inappropriate support for staff, which 

includes the use of "squeezy ambulance" and lollipops. It is evident that this is not the type of 

support that staff require within the service and makes them feel like children, rather than being 

respected like adults. As a result, feeling patronised may be a deterrent to seeking social support 
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in the future, if this is the experience that individuals have. They may fear that they will be 

provided with the same type of social support in the future, and this may serve as a barrier.  

Within the workplace, line managers are usually the first individuals staff confide in when they 

need assistance (Hugelius et al., 2014). Therefore, when staff are unable to obtain support from 

their managers, this can serve as a barrier to accessing social support. In particular, a lack of 

visible management is problematic.  

I suppose my immediate line manager is always there often you don’t 

see a lot they’re not that visible because they work [different] shifts so 

you don’t see them and then there’s a lot of time constraints to sit down 

(P4, Male, Clinical/Operational, 3 shifts absent) 

Visible management refers to managerial colleagues being seen in the workplace. Because 

employees do not often see their managers in the workplace, due to working different shifts, 

they are unable to approach them for support. Participant 4 perceives that their line manager is 

there to offer support, but it is difficult to obtain this because they are not visible within the 

workplace. To add to this, when managers are available employees are not able to find time to 

discuss problems with their managers.  

I think conversation communications always been a big thing and it’s 

something we don’t do enough because the right people aren’t in the 

right places at the right time we can go through I could probably go 

through a month at work without seeing a manager quite easily now (P1, 

Male, Clinical/Operational, 0 shifts absent)  

For participant 1, communication is an important component of seeking support that they do 

not feel is happening. This is due to the lack of visible management where they have not seen 

a manager over a month, which is an extended amount of time. Participant 1 also refers to the 

“right people aren’t in the right places at the right time” this could refer to the fact that when 

working a night shift, employees may not have access to staff in human resources or other 

colleagues that may not work shifts.  

From a management perspective, one participant recognised that because it's not always 

possible to seek support from management, there are other programmes in place to fill the gap.  

We have a voluntary scheme within [redacted] which has been very 

successful it’s a peer to peer support programme it recognises that it’s 

not everyone’s answer to being challenged to go and find your manager 
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and go and have a chat you can’t always do that particularly if you’re 

one of the colleagues from out on the road you may be miles away from 

your ambulance station so to try and make sure that support is available 

is kind of a you know uniform where ever you are (P42, Male, 

Management, 0 shifts absent)  

The ambulance service does recognise that staff out on the road are not always able to seek 

support from their management. Other support systems have been put in place because of this, 

such as the peer to peer support network. However, it seems that participants value 

management support within the ambulance service and may prefer it over support from others, 

such as the peer to peer network.  

Another barrier to social support stems from the inability to admit vulnerability and the need 

for support. This stems from a culture of bravado (Bounds, 2006) that is present within the 

ambulance service where staff feel they are unprofessional for expressing emotions (Steen et 

al., 1997). One participant stated that this was seen amongst men in the ambulance service.  

I think there's still that thing in the ambulance service that it's almost 

like a weakness for you to admit that you're feeling vulnerable…but I 

mean it's gradually changing…I think that's why a lot of people don't go 

for help when they need it because especially blokes because we've had 

to man up a bit and so we don't often like to talk about feelings and 

things but it is quite important to do that (P30, Male, 

Clinical/Operational, 30 shifts absent)  

Participant 30 refers to admitting you need support as a "weakness", which indicates that 

admitting you need help is a fault or disadvantage of the individual. However, participant 30 

suggests that there seems to be more of an acceptance of mental illness and wellbeing in the 

ambulance service. For example, the ambulance service of interest was one of the first 

ambulance services to sign the Blue Light Pledge to reduce mental health stigma (Dodd, 2017). 

However, this may not impact the stigma that each individual has about themselves and mental 

health. By not seeking social support due to the fear of being considered weak, individuals may 

be at risk for adverse consequences, including sickness absence and more severe mental health 

disorders (Roberts et al., 2015).  

In addition to participants feeling like they could not talk about their emotions and feelings, 

staff also found it difficult to seek support surrounding clinical problems due to the fear of 

being seen as underqualified.  
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You don’t feel that you can talk to somebody you think that maybe you 

feel inadequate for wanting to talk about it thinking well they’ll think 

that I don’t know what I’m doing and I shouldn’t be qualified and I’m 

punching above my weight so you’re worried about dropping yourself 

in it I suppose as being inadequate or have clinically failed in some way 

so that fear comes in so you don’t really particularly want to talk about 

it (P49, Female, Clinical/Operational, 5 shifts absent)  

This may stem from the imposter syndrome, which is where individuals feel fraudulent in their 

achievements (Slank, 2019). Imposter syndrome originates from the belief that one does not 

deserve to be in the position that they are in, despite adequate training (Warraich et al., 2017). 

Participant 49 suggests that imposter syndrome is something that holds them back from seeking 

support, because of the fear that they don’t want to be found out that they have “clinically failed 

in some way”.  

Seeking social support is considered an effective method of coping with stress (e.g. Daniels & 

Guppy, 1994). However, not all staff receive adequate support in the ambulance service. 

Inadequate support increases stress and has consequences for an individual's mental and 

physical health (Petrie et al., 2018; Sterud et al., 2008).  

Participants reported feeling both adequately supported with the clinical side of the job. 

Participants felt if there were “clinical concerns then yeah definitely supported… the CSMs 

[Clinical Support Managers] are really good that you can ask them anything and they’ll give 

you answers” (P46, Male, Clinical/Operational, 1 shift absent). This indicates that certain 

members of staff are approachable in the service and are happy to provide social support to 

others, particularly with clinical problems.  

Similar to this, when discussing support provided by other colleagues, one participant stated 

"I'll talk to colleagues about stuff and I'll open up" (P4, Male, Clinical/Operational, 3 shifts 

absent), suggesting that other colleagues are a useful source of adequate support in the service. 

However, on the whole, participants do not feel they are adequately supported in the ambulance 

service.  

Participants suggest that the “support networks at work are poor” (P50, Female, 

Clinical/Operational, 0 shifts absent). This may be partly due to the idea that “there’s no real 

support there after an incident… it’s very much a tick box exercise” (P47, Male, 

Clinical/Operational, 0 shifts absent). Such comments indicate that there is a gap in support for 
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staff once they have attended a job that had affected them. From this, participants have 

developed a perception that the ambulance service does not care about their wellbeing.  

One participant described the support the ambulance service provides as "paid lip service" (P4, 

Male, Clinical/Operational, 3 shifts absent), indicating that staff believe that the ambulance 

service provides support because they are required to, as they have a duty of care to protect 

their staff. However, participants believe that the ambulance service looks like they are offering 

support to staff, but in reality, they are not.  

Participants report the consequences of inadequate support "evidenced by the number of 

paramedics particularly who are leaving" (P47, Male, Clinical/Operational, 0 shifts absent). 

The high turnover of staff in the service suggests that employees are fed up with not receiving 

appropriate support and are seeking other employment.  

Experiencing stress, coping with stress and a lack of social support are some of the reasons for 

sickness absence that are related to physical and psychological wellbeing. There is evidence 

that stress affects the immune system and increases the likelihood of individuals becoming sick 

and engaging in sickness absence (Dhabhar, 2009). This was supported by participants when 

discussing reasons for sickness absence that were related to physical illness. One participant 

stated that they had “a couple of tonsillitis ear nose and throat type things so if I’m getting run 

down that’s my weak spot it’s that I always get tonsillitis” (P49, Female, Clinical/Operational, 

5 shifts absent). This extract demonstrates consistent physical illness and accompanying 

symptoms that occur when this participant is faced with feeling run down, which could be due 

to an inability to recover effectively from work. The participant seems to have developed an 

association between feeling run down and experiencing tonsillitis. This could be partly 

explained within Mechanic’s (1986) illness behaviour; this participant may engage in the 

process of observing their body for abnormalities whilst establishing and explaining the 

symptoms they experience. For example, if the participant feels exhausted or tired, this may 

trigger the observations and may explain the symptoms as a result of ‘feeling run down'. 

The method of engaging in sickness absence due to mental illness, physical illness and stress 

can be seen within participants using sickness absence in order to ‘have a break from work'. 

For example, one participant commented that "we just get hammered and hammered all the 

time…[I] will have a week off just to reset myself and calm down" (P1, Male, 

Clinical/Operational, 0 shifts absent). This extract demonstrates the logic that after prolonged 

time at work, staff require time off. The idea of resetting yourself refers to taking a step back 

from the situation and bringing focus to something else in life, such as family or friends. Such 
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a process enables an individual to relieve the tension and engage in the process of recovery. 

With reference to recovery, one participant talks about using sickness absence as a way to 

recover from ‘heavy shifts'. 

I know that when you’ve had quite a lot of heavy shifts you’re just 

thinking I could just do with a couple of extra days just to recover from 

these shifts and if you can’t get them the only thing to do would be to 

go off sick (P29, Male, Clinical/Operational, 0 shifts absent)  

Such examples refer to the thoughts that one may have after having a series of shifts that have 

been ‘heavy’, which could mean both heavy due to stress and duration of the shift. As a result, 

there is both a physical and psychological desire and need to have time off work, to get away 

from the working environment to rest and recover. Engaging in sickness absence in order to 

recover also indicates that ambulance staff do not have effective recovery time during or after 

their shift.  

6.2.3.2 Protection of others  

Protection of others refers to the notion that participants engage in sickness absence as a method 

of protecting others by preventing the spread of infection to colleagues and patients. For 

example, one participant reported that they were absent from work due to a chest infection 

because they “could be making patients more sick or making my colleagues sick” (P29, Male, 

Clinical/Operational, 0 shifts absent). This extract indicates that sickness absence is used to 

prevent others from getting sick and acts as a method of protecting others from disease.  

Participants noted that the protection of others is particularly important for colleagues who 

work in close proximity with one another, such as in the control room. One participant 

commented that “at close quarters like that [in the control room] you really wouldn’t want 

something like D and V [diarrhoea and vomiting] spreading through the control room because 

that would create a problem very quickly" (P42, Male, Management, 0 shifts absent). This 

indicates that individuals who do not have a leave of absence when sick could spread infection 

and disease, such as diarrhoea and vomiting to other colleagues, which could mean they then 

also get sick. 

Protection of others also stems from protecting patients. One participant reported that “if I’m 

coming to work poorly and I’m passing my germs to cancer patients I could potentially kill 

them” (P50, Female, Clinical/Operational, 0 shifts absent). Such comments reflect the severity 

of what could happen if vulnerable patients are exposed to ambulance personnel who are sick 
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with an infectious disease. There is a sense that engaging in sickness absence is necessary as 

participants do not want to take the risk of infecting vulnerable patients and making their 

existing conditions worse.  

 

6.2.4 Perceptions of sickness absence  

Perceptions of sickness absence relate to the beliefs that participants’ hold about sickness 

absence. The theme ‘negative view of frequent sickness absence' refers to participants’ 

negative beliefs about those who are frequently absent from work, which stems from the belief 

that illness is deviant. ‘Acceptance of sickness absence' captures participants’ understanding 

that sickness absence occurs naturally and that being sick cannot be avoided, particular within 

the ambulance service due to the increased risk of infection from patients. ‘Strict and 

unsupportive sickness absence policy' relates to the policies and procedures that are in place 

for staff and participants perceive these to be a form of punishment whilst being difficult to 

understand. The theme ‘methods to improve sickness absence' concerns the participant's views 

of how they believe sickness absence could be improved in the ambulance service. 

 

 

6.2.4.1 Negative view of frequent sickness absence  

 When discussing the use of sickness absence within the ambulance service, participants 

reported that "there are certain individuals that will go sick a lot…you know they're serial 

people that you know are absent all the time" (Participant 19, Female, Clinical/Operational, 40 

shifts absent). Such comments suggest that individuals who are frequently absent from work 

build a reputation for their sickness absence, which is wholly negative. The overall perception 

of these individuals places them as "regular offenders" (P5, Male, Clinical/Operational, 4 shifts 

absent) suggesting that sickness absence is a deviant behaviour that impacts the character of an 

individual.  

This is evident within Parsons’ (1951) definition of the sick role, whereby being ill is a deviant 

behaviour due to an individual being unable to function in society. Such comments from 

participants support the notion that being ill, and subsequently absent from work is a type of 

deviant behaviour. Therefore, individuals who are regularly absent from work are viewed in a 

negative way.  



198 

 

The negative perception of those who are frequently absent from work feeds into participants’ 

discussions around the authenticity of the illness. One participant reported that “if it’s a realistic 

one [cause of absence] people understand but if it’s somebody who does it on a regular basis 

people get fed up of it” (Participant 47, Male, Clinical/Operational, 0 shifts absent). This 

indicates that there is a certain level of acceptance for the amount and reasons for sickness 

absence. Despite this, there is a fear that other employees who take frequent but justified 

absences would be ‘tarred with the same brush” (P50, Female, Clinical/Operational, 0 shifts 

absent). Such comments indicate that participants are worried that a negative reputation will 

be built for them if they are frequently absent from work.  

When discussing how this negative perception of frequent sickness absence arose, participants 

talked about the information they have received, which allows them to believe that the absence 

is not authentic. For example, one participant reported that “you know [they] go off sick and 

plaster [their] flipping holiday all over Facebook” (P1, Male, Clinical/Operational, 0 shifts 

absent). This extract indicates that some individuals are not using sickness absence for its 

original purpose of being absent from work because they are unfit to attend work (Heart of 

England NHS Trust, 2010). Such comments also suggest there may be an element of jealousy, 

that participants who are off sick are enjoying themselves whilst other colleagues remain at 

work, and this may contribute to the negative view that participants have about frequent 

sickness absence. 

6.2.4.2 Acceptance of sickness absence 

Participants reported a level of acceptance that sickness absence exists within the ambulance 

service. For example, one participant stated that “people naturally get sick you know” (P34, 

Male, Clinical/Operational, 0 shifts absent). This extract indicates that there is an 

understanding that employees cannot avoid being sick and it is a natural process that everyone 

experiences.  

In addition to illness being a natural component amongst human beings, participants reported 

that the risk is elevated within the ambulance service, compared to other types of jobs.  

I would say there are going to be factors in that environment that make an 

elevated rate of sickness compared to somebody working in a finance job at a 

desk that’s the reality that’s going to happen you’re going to get injuries and 

you’re going to get exposure to illnesses and so on maybe we just have to accept 

it (P42, Male, Management, 0 shifts absent)  
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Some roles in the ambulance service, such as paramedics and ambulance technicians, are 

patient-focused meaning they engage in the treatment and transportation of patients with a 

variety of illnesses and injuries (Caroline, 2008). As a result of involvement with patients who 

are critically ill with possible infectious health conditions (Roberts et al., 2015), participants 

reported that there was an increased risk of infection within their working environment. One 

participant reported that “they’re in people’s homes they’re in the back of the ambulance they're 

going into A&E they’re bound to pick cough colds diarrhoea up" (P34, Male, 

Clinical/Operational, 0 shifts absent). Such comments indicate that ambulance employees are 

working in an environment that is surrounded by disease, so it is not surprising that they have 

high levels of sickness absence. 

This increased risk of picking up an infection also interacts with the stress that employee's 

experience. Increased levels of stress reduce the effectiveness of the immune system and make 

an individual more susceptible to illness (Dhabhar, 2009). In particular, one participant 

commented that "when you're stressed your immune system is lowered so you're going to pick 

things up more readily" (P30, Male, Clinical/Operational, 30 shifts absent). This extract 

indicates that not only are employees at risk of infection due to working with critically ill 

patients, but they are at further risk of becoming sick because of the stress and reduced 

efficiency of the immune system. 

6.2.4.3 Strict and unfair sickness absence policy  

Strict and unfair sickness absence policy concerns the negative perception that participants had 

surrounding the use and implementation of policy and procedures for sickness absence. One 

participant described the sickness absence policy as “a very regimental thing so they’re strict 

about it and they know how many episodes you have off” (P49, Female, Clinical/Operational, 

5 shifts absent). Such comments suggest that there is no flexibility with the policy and that it 

follows a strict and set system with regards to how many sickness absence spells you are 

allowed.  

Participants talked about having trigger points in the sickness absence policy "we've got certain 

triggers if you're off so much you trigger them" (P29, Male, Clinical/Operational, 0 shifts 

absent). This extract supports the idea that the sickness absence policy is a set system and 

follows a series of trigger points. Participants, however, viewed these trigger points as a method 

of punishment. For example, one participant reported that "they have all these triggers … 

ultimately you can be dismissed…there seems to be more and more punitive measures coming 

in to try and deter people from going sick” (P4, Male, Clinical/Operational, 3 shifts absent). 
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Such comments suggest that the sickness absence policy is in place to stop individuals from 

using sickness absence and forces individuals to remain at work, even when they are ill.  

The perception that the sickness absence policy is strict feeds into the negative perception 

participants have about the policy. One participant commented that "I actually don't think it's 

worth the paper it's written on" (P19, Female, Clinical/Operational, 40 shifts absent). This 

extract indicates that participants view the policy as useless and holds no value and, in this 

case, indicates that participant 19 may have had previous poor experience with the policy. One 

participant spoke about their negative experience with the policy.  

I got a letter through saying that I had to go to this meeting I'm not sure 

how it was worded now but basically saying that it could lead to 

dismissal I thought all these years without any sickness and being off 

with stress and then two other illnesses just minor illnesses something 

like that being off and then getting this letter threatening me with the 

sack I thought that's a bit much really (P30, Male, Clinical/Operational, 

30 shifts absent)  

Such comments suggest a level of unfairness within the policy because previous records of 

sickness were not consulted. This reflects the use of the sickness absence policy, which takes 

an individual's absences at face value and considers the number of absences rather than the 

reason. As a result, there does not seem to be any flexibility in the policy and all individuals 

who reach a certain trigger stage of the sickness absence policy is at risk of dismissal.  

When discussing the impact of this strict and unfair policy on those with chronic health 

conditions, one participant stated that “if I got cancer then and I was [off sick] would I go on 

the redeployment [the manager said] yeah and I’m thinking wow that is absolutely terrible” 

(P34, Male, Clinical/Operational, 0 shifts absent). This extract further highlights the negative 

perceptions of a strict and unfair sickness absence policy. Such comments indicate that there 

is no flexibility with individuals who are required to have frequent sickness absence spells due 

to life-threatening conditions. Moreover, the threat of dismissal for individuals who have 

conditions such as cancer further indicates how unsupportive the policy is, as these individuals 

cannot choose whether to go sick or not. 

One participant reported that "the sickness absence policy isn't supportive of our role" (P49, 

Female, Clinical/Operational, 5 shifts absent). This indicates that aspects of the working 

environment, such as the increased risk of infection for road staff and injuries, are not being 

considered in the current policy. In particular, participants highlighted the need for the policy 
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to be "more accommodating for injuries at work" (P49, Female, Clinical/Operational, 5 shifts 

absent). This would mean that if staff had a work-related injury (such as a musculoskeletal 

injury due to lifting a patient) or were exposed to an infection that a patient had, they would 

not be penalised and risk dismissal. 

6.2.4.4 Methods to improve sickness absence 

With regards to improving sickness absence, participants reported several ways in which they 

believed sickness absence could be improved within the ambulance service. These methods 

include taking personal responsibility for health, health screenings and exercise incentives.   

Participants felt that individuals needed to “take a bit of responsibility for their own health 

instead of just blaming the system all the time” (P1, Male, Clinical/Operational, 0 shifts 

absent). This indicates that individuals are in charge of their own health and should control 

their exposure to infection. For example, participants believed that “it’s up to us individually 

to make sure we’re really vigilant with wearing gloves using hand gels wearing masks” (P49, 

Female, Clinical/Operational, 5 shifts absent). This indicates that staff should take precautions 

when exposed to ill patients rather than blaming the ambulance service for exposing them to 

infections.  

Participants also believed that the health of individuals could be assessed at work through 

health screenings. This is something that the ambulance service offered previously “when I 

first started every five years you’d go for a health screening… keeping an eye on your blood 

pressure your eyesight make sure your vaccines are up to date” (P29, Male, 

Clinical/Operational, 0 shifts absent). However, nowadays “there doesn’t seem to be any 

particular health screening if you like it is more or less left up to yourself I mean the only time 

I visited my doctors is when I’ve actually been unwell” (P29, Male, Clinical/Operational, 0 

shifts absent). This indicates that health screenings are no longer offered to employees, which 

means that individuals are left in control of their own health. Participant 29 suggests that this 

may be too late for some as they only attend the doctors when they are actually unwell. There 

seems to be a retroactive emphasis where individuals only seek help if they require it, rather 

than preventing health conditions from developing in the first place. By monitoring employees’ 

eyesight, blood pressure and vaccinations can help prevent chronic conditions associated with 

these, such as heart conditions.  

With regards to improving employee health, participants believe that the ambulance service 

should provide staff with incentives to engage in exercise. Physical activity is linked to several 
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positive health outcomes and can decrease the individual’s risk of sickness absence (Amlani & 

Munir, 2014).  

It would be nice if [redacted] did that to be fair like gym membership or 

something like that it sounds daft but I can’t afford gym membership if I wanted 

it so if there was a significant discount with that then I would probably use it 

and it would be nice to do more fitness stuff” (P46, Male, Clinical/Operational, 

1 shift absent)  

Offering incentives on fitness activities, such as the gym, could increase exercise participation. 

Financial constraints, such as those described by participant 46, may be a barrier for employees 

to engage in physical activity. Therefore, providing staff with a discount or free membership 

could increase their likelihood of engaging in physical activity.  

6.2.5 Experiences of sickness absence  

Experiences of sickness absence refers to participants’ personal experience of sickness 

absence. There are three main themes that encapsulate participants’ experiences of sickness 

absence which refer to ‘using sickness absence as other types of leave', ‘making a decision to 

go sick' and ‘guilt for being absent'. The theme ‘using sickness absence as other types of leave' 

refers to participants using sickness absence for a holiday rather than because they are ill and 

are unable to perform their daily duties. ‘Attending work whilst sick" concerns the reasons why 

participants attend work despite being sick. This theme has two sub-themes which refer to some 

of the thoughts that participants engage in during the decision-making process. The first is 

‘scared to go sick' and refers to the fear participants have for going sick due to the punitive 

measures in place if they have too much sickness absence. The second is ‘presenteeism' which 

is linked to ‘scared to go sick' as participants who felt scared to go in sick would be present at 

work, despite being ill. The final theme ‘guilt for being absent' relates to the feeling that 

participants experience when they engage in sickness absence. This stems from the view that 

participants are letting colleagues and patients down.  

6.2.5.1 Using sickness absence as other types of leave 

Although sickness absence is traditionally viewed as absence from work due to an accident, 

illness or chronic condition (Heart of England NHS Trust, 2010), participants report using 

sickness absence as other types of leave. One participant reported that “there’s a lot of 

frustration within the ambulance service and a lot of it is very basic stuff and its down to stuff 

like getting holiday" (P19, Female, Clinical/Operational, 40 shifts absent). This extract 

indicates that participants feel that obtaining leave, such as holiday, is challenging, which is 
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frustrating for employees. Because of this, it is evident that some individuals use sickness 

absence as other types of leave rather than using it for when they are sick. 

With regards to obtaining annual leave, participants reported that sickness absence was used 

instead of attempting to acquire a holiday. One participant stated that "there are probably some 

people that if they know they're not going to get time off when they want it they will probably 

use sickness as leave to get the time they want” (P29, Male, Clinical/Operational, 0 shifts 

absent). This indicates that sickness absence could be used by individuals to have specific time 

off from work rather than attempting to access annual leave, which is difficult and frustrating. 

This also highlights that sickness absence is used as a more flexible way of accessing time off 

work.  

When discussing why participants felt they needed to use sickness absence as a way to obtain 

time off from work, one participant commented that other colleagues would "book a weeks 

sickness… just like they'd book a week's holiday I guess if you feel like your underpaid and 

undervalued then it’s a way of getting something back out of the service" (P46, Male, 

Clinical/Operational, 1 shift absent). Such comments further highlight the flexible nature of 

sickness absence, particularly when staff feel they deserve to take time off work. This is due to 

staff feeling undervalued within the workplace, which also indicates sickness absence may be 

used as retaliation in response to this.  

6.2.5.1 Attending work whilst sick  

When discussing their experiences with sickness absence, participants reported that 

occasionally they attend work whilst sick, which is also known as presenteeism (Schultz & 

Edington, 2007). One participant stated that they have no choice to come into work when they 

are sick. 

I’ll often come into work not able to talk I’ll croak and people will say what the 

hell are you doing at work well I’ve got no choice I’ve got to otherwise you 

know I’m threatened to have my job taken away from me (P49, Female, 

Clinical/Operational, 5 shifts absent)  

 

Such comments indicate that participants have a fear of sickness absence due to the severe 

repercussions of having too many absence spells. Presenteeism has been linked to future 

episodes of sickness absence (Taloyan et al., 2012), suggesting that participants are putting 

themselves at further risk of ill health if they attend work whilst sick. This may be due to the 

inability to recover from infection or disease whilst at work. The extract above suggests that 
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participants have no other option than to work when sick; otherwise, there are severe 

consequences. 

This fear of sickness absence also feeds into the decision-making process that participants have 

when weighing up the option of whether to engage in sickness absence. One participant 

reported that "I could have done with some [sickness absence] but you don’t because it stresses 

you out thinking about it so I’d rather just go to work and come home knowing I’ve done it” 

(P50, Female, Clinical/Operational, 0 shifts absent). This extract suggests that it is second 

nature to go to work when sick because it avoids an internal battle that causes frustration and 

potentially additional stress for the individual. This internal battle of deciding whether to attend 

work or not is also evidenced by the participant’s attempts to get reassurance from 

management.  

I remember one shift I went in and I was sneezing everywhere and I wasn't sure 

if to turn up or not I was fine in myself but I couldn't stop sneezing because I 

had a cold quite a bad one I say to my line manager and she said if you feel all 

right then carry on so I did carry on but I did just need to sneeze all over other 

colleagues and patients all night (P46, Male, Clinical/Operational, 1 shift 

absent)  

 

Such comments indicate that participants seek reassurance from other colleagues in order to 

justify their decision to either attend work or engage in sickness absence. This justification is 

also rooted in the perceptions that other colleagues may have about specific reasons for 

sickness absence. For example, one participant, when they had a cold, stated that “I can’t go 

off sick because it’s frowned upon not for a cold people would laugh at you” (P50, Female, 

Clinical/Operational, 0 shifts absent). This extract indicates that minor illnesses, such as a cold, 

were not viewed as legitimate absences. Such constructions meant that employees did not feel 

like they could take a leave of absence for minor illnesses and that it would have to be 

something major in order to avoid judgement from other employees.  

A difference was identified in the way that management and operational/clinical participants 

viewed presenteeism. One participant who had managerial experience commented that they 

have the opportunity to “ring up and sort of say right I’m not going out to any patients today 

but I’ve got all this paperwork to do and all that paperwork to do so I’ll just stop in the station 

and get it done” (Participant 5, Male, Clinical/Operational, 4 shifts absent). However, another 

clinical/operational participant stated that “I’ve gone to work with a migraine and it affects my 
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vision I get peripheral vision issues so my colleague is having to do all the driving” (P49, 

Female, Clinical/Operational, 5 shifts absent). This extract indicates that staff with roles that 

involve being on the road attending to patients do not have this luxury of being able to choose 

whether or not they are responding to patients as it is the core part of their job. For management, 

they are able to choose to engage in alternative jobs whilst attending work sick, such as 

finishing paperwork in the office. This suggests that colleagues in the ambulance service have 

differing levels of control over the extent to which they are able to engage in presenteeism or 

sickness absence.  

However, for management, there is also an increased pressure to engage in presenteeism 

because “nobody else could do what I was doing and there was things that had to be done had 

to be planned and sorted and nobody else could take that over” (P5, Male, Clinical/Operational, 

4 shifts absent). This indicates that presenteeism in the ambulance service may also stem from 

a lack of qualified resources that are able to fill in for colleagues who are absent, particularly 

amongst management.  

When discussing presenteeism, participants felt that the guilt they experience for being absent 

from work drove them to attend work whilst sick or return to work sooner than required.  

The guilt participants felt for being absent from work stemmed from the perception that "the 

team is under such a massive amount of stress to lose somebody from the team does make a 

difference" (Participant 5, Male, Clinical/Operational, 4 shifts absent). Staff feel that being 

absent from work may impact the workload of staff that remain at work whilst they are on 

sickness absence. One participant reported that the guilt was related to "not wanting to let my 

crewmate down" (P29, Male, Clinical/Operational, 0 shifts absent). This indicates that 

engaging in sickness absence may be influenced by others and that individuals who take their 

colleagues into consideration may feel more guilt when taking a leave of absence.  

Participants feeling guilty for taking sickness absence also stems from “management [make] 

you feel worse because you feel bad about the fact that there’s an ambulance off the road 

because you haven’t turned in” (P19, Female, Clinical/Operational, 40 shifts absent). Such 

comments indicate that management put pressure on staff to attend work and make them feel 

responsible for one less resource. The ambulance service is already under immense pressure to 

deliver a service that has suffered financial and resourcing cuts in the past decade (Leys, 2016). 

As a result, staff may feel guilty because they feel as if they are contributing to this problem of 

a lack of resources, particularly when management is suggesting you are the reason why an 

ambulance is off the road. 
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However, feeling guilty for taking a leave of absence can also influence individuals to engage 

in presenteeism. For example, one participant stated that “I felt that guilty that I went back” 

(P50, Female, Clinical/Operational). This extract suggests that guilt can be severe enough that 

it can force employees back to work before they are ready, which may worsen their condition 

depending on the illness. This may then subsequently lead to further sickness absence spells.  

6.3 Summary 

In summary, the findings from the quantitative phase have demonstrated an association 

between decreasing levels of social support and an increased likelihood of sickness absence. 

Moreover, associations were found between avoidance coping styles, mixed coping styles and 

an increased likelihood of sickness absence compared to rational coping styles. The findings 

from the qualitative phase have demonstrated that participants utilise sickness absence to 

maintain their physical and psychological wellbeing, when they are feeling run down and also 

to protect others. Participants also have a negative but accepting perception of sickness 

absence, demonstrating their understanding that sickness absence is likely to occur in the 

working environment. Participants also perceived the current sickness absence policy to be 

strict and unfair. With regards to participants’ experiences of sickness absence, participants 

reported using sickness absence as other types of leave, such as annual leave and discussed 

engaging with presenteeism rather than sickness absence.  

The following chapter will integrate the results from both phases to provide information on 

how the qualitative findings help support and explain the quantitative findings.  

 
 
 
   

  

 

 

 Chapter 7 Discussion of Results 

 
Chapter 6 provided the results of the quantitative and qualitative phases of this explanatory 

sequential mixed methods study. Consistent with this type of mixed methods approach, this 

chapter presents the integration of the quantitative and qualitative results. As previously 

discussed in Chapter 5, priority was given to both phases as together they provide an 
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opportunity to expand on the association between stress, coping styles and sickness absence 

whilst providing insight into participants’ experiences and perceptions. 

The integration of mixed methods took place using two approaches as outlined in Chapter 4. 

Firstly, a participant selection model was used that allowed specific participants of interest 

from the quantitative phase (such as those with low or high levels of work stress), to be 

recruited for the qualitative phase.  This ensured that participants with a diverse range of coping 

styles and experience with stress and sickness absence were interviewed.  

The second method of integration utilises a weaving approach, proposed by Fetters et al. 

(2013), which forms the basis of this chapter.  The method of weaving includes integrating the 

quantitative and qualitative phases on a case-by-case basis using the quantitative findings as 

the groupings. For example, any associations found between variables in the quantitative 

findings will be explained by the qualitative findings. Within this context, associations refer to 

any statistical relationships between variables as outlined in Chapter 6. Weaving is a useful 

approach in this context as it provides a narrative that enhances and provides explanations for 

the quantitative results (e.g. Abdoola et al., 2017).   

7.3 The association between work-related stress and sickness absence 

It was hypothesised that ambulance employees with higher levels of work stress (workload, 

perceived control, responsibility and low social support) would report a greater number of 

shifts absent across six months. The results provided partial support for this hypothesis as an 

association was only found between low social support and an increase in sickness absence. 

However, no association was found between other work-related stress (such as workload, 

perceived control, responsibility) and sickness absence.  

These findings provide further support for the stress-reaction hypothesis and the theoretical 

framework developed in Chapter 2. The theoretical framework suggests there is a relationship 

between inappropriate coping resources (such as low social support) and exhaustion and 

immune system vulnerability leading to illness and sickness absence (Bakker et al., 2007). 

Moreover, the theoretical framework could also explain why no evidence was found for an 

association between workload, responsibility, control and sickness absence. This could be due 

to individual differences, such as personality or an evaluation of appropriate coping resources 

(Gründemann & Vurren, 1998; Hart & Cooper, 2001; Lazarus & Folkman, 1984) which meant 

that individuals’ immune systems were not affected by the exposure to stress.   
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Furthermore, a possible explanation may be that a lack of social support is considered both a 

source of stress and as a method of coping with stress (Kleber & Van Der Ploeg, 2003). 

Therefore, social support would not only be beneficial in overcoming stress, but a lack of social 

support further intensifies the original stressor, increasing sickness absence (Sterud et al., 

2008).  

A lack of social support in the ambulance service may stem from several barriers including the 

culture of the ambulance service. Research has argued that a sense of bravado is central to the 

ambulance culture (Bounds, 2006), which results in employees being hesitant to discuss 

emotions due to a fear of being unprofessional (Steen et al., 1997). Moreover, social support 

for staff can also be obtained outside of the workplace with family and friends. Previous 

research has also suggested that within emergency services roles, obtaining support from 

family and friends can sometimes be difficult due to the reluctance of ambulance staff sharing 

details of the stressors they experience in the workplace (Mildenhall, 2012). Therefore, the 

finding that a lack of social support increases the likelihood of sickness absence coupled with 

the barriers ambulance service employees experience, could be an area of development with 

regards to an intervention that could reduce sickness absence.  

Social support originates from the perception that an individual is “cared for and 

loved…esteemed and valued” feeling as if they “belong to a network of communication and 

mutual obligation” (Cobb, 1976, p. 300).  

A lack of social support is considered a source of work-related stress as outlined by the Job-

Demands-Resources model (Bakker et al., 2007) because of its ability to intensify job demands 

and other occupational stressors. Therefore, a lack of social support in the working 

environment could mean employees are more susceptible to experiencing higher levels of stress 

compared to those who have access to social support. Moreover, it is also considered a 

mechanism of coping that serves as a protective factor against stress (Ozdemir & Arslan, 2018). 

This suggests that social support has the potential to both increase and decrease levels of stress.  

There are several types of social support that can be both formal, such as the Peer to Peer (P2P) 

programme, or informal such as having a coffee with a colleague (e.g. Hugelius et al., 2014). 

These can be further split into emotional (obtaining sympathy or care from others), 

instrumental (physical help), informational (advice and guidance) and appraisal (information 

for self-assessment) (Taylor, 2011).  

Based on the theory surrounding stress and illness, an increase in stress can increase the 

likelihood of becoming ill due to the suppression of the immune system (Dhabhar, 2009). As 
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a result, the finding that decreased social support is associated with sickness absence suggests 

that social support may be a crucial factor in the relationship between work-related stress and 

sickness absence.  

Social support can arise from several avenues including friends, family, colleagues and 

management (Donnelly et al., 2016). However, it was apparent that participants felt generally 

unsupported at work with one participant stating that "I don't think there's a great deal of 

support anywhere" (P5, Male, Clinical/Operational, 4 shifts absent). When discussing the 

sources of support that participants accessed, they spoke about obtaining support from family 

members, such as their partners. However, this type of social support came with several 

challenges including participants feeling as if they are creating a one-sided conversation, which 

sometimes led to arguments ‘it's all me me me sometimes and it can lead to an argument" (P4, 

Male, Clinical/Operational, 3 shifts absent). Moreover, participants found that support from 

other colleagues was the best source of support as “they seem to be the best people to speak to 

about things I think it's because they're they know exactly what it's like what you've dealt with” 

(Participant 29, Male, Clinical/Operational, 0 shifts absent).  

From the qualitative results, it seems that although some participants felt that they were being 

unsupported, participants did have access to social support networks such as other colleagues 

and friends or family members. Therefore, low social support in the ambulance service may 

not arise from the lack of opportunities to engage in social support but from other avenues, 

such as the barriers that participants experienced when seeking support.  

Participants identified that confidence and previous experiences were a barrier to seeking social 

support. One participant felt patronised by the types of support the ambulance service had 

provided in the past.  

We’ve been given squeezy ambulances to squeeze if we get tense and I 

thinking right okay… I find this so patronising and I’ve told them so 

they gave us lollipops to hand out if we feel like somebody’s done a 

really good job and I’m thinking I’m sorry but I left junior school at the 

age of 10 you know we’re flipping adults just treat us like adults you 

know (P34, Male, Clinical/Operational, 0 shifts absent)  

This negative experience that participants had may have affected their ability to seek support 

from the service in the future. Additionally, the perception that staff felt unsupported also 

stemmed from the lack of visible management within the workplace and the lack of time to be 

able to seek social support and have a conversation.  
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I suppose my immediate line manager is always there often you don’t 

see a lot they’re not that visible because they work [different] shifts so 

you don’t see them and then there’s a lot of time constraints to sit down 

(P4, Male, Clinical/Operational, 3 shifts absent) 

Additionally, when participants were discussing their stressors in the workplace, they referred 

to management being a source of stress. One participant spoke about dealing with 

“management issues” (P47, Male, Clinical/Operational, 0 shifts absent), which stemmed from 

a high turnover of management, which meant that “it’s hard for anyone to build proper 

rapport… so I think when you go out and do your job you’re pretty much working isolated 

(P19, Female, Clinical/Operational, 40 shifts absent). Overall, participants felt as if they were 

being mistreated and undervalued by management staff, which may explain why low levels of 

social support were found amongst participants in the quantitative phase.  

It was evident that staff felt supported by other colleagues, such as their crewmates, but not by 

other members of staff, such as management. Participants also faced several barriers when 

accessing social support, which may have prevented them from receiving adequate support. 

Overall, the qualitative findings help explain why low levels of social support exist within the 

ambulance service. Moreover, the qualitative results are able to partly explain why social 

support is associated with stress, which stems from the notion that a lack of social support leads 

to increased levels of stress, as seen when discussing the stress experienced as a result of 

management issues.  

The results from this study are consistent with previous research into ambulance wellbeing that 

suggests low levels of social support are present in the ambulance service (Mahony, 2001; 

Sterud et al., 2011; Young & Cooper, 1995). Furthermore, the results also support previous 

research that suggests the perception of social support is more important than whether social 

support is actually received by an individual (e.g. Soh et al., 2016). For example, this study did 

not measure the extent to which social support was received but measured how supported an 

individual felt by their colleagues, family, friends and management. As a result, this further 

highlights the importance of perceived social support in feeling like a valued and cared for 

member of staff.  

Within the research, specific factors of work stress, such as workload, perceived control and 

responsibility, were not associated with increased sickness absence. This suggests that these 

sources of stress may not directly impact sickness absence as a whole. Evidence suggests that 

the ambulance service experience intense workloads, have limited control and high levels of 
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responsibility for patients (e.g. Johansson et al., 2013). However, this study did not provide 

any evidence that these sources of work-stress were associated with sickness absence. 

It is important to note that although there was no evidence to suggest that workplace stressors 

of workload, perceived control and responsibility were associated with sickness absence, it 

does not mean that staff are not affected by these. The descriptive statistics for workload, 

perceived control and responsibility highlight that staff reported some/a lot of stress related to 

workload and responsibility and low levels of control. However, this study cannot determine 

whether these work-related stress factors had an impact on any other organisational outcomes, 

such as turnover.  

7.4 The association between coping styles and sickness absence 

It was also hypothesised that ambulance employees with avoidant coping styles will report a 

greater number of shifts absent across six months. The results supported the hypothesis as an 

association was found between avoidance coping and an increase in sickness absence, 

compared to rational coping. One unanticipated finding was an association between a mixture 

of coping styles and an increase in sickness absence, compared to rational coping.  

With reference to the theoretical framework, inappropriate coping resources that do not 

effectively deal with the stressor could lead to the stressor being experienced continuously, 

leading to illness and subsequent sickness absence. This is supported within the literature 

surrounding coping styles and sickness absence with Gershon et al. (2008) suggesting 

avoidance mechanisms are not effective in reducing or tolerating the effects of stress.  

The results from the quantitative phase found participants with avoidance coping styles were 

4.83 times more likely to have a shift absent compared to those with rational coping styles. 

Avoidance coping styles are defined as a use of strategies that allow for individuals to avoid 

sources of stress (Chang et al., 2006). Avoidance coping can either take place through 

behaviour (such as physically withdrawing oneself from a situation) or cognitive (such as 

distraction) (Allott et al., 2015).  

Participants reported using avoidance coping strategies both within the workplace and at home. 

For example, one participant stated that at work they "will get away from the situation if I can 

I'll go make the drinks for everyone just to get me out and away from the situation" (P34, Male, 

Clinical/Operational, 0 shifts absent). Whereas at home, participants had a chance to avoid the 

situation and distract themselves using hobbies such as “the guitar a bit the keyboards a bit just 

for my own pleasure… I find that a way of just kind of switching off if you like” (P29, Male, 
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Clinical/Operational, 0 shifts absent). These two extracts demonstrate both behavioural and 

cognitive avoidance strategies that participants use in different environments.  

The qualitative results partly explain why avoidance coping is associated with an increased 

likelihood of sickness absence through the barriers participants experience when coping with 

stress. For example, one participant noted that a lack of time during a working day did not 

allow them to engage in coping strategies.  

We work very long shifts so effectively I don’t get home anyway till sort 

of gone 7 o’clock in the evening if I’m on the day shift…we’ll have 

dinner and then basically watch an hour of TV and then if I’m back on 

days the next day I’m in bed by 10 o’clock so nothing there (P5, Male, 

Clinical/Operational, 4 shifts absent)  

This suggests that participants do not have the time to engage in problem-focused coping 

strategies, which could include seeking social support to address problems at work. Therefore, 

individuals may turn to using more immediate coping strategies to overcome the stress 

experienced. The literature suggests that engaging in avoidance coping is the first reaction to a 

stressful stimulus (Endler, 1997), which highlights why individuals who have a lack of time to 

cope may use this type of coping style. Moreover, the link to sickness absence stems from the 

stress being ineffectively dealt with, which is demonstrated in previous research that suggests 

avoidance coping strategies are ineffective as they do not deal with the root of the stressor 

(Hershcovis et al., 2018).  

The association between avoidance coping and sickness absence can also be demonstrated by 

Kristensen’s (1991) notion that sickness absence is a type of avoidance behaviour. Participants’ 

reasons for engaging in sickness absence included using it as a way of having a break from 

work. One participant stated that "we just get hammered and hammered all the time…[I] will 

have a week off just to reset myself and calm down" (P1, Male, Clinical/Operational, 0 shifts 

absent). This partly explains why avoidance coping is associated with an increased likelihood 

of sickness absence as it can both be an ineffective coping mechanism and a reason for why 

individuals are absent from work.  

A mixture of coping styles refers to participants that scored similarly on multiple coping styles, 

which suggests they engage in more than one type of coping strategy. Participants reported that 

previous experiences of difficulties shape the coping they engage in when exposed to stressors 

in the future. 



213 

 

I’ve been hammered in the military for 20 odd years and 18 hour patrols 

and all that so you know a couple of miles on the truck [ambulance] is 

no big deal to me but I think some of the younger ones that are coming 

in haven’t had that exposure (P1, Male, Clinical/Operational, 0 shifts 

absent)  

For example, one participant stated that newly qualified staff are “struggling with the stress of 

the job" (P47, Male, Clinical/Operational, 0 shifts absent), which stems from the inability to 

build tolerance and resilience. As a result of this, individuals may use multiple coping strategies 

as they lack the experience as to which coping style is more appropriate for certain situations, 

which means they are unable to cope with stress effectively.  

The association between an avoidant coping style and an increased likelihood of sickness 

absence could be explained through the use avoidant coping styles to physically and mentally 

withdraw from the workplace (Allott et al., 2015). Individuals who avoid stressors through 

distraction or physical withdrawal may avoid the workplace by using sickness absence, which 

supports Kristensen’s (1991) theory that sickness absence is an avoidant coping mechanism. 

Van Rhenen et al. (2007) suggested that individuals who use sickness absence for the purpose 

of avoiding the working environment do not reduce the levels of stress they experience, as the 

stressors are still present when the individual returns from their absence (Herschcovis et al., 

2018). This may partially explain why individuals who use avoidance coping mechanisms are 

more likely to engage in sickness absence if they do not actively cope with the stressor. 

Furthermore, these results may also be related to the stressors experienced in the working 

environment. For example, Endler (1997) suggested that avoidance coping is the first reaction 

to a stressful stimulus. Therefore, for ambulance employees, avoiding the stressor through 

distraction may be an appropriate method of coping to assist the employee in upholding their 

emotions in the workplace, particularly in front of patients. 

Overall, the findings support previous research that identified individuals with avoidant coping 

styles are more likely to be absent from work (van Rhenen et al., 2008). Furthermore, it 

supports research that found evidence to suggest individuals with problem-focused or rational 

coping styles were less likely to be absent from work as no association was found between a 

rational coping style and sickness absence (Schreuder et al., 2011).  

One unanticipated finding was the association between mixed coping styles and an increased 

likelihood of sickness absence. Individuals who had mixed coping styles were identified as 

having a mixture of coping if they scored highly on more than one coping style (Roger et al., 
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1993). This result may suggest that compared to rational or problem-focused coping, having 

more than one coping style is detrimental and may increase sickness absence.  

Participants with mixed coping styles reported having both rational and emotional, rational and 

detached or emotional and avoidance coping styles. One explanation for these results could 

stem from the participants use of these coping styles in specific situations. Skinner et al. (2003) 

highlighted that coping is not one fixed behaviour but a series of actions that are consistent 

over time. This may suggest that individuals with mixed coping styles may use a different 

coping style depending on the situation.  

However, there is a lack of evidence to suggest that this why the participants scored highly on 

two coping styles. Traditionally, research into coping styles focuses on one or two coping styles 

as separate, independent factors (Trouillet et al., 2011). As a result, there is a lack of research 

investigating why and how a mixture of coping styles exists and the benefits or detriments this 

may have for individuals and the way they cope with stress.  

With regards to the definition of coping styles, Sahler (2009) suggested coping styles combine 

an individual’s personality, perception of the stress and locus of control. These factors 

individually concern complex human behaviour, therefore combining these to create one 

coping style promotes a reductionist viewpoint. The extent to which a questionnaire can group 

coping behaviours into one coping style is limited. This is due to the inability to provide a full 

typology of coping as individuals engage in a range of different actions when dealing with 

stressful situations (Skinner et al., 2003). As a result, the mixed coping styles seen within this 

research further highlights the complexity of grouping individuals into one coping style. 

Another unanticipated finding from the quantitative phase was the number of shifts off sick for 

each employee group. Within the current study, management employees (within Team Leader 

or Operations Management roles) had, on average, a higher number of shifts absent compared 

to other employees such as Paramedics and Ambulance Technicians. Therefore, indicating the 

management employees may be the primary focus if the ambulance service aim to improve 

their levels of sickness absence.  

Following on from the quantitative phase, the qualitative phase aimed to answer two research 

questions. Firstly, what are employees’ reasons, experiences and perceptions of sickness 

absence? Secondly, what do ambulance staff perceive should be included in an intervention to 

target sickness absence?  
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Participants outlined that reasons for sickness absence went beyond the traditional definition 

of a period of absence from work occurring when an individual or their GP assesses the 

individual as being unfit to attend work due to the sudden onset of illness, chronic condition or 

accident. Reasons for sickness absence stemmed from their own physical and psychological 

wellbeing in addition to protecting others. Participants suggested that sickness absence was 

used to have a break from work, occurred when participants were feeling run down and because 

participants experienced stress, were unable to cope with stress or were unable to seek social 

support. Participants also reported using sickness absence as other types of leave, such as 

annual leave, due to the inability to access allocated time off work. Participants also reported 

that instead of engaging in sickness absence, they would frequently attend work when sick 

(also known as presenteeism) because they felt guilty for being off work or had a fear of 

engaging in more sickness absence because of having a negative effect on their record.  

Overall, participants perceived sickness absence negatively but had a general acceptance of it, 

as they understood that it occurred frequently within their occupation due to the increased risk 

of infection. Participants perceived that there was a strict and unfair sickness absence policy 

that was used as punishment to staff. Despite an overall negative view of sickness absence, 

participants perceived that there were a number of methods that could be used to improve 

sickness absence in the organisation. These included taking precautions around ill patients, 

health screenings and introducing exercise incentives. These will be discussed in more detail 

in section 8.2.   

Within the research, specific factors of work stress, such as workload, perceived control and 

responsibility, were not associated with increased sickness absence. The qualitative results 

highlight that there are potential deeper reasons as to why individuals engage in sickness 

absence that may not necessarily relate to stress. For example, participants reported using 

sickness absence in a more practical way because they were unable to obtain annual leave and 

needed a break from work. This suggests that there may be additional reasons as to why 

ambulance staff engage in sickness absence that goes beyond experiencing high levels of stress.  

The qualitative results provided further explanation of the association between stress, coping 

styles and sickness absence. Throughout the interviews, participants suggested that sickness 

absence was used to have a break from work due to feeling run down, experiencing stress, were 

unable to cope and seek social support. Theoretical underpinnings of sickness absence suggest 

that an individual’s experience of unhealth and illness can contribute to adopting the sick role 

and engaging in sickness absence (Alexanderson, 1998). This was supported within the 

qualitative interviews when participants suggested they used sickness absence if they were 
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feeling run down or needed a break from work. This highlights that if participants perceived 

they were feeling run down, then they engaged in sickness absence, which formed the first step 

in adopting the sick role.  

Moreover, participants’ accounts of their use of sickness absence supports the stress-reaction 

hypothesis, suggesting sickness absence occurs due to prolonged exposure to stress, although 

the quantitative findings did not support this. Although not previously considered as an 

underlying theoretical principle for this thesis, the withdrawal-hypothesis was also evident 

within participants’ accounts of sickness absence. For example, within the need to take a break 

from the workplace or as a result of the inability to obtain and access allocated time off work 

(such as annual leave). Support for both the withdrawal and stress-reaction hypothesis highlight 

that there is not one, unanimous reason or underpinning theory for sickness absence, but 

highlights that it is individual and may occur for several reasons.  

Participants reported engaging in presenteeism due to the guilt felt for being off work and due 

to the fear of sickness absence having a negative effect on their attendance record. This use of 

presenteeism could explain why sickness absence rates in the ambulance service are high, as 

presenteeism is a risk factor for future sickness absence spells (Taloyan et al., 2012). Webster 

et al. (2019) suggest this is due to the spread of infectious diseases when an individual attend 

work when ill. Furthermore, Hansen and Andersen (2009) suggests this is due to individuals 

having inadequate time to recover from illness when they attend work. As a result, it could be 

suggested that if employees fear the sickness absence policy, this fear may motivate them to 

attend work when sick. They are then putting themselves and other employees at risk of future 

sickness absence.  

Previous research has stated that fear is a strong driver for engaging in presenteeism and can 

stem from the fear of dismissal or of negative attitudes towards an individual when they are off 

sick (Kinman et al., 2019). Participants perceived the sickness absence policy as strict, unfair 

and used to punish staff. This finding was supported by Kinman and colleagues who identified 

that a fear of sickness absence arises from punitive management and sickness absence policies 

that shape into an overall negative view of sickness absence. This is consistent with the findings 

in this thesis, as participants had a negative attitude towards sickness absence. As a result, there 

should be policies in place in order for individuals who take advantage of sickness absence to 

be sanctioned, but it should not come at a cost for individuals who are sick and require the time 

off from work to recover. However, there seems to be a thin line between individuals who take 

advantage of sickness absence and those who do not and both extremes should be mitigated, 

and a wider focus of overall health should be provided to staff.  
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With regards to participants’ experiences of sickness absence, the decision to attend work or 

engage in sickness absence may be a stressful experience in itself. This is particularly relevant 

if employees are weighing up the positives and negatives of attending work by considering the 

fear and guilt of their decision as outlined by Kinman and colleagues (2019). Not only could 

this impact participant’s decisions to engage in presenteeism or sickness absence but could 

increase their levels of stress.  

Overall, the qualitative phase highlighted that ambulance employees are at an increased 

likelihood of sickness absence due to consistent exposure to infectious environments, such as 

patients’ homes and hospitals. Therefore, there is a general understanding from participants 

that ambulance employees will experience a higher level of sickness absence due to increased 

exposure to infection. However, this study found that the problem lies within the sickness 

absence policy as participants believed that the current policy did not acknowledge these risks.  

7.5 Summary 

This chapter has demonstrated that the qualitative findings confirmed and helped formulate 

possible explanations for the findings in the quantitative phase. The qualitative findings 

confirmed the quantitative findings that a lack of social support was present within the 

participants’ environments, further highlighting that social support is an area to focus on if the 

ambulance service want to improve sickness absence. Within the interviews, participants 

provided additional information with regards to why low social support was reported in the 

service. For example, participants stated that there were plenty of support services, but it was 

accessing these that were a barrier for employees.  

The qualitative findings also supported the quantitative findings in relation to the coping styles 

that participants utilised. Participants reported that using cognitive and behavioural distractions 

to withdraw themselves from a stressful situation was particularly beneficial. Furthermore, the 

qualitative results suggest that participants engaged in avoidance coping as the first coping 

strategy as they did not have time to utilise other types of active coping mechanisms. As for 

mixed coping styles and an increase in sickness absence, the qualitative findings suggested this 

may be due to an inability to build appropriate coping strategies.  
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Chapter 8 Conclusion 

8.1 Overview of thesis’ aims and objectives 

This thesis originated from theory surrounding stress and coping that suggested sickness 

absence is due to increased exposure to stress in the environment (Schaufeli et al., 2009). 

Research suggests that ambulance service employees are exposed to several operational 

stressors, such as workload, a lack of control and responsibility in addition to daily hassles 

(Larsson et al., 2016). Moreover, theory surrounding stress, such as the Transactional Model 

of Stress and Coping (Lazarus & Folkman, 1984), suggests individuals appraise their ability to 

cope with stressors and if they perceive an inability to cope, they will continue to experience 

stress. Specific coping styles, such as avoidant coping, have been associated with higher levels 

of sickness absence due to the maladaptive nature of the coping behaviours, as they do not 

target the stressor directly (Gershon et al., 2008; van Rhenen et al., 2008). Together, this 

evidence suggests that stress and an inability to cope may lead to higher levels of sickness 

absence.  

Due to the theoretical and empirical evidence surrounding the relationship between stress, 

coping and sickness absence, the main aim of this thesis was to investigate sickness absence in 

the ambulance service and its association with stress and coping whilst developing ways in 

which it can be improved.  

Firstly, a systematic review was conducted to establish any existing interventions that were 

effective in reducing sickness absence. As there was limited evidence of interventions within 
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the ambulance service, this review was widened to include healthcare workers and an 

applicability framework was applied to the interventions to assess whether they could be 

applied to the ambulance service population. The results from the systematic review 

highlighted that there is currently a lack of interventions to reduce sickness absence that can 

be adequately applied to the ambulance service due to constraints within delivery and 

acceptability by staff. To explore possibilities of improving sickness absence, key factors 

associated with sickness absence and the ambulance service were investigated using an 

explanatory, sequential mixed methods study. This study aimed to investigate the extent to 

which stress and coping styles were associated with sickness absence (quantitative phase) in 

addition to exploring employees’ reasons, perceptions and experiences of sickness absence 

(qualitative phase). 

Before discussing the results of the study two, it is important to consider the underpinning 

epistemological and ontological position of the researcher with regards to how pragmatism 

influenced the findings. Firstly, the findings have been interpreted with a pragmatism lens, 

meaning that a focus has been bought to the practical application of these findings to solve the 

research problem of sickness absence (see section 8.3). Furthermore, it is important to note that 

there is an understanding from a pragmatist perspective that other researchers may interpret the 

findings differently and that stress, coping styles and sickness absence only consist of a small 

area of the working environment and may not account for the overall picture.  

 

8.2 Contributions to knowledge  

Ambulance services in the United Kingdom have some of the highest sickness absence rates 

compared to other NHS employees (NHS Digital, 2019). Alongside this, the variability in 

sickness absence rates are evident in ambulance services across England, with the most 

common absences ranging from gastrointestinal problems, influenza and anxiety, stress and 

depression (East Midlands Ambulance Service, 2019). Previous research has focused on the 

impact of ambulance workload on general health (e.g. Betlehem et al., 2013) and older, 

descriptive studies have focused on identifying the causes of sickness absence in the UK 

ambulance service (Stilwell & Stilwell, 1984). However, research into organisational outcomes 

such as sickness absence within this population have focused on services in other countries 

such as Norway and Sweden (e.g. Aasa et al., 2005) and lack participants working in dispatch 

or 999 call centres.  
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The financial implications of sickness absence have been established by several reports such 

as the Boorman Review (2009) and by FTI Consulting (2015), both of whom specified that 

ambulance services could save money through reducing sickness absence. For example, FTI 

consulting suggested that if EMAS reduced their levels of sickness absence from above 5% to 

a level similar with WMAS (3.8%), they could save £5.7 million per year. Alongside the 

financial implications, research has identified an association between sickness absence and 

negative consequences, such as poor physical and mental health, lower perceived social support 

and future sickness absence spells. Therefore, this research is important to further understand 

the role of sickness absence in the ambulance service whilst providing recommendations for 

practice that could be implemented to meet NHS Improvement’s 2022 sickness absence target 

(Carter, 2018). Together, this evidence further highlights that sickness absence should be at the 

forefront of organisational research, particularly within the ambulance service. 

As a result of this, the current thesis makes an original contribution to knowledge in several 

ways. Firstly, this thesis has expanded the literature and theory surrounding the relationship 

between work-related stress, coping styles and sickness absence. In particular, the research has 

confirmed that a lack of social support, avoidance and mixed coping styles within the 

ambulance service are particularly influential factors in increasing the likelihood than an 

individual will engage in sickness absence. Secondly, this is one of the first studies in the 

ambulance service to investigate sickness absence as a behavioural response, as seen within 

the stress-reaction hypothesis. Therefore, this thesis has contributed a psychological 

understanding of the phenomenon to the body of knowledge. Finally, by investigating sickness 

absence from a behavioural and psychological perspective with a pragmatist lens, this thesis 

has provided further clarification on the practical ways that ambulance service could reduce 

sickness absence within their organisations (see section 8.4.)   

Nevertheless, despite the original contributions to knowledge that this thesis has made in 

further understanding the associations between stress, coping styles and sickness absence, it is 

important to consider the strengths and limitations of the current study.  

8.3 Strengths and limitations of the current study 

This research offers a contemporary investigation of sickness absence in the ambulance 

service. The phenomenon has not been well researched in this population, with the most recent 

study being conducted by Stillwell and Stillwell (1984). This thesis is distinct compared to 

other research into sickness absence because it focuses on the influence of stress, which is one 

of the leading causes of sickness absence in the ambulance service (East Midlands Ambulance 
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Service, 2018). This thesis was founded on the plethora of research highlighting the stressors 

and strains that ambulance personnel undergo on a daily basis (Bohström et al., 2017; 

Donnelly, 2012). However, this thesis offers a new perspective on the stress that ambulance 

employees experience. Previous research has focused on the implications of ambulance staff 

being exposed to traumatic stress (e.g. Avraham et al., 2014), however, Boland et al. (2018) 

identified that severe, traumatic incidents are not encountered frequently. These findings 

suggest that the high level of stress experienced in the ambulance service stems from 

operational stressors, such as job demands, which are enduring sources of stress (Liberman et 

al., 2002). The current research considered this limitation and included four key areas of 

operational stress that were suggested in the literature as being key stressors in the ambulance 

service.  

Moreover, the use of multiple methods within this thesis allowed for a more holistic 

investigation of sickness absence. The use of a systematic review was able to identify a major 

gap in the research in that there is a lack of interventions to reduce sickness absence for the 

ambulance service. As a result of this, the focus of the thesis turned to understanding sickness 

absence, particularly with regards to the influence of stress and coping styles. By using a mixed 

methods approach, the thesis was able to quantitatively investigate the association between key 

variables and identify participants of interest who exhibited high or low levels of job stress and 

sickness absence. Moreover, the qualitative phase allowed for participants’ voices to be 

represented within the research. This allowed for participants to describe their own reasons, 

experiences and perceptions of sickness absence, which is something that previous research 

has failed to consider.  

As outlined in Chapter 4 (section 4.5.1), the majority of studies investigating sickness absence 

in the workplace obtained data from large, secondary sources such as insurance registers or 

employee databases (e.g. Thorsen et al., 2019).  However, this thesis provides a comprehensive 

assessment of sickness absence by collecting individual case data using shifts as a novel unit 

of measurement. This has allowed for a greater exploration of sickness absence on an 

individual level by establishing and matching the individual’s sickness absence rate, level of 

stress and coping style to investigate the associations between them. Furthermore, this thesis 

could utilise this individual data to recruit participants to interviews. This approach allowed 

for a broader range of perspectives to be gathered and analysed.  

One recommendation from the systematic review was to utilise a more consistent measure of 

sickness absence within the healthcare population. This current study implemented the use of 

shifts as a novel, sickness absence measurement, which provided an opportunity to compare 
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sickness absence rates across participants. Therefore, this was a particular strength of the 

current research.  

Moreover, one limitation of previous studies identified in Chapter 2 was that ambulance 

research often focused on front-line paramedics who had direct contact with patients (e.g. 

Clohessy & Ehlers, 1999). As a result, there was a gap in the field for research into wider 

ambulance job roles such as call-takers and dispatch officers. A strength of this thesis is that a 

broader range of participants were recruited to this study including front-line paramedics in 

addition to call-takers, dispatch officers, clinical educators and management employees. 

Consequently, this research has the ability to generalise its findings to a broader range of staff 

in the service compared to previous research.  

Another critique of previous research was the use of single measures of stress (such as focusing 

on one stressor). These were not appropriate for research regarding sickness absence as theory 

suggests that individuals who are exposed to several stressors have increased levels of sickness 

absence (e.g. Trybou et al., 2014). As a result, study 2 included four specific causes of stress 

that were highlighted in ambulance literature as the main causes of stress within the ambulance 

service. Including multiple measures of stress, therefore, strengthens this study as it has 

considered a wide range of stressors that are very specific to the ambulance service.  

Another strength of this thesis was that with study 2, a range of demographic data was collected 

from participants including their age, sex, job role, in addition to their time spent in the service 

and health conditions. By collecting this data, the current study could include these variables 

within the DAG to establish whether they required adjustment within the statistical models. As 

a result, the current study investigates the association between work-related stress, coping 

styles and sickness absence whilst considering other potential confounding variables, such as 

health conditions, which may impact an individual’s level of sickness absence.  

Despite the strengths of this research, there are also several limitations to be considered. 

Although this study included a broader range of participants compared to previous research, 

this study recruited participants from only one ambulance service in the United Kingdom. 

Therefore, the results of study 2 cannot be generalised to other ambulance services outside of 

the one where the research was conducted. This is problematic when considering the variability 

of sickness absence rate across all ambulance organisations in the United Kingdom. In 

particular, the ambulance service recruited for this study had neither the highest nor the lowest 

sickness absence rate compared to other services.  
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Before recruiting participants for study 2, a priori sample size estimation was conducted using 

the guidance from Peduzzi et al. (1996)15. This calculation was derived from a formula that 

accounted for a proportion of positive cases and the number of independent variables. As a 

result, the calculation suggested approximately 100 participants. This provided a good guide 

to the number of participants required for the study. Other approaches, such as allocating 10 

participants per predictor, is also a common method for estimating sample sizes using 

regression models. However, these are used for logistic regression and are not usually 

appropriate for negative binomial models, which often include a range of control variables, 

which goes above the 10 participants per predictor (Peduzzi et al., 1996).  

Despite this, it is important to highlight that these calculations are merely an estimation and as 

a result does not consider the effect size (e.g. Batterham & Atkinson, 2005). Batterham and 

Atkinson suggest that it is not always useful to calculate a sample size estimation as there are 

other factors, such as the reliability of measures and research design that offer more importance 

than a target number of participants to recruit. Moreover, the current study utilised Directed 

Acyclic Graphs to determine how many variables should be controlled for. This arguably has 

more weight when developing a model, compared to sample size estimations.  

One limitation of the current study is with relation to the representativeness of the sample to 

the current population. In Chapter 6 (section 6.1.1), a discussion of the participant 

characteristics of the current study and comparisons of the ambulance population are presented. 

Table 8 presented the differences in age between the ambulance service and the current study’s 

population, demonstrated a large percentage difference between participants aged 20-29 years 

of age. Moreover, Table 9 demonstrated a percentage difference between female participants 

and the current study’s sample. This is one limitation of the current study, as there is an 

underrepresentation of individuals aged 20-29 years and females. Nevertheless, the current 

sample was closely matched to the ambulance service’s population, suggesting that overall the 

current study’s participants were representative of at least one UK service.   

This research was constrained to focusing on full-time ambulance employees. The exclusion 

criteria were set due to previous research suggesting that part-time employees do not 

experience the full extent of stressors in the workplace, and arguably, have more time off work 

to recover from exposure to stressors (Barck-Holst et al., 2017). As a result, study 2 recruited 

full-time members of staff to ensure consistency of stressors across the population. This means 

 
15 See section 5.1.2.2 for a discussion on the sample size estimation 



224 

 

that the results obtained from full-time members of staff are not applicable to part-time 

members of staff.  

Additionally, one problem stemming from this approach is that individuals who had changed 

their working pattern by working part-time or reduced hours due to sickness were excluded 

from the study prior to participating. There is evidence that staff may engage in ‘alternative 

duties’ as part of their return to work from a period of sickness, which may mean they obtain 

a secondment to another department. For example, James et al. (2014) highlighted that this is 

common when an individual has sustained an injury in the field and cannot yet return to their 

main role. This could be to another area of the ambulance service such as administrator roles, 

which were not considered as part of this research. This serves as another limitation of the 

current study.  

Access to participants was a limitation of the current research, due to the use of a singular 

ambulance service. The methods of recruitment outline in Figure 12 were effective in recruiting 

a number of participants, however, they are not without their limitations.  

The recruitment strategy for this research included posters being displayed in ambulance 

services in addition to the research being advertised in the Actively Involved in Research (AIR) 

newsletter and in several emails to staff. The recruitment focused heavily on engaging 

individuals who were currently at work and were able to access their emails or were on station 

to view the posters. As a result, the recruitment strategy was unable to recruit individuals who 

may be on long-term sick leave and who were not accessing their emails. This is a flaw of the 

current research as perspectives from employees currently on sick leave were not considered 

unless they were actively engaging in the workplace, for example, by checking their emails.  

Moreover, there is no guarantee that posters were displayed in all crew rooms across the 

locality, meaning that some employees may not have been aware of the research. Further to 

this, ambulance staff who do not work on station may have also been unaware of the research 

opportunity. As a result, the results cannot ascertain the breadth and depth of reasons, 

experiences and perceptions of sickness absence held by those in the ambulance service.  

Another limitation to consider as part of the sampling strategy was that of self-selection. 

Participants self-selected themselves to take part in the research, which may have influenced 

their perceptions towards both the questionnaire and the semi-structured interview. Participants 

may have chosen to take part in the research due to experiencing high levels of stress, due to a 

specific job role or whether they had previous experience with sickness absence. For example, 

a participant may have had a negative attitude towards sickness absence if they had a prior 
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negative experience, which may have been their main motivation for taking part in the research. 

Therefore, the extent to which these motivations have influenced the results is unknown. This 

is particularly important with regards to the participant interviews where several participants 

discussed their negative experiences with sickness absence.  

As a result of this self-selection, there could have been several confounding variables that were 

not considered within the regression models. One example of this is the specific station that 

each participant worked within. The ambulance stations consist of their own environment, with 

their own culture and working practices, which could influence staff perceptions of sickness 

absence in addition to their levels of stress and coping styles.  

Moreover, this study intended to recruit a range of operational and management employees to 

the study. However, for the qualitative phase in particular, only one participant was employed 

in a management role. Despite this, three participants recruited to the study had previously been 

employed in a management role but were currently employed in an operational role. During 

the interviews, these participants drew on their management experience and were useful in 

providing additional management perspectives. Therefore, it was assumed within the 

qualitative phase that adequate numbers of management employees were recruited to that phase 

of the study. However, one problem that arose from this was that a lack of information was 

gathered during the interviews as to why these participants were no longer in management 

roles. One participant discussed their demotion from team leader to operational employee due 

to funding cuts, but no other information was provided from participants. Therefore, it cannot 

be ascertained the extent to which these participants acted in managerial roles, which may have 

limited the perspectives they were able to offer within the interviews.  

With regards to the measurement of key variables within this study, the quantitative phase 

utilised self-report questionnaires16. Participants were first asked to complete the NIOSH 

Generic Job Stress Questionnaire to measure their levels of stress followed by completing the 

Coping Styles Questionnaire and providing information on their sickness absence 

measurement. With regards to the process of completion, it was deemed important that 

participants first consider the stress that they experienced at work, which could help them to 

provide context to the research. By following this measure with the Coping Styles 

Questionnaire, participants could then draw on those experiences to determine how they would 

typically cope with stressors. In reflection, it may have been more beneficial to ask the 

 
16 Please see section 4.4 and 5.1.2.3 for an overview of the measures selected in comparison with other types of 

measurement 
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participants about their sickness absence prior to gathering data on stress and coping styles. 

This would ensure that participants were not influenced by their levels of stress throughout the 

remainder of the questionnaire.  

However, one limitation of the battery of questionnaires was their length, which was evidenced 

in the number of incomplete questionnaires. It was estimated that participants took 25 to 30 

minutes to complete all questionnaires, whether this was online or on paper. This is problematic 

for research into ambulance employees because due to their shift patterns and responsibilities 

at home, may not want to complete a long questionnaire. Furthermore, due to questionnaires 

being sent via email, there is a likelihood that these emails were checked at work and completed 

during a break, which meant that participants may not have had the opportunity to fully 

complete the questionnaires. For future research, more concise measurements could be 

considered, such as the 28-item brief COPE derived from the COPE Inventory (Carver et al., 

1989).  

In addition to the sampling limitations of this study, there are also several limitations regarding 

the measurement of stress, coping styles and sickness absence within the research. Arguably, 

stress is a subjective experience because individuals may perceive and react to it differently 

depending on several factors such as their appraisal of the stressor (Lazarus & Folkman, 1984), 

their access to resources such as social support (Bakker et al., 2007) and individual factors 

(such as personality and ability to cope). Stress is also a physiological reaction, which results 

in a number of physical symptoms such as increased heart rate and blood pressure, due to the 

release of cortisol (Goldstein, 1987).  

It could be argued that alone, either one of these measures does not fully measure the concept 

of stress. This is because on a physiological level, there is no accountability for the individual’s 

perception of a stressor and relies purely on biological markers. Moreover, a focus on the 

psychological perception and interpretation of stressors may be biased due to the reliance on 

questionnaires or interviews, which may promote a social desirability bias (Donaldson & 

Grant-Vallone, 2002). For example, by focusing on the topics of stress, coping and sickness 

absence, this may have provided participants with an outlet for their dissatisfaction with their 

jobs and the organisation, which may have influenced their responses. As a result, study 2 may 

lack construct validity as only one measure was used to measure stress within the research.  

In addition to validity, there are problems with reliability and the extent to which the measures 

are consistent across time periods. For example, Revelle and Condon (2019) state that 

reliability is asking “given a person’s score on Test 1 at Time 1, what score should be expected 
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at a second measurement occasion?” (p. 2). Within the original articles, the extent to which the 

measures had external reliability were not tested, leading to a lack of information as to whether 

the measures had acceptable external reliability. This highlights the need to test these measures 

for reliability and validity within an ambulance population. However, it must be noted that this 

was not the main aim of this research due to time constraints and is an area for future 

exploration.  

The NIOSH job stress questionnaire was utilised due to its applicability to a range of 

occupations and flexibility with allowing individual sub-scales to be chosen (as seen in Fujino, 

2001). Using this questionnaire allowed for specific measurements of work stress, that were 

specific to ambulance staff, to be measured within the study. However, an overall job stress 

score could not be calculated because the social support scale provided by NIOSH was 

positively orientated. This meant that low scores on the social support scale indicated higher 

stress scores, whereas the other three scales were negatively oriented with high scores 

indicating higher stress scores. This is one limitation of using the NIOSH questionnaire as it 

did not provide any information regarding reverse scoring of items on the social support scale. 

Therefore, further research could be conducted into the reliability of the NIOSH questionnaire 

in relation to reverse scoring the items on the social support subscale. Nevertheless, this 

questionnaire was useful within this particular study as separate subscales could allow 

associations to be investigated between specific causes of stress and sickness absence, which 

was useful in establishing the focus of sickness absence interventions (i.e. social support rather 

than workload).  

There are also limitations within the measurement of coping styles within this study. Research 

has highlighted that grouping behaviours together into coping styles is useful as it allows for 

associations to be drawn between specific types of coping and other outcomes, such as sickness 

absence (Roger et al., 1993). However, research has argued that grouping participants into 

coping styles is reductionist and doesn’t fully consider the situational context (Lazarus, 2006). 

Therefore, it would have been beneficial to ask participants to consider a specific context, such 

as the working environment, as this would have provided a better insight into the coping styles 

utilised at work.  

With regards to the measurement of sickness absence, this study measured sickness absence 

across a six-month period. Research has demonstrated that sickness absence fluctuates 

throughout the year and is particularly high within the winter months (Gianino et al., 2017). 

Therefore, participants completing the questionnaire during the winter months may have 

experienced increased sickness absence rates. Further to this, it became apparent in the 
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qualitative interviews that some participants had engaged in presenteeism. Therefore, it is 

difficult to establish a true sickness absence rate, that does not reflect seasonal fluctuations and 

presenteeism.  

This thesis also utilised shifts as a novel sickness absence measurement. Using shifts as a 

measurement tool within this research helped to create an equal, quantifiable measurement for 

all members of staff within the study. For example, participants could work three 12-hour shifts 

or five 8-hour shifts. If days was used as a measurement, the individual who was at work three 

days a week would automatically have less sickness absence than an individual who was at 

work for five days. In the context of the ambulance service and their diverse nature of shift 

work, the traditional approaches to measurement using days, was not suitable.  

Although shifts were a more appropriate measure for participants within a healthcare 

organisation, there were limitations of this approach. Primarily, the measurement of shifts 

across six-months was a measure of frequency, which failed to provide information regarding 

the duration and reasons for absences within this time period. For example, if a participant was 

absent for five shifts in six months, the measurement did not provide any information on how 

long these lasted and whether these were due to the same or different causes of absence. Despite 

asking participants for their reasons for sickness absence in the quantitative questionnaire, 

participants should have been asked how many illnesses they experienced and the dates of 

which these occurred.  

As outlined by Hensing (2009) measures of duration are important because they help provide 

a comprehensive overview of an individual’s sickness absence. However, measures of duration 

have been used when researching the withdrawal hypothesis rather than the stress-reaction 

hypothesis. For example, research has suggested factors such as low job satisfaction impacts 

an individual withdrawing from work using sickness absence for a prolonged period of time 

(Roelen et al., 2008). Nevertheless, including the duration of sickness absence would provide 

further information, which could help accurately measure sickness absence in this context.  

In addition, the measurement of shifts did not account for the actual time spent in the 

workplace. For example, many participants disclosed that they worked overtime, which did not 

count towards their overall sickness absence rate. Therefore, the current measurement of shifts 

cannot account for any additional hours worked above and beyond what was originally 

scheduled by the rotas.  

It is evident that shifts are a novel measurement of sickness absence but there are limitations 

with this approach. Nevertheless, it would be useful for future research to develop this approach 
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to also include overtime hours and the duration of sickness absence spells to ensure that it is 

an appropriate measurement for ambulance services.  

Within the quantitative study, the cross-sectional nature of study increased the chances of 

unobserved heterogeneity (Arellano, 2003), suggesting that there may have been variables that 

were not included that may have been associated with sickness absence. For example, 

socioeconomic status, which may serve as an influential factor in whether an individual 

engages in sickness absence. Therefore, it cannot be ascertained whether this would have 

impacted the results.  

The cross-sectional nature of study 2 meant that coping styles were assessed at one point in 

time and could reflect participants’ current coping behaviours. The questionnaire asked 

participants to “describe the way you typically react to stress” and does not take into 

consideration the differences in coping mechanisms that may be displayed at home or work.  

As a result of this, predictions cannot be made about the extent to which these coping styles 

remain consistent over time. This is partly due to the lack of consideration of situational factors, 

such as the location and type of stressor coping behaviours are used for. Lazarus (2006) stated 

that situational factors can be influential in whether individuals engage in certain coping 

behaviours. This further highlights a limitation of this current research as situational factors 

were not considered.  

As part of the qualitative phase, participants were asked to take part in either a face-to-face or 

telephone interview. From a practical perspective, allowing participants to be interviewed via 

telephone was beneficial as this allowed for a wider range of participants to be recruited as they 

could conduct the interview from their own home (Hoppe et al., 2000). However, it became 

apparent that participants who chose face-to-face interviews provided longer interviews, which 

may have had an impact on the rapport built between the participants and the interviewer. 

Additionally, there were also concerns regarding the ambulance culture and whether 

participants would discuss information related to their personal experiences (Bounds, 2006). 

Therefore, this may have had an impact on the ability to engage in open and honest 

conversations with members of the ambulance service. This was discussed as part of the pilot 

interview with a Research Paramedic and as a result, additional questions were included in the 

interview schedule that allowed for rapport to be built. Additionally, guidance by Lincoln and 

Guba (1985) was followed in order to establish trustworthiness within the qualitative data 

collection. Information was provided to participants at the beginning of the interview, which 

asked them to be open and honest about their experiences.  
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Establishing honest and open conversations was also one of the main reasons as to why focus 

groups were not used as part of the data collection process. Arguably, focus groups are 

beneficial in obtaining a large quantity of qualitative data quickly, whilst allowing participants 

to discuss their experiences with one another (Nestel et al., 2012). However, focus groups were 

not utilised as part of this study due to the risk that including both management and operational 

employees in the focus group may undermine the ability to speak openly about experiences 

(Rosén et al., 2018). Therefore, semi-structured interviews were utilised as a method of data 

collection.  

On the whole, there were several sampling limitations within the qualitative phase of the 

research. As highlighted above, there were problems regarding the self-selection of these 

individuals to the study and in particular, self-selection to the qualitative phase. As participants 

were asked within the quantitative phase consent form whether they would be happy to be 

contacted for an interview, some participants may have been more open to discuss their 

experiences that others.  

Moreover, the recruitment strategy of choice was a participant selection model, which allowed 

for participants with specific characteristics to be recruited to the qualitative phase of the 

research. Although this was useful to gather some characteristics including levels of stress and 

sickness absence, it is evident that these characteristics may not reflect the full extent to those 

in the quantitative phase (such as levels of stress and sickness absence). Therefore, it would 

have been beneficial to recruit participants to the qualitative phase using a different recruitment 

method. For example, rather than recruiting participants from the quantitative phase, the 

qualitative study could have recruited as a separate study. This could have included meeting 

with individuals in ambulance stations and having an increased presence, with the researcher 

promoting the study. This may have been beneficial in increasing participation rates across the 

studies.    

Despite these limitations, this study contributes and provides further understanding into the 

association between work-related stress, coping styles and sickness absence. In particular, the 

study has gathered evidence in order to make recommendations to improve sickness absence 

in the ambulance service from both quantitative and qualitative data collection methods. The 

following section will discuss these implications for practice, drawing on evidence from study 

1 (systematic review) and study 2 (explanatory sequential mixed methods study).  
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8.4 Implications for practice  

The findings of this study have important implications for practice in relation to improving 

sickness absence of employees in the ambulance service. As outlined in Chapter 3, there are 

several challenges in relation to implementing specific interventions to reduce sickness absence 

such as resources, the potential to promote presenteeism and the receptiveness of the 

ambulance service to implement policy change and test interventions. Moreover, Kristensen 

(1991) argues that sickness absence should not be reduced, but focus should be bought to the 

overall health of the individual. This is particularly important for ambulance services as the 

qualitative phase of study 2 demonstrated that staff have engaged in presenteeism. Therefore, 

this following section will focus on providing evidence-based suggestions to improve sickness 

absence and the general health of staff in the ambulance service by drawing on potential ideas 

for intervention development. Table 14 provides an overview of key findings and 

recommendations for ambulance services. 
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Table 14. Overview of key findings from the thesis and recommendations for ambulance 

services 

Key findings from thesis Recommendations for ambulance services 

Low levels of social 
support are associated 
with increased likelihood 
of sickness absence  

 

• Design and implement interventions to increase social 
support for employees 

• Consider delivery and design of support interventions 
to overcome barriers to accessing support (e.g. 
accessible online) 

 
 
 
 
 

• Intervention should focus on building relationships 
between employees, particularly employees and line 
managers  

• Management staff (team leaders and senior 
management) to adopt open-door policy  

• Increase opportunities for colleagues to interact with 
one another  

• Provide an opportunity for down-time between calls 

• Develop a support service for family of ambulance 
employees on how to support and communicate with 
their family members in the service  

Lack of flexibility around 
obtaining time off from 
work  

 

• Develop a more flexible annual leave system managed 
at potentially a station level 

 
 

Unsupportive sickness 
absence policy  

• Develop a flexible and more role-appropriate sickness 
absence policy  

• Consider the exposure to infection in working 
environments for front-line staff  

Promote a healthy 
workforce 

• Offer exercise incentives to employees (e.g. discounted 
gym membership)  

• Offer health screenings (e.g. blood pressure, eyesight, 
maintaining/updating vaccinations)  

Develop appropriate 
coping styles 

• Include information on effective methods to cope with 
stress within paramedic education programmes  



Findings from the quantitative study suggest that low levels of social support are associated 

with an increased likelihood of sickness absence. As a result, there is a need for interventions 

to focus on increasing the social support for employees in the ambulance service. Findings 

from the qualitative phase suggest that employees find it difficult to form relationships with 

their managers due to the high turnover of management staff in the service and due to a lack of 

visible management on station. Therefore, potential interventions to increase levels of social 

support should focus on building relationships between employees, and in particular between 

employees and their line managers. Management staff could adopt an open-door policy where 

members of staff are able to meet with their managers whenever they would like (Shenhar, 

1993). Research into the effectiveness of open-door policies have found that it increases the 

perception of fairness in the workplace (Ruiz-Quintanilla & Blancero, 1996).  

Interestingly, the open-door policy could apply to senior management teams in addition to 

Team Leaders and Operations Management. This is because findings from the quantitative 

phase demonstrated that Team Leaders and Operations Management had the highest average 

shifts absent. Arguably, this is a population that should be focused on in relation to improving 

sickness absence rates.  

There may also be an opportunity for the ambulance service to implement more opportunities 

for crewmates to interact with one another. For example, participants reported that they felt 

like they were constantly rushing from job to job as control staff would send them straight to 

another job without any downtime. To overcome this and to increase the likelihood of social 

support between crewmates, employees should have an opportunity for downtime before 

moving to the next job. Downtime has been particularly useful when ambulance staff are faced 

with critical incidents and it also reduces the likelihood of staff experiencing depression 

(Bohström et al., 2017; Halpern et al., 2014). 

Furthermore, participants also highlighted the importance of social support from family and 

friends to offer a general outlet from work. Charities, such as the Ambulance Staff Charity, 

offer support for family members of ambulance staff. Whilst Mind offer information on how 

to support family members who are employees in the emergency services (Mind, 2013). 

However, Mildenhall (2012) argues that employees may be hesitant to share details and 

stressors of their role with family and friends. Therefore, there may also be an opportunity to 

develop a support service specifically for family members of ambulance staff to obtain 

information on how to support and communicate with family members in the ambulance 

service.  
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Given that a lack of social support is associated with an increased likelihood of sickness 

absence, it is expected that ambulance staff may have limited access to support services within 

the workplace. However, this is not the case with participants in the qualitative phase stating 

that they understood what support services were in place but suggest there were other barriers 

to accessing support. For example, the time to access support services is limited in the 

ambulance service, particularly when staff work long shifts and have intense workloads. This 

was highlighted in Chapter 3, as one of the barriers for applying interventions to the ambulance 

service, which stemmed from the location and timing of the intervention. Therefore, it may be 

beneficial to investigate other intervention designs, such as an online support system, for staff 

to access on the go, for example, during their downtime on the job or at home.  

There are already a variety of online support services such as 7 Cups, which offer free, online 

support run through the use of volunteers where members can also purchase online counselling 

sessions (Doran et al., 2019). This technology has not yet been assessed for its effectiveness in 

increasing social support and currently a platform does not exist specifically for members of 

the ambulance service. However, offering tailored, online social support to employees in the 

ambulance service may increase the perception of social support, which is an important factor 

in relation to staff feeling more valued within an organisation (Soh et al., 2016). Together, there 

are several changes that could be made with regards to the accessibility and perception of social 

support that the ambulance service offer that could have a positive impact on overall health 

and sickness absence.  

With regards to improving sickness absence within the ambulance service, greater efforts are 

needed to ensure that staff are able to obtain annual leave when they require it. For example, 

research has identified that being unable to take flexible annual leave has the potential to impact 

an individual’s health, well-being and work-life balance (Skinner & Pocock, 2013). The 

problem with the current annual leave system was that participants felt they were unable to get 

the time off that they wanted. Therefore, the development of a more flexible annual leave 

system managed at potentially a station level is required. This would help in improving 

sickness absence rates as participants may be less encouraged to use sickness absence as an 

opportunity to take a break from work.   

Continued efforts are needed by the ambulance service to ensure there is a certain level of 

flexibility within the sickness absence policy. The findings from this thesis highlight that the 

current policy is not supportive of the type of role employees engage in. For example, 

participants noted that the policy was not supportive of their role, particularly in relation to the 

increased infection that they are exposed to in their working environment alongside the risk of 
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injury. Therefore, one implication for practice is to consider including a flexible sickness 

absence policy where certain work-related sickness absences do not count towards the overall 

sickness absence for an individual. Moreover, a flexible sickness absence policy that focuses 

on supporting staff rather than punishing them, may also help in limiting presenteeism. 

Ensuring that the sickness absence policy reflects the role that the ambulance service play 

should be a key priority for the ambulance service to further support their staff.  

A key finding of the systematic review was that two effective sickness absence interventions 

included components of exercise (e.g. Tai Chi, walking and cardiovascular exercise). Overall, 

it was suggested that increasing exercise could be a crucial component in improving sickness 

absence. As previously discussed, there is mixed evidence as to the direct effectiveness of 

exercise on sickness absence, with some researchers arguing it is able to reduce and prevent 

sickness absence (Amlani & Munir, 2014; Storm et al., 2016) whereas others state there is a 

lack of evidence for its effectiveness (Odeen et al., 2013). Nevertheless, it may be beneficial 

to increase the opportunity for ambulance staff to engage in exercise, which was discussed by 

participants in the qualitative phase.  

To maintain a good level of health in the role, the ambulance service could offer staff 

incentives. For example, participants discussed incentives to engage in exercise, such as a gym 

membership being offered to staff. Moreover, a more proactive rather than reactive approach 

at improving sickness absence is required by utilising health screenings to identify employees 

with developing health conditions or screen employees who are at risk of sickness absence. For 

example, employees could have regular health screenings that check blood pressure, eyesight 

and also assist with maintaining vaccinations. Additionally, the service could also screen 

employees on their risk of sickness absence using some of the factors highlighted within this 

research. 

Duijts et al. (2006) argued that a sickness absence prediction instrument could be utilised as a 

way to proactively establish whether an individual will engage in sickness absence. As 

highlighted in Chapter 2, section 2.3, previous sickness absence spells are associated with 

future episodes of sickness absence (Hultin et al., 2012; Laaksonen et al., 2013). Using this 

approach, Kant et al. (2009) developed a sickness absence screening tool called Balansmeter, 

which measures an individual’s working environment, physical, mental health and previous 

sickness absence. This tool could also include measures of the individual’s social environment, 

such as social support from colleagues, management, family and friends. This could be utilised 

within the ambulance service to identify vulnerable employees and provide early interventions 

in order to maintain their wellbeing.   
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With regards to developing appropriate coping mechanisms to cope with work-related stress, 

the ambulance service should implement training programmes for individuals to help them 

effectively cope with stress. Arguably, one place in which this could take place is during 

paramedic education, where students are being educated in clinical skills. In addition, staff 

could also be trained on how to identify the signs of stress, whilst offering advice on the most 

appropriate methods of coping.  

8.5 Recommendations for future research 

 
Despite research in study 2 providing a novel insight into sickness absence in the ambulance 

service, there are a variety of questions that remain unanswered. Reflecting on the sociological 

perspective of sickness absence and Mechanic’s (1986) process of illness behaviour, this 

research did not provide any evidence for whether individuals are concerned with their health. 

For example, whether participants engaged in any ways to prevent illness or promote recovery. 

It became apparent in the qualitative interviews that some participants had accessed counselling 

however, the extent to which this impacted their sickness absence is unknown.  

Previous research has highlighted a strong link between health and sickness absence (e.g. 

Alexanderson, 1998). However, the extent to which chronic conditions influence sickness 

absence is an area that requires further research. Despite health conditions being measured as 

part of the research, study 2 was unable to establish whether these conditions existed prior to 

the job or were as a result of the job. For example, it is possible that chronic conditions such 

as diabetes could have been present for an individual since birth and therefore is a pre-existing 

health condition to the job. On the other hand, emotional problems may have arisen due to the 

demanding nature of the ambulance role.  Furthermore, the age of participants in study 2 ranged 

from 24 to 62 years of age, meaning that for older participants it may be difficult to determine 

whether health conditions were pre-existing to joining the service.  

If health conditions were present in individuals either pre-existing to the job or those that 

developed through the job, the stress of being diagnosed and treated for certain health 

conditions may have added to the stress that participants were experiencing. For example, there 

were some participants within the sample who were being treated for cancer, which may have 

increased the level of stress they were experiencing. Therefore, future research investigating 

stress and sickness absence should also take into consideration the impact of potential illness 

stressors on the overall stress experienced. 
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With regards to investigating stress, this thesis focused mainly on the negative consequences 

of stress. However, research has argued there may be certain stressors that have a positive effect 

on an individual. For example, Widmer et al. (2012) discussed the challenge-hinderance model, 

which classifies stressors as either a challenge (which may have a positive effect on the 

individual) and hinderance stressors (which interfere with the individual). There is a potential 

for future research to investigate these two classifications of stressors and the impact they have 

on sickness absence. Moreover, it would be interesting for research to also focus on the positive 

aspects of work stress and their potential for individual gain.  

Within the current study, management employees (within Team Leader or Operations 

Management roles) had, on average, a higher number of shifts absent compared to other 

employees such as Paramedics and Ambulance Technicians. However, this thesis has not been 

able to provide any evidence to suggest why this is the case. Therefore, future studies should 

aim to investigate why management employees have higher levels of sickness absence in this 

population compared to operational employees.  

Moreover, the qualitative phase found that participants had a negative perception of sickness 

absence, but the research could not address whether attitudes towards sickness absence 

influenced their decision to be absent from work. The qualitative phase demonstrated that there 

may be more of a decision-making element to sickness absence and may potentially lie in 

intrinsic and extrinsic motivations, as outlined in the withdrawal hypothesis (Schaufeli et al., 

2009). Therefore, future research would benefit from investigating this association between 

attitudes, decision-making, motivation and sickness absence behaviour. This is because there 

is a potential for attitudes to be changed to influence whether an individual engages in sickness 

absence or presenteeism.  

Further research could also focus on determining the extent to which presenteeism occurs in 

the ambulance service. Participants in the qualitative phase discussed their preference for 

attending work when sick due to the fear of repercussions and feeling guilty. Therefore, further 

research in this area would be beneficial in establishing how and why presenteeism is used and 

whether it presents an increased risk to health compared to sickness absence.  

With regards to the analysis of the data within this study, future research could explore 

alternative methods of quantitative analysis. The data within this study was analysed using 

negative binomial regression due to the overdispersion of zero values within the dataset. This 

allowed for adjustment variables to be included. However, alternative methods of data analysis 

could be used to assist in controlling for confounding variables. For example, propensity score 
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matching (PSM) is a statistical method that helps control confounding variables by mimicking 

the characteristics of a randomised control trial (Rosenbaum & Rubin, 1983). PSM allows 

participants characteristics to be matched on their propensity score, for example sex, age and 

job role are the same. Methods of PSM vary but commonly include the use of logistic 

regression (Austin, 2011). The outcomes of PSM for binomial data includes relative risk ratios, 

for example, the probability of sickness absence occurring in the group exposed to stress (e.g. 

high levels of stress) compared to a non-exposed group (e.g. low levels of stress) (Sedgwick & 

Marston, 2010). Despite the potential for this approach to offer potentially more control over 

confounding variables, there are several problems with PSM. For example, King and Nielsen 

(2019) suggest that it is often inefficiently executed in practice, increases the chances of 

researcher bias and questions whether the extent to which mimicking randomised controlled 

trials is effective. Nevertheless, PSM could be utilised in future research to offer additional 

analysis of the data.  

With regards to the influence of coping styles on sickness absence, future research should focus 

on an in-depth examination of coping styles. In this current study, coping styles were measured 

using a questionnaire that asked participants how they typically respond to stress rather than 

over a specific period of time. Moreover, as a previous criticism of coping research, the current 

study also did not include the full range of coping behaviours seen within ambulance 

employees. For example, Kuiper (2012) highlighted that dark humour is a particularly helpful 

coping mechanism, but this was not specified within the coping styles questionnaire used 

within this study. Instead, an item about trying to keep a sense of humour was included. 

Therefore, future research should focus on designing an ambulance-specific coping 

questionnaire that includes behaviours such as dark humour whilst focusing on establishing the 

stability of coping styles over time through longitudinal research designs.  

One argument for investigating sickness absence stemmed from the notion that the nature of 

the ambulance role, such as exposure to increased infection and levels of stress, were 

responsible for high levels of sickness absence. However, a question that remains unanswered 

is why sickness absence is not consistent across job roles within the service. For example, if 

all paramedics were exposed to similar stressors and infection rates, you would expect to see 

similar levels of sickness absence. However, this is not the case and there are certainly other, 

individual factors that influence sickness absence that go above and beyond the working 

environment. Future research could focus on factors such as personality, resilience and job 

satisfaction, which are other factors suggested to have an influence on sickness absence 

(Farquharson et al., 2012).   
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With regards to recommendations for participant sampling, further research could explore the 

use of random sampling to obtain a more representative sample of employees from multiple 

ambulance services and stations. The current research did not measure the proportion of 

participants that were recruited from each ambulance station. Future research could collect data 

from a wider range of services and specific stations with both high and low sickness absence 

rates. This could also allow for a potential comparison across ambulance services, which could 

not be provided as part of this study.   

Overall, despite this research offering a novel insight into sickness absence in the ambulance 

service in relation to the association between stress and coping styles, there remains a variety 

of unanswered questions, which future research can address. Most notably, research should 

start to focus on developing and testing interventions that target social support and avoidance 

coping styles.  Despite findings suggesting that support services are currently in place for 

ambulance staff, it is also important to evaluate these existing programmes on organisational 

outcomes, such as sickness absence. 

8.6 Summary 

The main aim of this thesis has been to investigate sickness absence in the ambulance service 

and its association with stress and coping styles whilst developing ways in which it can be 

improved. To meet the overarching aim, this thesis consisted of three research objectives.  

Objective one (Chapter 3) aimed to explore interventions that have reduced sickness absence 

and evaluate whether these interventions could be applied to the ambulance service. The 

systematic review identified three interventions that demonstrated a reduction in sickness 

absence including an exercise-only intervention of Tai Chi (Palumbo et al., 2012), a 

multicomponent intervention, which included policy changes, exercise, a psychosocial and 

practical examination of the workplace (Roussel et al., 2015) and an influenza vaccination. 

Despite these interventions demonstrating effectiveness if reducing sickness absence in 

healthcare workers, the interventions were deemed inapplicable in their current form due to 

several barriers in implementation. These included possible resistance from management and 

staff to implement interventions, a lack of information regarding the cost-effectiveness of the 

interventions, no consideration of the potential harms in addition to difficulties with the 

location and timing of interventions for ambulance staff. Nevertheless, the measurement of 

sickness absence used within these studies were highlighted as a major limitation of this 

review. Therefore, a novel sickness absence measurement of shifts was utilised throughout the 

remainder of the thesis.  
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Objective two (Chapter 6) aimed to investigate the extent to which stress and coping styles 

were associated with sickness absence in addition to exploring employees’ reasons, perceptions 

and experiences of sickness absence. Results suggested that participants with one unit decrease 

in social support were 2.64 times more likely to have a shift absent, which was statistically 

significant. Moreover, participants with avoidance coping styles were 4.83 times more likely 

to have a shift absent, compared to participants with a rational coping style, which was 

statistically significant. Participants also reported several reasons for sickness absence, that 

went beyond the initial definition of sickness absence being a leave of work due to illness, 

injury or accident. Participants reported that they engaged in sickness absence to ensure 

physical and psychological wellbeing, when they were feeling run down and to protect others 

from becoming ill. Participants had a negative perception of sickness absence but generally 

accepted that it occurred within the working environment. However, participants perceived that 

the sickness absence policy was strict and unfair. Participants’ experiences of sickness absence 

included using it as other types of leave, such as annual leave. Participants also noted a 

preference for attending work whilst sick, rather than utilising sickness absence.  

The third objective was to make recommendations to improve sickness absence in the 

ambulance service considering the evidence from study 1 and study 2. The main 

recommendations included improving overall health rather than sickness absence directly by 

offering health screenings and incentives to exercise. Moreover, there is an opportunity to 

increase the level of social support being offered to staff either through considering its access 

(such as offering online social support) or through the use of open-door policies and 

communication with management staff.  

Overall, this thesis has contributed to understanding sickness absence in the ambulance service, 

particularly when statistics demonstrate that sickness absence remains high amongst 

ambulance employees compared to other occupations. The findings of this research have 

challenged previous theory surrounding the association between work-related stress and 

sickness absence, as social support was determined to be the most influential factor over 

workload, perceived control or responsibility (Elstad & Vabø, 2008; Thorsen et al., 2019). 

Therefore, it appears that social support and avoidance coping styles are the most prominent 

factors in relation to sickness absence in the ambulance population.  

Furthermore, this thesis has also contributed to the methodology surrounding sickness absence. 

This thesis included a novel sickness absence measurement of shifts, which allowed for a 

consistent measurement to be analysed. Moreover, this thesis expanded previous works by 

collecting the experiences and perspectives of employees within the context of sickness 
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absence in their working environment. This method of data collection subsequently allowed 

for the employees’ voice to be heard throughout the development of recommendations for 

improving sickness absence. Overall, this thesis has contributed to further understanding the 

role that stress and coping styles play in relation to sickness absence whilst presenting several 

recommendations for ambulance services.  
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Appendix B: Modified Cochrane Collaboration’s data collection form 

 
DATA COLLECTION FORM 

 
Interventions to reduce sickness absence in the healthcare population: a systematic 
review 
 
Notes on using data extraction form:  

• Be consistent in the order and style you use to describe the information for each 

report. 

• Record any missing information as unclear or not described, to make it clear that the 

information was not found in the study report(s), not that you forgot to extract it.  

• Include any instructions and decision rules on the data collection form, or in an 

accompanying document. It is important to practice using the form and give training 

to any other authors using the form. 

Study title  

Study ID (surname of first author and year 
first full report of study was published e.g. 
Smith 2001) 

 

 
General information 

Date form completed 
(dd/mm/yyyy) 

 

Name/ID of person extracting data  

Reference   

Study author contact details  

Publication type 
(e.g. conference, article, report) 
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Notes:   

 
 
 
 
 
 
 

Study eligibility 

Study Characteristics Review Inclusion Criteria Yes/ No / Unclear 

Location in text 

(pg & 
¶/fig/table) 

Type of study Randomised trial 
  

Non-randomised trial 
  

Controlled before-after study 

• Contemporaneous data 
collection 

• At least 2 intervention 
and 2 control clusters 

 

 

Interrupted time series OR 
Repeated measures study 

• At least 3 timepoints 
before and 
3 after the intervention 

• Clearly defined 
intervention point 

  

Cross-sectional design 
  

 Longitudinal design  
  

 Other (please specify):  
  

Participants Healthcare workers who are 
employed in any care-
occupation. These can include 
doctors, nurses, care staff.   

 

 

Types of intervention All types of intervention   
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Study Characteristics Review Inclusion Criteria Yes/ No / Unclear 
Location in text 

(pg & 
¶/fig/table) 

Types of outcome 

measures 

Primary outcome 

Sickness absence  
 

Secondary outcomes 

Adherence to protocol 

Cost-effectiveness 

Acceptability 

 

 

INCLUDE          EXCLUDE 

Reason for exclusion  

 

 

 

 

 

Notes:   

 

 

 

 

 

 

 

 
DO NOT PROCEED IF STUDY EXCLUDED FROM REVIEW  

 
 

Characteristics of included studies 
Methods  

 
Descriptions as stated in report/paper 

Include comparative information for each 
group (i.e. intervention and controls) if 

available 

Location in 
text or 

source (pg & 
¶/fig/table/ot

her) 

Aim of study (e.g. efficacy, 
equivalence, pragmatic) 

  

Design (e.g. parallel, crossover, 
non-RCT) 

  

Unit of allocation (by individuals, 
cluster/ groups or body parts) 

  

Length/duration of intervention   

Notes: 

 
Participants  
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Descriptions as stated in report/paper 

Include comparative information for each group (i.e. 
intervention and controls) if available 

Location in text 
or source (pg & 
¶/fig/table/other

) 

Population 
description (from 
which study 
participants are 
drawn) 

  

Setting (including 
location and social 
context) 

  

Baseline measures 
(duration of sickness 
absence or number of 
days off sick) 

  

Inclusion criteria    

Exclusion criteria   

Method of 
recruitment of 
participants (e.g. 
phone, mail, clinic 
patients) 

  

Total no. 

randomised (or total 
pop. at start of study 
for NRCTs) 

  

Clusters (if 
applicable, no., type, 
no. people per 
cluster) 

  

Baseline imbalances   

Withdrawals and 
exclusions (if not 
provided below by 
outcome) 

  

Age   

Sex   

Race/Ethnicity   

Co-morbidities   

Other relevant socio-
demographics 

  

Subgroups measure   

Subgroups reported   

Notes: 

 
Intervention groups 

Copy and paste table for each intervention and comparison group  
Intervention group 1  
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Description as stated in report/paper 

Location in text or 
source (pg & 

¶/fig/table/other) 

Group name   

No. randomised to 
group (specify whether 
no. people or clusters) 

  

Theoretical basis 
(include key references)  
 
 

  

Description (include 
sufficient detail for 
replication, e.g. content, 
dose, components) 

  

Duration of treatment 
period 

  

Timing (e.g. frequency, 
duration of each 
episode) 

  

Delivery (e.g. 
mechanism, medium, 
intensity, fidelity) 

  

Providers (e.g. no., 
profession, training, 
ethnicity etc. if relevant) 

  

Co-interventions   

Economic information 
(i.e. intervention cost, 
changes in other costs as 
result of intervention) 

  

Resource requirements 
(e.g. staff numbers, cold 
chain, equipment) 

  

Adherence rate (did 
participants complete the 
intervention? Did they 
stick to it?) 

  

Integrity of delivery 
(was the intervention 
conducted according to 
plan/protocol?) 

  

Compliance (abide by 
recommendations of a 
doctor or other health 
care provider or study 
investigator) 

  

Notes:  
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Control group 1  

 
Description as stated in report/paper 

Location in text or 
source (pg & 

¶/fig/table/other) 

Group name   

No. randomised to 
group (specify whether 
no. people or clusters) 

  

Theoretical basis 

(include key references)  
 
 

  

Description (include 
sufficient detail for 
replication, e.g. content, 
dose, components) 

  

Duration of treatment 
period 

  

Timing (e.g. frequency, 
duration of each 
episode) 

  

Delivery (e.g. 
mechanism, medium, 
intensity, fidelity) 

  

Providers (e.g. no., 
profession, training, 
ethnicity etc. if relevant) 

  

Co-interventions   

Economic information 
(i.e. intervention cost, 
changes in other costs as 
result of intervention) 

  

Resource requirements 
(e.g. staff numbers, cold 
chain, equipment) 

  

Adherence rate (did 
participants complete the 
intervention? Did they 
stick to it?) 

  

Integrity of delivery 
(was the intervention 
conducted according to 
plan/protocol?) 
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Compliance (abide by 
recommendations of a 
doctor or other health 
care provider or study 
investigator) 

  

Notes:  

 
 

Outcomes 
Copy and paste table for each intervention and comparison group 

 

Description as stated in report/paper 

Location in text 

or source (pg & 
¶/fig/table/other

) 

Outcome name   

Time points measured 
(specify whether from 
start or end of 
intervention) 

  

Time points reported   

Outcome definition 
(with diagnostic 
criteria if relevant) 

  

Person measuring/ 
reporting 

  

Unit of measurement  
(e.g. 
hours/days/weeks/mont
hs or number of 
absences) 

  

Scales: upper and 
lower limits (indicate 
whether high  or low 
score is good) 

  

Is outcome/tool 

validated? 
(yes/no/unclear) 

   

Imputation of missing 
data (e.g. assumptions 
made for ITT analysis) 

  

Assumed risk 
estimate (e.g. baseline 
or population risk 
noted  in Background) 

  

Power (e.g. power & 
sample size calculation, 
level of power 
achieved) 
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Notes: 

 
 

Data and analysis  
Copy and paste the appropriate table for each outcome, including additional tables for each 

time point and subgroup as required. 
For RCT/CCT 
Continuous outcome 

 
Description as stated in report/paper 

Location in text 
or source (pg & 
¶/fig/table/other) 

Comparison   

Outcome   

Time point (specify 
from start or end of 
intervention) 

  

Results Intervention Comparison  

Mean SD (or 
other 
variance, 
specify)  

No. 
participant
s 

Mean SD (or 
other 
variance, 
specify) 

No. 
participa
nts 

      

Notes: 

 

 
Description as stated in report/paper 

Location in text 
or source (pg & 
¶/fig/table/other) 

Comparison   

Outcome   

Time point (specify 
from start or end of 
intervention) 

  

Results Intervention Comparison  

Mean SD (or 
other 
variance, 
specify)  

No. 
participant
s 

Mean SD (or 
other 
variance, 
specify) 

No. 
participa
nts 

      

Another other reported information: 

Notes: 

 
 



 
 

298 

 
 
 
 

 
Risk of bias (RCT’s) 

Domain 
Risk of bias 

Low/ 
High/Unclear 

Support for judgement 
(include direct quotes 
where available with 

explanatory comments) 

Location in text 
(pg & ¶/fig/table) 

Random sequence 
generation 

(selection bias) 

 
  

Allocation 
concealment 

(selection bias) 

 
  

Blinding of 
participants and 
personnel 
(performance bias) 

 

  

Blinding of outcome 
assessment 

(detection bias) 

 
  

Incomplete outcome 
data 

(attrition bias) 

 
  

Selective outcome 
reporting? 

(reporting bias) 

 
  

Other bias    

Notes:   

 
 

Other information 
 

 

Description as stated in report/paper 

Location in text 
or source (pg & 
¶/fig/table/other

) 

Key conclusions of 
study authors 

  

References to other 
relevant studies 

  

Correspondence 
required for further 
study information 
(from whom, what and 
when) 

 

Notes: 
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Appendix C: Ethical approval from University of Lincoln School of Health and Social Care 

Ethics Committee, Health Research Authority (HRA) and capability and capacity to host 

research 

 

 

 

School of Health and Social Care 
College of Social Science University of Lincoln    Brayford Pool    Lincoln    LN6 7TS    United Kingdom                                                              
www.lincoln.ac.uk     T +44 (0)1522 882000 

 

 

15 August 2017 
Laura Simmons  
School of Health and Social Care 
 
Dear Laura,  
 
Thank you very much for taking the time to come and see me in order to discuss your application to the 
School Ethics Committee. I note that you have now gained approval to proceed with your study from 
HRA and that you have also made a number of adjustments to your application to the School following 
feedback from us.   
 
Specifically, I confirm that you have:  
 

• Revised EA2 form with the following addressed:  
o Anonymity and confidentiality: I have now stated that participants will be able to create 

their own unique identifier that is personal to them to ensure their identity is protected  
o I have added a section entitled recruitment of participants where I have clarified how I 

will gain sample  
o I have added additional information in the informed consent section stating how the 

participants will be presented with a pack containing the recruitment email (information 
about the research), the participant information sheet and the consent form 

o I have added a section that provides information on the length of participation for 
participants  

o I have included further information on how participants are able to withdraw from the 
study  

o There is now further information on why data will be kept for 5 years 
• Updated participant information sheets and consent forms  

 
Thank you too, for sending a copy of your IRAS submission and HRA approval letter.  
 
I confirm that the School Ethics Committee approves your study and we wish you well with your work. It 
promises to be an interesting study and we very much look forward to hearing more about it as your 
work progresses.  
 
If you have any queries at any time, please do not hesitate to contact me.  
 
Yours sincerely,  
 

 
 
Mo Ray  
Chair of the School of Health and Social Care Ethics Committee 
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Page 1 of 8 

Miss Laura Simmons 

PhD Student 

University of Lincoln 

Brayford Pool 

Lincoln 

LN6 7TS 

 
Email: hra.approval@nhs.net 

 

24 July 2017 

 

Dear Miss Simmons,    

 

 

Study title: Stress as a cause of sickness absence in the ambulance 

service  

IRAS project ID: 216506  

Sponsor University of Lincoln 

 

I am pleased to confirm that HRA Approval has been given for the above referenced study, on the 

basis described in the application form, protocol, supporting documentation and any clarifications 

noted in this letter.  

 

Participation of NHS Organisations in England  

The sponsor should now provide a copy of this letter to all participating NHS organisations in England.  

 

Appendix B provides important information for sponsors and participating NHS organisations in 

England for arranging and confirming capacity and capability. Please read Appendix B carefully, in 

particular the following sections: 

 Participating NHS organisations in England  this clarifies the types of participating 

organisations in the study and whether or not all organisations will be undertaking the same 

activities 

 Confirmation of capacity and capability - this confirms whether or not each type of participating 

NHS organisation in England is expected to give formal confirmation of capacity and capability. 

Where formal confirmation is not expected, the section also provides details on the time limit 

given to participating organisations to opt out of the study, or request additional time, before 

their participation is assumed. 

 Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment 

criteria) - this provides detail on the form of agreement to be used in the study to confirm 

capacity and capability, where applicable. 

Further information on funding, HR processes, and compliance with HRA criteria and standards is also 

provided. 

 

It is critical that you involve both the research management function (e.g. R&D office) supporting each 

organisation and the local research team (where there is one) in setting up your study. Contact details 

Letter of HRA Approval 
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IRAS project ID 216506 

 

Page 3 of 8 

 

Yours sincerely 

 

Kevin Ahmed 

Assessor 

 

Telephone: 0207 104 8171 

Email: hra.approval@nhs.net  

 

 

 

Copy to: Mrs Samantha Lewis, Sponsor Contact, University of Lincoln 

Ms Debbie Shaw, R&D Contact, East Midlands Ambulance Service NHS Trust 

Professor Christopher Bridle, Academic Supervisor, University of Lincoln 
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Appendix D: Participant information sheet and consent form for quantitative phase 

 

PARTICIPANT INFORMATION SHEET 

Version 4, 6/04/2018  

 

What is the purpose of the study? 

 

People employed in the ambulance service have higher levels of sickness related leave 

compared to other occupations within the National Health Service (NHS). We are attempting 

to understand why this is.    

 

Do I have to take part? 

 

You are able to choose whether you would like to take part or not. If at any point during the 

study you decide you no longer want to participate you are free to withdraw at any time, 

without giving any reason, and without your employment and/or legal rights being affected. 

If you do decide to withdraw, then the information collected so far cannot be erased and this 

information may still be used in the project analysis.  

 

What will I have to do? 

 

You will be invited to fill in a questionnaire asking for information about your job role, 

coping mechanisms, job stress, daily stress and history of sickness absence. After this, you 

may be invited to take part in a semi-structured interview where you will be asked questions 

about your experiences and perceptions of sick leave.  

 

What are the possible disadvantages and risks of taking part? 

 

We would like you to be honest and open about your experiences and perceptions of sick 

leave, which may mean you reveal information that you do not want your employer to know 

or that could potentially require action by the researcher. This will only happen in exceptional 

circumstances, for example, if you reveal information that could suggest to the researcher that 

your safety is at risk.  

 

You can be assured that none of your identifiable information (such as your name and job 

title) and your personal data (such as the data from the questionnaire) will be shared with 

your employer or any third party. However, if requested, your employer and other 

participants (including yourself) will be able to receive the final version of the thesis or a 

research summary.  

 

What are the benefits of taking part? 

 

You will not directly benefit from taking part in this research however, you will be 

contributing to a study that may help the future of the ambulance service.  
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What will happen to the information I provide?  

 

Only the researcher will have access to any information you provide. All physical copies of 

questionnaires will be kept in a locked filing cabinet that only the researcher has access to. 

Electronic copies will be kept on a password-protected computer that only the researcher has 

access to. Data will be kept for 5 years.  

 

What if there is a problem?  

 

If you encounter a problem at any stage of the research you can contact the researcher (Laura 

Simmons) or the Director of Studies (details provided at the end of this sheet) who will be 

happy to assist you. If you would like to speak to an individual who is independent to this 

research, please contact the Chair of the School Ethics Committee (details provided at the end 

of this sheet). If you require further support, please contact your GP.  

 

 

 What if I don’t want to carry on with the study? 

 

You may withdraw from the study at any point without giving any reason, and without your 

employment and/or legal rights being affected. If you do decide to withdraw, then the 

information collected so far cannot be erased and this information may still be used in the 

project analysis. Please inform the researcher by phone or email if you would like to 

withdraw.  

 

What will happen to the results of the research study? 

 

The results of the study will be submitted as part of a PhD thesis that will also be published in 

a relevant academic journal and be presented at a variety of academic conferences.  

 

Further information and contact details 
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If you require any further information, please contact the researcher or Director of Studies on 

the contact details below.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONSENT FORM 

Researcher  
Laura Simmons 
 
Address 
Lincoln Institute for Health, 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 
Email 
lsimmons@lincoln.ac.uk 
 
Phone 
01522 835468 
 
 
 

Complaints can be directed to the Chair of the School Ethics Committee: 
 
Professor Mo Ray 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 
Email 
mray@lincoln.ac.uk 
 
Phone  

01522 886289 
 
 
 

Director of Studies 
Professor Niro Siriwardena  
 
Address 
Community and Health Research Unit 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 
Email 
nsiriwardena@lincoln.ac.uk  
 
Phone 
01522 886939 
 
 
 
 

mailto:lsimmons@lincoln.ac.uk
tel:01522%2088%206289
tel:01522886939
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• I confirm that I have read the information sheet dated 6.04.2018 

(version 4) for the above study. I have had the opportunity to  

consider the information, ask questions and have had these  

answered satisfactorily 

 

• I understand that my participation is voluntary and that I am free to 

withdraw at any time, without giving any reason, and without my 

employment or legal rights being affected. I understand that  

should I withdraw then the information collected so far cannot be 

erased and that this information may still be used in the project  

analysis  

 

• I understand that a final copy of the research will be provided to the 

ambulance service 

 

• I understand that I am able to request a final copy of the research if 

required 

 

• I consent to being contacted for a follow-up semi-structured 

interview conducted via telephone  

If you consent to being contacted for a follow-up semi-structured 

interview please leave a phone number or email address  

that the researcher can contact you on: 

 

• I agree to take part in the study 

 

 

 

……………………………...      …………….              …………………….. 

NAME OF PARTICIPANT        DATE         SIGNATURE 

 

……………………………..                 …………….              ……………………... 

NAME OF RESEARCHER        DATE           SIGNATURE  

 

 

Please retain a copy of this consent form for your records. An additional copy will be 
held at the University of Lincoln in a secure location for the duration of the study. 

YES   
NO 
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Appendix E: Participant information sheet and consent form for qualitative phase 

PARTICIPANT INFORMATION SHEET 

Version 4, 6.04.2018 

What is the purpose of the study? 

 

People employed in the ambulance service have higher levels of sickness related leave 

compared to other occupations within the National Health Service (NHS). We are attempting 

to understand why this is.    

 

Do I have to take part? 

 

You are able to choose whether you would like to take part or not. If at any point during the 

study you decide you no longer want to participate you are free to withdraw at any time, 

without giving any reason, and without your employment and/or legal rights being affected. 

If you do decide to withdraw, then the information collected so far cannot be erased and this 

information may still be used in the project analysis.  

 

What will I have to do? 

 

You will be invited to take part in a telephone or face-to face interview that will last 

approximately 1 hour and 30 minutes. You will be able to choose if you would like to take 

part in the interview via telephone or face-to-face. You will be able to discuss your 

preference for interview with the researcher. You will be asked questions about your 

experiences and perceptions of sick leave.  

 

All of the interviews will be audio recorded so that the researcher can transcribe the 

conversations. With your consent, anonymised quotes may be used within the main body of 

the dissertation.  

 

What are the possible disadvantages and risks of taking part? 

 

We would like you to be honest and open about your experiences and perceptions of sick 

leave, which may mean you reveal information that you do not want your employer to know 

or that could potentially require action by the researcher. This will only happen in exceptional 

circumstances, for example, if you reveal information that could suggest to the researcher that 

your safety is at risk.  

 

You can be assured that none of your identifiable information (such as your name and job 

title) will be shared with your employer or any other third party. However, if requested, your 

employer and other participants (including yourself) will be able to receive the final version 

of the thesis or a research summary.   

 

What are the benefits of taking part? 
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You will not directly benefit from taking part in this research however, you will be 

contributing to a study that may help the future of the ambulance service.  

 

What will happen to the information I provide?  

 

Only the researcher will have access to any information you provide. All physical copies of 

interview transcripts and audio files will be kept in a locked filing cabinet that only the 

researcher has access to. Electronic copies will be kept on a password-protected computer 

that only the researcher has access to. Data will be kept for 5 years.  With your consent, 

anonymised verbatim quotes will also be used in the write-up of the study.  

 

What if there is a problem?  

 

If you encounter a problem at any stage of the research you can contact the researcher (Laura 

Simmons) or the Director of Studies (details provided at the end of this sheet) who will be 

happy to assist you. If you would like to speak to an individual who is independent to this 

research, please contact the Chair of the School Ethics Committee (details provided at the end 

of this sheet). If you require further support, please contact your GP.  

 

 What if I don’t want to carry on with the study? 

 

You may withdraw from the study at any point without giving any reason, and without your 

employment and/or legal rights being affected. If you do decide to withdraw, then the 

information collected so far cannot be erased and this information may still be used in the 

project analysis. Please inform the researcher by phone or email if you would like to 

withdraw.  

 

What will happen to the results of the research study? 

 

The results of the study will be submitted as part of a PhD thesis that will also be published in 

a relevant academic journal and be presented at a variety of academic conferences.  

 

Further information and contact details 

 

If you require any further information, please contact the researcher or Director of Studies on 

the contact details below.   

 



 
 

309 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

 
 
 
 
 

CONSENT FORM 

Researcher  
Laura Simmons 
 
Address 
Lincoln Institute for Health, 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 
Email 
lsimmons@lincoln.ac.uk 
 
Phone 
01522 835468 
 
 
 

Director of Studies 

Professor Niro Siriwardena  
 
Address 
Community and Health Research Unit 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 
Email 
nsiriwardena@lincoln.ac.uk   
 
Phone 
01522 886939 
 
 
 
 

Complaints can be directed to the Chair of the School Ethics Committee: 
 
Professor Mo Ray 
University of Lincoln,  
Brayford Pool, LN6 7TS 
 

Email 
mray@lincoln.ac.uk 
 
Phone  
01522 886289 
 
 
 

YES   
NO 

mailto:lsimmons@lincoln.ac.uk
mailto:nsiriwardena@lincoln.ac.uk
tel:01522886939
tel:01522%2088%206289
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• I confirm that I have read the information sheet dated 6.04.2018 

(version 4) for the above study. I have had the opportunity to  

consider the information, ask questions and have had these  

answered satisfactorily 

 

• I understand that my participation is voluntary and that I am free to 

withdraw at any time, without giving any reason, and without my 

employment or legal rights being affected. I understand that  

should I withdraw then the information collected so far cannot be 

erased and that this information may still be used in the project  

analysis  

 

• I consent to the use of audio taping during the interview  

 

• I understand that anonymised verbatim quotations may be used 

within the write up on the research report  

 

• I understand that a final copy of the research will be provided to the 

ambulance service 

 

• I understand that I am able to request a final copy of the research if 

required 

 

• I consent to taking part in a semi-structured telephone interview   

 

……………………………...      …………….              …………………….. 

NAME OF PARTICIPANT        DATE         SIGNATURE 

 

……………………………..                 …………….              ……………………... 

NAME OF RESEARCHER        DATE           SIGNATURE  

 
 

Please retain a copy of this consent form for your records. An additional copy will be 
held at the University of Lincoln in a secure location for the duration of the study. 
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Appendix F: Participant recruitment methods (email, newsletter, crew room poster and social 

media) 

 
Study on stress-related sickness absence in the ambulance service 

We are interested in finding out more about stress-related sickness absence within the 

ambulance service. In particular, we are interested in job stress and coping styles.  

What does this study involve? 

• You will complete a questionnaire asking you questions about job stress, coping 

styles and your history of sickness absence 

• You may also be contacted to take part in an interview conducted via telephone 

If you are a full-time employee of the ambulance service and would like more information on 

how take part contact Laura Simmons (lsimmons@lincoln.ac.uk) or call 01522 835468.  

 

Alternatively, you can access the participant information sheet, consent form and 

questionnaire through the following link: 

https://www.esurveycreator.co.uk/s/sicknessabsenceintheambulanceservice  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.esurveycreator.co.uk/s/sicknessabsenceintheambulanceservice
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Appendix G: Demographic questionnaire 
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Demographics  
 

1. What is your sex? 
 Female  
 Male 
 Prefer not to disclose 
 

2. What is your age?  
 

3. What ambulance service do you currently work for?  
 East Midlands Ambulance Service 
 East of England Ambulance Service 
 London Ambulance Service 
 North East Ambulance Service 
 North West Ambulance Service 
 South Central Ambulance Service 
 South East Coast Ambulance Service 
 South Western Ambulance Service 
 West Midlands Ambulance Service 
 Yorkshire Ambulance Service  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Appendix H: NIOSH Job Stress Questionnaire 

 
General job information  
 

1. How long have you worked for your present employer?  
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Years 
Months 
 

2. What is your current job title? 
 

3. How long have you worked in this job?  
Years 
Months 
 

4. Please circle the most appropriate description of your situation: 
Full-time permanent employee 
Full-time temporary employee 
Part-time permanent employee 
Casual 
Other (specify)  

 
5. Circle the description that comes closest to the present work shift:  

Rotating eight-hour shift 
Rotating twelve-hour shift  
Permanent day shift  
Permanent night shift 
Other (specify)  

 
6. How long have you worked the shift you circled above?  

Years 
Month  
 

7. If you work on a rotating shift, what rotation pattern do you follow? 
1. Day to evening to night 
2. Night to evening to day 
3. No set pattern 
4. Day to night 
5. Night to day 
6. Not applicable 
7. Other (please specify) 

  
8. How many times a week do you change shifts?  

0 – I don’t change 
2 – 2-times 
3 -  More than 2-times  
4 – Other (specify)  

 
9. How many hours do you normally work per week in your job (not counting 

overtime)? 
Hours  

 
10. How many hours overtime do you work in your job in an average week? 

Hours  
 

11. How many hours per week do you work on any other job? 
Hours (please mark ‘0’ if no other job)  
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Health conditions  
 
Within the past twelve months, have a doctor ever treated you for, or told you that you had: 
Please enter 1 = No and 2= Yes in the space provided at the end of each condition. 
 

1. Diabetes 
1 = No 
2 = Yes 

2. Cancer 
1 = No 
2 = Yes 

3. Hernia or rupture 
1 = No 
2 = Yes 

4. Tuberculosis 
1 = No 
2 = Yes 

5. Asthma 
1 = No 
2 = Yes 

6. High blood pressure 
1 = No 
2 = Yes 

7. Heart disease  
1 = No 
2 = Yes 

8. Arthritis  
1 = No 
2 = Yes 

9. Epilepsy  
1 = No 
2 = Yes 

10. Glaucoma  
1 = No 
2 = Yes 

11. Paralysis, tremor, or shaking 
1 = No 
2 = Yes 

12. Kidney or bladder trouble  
1 = No 
2 = Yes 

13. Lung or breathing problems  
1 = No 
2 = Yes 

14. Stroke 
1 = No 
2 = Yes 

15. Anemia 
1 = No 
2 = Yes 
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16. Gall bladder, liver or pancreas  
1 = No 
2 = Yes 

17. Thyroid or goiter 
1 = No 
2 = Yes 

18. Insomnia  
1 = No 
2 = Yes 

19. Gastritis  
1 = No 
2 = Yes 

20. Colitis  
1 = No 
2 = Yes 

21. Stomach ulcer 
1 = No 
2 = Yes  

22. Alcoholism 
1 = No 
2 = Yes 

23. Emotional problems 
1 = No 
2 = Yes 

24. Back problems  
1 = No 
2 = Yes  

 
Control scale  
 
The next series of questions asks how much influence you now have in each of several areas. 
By influence we mean the degree to which you control what is done by others at work and 
have freedom to determine what you do yourself at work.  
 

1. How much influence do you have over the variety of tasks you perform?  
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
2. How much influence do you have over the availability of supplies and equipment you 

need to do your work?  
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
3. How much influence do you have over the order in which you perform tasks at work?  

1. Very little 
2. Little 
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3. A moderate amount 
4. Much 
5. Very much 

 
4. How much influence do you have over the amount of work you do? 

1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
5. How much influence do you have over the pace of your work, that is how fast or slow 

you work?  
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
6. How much influence do you have over the quality of the work that you do? 

1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
7. How much influence do you have over the arrangement and decoration of your work 

area?  
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
8. How much influence do you have over the decisions concerning which individuals 

you work unit do which tasks? 
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
9. How much influence do you have over the hours or schedule that you work?  

1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
10. How much influence do you have over the decisions as to when things will be done in 

your work unit? 
1. Very little 
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2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
11. How much do you influence the policies, procedures and performance in your unit?  

1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
12. How much influence do you have over the availability of materials you need to do 

your work? 
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 
 

13. How much influence do you have over the training of other workers in your unit?  
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
14. How much influence do you have over the arrangement of furniture and other work 

equipment in your unit? 
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
15. To what extent can you do your work ahead and take a short rest break during work 

hours? 
1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
16. In general, how much influence do you have over work and work-related factors?  

1. Very little 
2. Little 
3. A moderate amount 
4. Much 
5. Very much 

 
Social support  
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1. How much does your immediate supervisor (boss) go out of his/her way to do things 
to make your work life easier for you? 
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much  
 

2. How much do other people at work go out of their way to do things to make your 
work life easier for you?  
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 
 

3. How much do your spouse, friends and relatives go out of their way to make your 
work life easier for you? 
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
4. How easy is it to talk with your immediate supervisor (boss)?  

1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
5. How easy is it to talk to other people at work? 

1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
6. How easy is it to talk with your spouse, friends and relatives?  

1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
7. How much can your immediate supervisor (boss) be replied on when things get tough 

at work? 
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 
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8. How much can other people at work be relied on when things get tough at work?  

1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
9. How much can your spouse, friends, and relatives be replied on when things get tough 

at work?  
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 

 
10. How much is your immediate supervisor (boss) willing to listen to your personal 

problems? 
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 
 

11. How much are other people at work willing to listen to your personal problems?  
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 
 

12. How much are your spouse, friends and relatives willing to listen to your personal 
problems?  
1. Don’t have any such person  
2. Not at all 
3. A little  
4. Somewhat 
5. Very much 
 

  
Workload and responsibility  
 
The next few items are concerned with various aspects of your work activities.  
 

1. How often do you experience lulls in your workload throughout your shift?   
1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal  
 

2. How much time do you have to think and contemplate? 
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1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 
 

3. How much work load do you have? 
1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
4. What quantity of work do others expect you to do? 

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
5. How much time do you have to do all your work?  

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
6. How many projects, assignments or tasks do you have? 

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
7. How many lulls between heavy work load periods do you have?  

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
8. How much responsibility do you have for the future of others?  

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
9. How much responsibility do you have for the job security of others?  

1. Hardly any 
2. A little 
3. Some 
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4. A lot  
5. A great deal 

 
10. How much responsibility do you have for the morale of others? 

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal 

 
11. How much responsibility do you have for the welfare of others?  

1. Hardly any 
2. A little 
3. Some 
4. A lot  
5. A great deal  
 

Scoring:  
 
Perceived control: pages 5/6, questions 1-16  
Compute average of items, no reverse scoring 
Task control (questions 1,3,4,5,6,15 and 26)  
Decision control (questions 8,10,11 and 13) 
Physical environment control (questions 7 and 14) 
Resource control (questions 2 and 12)  
 
Social support from supervisor: pages 6/7, questions 1a, 2a, 3a, 4a 
Compute average of items, no reverse scoring  
Social Support from Co-workers: Pages 6 and 7, Questions 1B, 2B, 3B, 4B.  
Compute average of items, no reverse scoring.   

Social Support from Family/Friends: Pages 6 and 7, Questions 1C, 2C, 3C, 4C.  
Compute average of items, no reverse scoring.   

Quantitative Workload: Page 7, Questions 1 to 4, Page 8, Questions 1 to 7.  
Compute average of items, reverse score Page 8, Questions 1, 2, 5, 7.  

Variance in Workload: Page 7 and top of Page 8, Questions 5 to 7.  
Compute average of items, no reverse scoring.  
Quantitative Workload (Page 8, Questions 1, 2, 3, 4, 5, 7). 
Variance in Workload (Page 7 and top of Page 8, Questions 1 to 7). 

Responsibility for People: Bottom page 8, Questions 8 to 11. 
Compute average of items, no reverse scoring. 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Appendix I: Daily Hassles Scale-Revised 

 
Information: The following questionnaire will ask you about the stressors that you 
experience in every day life. Please complete the following considering any stress/annoyance 
you have felt over the past month.  
 

 
Did 
not 

occur 

Occurred, 
not 

severe 

Occurred, 
some 
what 

severe 

Occurred, 
moderately 

severe 

Occurred
very 

severe 

Occurred, 
extremely 

severe 

1. Concerns 
about inner 
conflicts 

0 1 2 3 4 5 

2. Not enough 
money for 
basic 
necessities 

0 1 2 3 4 5 

3. Too many 
things to do 

0 1 2 3 4 5 

4. Job 
dissatisfaction 

0 1 2 3 4 5 

5. Pollution 0 1 2 3 4 5 

6. Problem with 
one’s children 

0 1 2 3 4 5 

7. Feels 
conflicted over 
what to do 

0 1 2 3 4 5 

8. Not enough 
money for 
clothing 

0 1 2 3 4 5 
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9. Not enough 
time to do the 
things one 
needs to do 

0 1 2 3 4 5 

10. Hassles from 
boss or 
supervisor 

0 1 2 3 4 5 

11. Crime 0 1 2 3 4 5 

12. Yardwork or 
outside home 
maintenance 

0 1 2 3 4 5 

13. Regrets over 
past decisions 

0 1 2 3 4 5 

14. Not enough 
money for 
housing 

0 1 2 3 4 5 

15. Too many 
responsibilities 

0 1 2 3 4 5 

16. Don’t like 
current work 
duties 

0 1 2 3 4 5 

17. Traffic 0 1 2 3 4 5 

18. Financing 
children’s 
education 

0 1 2 3 4 5 

19. Concerned 
about the 
meaning of 
life 

0 1 2 3 4 5 

20. Not enough 
money for 
entertainment 
and recreation 

0 1 2 3 4 5 

21. Not getting 
enough sleep 

0 1 2 3 4 5 

22. Don’t like 
fellow workers 

0 1 2 3 4 5 

23. Concerns 
about news 
events 

0 1 2 3 4 5 

24. Property, 
investments 
and tax 

0 1 2 3 4 5 

25. Being lonely 0 1 2 3 4 5 

26. Concerns 
about owing 
money 

0 1 2 3 4 5 

27. Not getting 
enough rest 

0 1 2 3 4 5 
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28. Worries about 
decisions to 
change jobs 

0 1 2 3 4 5 

29. Rising prices 
of common 
goods 

0 1 2 3 4 5 

30. Overloaded 
with family 
responsibilities  

0 1 2 3 4 5 

31. Inability to 
express 
oneself 

0 1 2 3 4 5 

32. Not enough 
money for 
food  

0 1 2 3 4 5 

33. Too many 
interruptions  

0 1 2 3 4 5 

34. Customers or 
clients giving 
you a hard 
time 

0 1 2 3 4 5 

35. Concerns 
about 
accidents 

0 1 2 3 4 5 

36. Home 
maintenance  

0 1 2 3 4 5 

 
 
Scoring: Three summary scores produced 1) frequency, number of items checked (total 63), 
2) cumulated severity, the sum of the 4-point severity ratings ranging from 0 to 252 (4 x 63) 
and 3) intensity, the cumulated severity divided by the frequency, which ranged from 0 – 4.  
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Appendix J: Coping Styles Questionnaire 

 
Instructions: Although people may react in different ways to different situations, we all tend 
to have a characteristic way of dealing with things which upset us. How would you describe 
the way you typically react to stress? Circle Always (A), Often (O), Sometimes (S) or Never 
(N) for each item below:  
 

Item Always Often Sometimes Never 

1. Feel overpowered and at the mercy of the 
situation 

A O S N 

2. Work out a plan for dealing with what has 
happened 

A O S N 

3. See the situation for what it actually is and 
nothing more 

A O S N 

4. See the problem as something separate 
from myself so I can deal with it  

A O S N 

5. Become miserable or depressed A O S N 

6. Feel that no-one understands A O S N 

7. Stop doing hobbies or interests A O S N 

8. Do not see the problem or situation as a 
threat 

A O S N 

9. Try to find the positive side to the situation A O S N 

10. Become lonely or isolated A O S N 

11. Day dream about times in the past when 
things were better  

A O S N 

12. Take action to change things A O S N 

13. Have presence of mind when dealing with 
the problem or circumstances 

A O S N 

14. Avoid family or friends in general  A O S N 

15. Feel helpless- there’s nothing you can do 
about it 

A O S N 

16. Try to find out more information to help 
make a decision about things  

A O S N 

17. Keep things to myself and not let other 
know how bad things are for me  

A O S N 
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18. Think about how someone I respect would 
handle the situation and try to do the same  

A O S N 

19. Feel independent of the circumstances A O S N 

20. Sit tight and hope it all goes away  A O S N 

21. Take my frustrations out on the people 
closest to me  

A O S N 

22. ‘Distance’ myself so I don’t have to make 
any decision about the situation 

A O S N 

23. Resolve the issue by not being identified 
with it 

A O S N 

24. Assess myself or the problem without 
getting emotional 

A O S N 

25. Cry, or feel like crying A O S N 

26. Try to see things from the other person’s 
point of view 

A O S N 

27. Respond neutrally to the problem A O S N 

28. Pretend there’s nothing the matter, even if 
people ask what’s bothering me 

A O S N 

29. Get things into proportion – nothing is 
really that important  

A O S N 

30. Keep reminding myself about the good 
things about myself 

A O S N 

31. Feel that time will sort things out A O S N 

32. Feel completely clear-headed about the 
whole thing  

A O S N 

33. Try to keep a sense of humour – laugh at 
myself or the situation  

A O S N 

34. Keep thinking it over in the hope that it 
will go away 

A O S N 

35. Believe that I can cope with most things 
with the minimum of fuss 

A O S N 

36. Try not to let my heart rule my head A O S N 

37. Eat more (or less) than usual A O S N 

38. Daydream about things getting better in the 
future 

A O S N 

39. Try to find a logical way of explaining the 
problem 

A O S N 

40. Decide it’s useless to get upset and just get 
on with things  

A O S N 

41. Feel worthless and unimportant A O S N 

42. Trust in fate – that things have a way of 
working out for the best 

A O S N 

43. Use my past experience to try and deal with 
the situation  

A O S N 

44. Try to forget the whole thing  A O S N 

45. Just take nothing personally  A O S N 

46. Become irritable or angry A O S N 

47. Just give the situation my full attention A O S N 

48. Just take one step at a time A O S N 
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49. Criticise or blame myself A O S N 

50. Simply and quickly disregard all irrelevant 
information  

A O S N 

51. Pray that things will just change A O S N 

52. Think or talk about the problem as if it did 
not belong to me  

A O S N 

53. Talk about it as little as possible A O S N 

54. Prepare myself for the worst possible 
outcome 

A O S N 

55. Feel completely calm in the face of any 
adversity 

A O S N 

56. Look for sympathy and understanding from 
people 

A O S N 

57. See the thing as a challenge that must be 
met 

A O S N 

58. Be realistic in my approach to the situation  A O S N 

59. Try to think about or do something else  A O S N 

60. Do something that will make me feel better  A O S N 

 
Scoring 
 

Items 
No. of 

items 
Subscale Possible total 

2, 9, 12, 16, 18, 24, 26, 30, 35, 36, 39, 43, 47, 48, 
57, 58  

16 Rational Coping 48 

3, 4, 8, 13, 19, 23, 27, 29, 32, 33, 40, 45, 50, 52, 
55  

15 Detached Coping 45 

1, 5, 6, 7, 10, 14, 15, 21, 25, 34, 37, 41, 46, 49, 
54, 56  

16 Emotional Coping 48 

11, 17, 20, 22, 28, 31, 38, 42, 44, 51, 53, 59, 60  13 Avoidance Coping 39 
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Appendix K: Sickness absence questionnaire 

 
1. Are you currently off work sick? If so, why? 

 
2. How long have you currently been off sick?  

 
3. Over the past 6 months, how many shifts have you been off sick in total?   

 
4. Please specify below whether you have taken a leave of absence due to the following 

causes and if so, on average how many days off sick did you have because of it?  
 

Cause 
Have you taken a 
leave of absence 

because of this? 

Number of days off sick 

Anxiety, depression or any other 
psychiatric illness 

Yes    No 
 

Stress Yes    No  

Back problems Yes    No  

Other musculoskeletal Yes    No  

Cold, cough, flu, influenza Yes    No  

Asthma Yes    No  

Chest/respiratory problems  Yes    No  

Headache/migraine Yes    No  

Benign and malignant tumours, 
cancers  

Yes    No 
 

Blood disorders e.g. anemia  Yes    No  

Heart, cardiac and circulatory 
problems  

Yes    No 
 

Burns, poisoning, frostbite, 
hypothermia 

Yes    No 
 

Ear, nose, throat (ENT) Yes    No  

Dental or oral problems  Yes    No  

Eye problems  Yes    No  

Endocrine/gland problems Yes    No  

Gastrointestinal problems Yes    No  

Genitourinary or gynecological 
problems  

Yes    No 
 

Infectious diseases Yes    No  

Injury/fracture  Yes    No  

Nervous system disorders Yes    No  

Pregnancy related disorders Yes    No  

Skin disorders Yes    No  

Substance dependency Yes    No  
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Whole day medical appointment Yes    No  

Unknown causes Yes    No  

Other  Yes    No  

 

Appendix L: Histogram of data distribution demonstrating a strong negative skew in the data 
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Appendix M: Sampling frames for qualitative recruitment 
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Appendix N: Qualitative interview schedule 

 
 
 

Sickness absence in last 6 months 
 

Job category 
 

 
 
Introduction 
 

Tick when complete:  
 

Introduce self to participant and explain what the purpose of this interview is and 
what topics will be covered 
 
Go through consent form to confirm consent 
 
Ask participants if they have any questions  
 
Remind participants that quotes may be used within the write-up of the thesis but the 
participant will remain anonymous by using a pseudonym 
 
Tell participants that this is a safe space, ask them to answer openly and honestly. 
Please feel free to be really specific within your answers. If this means that you will 
discuss names and identifiable places they will be anonymised within the transcription 
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of this interview. If however you would rather not state names or places, then feel free 
to withhold this information.  
 
Ask participant if they are happy to begin the interview  
 

Information about job role and responsibilities  
 

Q: Could you please describe your current job role? 
Prompts: Are you patient-facing? Are you on secondment? If so, what was your substantive 
role? How long have you worked in that role? What are your main responsibilities?  What is 
an average shift like?  
 
 Q: Tell me about how you came into the profession  
Prompts: What made you decide to become a [insert job role]?  
 
 Q: What are some of the challenges you experience within your job?  
Prompts: Could you give an example? Why is this challenging? Do these challenges affect 
you in any way? Do you see any challenges affecting other members of staff?  
 

Q: What do you like about your job?  
Prompts: Why? How does that make you feel? What is your favourite thing about the job? 
Do you find the work meaningful? Why/why not? Do you feel satisfied by your job?  
 
 Q: What don’t you like about your job? 
Prompts: Could you give any examples? Why? How does that make you feel? What is your 
least favourite thing about the job? Do you find that difficult? Why? 
 
 Q: What would you change about your job if you had the chance? 
Prompts: Why? What difference would that make to you/ your colleagues/ managers/ 
patients?  
 
FOR MANAGERS ONLY:  
 

Q: Could you tell me about the team you manage?  
Prompts: How many people?  
 
 
Stressors and stress in the workplace  
 

Q: Could you please describe your working environment? 
Prompts: What do you like about it? What do you dislike about it? Do you find anything 
easy/difficult?  
 

Q: Could you please describe your workload?  
Prompts: What is your work-life balance like? How do you feel about your workload? What 
do you like/dislike about it?  

 
Q: Could you say something about the demands of your job role? 

Prompts: Why is that? What makes it so demanding?  
 
Q: Could you tell me about some of the things that cause you stress at work?  
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Prompts: Could you please give me an example? Why does this cause you stress? How does 
this make you feel? 
 
 Q: What happens when you experience or feel stress? 
Prompts: What affect does it have on your body? Mind? Relationships?  
 
 Q: How do you deal with the stress you experience? 
Prompts: Is that helpful?  
 
Stressors and stress at home 
 
 Q: Could you please tell me about some of the things that cause you stress at 
 home? 
Prompts: Why does this cause you stress? How does this make you feel? 
 
 Q: How do you deal with the stress you experience? 
Prompts: Is that helpful?  
 
 Q: How does stress from home affect your work? 
Prompts: Why do you think that? How does it impact your work? 
 
 
IF PARTICIPANT EXPERIENCES STRESS AT HOME AND WORK: 

 
Q: So we have talked a little bit about home stress and work stress. How do you cope with 
home stress verses work stress?  
Prompts: Why do you do that? Do you do anything similar/different? 
 
Coping mechanisms  

 
 Q: We spoke earlier about some of the challenges you experience at work. 
 Could you please explain to me how you cope with some of those  challenges?  
Prompts: Could you provide me with any examples? Examples include trauma, patients, 
resources, staffing, conflict, bullying. Do you talk to anyone? Do you do anything?  
 
 Q: How useful do you think those coping strategies are? 
Prompts: Why do you think that? Do you think you are good at coping with challenges?   
 

Q: Could you please describe the support network you have at work? 
Prompts: So by support network I mean anyone who you can talk to about your experiences 
and get help/advice e.g. managers, colleagues/other staff, do you find it easy to talk to these 
people?  
 

Q: Could you please describe the support network you have at home? 
Prompts: Family, friends, do you find it easy to talk to these people?  
 

Q:  What do you think of these support networks?  
Prompts: Do you feel supported at work? What could be done better? What other support do 
you think you/other people could need?  
 
 Q: Talking about some of your other colleagues now, how easy or difficult is it to 
identify when someone in your team needs help? 
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Prompts: Why? How can you identify it? Would you know what to do?  
 

Q:  Have you ever recommended your colleague/s seek help?  
Prompts: Why? What made you do that? Where did you refer them to? 
 
 Q: Have you ever sought help whilst you have been at work?  
Prompts: How did you decide where to go? Was it useful? Mental health, GP, friends and 
family support  

 
Q: Have you ever used any ambulance-specific help resources? 

Prompts: How did you decide where to go? Was it useful? Occupational health, Mind blue 
light service, chaplaincy  
 
 Q: Have you ever sought help outside of the ambulance service? 
Prompts: How did you decide where to go? Was it useful? GP, hospital, friends, family  
 

Q:  What do you think of these resources? 
Prompts: What is useful/effective? What is not so useful/effective? Why?  
 
 
 
Sickness absence  
 
THOSE WHO HAVE TAKEN A LEAVE OF ABSENCE ONLY:  
 

Q:  In the past 6 months, what were some of the reasons you took a leave of 
 absence from work?  
Prompts: How does that make you feel? Illness, motivation  
 
--- 
 
 Q: In the past 6 months do you feel like you should have taken time off?  
Prompts: Why? What stopped you? 
 

Q: Have you ever taken a leave of absence because you felt stressed? 
Prompts: Why? How long was the leave of absence? Do you feel like you should have taken 
a leave of absence when stressed?  

 
Q: Could you please explain how you would go about telling your employer  that 

you were going to be taking the day off sick?  
Prompts: Telephone call, email, how do you describe the reason for you call? 
 

Q: Is the sickness absence policy adhered to?   
Prompts: Why/why not?  
 

Q:  How do you feel when you take a leave of absence?  
Prompts: What do you think your colleagues/manager might feel?  
 

Q:  What do you think and feel when a colleague takes a leave of absence? 
Prompts: What do you think they think?  

 
Q: Have you ever turned up at work when you are ill? 
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Prompts: Why? How did that make you feel?  
 

Q:  What do you think the repercussions are for taking sick leave? 
Prompts: Yourself, patients, colleagues/other staff, managers and for the service  
 

Q:  Statistics tell us that ambulance service employees have the highest rate  of 
sickness absence in the NHS. Why do you think that is?  
Prompts: Who do you think is responsible for this? 
 
 
 
FOR MANAGERS ONLY: 
 

Q: Do you adhere to the sickness absence policy of your organisation?  
Prompts: Why/why not? Do you think others use it? 
 

Q: What do you think of this policy? 
Prompts: Do you like it?  
 

Q: Could you please describe what happens when a member of staff calls in sick?  
Prompts: How do they contact you? How do they describe the reason for their call?  
 
Ideas for interventions  

 
Q:  If you think about some of the resources that are available within the ambulance 
service and externally, what do you think works best to support staff?  

Prompts: Why?  
 

Q:  What do you think does not work?  
 

Q:  What would you like to see in the future? 
Prompts: Help-seeking, resources  

 
Q:  How do you think sickness absence [rates] could be improved?  

Prompts: Why do you think that?   
 

 
Finish 
 
 Q: Do you have anything else you would like to add?  
 
 Q: Do you have any questions?  
 

- Thank you for your time  
- If you have any further questions please do not hesitate to contact me by phone or 

email  
- If you have been affected by anything we have spoken about today I would 

recommend getting in contact with the Mind Blue Light Programme on 0300 303 
5999 they are open 9am – 6pm Monday to Friday or you can email them at 
bluelightinfo@mind.org.uk or text them on 84999  

 
 

mailto:bluelightinfo@mind.org.uk
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Appendix O: Box plot demonstrating outliers in the data set 
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Appendix P: Scatter plot showing 95% of residuals under 2.0 
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Appendix Q: Directed Acyclic Graphs 
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Appendix R: Example of interview transcript (telephone interview) 
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Appendix S: Example of interview transcript (face to face interview) 
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