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Abstract 

 

Background:  

In the 2010s, ambulance services in England faced a shortage of paramedics for the first 

time in history, leading to an increase in overseas recruitment to address workforce 

recruitment pressures. International recruitment of healthcare professionals is an 

important component of the NHS workforce plan, and with a shortage of qualified 

paramedics, overseas recruitment is more important than ever. The first internationally-

trained paramedics (ITPs) joined English ambulance services in 2015, but little is known 

about their transition experience or how best to support integration into the service.  

 

Aims:  

1. To explore and characterise the experiences of Polish internationally-trained 

paramedics transitioning into roles in NHS ambulance services in England. 

2. To identify potential facilitators and barriers to effective transition and the 

limitations of current training provisions. 

3. To develop recommendations for the training needs of overse3as paramedics to 

facilitate a smooth transition into the English service.  

  

Methods:  

A mixed-methods design was adopted, with a two-stage sequential process. The first 

exploratory stage used a qualitative approach to elicit themes through structured focus 

groups with current ITPs, UK-trained peers and supervisors. The themes were then used 

as the basis for development of a quantitative questionnaire in the second stage, to 

establish validity of the stage 1 findings in the wider population of internationally trained 

paramedics. Participants were recruited from the three ambulance services employing the 

majority of ITPs in England. 

  

Results and Conclusions:  

Focus groups captured ITPs' transition experiences under three dominant themes; 

communication, cultural variety and support. The survey demonstrated confidence levels 

in communicating with various stakeholders; measured the perceived difficulty in 

communicating in paramedic practice-related settings and over various media; and 

language tuition uptake. Socio-cultural findings included areas in which ITPs reported 

feeling sufficiently and insufficiently prepared; how they adapted their communication 
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style; and areas related to leadership culture and experiences surrounding differences in 

patient diversity and consent processes. Findings associated with the theme support 

incorporated experiences of the induction programme and how effective it was perceived 

to be. Also, the survey demonstrated how well ITPs felt supported when they began 

operational work.    

  

Original Contribution to Knowledge:  

This study informs healthcare organisations' future recruitment plans and their policy on 

international recruitment, including how best to support transition from the perspective of 

both international workforce and UK-based stakeholders.   

 

Key Words:  

International recruitment, transition experiences, paramedics, National Health Service, 

NHS, healthcare staff, mixed methods design  
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Glossary 

 

Call acuity The severity of the condition or severity of danger to 

patient’s life and/or health  

Donor country The country that the internationally-trained clinician was 

recruited from 

Emergency Care Assistant A care provider normally working alongside a paramedic 

or ambulance technician. ECAs are normally an entry-

level roles in the 999 services provided by NHS 

ambulance trusts. Some trusts use other job titles such 

as Ambulance Care Assistant, Ambulance Support Crew 

or Emergency Medical Technician 1 

Emergency Medical 

Technician 

Typically a higher grade care provider than an assistant 

(above) but lower than paramedic 

Emergency Operations 

Centre 

‘The physical facilities housing the call-handlers who 

dispatch ambulances and the clinical staff who offer 

telephone advice.’ (O’Cathain et al., 2018, p. xvii) 

Host country A country the internationally-trained clinician was 

recruited to.  

Internationally-trained 

paramedic 

A paramedic who qualified in a donor country and 

migrated to the host country 

Onboarding The processes in which new employees are integrated 

into the organisations 

Scene A location at which ambulance patients are provided care 

Senior Paramedic Paramedics who progressed to more senior positions, 

normally in first-line management or other specialist 

roles.  

Preceptorship ‘a period of structured transition to guide and support all 

newly qualified practitioners, from student to autonomous 

professional, in order to develop their practice further’ 

(NHS England, 2022) 

Trust ‘an organisational unit within the National Health 

Services of England and Wales, generally serving either 

a geographical area or a specialised function’ (NHS 

England, 2022) 
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Organisation of Thesis 

 

The thesis encompasses six chapters.  Each one is briefly described here. 

 

Chapter 1 – Introduction: 

In Chapter 1, the reader is first introduced to research question, aims and objectives to 

then be introduced to the international recruitment of healthcare professionals, its 

background and its scale. Secondly, the configuration of ambulance services and the 

paramedic role are presented, highlighting the key past events and drivers that shaped 

them.  

 

Chapter 2 – Literature Review: 

The second chapter presents the conducted literature review. It discusses the selected 

methods and critical appraisal of the selected papers to finally synthesise findings and 

discuss them in the current study context. The literature review informed the development 

of the final research question, aims and objectives presented at the end of the chapter.  

 

Chapter 3 – Stage 1: 

The literature review and research area background informed the methodological 

approach and study design choice. These are presented in Chapter 3 with a subsequent 

description of the qualitative stage 1. It entails justification for focus group selection, the 

development of the topic guide, description of the data collection and analysis. 

Furthermore, the results are presented and captured under the three identified dominant 

themes, communication, cultural variation and support. Lastly, the themes are critically 

discussed and compared and contrasted with the existing literature.  

 

Chapter 4 – Stage 2: 

In Chapter 4, the thesis progresses to describing the quantitative stage 2. It begins with 

the identification and justification for the methodological approach and methods selected. 

Questionnaire development is discussed in detail, including questionnaire pretesting and 

amendments. It is followed by presenting the choices regarding population and sampling 

and the data analysis plan. Survey results are organised, so the population demographics 

are presented first. Findings are demonstrated in chronological order, starting with the 

captured experiences related to professional registration, then the induction programme 

and operational work in England. Findings are interpreted and synthesised with the 
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broader literature on the topic. The discussion is organised by the dominant themes found 

in stage 1, communication, cultural variation and support. 

 

Chapter 5 – Discussion: 

Chapter 5 first presents stage 1, stage 2 and the literature findings synthesis. Secondly, it 

summarises strengths and limitations of the overall study. Third, a dissemination plan is 

presented. The chapter finishes with the principal author's reflections and conclusions.  

 

Chapter 6 – Original contributions to knowledge and recommendations: 

The thesis concludes with a summary of original contributions to knowledge and 

recommendations for future research, education and policy, and overall conclusion.   
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Chapter 1: Introduction 

 

Chapter 1 aims to highlight the empirical foundations of the topic and bring the events 

related to the international recruitment of paramedics to the reader’s attention. 

Furthermore, it contextualises the study and explains its relevance. Firstly, the chapter 

begins with an introduction to study research question, aims and objectives. Secondly the 

reader is introduced to some of the theoretical frameworks facilitating a more robust 

inquiry into the field of international recruitment. Then, selected information about 

international recruitment of the health workforce that was considered needed to know 

before reading the chapters specifically focused on the research process. Lastly, it 

provides an insight into the paramedic role and an overview of how the profession has 

evolved over the years; the configuration of the current ambulance services in England; 

and the factors contributing to the staff shortage.  

 

1.1 Research question aims and objectives 

Chapter 1 aims to provide the reader with an understanding of the background to the 

current research project, and it was used together with the literature review findings 

(presented in chapter 2) to inform the development of the research question, aims, and 

objectives. These are provided here to add to the narrative and aid understanding of the 

project’s background. 

 

1.1.1 Research question 

1. What are the experiences of Polish paramedics who choose to immigrate to 

England to work in NHS ambulance services? 

 

1.1.2 Research aims 

1. To characterise the impact on Polish internationally-trained paramedics of 

transitioning into roles in NHS ambulance services in England from the point of 

view of ITPs, domestic staff and the management team. 

2. To identify potential facilitators and barriers to effective transition and the 

limitations of current training provisions. 

3. To develop recommendations for enhancing the transition process for ITPs 

integrating into the English service.  

 

1.1.3 Research objectives 
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1. To collect qualitative data through focus groups with Polish ITPs and other relevant 

stakeholders to explore their perceptions on the integration and transition of ITPs 

into NHS ambulance services in England. 

2. To synthesise data from focus group discussions and survey responses to 

evaluate the current training provisions. 

3. To synthesise data generated in stage 1 and 2 with the wider literature and 

develop recommendations for improving the transition process for ITPs.  
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1.2 Underpinning theoretical framework 

In this section, the chosen theoretical framework and the reasoning behind its selection 

are presented. Several theories were evaluated for the study, such as communities of 

practice (Lave and Wenger, 1991) and assimilation (Waters et al., 2010). After careful 

consideration of the context of the research project and research aim and question, the 

theory of assimilation was chosen as the most suitable theoretical framework to guide the 

study. 

 

1.2.1 The importance of theoretical framework 

Using theory to underpin this research project was considered essential for several 

reasons. Firstly, it provides a framework to guide the research process, ensuring that the 

study is relevant, coherent, and focused. Additionally, theoretical frameworks provide 

researchers with a lens through which they can interpret data, aiding in the identification of 

patterns, relationships, and significant findings (Creswell, 2014). Furthermore, utilising 

theory develops a deeper understanding of the research topic by exploring its underlying 

concepts, assumptions, and relationships. This can lead to the generation of new insights 

and knowledge, and potentially inform the development of future research in the area 

(Ritchie et al., 2014). 

 

According to Creswell (2014), the use of theory is a critical aspect of research design, 

helping to provide a rationale for the research question, the choice of data collection and 

analysis methods, and the interpretation of findings. Similarly, Bryman (2016) highlights 

that theoretical frameworks can enhance the validity and reliability of research, as they 

provide a clear conceptual basis for the study. Therefore, the use of theory in research is 

crucial for ensuring that the study is rigorous, systematic, and provides meaningful 

contributions to the field. Without theory, research risks being unfocused, unstructured, 

and lacking in coherence and significance. 

 

1.2.2 Exploration of existing theories 

As the healthcare sector continues to experience workforce shortages, many 

organisations are turning to international recruitment as a means of addressing these 

shortages (WHO, 2006). However, the recruitment of internationally-trained healthcare 

professionals poses unique challenges, including cultural differences, language barriers, 

and unfamiliarity with local healthcare systems and practices (Abuliezi, Kondo and Qian, 

2021). In order to facilitate the successful integration and retention of internationally-

recruited healthcare professionals, it is important to understand their experiences of 
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transitioning into the new work environment (Balante, Broek and White, 2021). In this 

regard, the search for an appropriate theoretical framework to underpin research into the 

experiences of transitioning international workforce becomes crucial. 

 

There are several theoretical frameworks that have been used to underpin research into 

the experiences of transitioning international healthcare workforce. Some of the most 

commonly used theories include socialisation theory (Van Maanen & Schein, 1979; Bauer 

et al., 2007), cultural competence theory (Campinha-Bacote, 2002; Alexander et al., 

2020), communities of practice theory (Lave and Wenger, 1991) and assimilation 

theory(Waters et al., 2010Waters et al., 2010). The theory of assimilation was developed 

in the late 19th and early 20th centuries, and was based on the experiences of European 

immigrants in the United States. Proponents of the theory argued that assimilation was a 

natural and desirable process that would help to promote social harmony and reduce 

conflict between different cultural groups (Gratton, Gutmann and Skop, 2007). In the 

context of healthcare research, assimilation theory has been used to explore the 

experiences of international healthcare professionals who have migrated to a new country 

and have to adapt to a new culture and healthcare system (Zhong, McKenna and Copnell, 

2017; Mao et al., 2020).  

 

 

In order to effectively explore the transition experiences of international paramedics 

onboarding English ambulance services, it is important to consider theoretical frameworks 

that provide a nuanced understanding of how individuals adapt to new work environments. 

While socialisation theory, cultural competence theory, and communities of practice theory 

can all be useful frameworks for exploring the experiences of international healthcare 

workers in a new cultural and organisational environment, they each have their limitations. 

Socialisation theory primarily focuses on the internalisation of cultural norms and values, 

which may not fully capture the nuances of the experiences of international healthcare 

workers (Van Maanen and Schein, 1979; Bauer et al., 2007). Cultural competence theory 

assumes that cultural differences can be overcome through training and education, but 

this overlooks the complexities of navigating cultural differences in the workplace 

(Campinha-Bacote, 2002; Alexander et al., 2020). Communities of practice theory is 

useful for examining how individuals learn and develop their knowledge and skills within a 

particular community, but it may not provide a broad enough lens to explore the full range 

of experiences of international healthcare workers (Lave and Wenger, 1991; Wenger, 

1998; Hennein et al., 2022). In contrast, assimilation theory offers a more comprehensive 

framework for examining the experiences of international healthcare workers in a new 
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cultural and organisational environment. By exploring the extent to which international 

paramedics are able to integrate into the English ambulance service and its culture, 

assimilation theory enables a broader exploration of experiences than the other theories. 

By using the assimilation theory, this study aims to provide a comprehensive 

understanding of how international paramedics transition into the English ambulance 

service and integrate with their colleagues and patients. 

 

1.2.3 Assimilation theory 

Assimilation theory is a social psychological theory that explains the process of how 

individuals from different cultures and backgrounds integrate into a new society. The 

theory was first proposed by Robert Park, a sociologist at the University of Chicago, and 

later developed by other sociologists and psychologists, such as William Thomas and 

Everett Hughes (Gratton, Gutmann and Skop, 2007; Waters et al., 2010). According to the 

assimilation theory, individuals from different cultures who migrate to a new society go 

through a process of adjustment in which they must adapt to the new culture and norms. 

This process involves both cultural and structural changes that occur over time. Cultural 

changes refer to changes in beliefs, values, and behaviours, while structural changes 

refer to changes in social and economic status (Waters et al., 2010). 

 

Assimilation theory proposes four stages that individuals go through during the process of 

adaptation: contact, conflict, accommodation, and assimilation. In the contact stage, 

individuals have initial encounters with the new culture and may experience feelings of 

anxiety and uncertainty. In the conflict stage, individuals may experience tension and 

conflicts between their old and new cultures. In the accommodation stage, individuals may 

begin to adjust to the new culture and may adopt some of its values and beliefs. Finally, in 

the assimilation stage, individuals fully adopt the new culture and become integrated into 

the new society (Tian et al., 2020). 

 

Assimilation theory has been used in various fields, including healthcare research, to 

understand the experiences of individuals from different cultures and backgrounds 

(Zhong, McKenna and Copnell, 2017; Mao et al., 2020). In healthcare, assimilation theory 

can be used to examine the process of how healthcare providers from different countries 

adapt to the cultural and structural differences in a new healthcare system. By 

understanding this process, healthcare organisations can provide support and resources 

to help healthcare providers integrate more effectively and improve patient care 

outcomes. 
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Critics of assimilation theory argue that it promotes cultural assimilation and can lead to 

the loss of cultural diversity. They argue that cultural integration, rather than assimilation, 

should be promoted, which recognises and values cultural differences while encouraging 

the integration of individuals from different cultures into a new society (Greenman and Xie, 

2008). 

 

Assimilation theory, as postulated by Gordon (1964), posits that migrants gradually adapt 

to the culture, norms, and values of the host society, eventually integrating and becoming 

indistinguishable from the native-born population. While this theory has been influential in 

migration research, it has certain limitations when applied to the current research project 

exploring the experiences of internationally trained paramedics transitioning into their 

roles with English Ambulance services. 

 

Firstly, assimilation theory tends to assume a linear and unidirectional process of 

adaptation (Gordon, 1964), whereas the experiences of internationally trained paramedics 

might be more complex and multifaceted. These paramedics may face numerous 

challenges, such as language barriers, cultural differences, and adaptation to new clinical 

protocols (Philip et al., 2019). These challenges could lead to a more cyclical or dynamic 

process of adaptation, which is not accounted for by the assimilation theory (Berry, 1997). 

Secondly, the assumption that migrants will eventually become indistinguishable from the 

native-born population overlooks the potential for cultural pluralism or the coexistence of 

multiple cultures within a single society (Parekh, 2006). The current research project may 

reveal that internationally trained paramedics maintain aspects of their original culture 

while also adapting to English culture, thereby fostering a culturally diverse working 

environment (Moyce, Lash & Siantz, 2016). This possibility is not well captured by the 

assimilation theory. Additionally, the assimilation theory does not account for the structural 

and institutional barriers that may hinder the adaptation of internationally trained 

paramedics. For instance, the complex bureaucratic processes involved in the validation 

of foreign qualifications or the lack of recognition of professional experience gained in 

other countries might impede the successful integration of these paramedics into the 

English Ambulance services (Abuliezi, Kondo & Quian, 2021). 

 

Moreover, assimilation theory does not sufficiently address the role of social support and 

interpersonal relationships in the adaptation process. The current research project may 

uncover that the integration of internationally trained paramedics is facilitated or hindered 

by their relationships with colleagues, supervisors, and patients, which could be 
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influenced by factors such as language proficiency, cultural competence, and mutual 

respect (Philip et al., 2019). Assimilation theory tends to downplay these factors, focusing 

instead on the broader cultural and social processes. Lastly, the assimilation theory's 

focus on the eventual blending of migrants into the host society might not account for the 

potential long-term effects of migration on the well-being of internationally trained 

paramedics. As suggested by Shaw and Holland (2017), the process of adaptation may 

have lasting emotional and psychological impacts on these professionals, which may not 

be fully captured by the assimilation theory's emphasis on cultural integration. 

 

In chapter 3, a comprehensive exploration of how the chosen theoretical framework 

underpins the selected research methods will be presented. This exploration will provide a 

robust foundation for understanding the ways in which the theory underpins the 

methodological choices and, in chapter 4 and 5, facilitates the interpretation of the 

findings. Subsequently, an explanation will be offered as to how this study contributes to 

the development of the theory, adding fresh insights and broadening its scope. This 

expansion of theoretical understanding will be examined in relation to its potential for 

wider application, scrutinising the strengths and limitations of the theory in the contexts of 

the current project (Tashakkori and Teddlie, 2010). By connecting theory with method and 

outcomes, the study aims to shed light on the dynamic interplay between theoretical 

constructs and empirical research, and how this interplay can be harnessed to advance 

our understanding of the experiences of internationally trained paramedics transitioning 

into their roles with English ambulance services. 
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1.3 International recruitment 

1.3.1 Background 

The focus of this thesis is on the international recruitment of health professionals. It refers 

to health professional mobility, i.e., the migration of people who obtained professional 

health qualifications in one country (donor country) and then decided to move to and 

practice in another (host country) (Wismar et al., 2011). In the United Kingdom (UK), the 

first examples of international recruitment happened in the second half of the last century; 

in the 1950s and 60s, efforts were made to bring health staff into the NHS from overseas 

(Buchan and Rafferty, 2004). It was not until the 1990s that the major change to the policy 

pushed health organisations to look beyond the domestic market en masse (Buchan and 

Secombe, 2006a). The need for improvements was outlined in the health service review, 

but in this section, the focus is on staffing shortages (Department of Health, 1998; 

Nicholls, Cullen, O'Neill, and Halligan, 2000). One of the key conclusions was that without 

expansion of the health workforce, and in the face of increasing service demand, a major 

negative impact of staff shortages on health care was unavoidable. In the Government's 

plan for NHS reform, ambitious targets were set for reducing staff shortages. Despite 

criticism that more emphasis should be placed on domestic training, international 

recruitment was identified as a key solution (Department of Health, 2000). The UK 

government proposed recruiting as many as 37,000 overseas staff representing a wide 

range of professionals, mainly doctors and nurses (Department of Health, 2000). 

 

The Government initiated comprehensive support programmes to stimulate international 

recruitment, including an International Fellowship Programme for doctors and many local 

schemes run by local authorities and healthcare trusts. Between 2000 and 2006, British 

employers recruited internationally educated healthcare professionals from over 100 

countries, exceeding the recruitment target. This intense recruitment period provided the 

NHS with 17,000 additional doctors, 68,000 nurses, 5,000 dentists, 3,000 

physiotherapists, 2,500 occupational therapists and 1,500 radiographers. Apart from 

reducing the vacancy gap and creating numerous learning opportunities, the recruitment 

drive also created new challenges (Young et al., 2010). The benefits and challenges will 

both be considered in this section. 

 

During the four main "policy periods"(1998-2006, 2006-2008, 2008-2010, 2010-onwards) 

of international recruitment identified by Young (2011), the UK was only one of many 

developed countries that began to source their health workforce from outside of their 

borders. This created a global demand for healthcare professionals to meet the workforce 
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shortfall in developed countries. Unfortunately, the shift in global demand led to a drain of 

this "most precious resource" from developing countries (Johnson, 2005). In 2004 the 

World Health Organisation described the situation as a global health workforce crisis, with 

an estimated shortage of 4.3 million doctors and other healthcare professionals (WHO, 

2006). Countries like the UK, New Zealand, the US, Australia and Canada competed to 

attract healthcare professionals from the poorest states in the world. That had a dramatic 

impact on the communities they were leaving. For instance, between 2000 and 2006, in 

one of the poorest countries of the world, Malawi, where as few as 50 nurses a year were 

trained, over 100 a year were emigrating for jobs in the developed world, leaving their own 

country critically short of staff (Record and Mohiddin, 2006). One of the spinal injuries 

units in Johannesburg closed after a Canadian organisation recruited the majority of its 

doctors, causing critical disruption of local community healthcare provision (Martineau, 

Decker, and Bundred 2004). There were similar problems in the Philippines, a key 

supplier to the international nursing workforce, where a cardiovascular unit had to be 

closed due to staff shortages following the recruitment of a high number of nurses (Alkire 

and Chen 2006). Castles and Miller (2009) described low-income countries' health 

workers as "a reserve army of labour" for the Western world. 

 

In 2004, in response to the negative impact of international recruitment on donor 

countries, the Department of Health issued an updated code of practice for the fair 

treatment of migrants and their source countries. The UK was the first to introduce this 

type of guidance on ethical practice in international recruitment (Department of Health, 

2004). Buchan et al. (2009) assessed the impact of the code of practice on the inflow of 

professionals and their country of origin (2009), analysing professional registration data 

and data on applications for work permits. The UK health workforce expansion, fuelled by 

international recruitment, reached its peak in 2002 for nurses and 2004 for doctors. There 

was a significant decrease in the number of recruited staff in 2005 and onwards. However, 

it proved difficult to separate factors such as lack of vacancies in the UK, higher education 

and regulatory standards from the influence of the code of practice. Young et al. (2010) 

concluded that there was insufficient data and no comprehensive appraisal of the 

performance of international recruitment against its declared policy objectives or its impact 

on NHS employers and others to draw firm conclusions regarding the policy's success 

(Young et al., 2010). 

 

Before 2006 internationally educated health professionals emigrated to the UK, mainly 

from Asia, Africa, Australia and Oceania, and Caribbean countries. After 2006, there was 

a trend shift, with a significant reduction in the number of applications from outside the 
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European Union(EU)/the European Economic Area(EEA) (Wismar et al., 2011). The two 

biggest contributors to this shift were significant changes to the general immigration 

restriction and changes to health professional registration, alongside the EU expansion of 

member states in 2004/2007. Recruitment from Europe did not have the same negative 

impact on source countries as that on source countries outside of the EU/EEA, but it was 

not without problems (Buchan and Perfilieva, 2006). Firstly, EU-level free movement 

agreements disallowed professional regulators from testing for English language 

proficiency. The Health and Care Professions Council (HCPC), the UK regulatory body for 

paramedics and other allied health professionals, stated that it was the employer's 

responsibility to follow good recruitment practices, including the use of robust selection 

and induction programmes, to ensure that each employed individual was fit for the job and 

safe to practice (HCPC, 2010; HCPC, 2011). The HCPC changed the approach and 

introduced new requirements, including a language competency certificate confirming 

minimum language skills (HCPC, 2022b). Secondly, the health workforce's Continuous 

Professional Development (CPD) requirements vary from one EU/EEA country to another. 

Young recommended standards to be developed for inclusion in EU Mobility legislation 

(Young, 2011). Lastly, the principal investigator observed a need for more efficient cross-

border information sharing regarding individuals who are thought "unsafe" to practice. For 

example, the HCPC would currently consider references from a Polish employer simply 

stating the individual's time in practice as acceptable (HCPC, 2017a). However, no official 

body in Poland holds publicly available information on unsafe/unacceptable practices 

leading to disciplinary action (professional misconduct). 

 

For most healthcare professionals, the United Kingdom was a destination rather than a 

donor country. However, for some, it was a stepping stone to North American emigration 

(Young et al., 2003; Ball and Pike, 2004). The British health system still heavily relies on 

internationally educated staff, with as many as one in three doctors and one in ten nurses 

graduating outside its borders (Young, Weir and Buchan, 2010). It is expected that 

internationally recruited paramedics and employing organisations will encounter similar 

challenges and will therefore be able to benefit from lessons learned by other healthcare 

professions. 

 

Data on the advantages and disadvantages of sourcing the healthcare workforce is 

limited, but several qualitative and quantitative studies exist. Research suggests that 

international recruitment benefits all parties; the employer, the team working directly with 

the recruits and the individual herself/himself. The obvious benefit for service delivery is 

the capacity expansion due to an increased workforce (Alexis et al., 2007). Another 
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benefit is the snowball effect of passing the information to ex-colleagues about the 

employment opportunities in the UK by people who had secured a vacancy. Buchan and 

Young (2010) interviewed internationally recruited staff, their colleagues and supervisors 

and found the following positive outcomes: 

 

• Bringing new ideas and offering critical appraisal of existing practices and 

procedures; 

• Bringing particular skills, such as specialist skills and those not included in UK 

training; 

• Having positive personal qualities, such as being friendly, hard-working, having a 

“can do” attitude, setting a good example etc.; 

• Having a more caring approach to patients, particularly the elderly; 

• Generally contributing to workforce diversity and cultural understanding/exchange; 

• Being able to translate for non-English speaking patients; 

• Having experience in caring for patients from a similar cultural background as local 

populations; 

• Generally increasing team morale and, in some cases, raising standards. 

  

International recruitment of doctors, nurses and other healthcare professionals brought 

numerous, often unforeseen, challenges. The literature suggests that as the healthcare 

workforce recruited from overseas does not act in the same way as domestic staff, 

management teams and HR departments might find themselves unequipped to deal with 

unexpected issues that they would not routinely experience with local staff (Young et al., 

2008). For instance, nurses from the Philippines would not apply for a promotion because 

of the lack of overtime opportunities in the more senior posts, resulting in lower net 

income and impact upon financial support for their families in the Philippines. Another 

example is the length of service, which is less predictable than with domestic staff. The 

migrant health workforce is more mobile, thus, more likely to respond to a change in the 

employment market and move to another country, offering better working conditions. In 

contrast, domestic staff may not be aware of global shifts in workforce demand (Buchan 

and Young, 2010). In those circumstances, the organisation employing the group of 

staff/individuals who, for example, decided to return to their country of origin because of 

major health service changes would have minimal influence on the decision (Schalkwyk et 

al., 2020). 
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In one study seeking reasons for internationally recruited healthcare professionals leaving, 

it was found that in some cases, their scope of practice and/or autonomy was limited 

compared to the country of origin (Young, 2008). There were also missed opportunities to 

learn from the wealth of knowledge accumulated by clinicians in foreign health systems. 

The most common reason for failing to capitalise on this resource was the time and effort 

it takes, not only from the individual's co-workers but also from HR and service managers 

to introduce new procedures (Buchan and Young 2010). However, on many occasions, 

UK colleagues adopted new practices where patient care benefited significantly (Table 1). 

 

Table 1: Examples of new practices adopted from internationally recruited clinicians 

(Buchan and Young 2010) 

Area of new practice Country of origin 
Acupuncture and acupressure Scandinavian midwives 

Aromatherapy and water births to ease mothers’ 

birth pain/stress 

German midwives 

Possible higher medication doses to stimulate 

labour 

Greek midwives 

 

On an individual level, some international recruits found it difficult to adapt to NHS working 

culture, understand professional roles and communicate effectively (often due to the 

language barrier), alongside more personal “outside work” problems such as being 

separated from their families and the financial costs of relocation to another country (Allan 

and Larsen 2003' Chun, Birk and Mills. 2018). More recent research highlights a further 

issue employers face; as many as 50% of internationally recruited nurses leave within 12 

months of their employment with the NHS (Olsen, 2022). 

 

1.3.2 Brexit 

The current project began before the United Kingdom European Union membership 

referendum on 23 June 2016. British electorate voted to leave, leading to the UK exiting 

the Union on 29 March 2019 (Dayan et al., 2021). The decision impacted many, if not 

most, domains of life, and health services were one of them. Focusing on health 

professionals' international recruitment, some trends in migration were observed (King's 

Fund, 2021). In 2021, 13.1% of NHS staff were non-British nationals; 5.6% were from 

EEA countries, and 7.5% were from non-EEA countries (Nursing and Midwifery Council 

(NMC), 2022b). The inflow of internationally-recruited nurses (IRN) from EEA countries 

has decreased rapidly following the referendum vote compared to previous years (87% 

drop from 6,382 in 2016/17 to 805 in 2017/18; Fig. 1)(The Health Foundation, 2018) and a 
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sustained rapid increase in the headcount of the non-EEA IRNs (Schalkwyk et al., 2020). 

However, the percentage of overseas medical doctors in the NHS kept increasing but 

slowed down for EEA-qualified versus non-EEA (increased by 2.9% in 2018-19 and by 

8.2% in 2019-20 vs 7.4% and 13.2% for non-EEA)(Schalkwyk et al., 2020). There are no 

reports specifically focusing on paramedics. However, data obtained under the Freedom 

of Information Act (2015) illustrated a similar impact on the number of applications from 

EEA and non-EEA-qualified paramedics (reduction from 505 applications in 2014-15 to 

105 in 2017-18 for all international applications and from 116 to 12 for Polish-qualified 

applicants)(HCPC, 2022a). Several authors speculated on the link between the so-called 

no-deal prospect and overseas health workers deciding to postpone migration, choosing 

another migration destination or not pursuing the move abroad altogether (Dayan et al., 

2021). However, there is a lack of empirical studies exploring Brexit's impact on health 

professionals' migration. This can potentially be linked to the global pandemic that 

significantly reduced any non-COVID research on the health workforce in the UK during 

that period (Dayan et al., 2020).   

 

Figure 1: The impact of Brexit referendum outcome on EU-qualified nurse applications to 

the NMC (The Health Foundation, 2018; Spiliopoulos and Timmons, 2023) 

 

As illustrated above, there were much fewer EU-qualified nurses and paramedics applying 

to register to practice in the UK. However, the UK Government continues to rely on 

overseas clinicians working for the NHS (King's Fund, 2021). It was estimated that the 

NHS would need at least 5,000 more nurses a year than domestic training could supply, 

and the Government committed to recruiting an additional 12,000 overseas nurses by 

2024/25 (Dayan et al., 2021). Following the EU exit, UK requirements for EU nationals to 
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apply for a visa became the same as for people from non-EEA countries (NMC, 2022b; 

GMC, 2020). Another barrier is that the Mutual Recognition of Professional Qualifications 

Directive will no longer apply to the UK from January 2023. It means that UK regulators 

will no longer be able to automatically recognise professional qualifications obtained in 

EEA countries, and it is still being determined what the process and qualification 

assessment will look like (King's Fund, 2021).   

 

1.3.3 Paramedic shortage and international recruitment 

Ambulance services in the UK experienced an unprecedented shortage of paramedics. In 

2014 the Centre for Workforce Intelligence presented evidence to the Migratory Advisory 

Committee (MAC) of 1251 unfilled paramedic vacancies in England (MAC, 2015). 

Consequently, the paramedic profession was added to the Shortage Occupation List 

(SOL)(MAC, 2015). It made sourcing overseas paramedics from outside the EU/EEA a 

significantly easier and shorter process. MAC estimated that the shortage would last for a 

minimum of three to five years.  

 

Several factors were identified as contributing to staff shortages, which are discussed 

below.  

1.3.3.1 National change in qualification levels for paramedics 

In 2000 the education benchmark was moved from a certificate (delivered mainly 

internally by NHS ambulance Trusts) to level 5 - higher education diploma as in other 

European countries (Germany, Finland, Poland). Consequently, ambulance service Trusts 

did not see programme graduates for an extended period of time (Association of 

Ambulance Chief Executives (AACE), 2015). The publication of the Paramedic Evidence-

Based Education Project (Allied Health Professionals Health Education Advisory Group, 

2013)  has led to the introduction of a single point of education entry at degree level by 

2019. This contributed to further expansion of the vacancy gap, with a so-called “fallow” 

year where there were no graduates from universities (Health Education England, 2015). 

 

1.3.3.2 Inadequate pay and poor working conditions 

Three main trade unions, representing over 20,000 paramedics nationally (GMB, Unison 

and Unite), surveyed over 3,200 paramedics in 2015, of which over 75% stated that they 

were considering leaving their jobs and 94% expressed dissatisfaction with pay levels that 

did not reflect their working conditions or levels of responsibility (Unison, Unite the Union, 

and GMB, 2015). The number of paramedics leaving ambulance services nearly doubled 

between 2011 to 2015, rising from 566 in 2010/11 to over 1,000 in 2014/15 (Quaile, 2015; 
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Health Education England, 2015). In the dispute with NHS Pay Review Body over salary 

for paramedics, the trade unions used anecdotal evidence sourced from discussions with 

staff and trade union members giving key reasons for paramedics leaving the job (Table 

2). The NHS Pay Review Body accepted those reasons. However, there is no 

data/evidence available to support them. In December 2016, the Department of Health, 

AACE and trade unions came to a multilateral agreement to move paramedics from the 

Agenda for Change pay band 5 (£21,909 - £28,462) to band 6 (£26,302 - £35,225)(NHS 

England, 2017), to reflect the expansion of professional education levels, responsibilities, 

skills and knowledge.  

  

Table 2: The reasons people cited for leaving or considering leaving NHS ambulance 

services (Unison, Unite the Union, and GMB, 2015) 

Why people are considering leaving ambulance services 

Pay and reward 

Demand placed on 999 services 

Workload on individuals and working practices 

Increase in working hours and work-related stress 

Bullying and harassment and physical violence 

Performance management 

Increased stress when working with and being expected to mentor “unqualified” staff 

Inappropriate 999 calls outs/misuse of services 

Increases in retirement ages of ambulance workers 

The long-term physical demands of the work 

The long-term mental demands of the job, including but not restricted to, trauma and 
traumatic incidents  

Illness and injury, including permanent injury and disablement 

Lack of training and development opportunities 

The transferable skills of paramedics 

 

 

1.3.3.3 New opportunities for paramedics 

One of the key drivers for the change of ambulance services' role in primary and 

secondary care was the Five Year Forward View by Sir Bruce Keogh (2014). Paramedics' 
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skills, experience and knowledge became desirable by other health care providers such 

as GP practices, walk-in centres, custody suites and urgent care centres. There is no data 

available on destination careers for exiting paramedics, but it can be hypothesised based 

on other information. An example of new opportunities for paramedics was the creation of 

Hazardous Area Response Teams (HART) across the country. Between 2007 and 2011, 

ambulance service Trusts internally recruited paramedics to train as HART specialists and 

no longer work as "normal" frontline staff (Price, 2016). Each of England's ten ambulance 

services has a HART team. They all provide nationwide 24/7 cover, and to achieve this 

they require 50-80 HART paramedics per trust, which equates to the national expansion 

of the workforce by 500-800 paramedics as HART specialists left a gap to fill in the 

"regular" emergency and urgent care cover (National Ambulance Resilience Unit, 2017). 

That was a significant blow to the regular workforce, which was not properly addressed 

until 2013-2014 (Health Education England, 2015). 

 

In 2007 the Department of Health published “Our NHS, Our Future” which led to the 

creation of the NHS 111 service. Its purpose was to simplify the public’s access to non-

emergency health care, especially in out-of-hours periods. Implementation of the plan 

began in 2009 (Department of Health, 2007; Ofcom, 2009). For the ambulance service 

workforce, it meant further haemorrhage of paramedics seeking a career change. For 

example, North West Ambulance Service NHS 111  employed 15 specialist paramedics. 

Being unable to fill all vacancies, the service relied on agency staff (paramedics and 

nurses) regularly (North West Ambulance Service NHS Trust, 2017). 

 

As the paramedic skill set and knowledge base expanded, they became more attractive to 

a number of other healthcare stakeholders (Unison, Unite the Union and GMB, 2015). 

One of these was urgent care settings (out-of-hours services, walk-in centres etc.). In the 

second part of 2016, an NHS employer from Manchester advertised a vacancy through 

the NHS Jobs website, targeting advanced paramedics to work at walk-in centres, with a 

salary (£56,104-£68,484 per annum) that was over twice as high as for a frontline 

paramedic at the time (£21,909-£28,462 per annum) (Mastercall Healthcare, 2016).  

 

North West Ambulance Service NHS Trust, following a successful pilot in 2013/14, 

recruited internally 12 community specialist paramedics whose employment is hosted by 

the trust but are based at GP practices across the North West (North West Ambulance 

Service NHS Trust, 2017). That role was created following the "five year forward view" 

publication" (Keogh, 2014). Its main objectives were to increase the number of patients 

treated in the community and release the pressure on accident and emergency 
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departments. It was to be achieved by using multi-professional knowledge and skills and 

encouraging the cooperation of different stakeholders in primary and urgent care. Twelve 

paramedics might not sound like a significant number; however, these opportunities did 

not exist 10-15 years earlier and had not had to be taken into consideration during 

workforce planning (Addicott et al., 2015).  

 

1.3.3.4 Poor planning 

The London Ambulance Service NHS Trust saw a substantial increase in whole-time 

equivalent (WTE) paramedic vacancies between 2012 and 2015, rising from 34 vacancies 

in 2012/13 to 187 in 2013/14 and 455 in 2014/15 (Quaile, 2015; Health Education 

England, 2015). The Workforce Plan for England published in 2016 showed that there 

were still 401 vacancies (1 April 2015)(Health Education England, 2016). In 2013/14, 

there was an increase in demand for paramedics of more than 8% (almost a thousand 

more) that was not forecast by the Government. It happened to coincide with a dip in the 

number (from 600 to 300 only) of sponsored commissions across England (sponsored 

placements for student paramedics at Higher Education Institutes(HEI)). As a result, the 

supply and demand gap widened rapidly and persisted for the next couple of years 

(Health Education England, 2016).  

 

In response to increasing numbers of full-time equivalent vacancies across the country, 

Health Education England increased the number of sponsored commissions from 655 in 

2013/14 to 1729 in 2016/17. However, ambulance service employers received the first 

wave of paramedic graduates in 2017 (Health Education England, 2016).  

 

Because of this delay in supply, some of the ambulance Trusts embarked on international 

recruitment as an interim measure. Based on the number of registration applications 

(international route - for health professionals qualified outside the UK) with the paramedic 

professional regulatory body (HCPC), they focused on Australia (638 applications) and 

Poland (191 applications)(Health and Care Professions Council, 2016).  

 

1.3.3.5 Clinical Quality Commission Report 

In January 2017, the Clinical Quality Commission (CQC) published a report following an 

inspection of one of the NHS ambulance trusts in the spring/summer 2016. An overall 

rating of "requires improvement" reflected limitations in safety and leadership. A good 

rating was achieved in three remaining areas: effectiveness, responsiveness and caring 

nature of the organisation's staff. The area particularly relevant to this project relates to 
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safety concerns. One key CQC finding was that 16.2% of vacancies for paramedics were 

unfilled. It varied from area to area, with the highest in one rural region at 20% of unfilled 

paramedic posts. The board of executives from the ambulance service decided to allocate 

four groups of recruits from Poland to that area (48 paramedics) (C Morris, personal 

communication, January, 2017). This is just one example of a region where the overall 

proportion of overseas staff compared to the proportion of British-trained workforce can be 

much higher than in other areas increasing the significance of appropriate induction 

programmes to ensure safe care delivery by the Trust.  

 

1.3.3.6 Internationally-trained paramedics in England  

Ambulance services across the UK were experiencing an unprecedented shortfall in 

trained paramedic staff. According to a partial review of shortage occupation lists for the 

UK and Scotland, there were 1250 unfilled vacancies in 2015 (Migration Advisory 

Committee, 2015). The report forecasted rapid growth in the number of unfilled vacancies 

in line with the 7% annual increases in workload predicted by the Centre for Workforce 

Intelligence (2014).  

 

According to the HCPC, in 2016, 841 of the 22,942 paramedics on the register (3.6%) 

were qualified outside the UK, and 1,142 new applications were pending. Most ambulance 

services embarked on overseas recruitment to meet the vacancy shortfall with plans to 

expand the initiative in the future (HCPC, 2016). Chief executives of the NHS ambulance 

trusts sought overseas paramedics from countries including Australia, New Zealand, 

Canada, Finland and Poland (London Ambulance Service, 2014). However, the two main 

source countries were Australia, with 68% of internationally educated paramedics on the 

register, and Poland with 11% (HCPC, 2016).   

 

Figure 2: Number of new registrants in years 2011-2017 (HCPC, 2017b) 
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Figure 2 and Table 3 illustrate a sharp spike in paramedics educated outside the UK 

entering the register. This reflected a sudden national shortage of paramedics and 

employers’ efforts to address it by, among other measures, recruiting from overseas. 

 

Table 3: Number of internationally educated paramedics on the register (HCPC, 2016) 

Year Australia Poland 

Other 

countries 

Total in 

year 

Total on the 

register 

2010 2 2 7 11 11 

2011 3 5 12 20 31 

2012 4 11 10 25 56 

2013 10 2 10 22 78 

2014 13 12 18 43 121 

2015 260 16 56 335 456 

2016 279 50 59 389 845 

 

Further enquiries under the Freedom of Information Act (FOI) revealed that the population 

of Polish paramedics on the HCPC register were between 20 and 54 years old. Most of 

the target population was male, with females representing approximately 23%. The 

number of paramedics on the HCPC register educated in Poland had been steadily 

growing until a sharp spike in 2015 when English Trusts started the recruitment (HCPC, 
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2019a; Fig. 3). This meant that the duration of service varied among the population with 

the first cohort of subjects sourced through international recruitment in 2015.  

 

Figure 3: Nationality, age and gender for Polish paramedics on the register (HCPC, 

2019a)  

 

 

 

1.4 Ambulance service 

Ambulance services are complex healthcare organisations that stayed unchanged 

between the establishment of the NHS in 1948 and the implementation of the first major 

change policy in 1974 (Wankhade, 2009). Then it took a long time to convince all the 

parties that ambulance services have the potential to become "an emergency arm" of the 

NHS (College of Paramedics, 2015). When it finally happened in the 1980s (Wright, 

1984), it was time to explore the role of the paramedic. Following studies commissioned 

by the Department of Health, the evolution of the profession and the development of 

ambulance services skyrocketed to become a victim of its own success (Chamberlain, 

2018). As the public trust towards the NHS ambulance service built up and people of 

Britain aged, developing more numerous and complex health conditions, the demand for 

health services grew (Department of Health, 2005). It impacted NHS staff, and 

paramedics were no exception. The ambulance staff morale was as low as never before 

(Unison, Unite the Union, and GMB, 2015). Additionally, as the profession blossomed, 

becoming attractive to other healthcare providers, paramedics could now develop their 

careers outside ambulance trusts (Health Education England, 2015).  
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2013 was the year when the vacancy gap started widening. With the slow reaction from 

employers and the Government, it got to a stage where the paramedic profession was 

added to the shortage occupation list with as many as 12.5% unfilled full-time equivalent 

vacancies across England (Health Education England, 2015; Migratory Advisory 

Committee, 2015). It led some of the ambulance trusts to embark on international 

recruitment as the vacancies could not be filled otherwise for at least two years through 

the domestic education system (Quaile, 2015). Australia and Poland were the two main 

sources of paramedics for English ambulance services (HCPC, 2022a). Over 800 

internationally educated paramedics joined ambulance services (HCPC, 2016), but there 

was a lack of evidence that they were prepared well enough to provide safe patient care. 

Other UK health professions, such as doctors and nurses, encountered similar problems 

considering international recruitment as a part of the solution (Department of Health, 

2000; Young, Weir and Buchan, 2010; Buchan and Young, 2010). It also appears that an 

in-depth analysis of international recruitment for ambulance services has not taken place. 

One of the leading authors in the field of international recruitment for NHS - Professor 

Ruth Young, concluded that there was insufficient data and no comprehensive appraisal 

of the performance of international recruitment against its declared policy objectives or its 

impact on NHS employers and others to draw firm conclusions (Young et al., 2010). 

Hence the need for further research.  

 

1.4.1 How are English ambulance services currently configured? 

The NHS ambulance services are complex healthcare organisations, playing a major role 

in delivering urgent and emergency care. To understand it, it is crucial to look back at the 

key drivers of their evolution. Thus the next section will recognise and summarise 

available literature leading to a more in-depth assessment of today’s organisations.  

 

1.4.1.1 What led to the creation of what we now call an ambulance 

service? 

The development of ambulance services can be traced back to the armed forces. The 

Egyptians developed management systems for wounded soldiers and, driven by 

numerous military conflicts, evolved into modern first-aid (Haller, 1992). These early, 

conflict-driven systems accelerated the creation and evolution of civil ambulance services 

(Wankhade and Mackway-Jones, 2015). In the UK, these kinds of services were first 

publicly introduced in London in 1879 and then in Liverpool in 1883 (Pibelry, 2014). The 

ambulance service role in the delivery of NHS care was shaped by ever changing and 

growing demand place upon the system, but it was not until the beginning of the current 
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century when paramedic qualifications became sufficiently standardised to allow 

professional migration.  

 

The 21st century has seen an enormous increase in demand on ambulance services, 

which has led the Government to invest billions of pounds to improve the quality of patient 

care (Department of Health, 2000). Between 1997 and 2005, the number of paramedics 

and technicians in the system increased by 15%. Also, ambulance services and higher 

education institutes had two and a half times more placements commissioned for new 

ambulance trainees. The Government anticipated not only an increased quantity of 

ambulance service employees but also the quality of the service (Department of Health, 

2005). On the verge of the 21st century, what proved to be a true game-changer in the 

configuration of ambulance services, was the registration of paramedics with the Council 

of Professions Supplementary to Medicine in 1999, shortly succeeded by the Health and 

Care Professions Council (2000)(College of Paramedics, 2015). It accelerated the 

professionalisation of the role creating new, clearer career pathways such as 

management, clinical leadership, education and research (discussed in the next section). 

In 2005 final reconfiguration can be recognised as a key milestone in forming today's NHS 

ambulance service and allowed paramedic qualifications to be recognised beyond the 

borders one country. 

 

In 2011, six years after the publication of the Department of Health's "Taking Healthcare 

to the Patient," the Association of Ambulance Chief Executives (AACE) published a 

progress review (AACE, 2011). Between 2005 and 2011, there were considerable 

changes to the configuration of national emergency and urgent care at the time. Bradley's 

recommendations were followed and the number of ambulance services was reduced 

from 31 in 2005 to 12 in 2011 (AACE, 2011). Chief Executives of ambulance service trusts 

agreed that the merger contributed to improvement in leadership, greater collaboration, 

financial savings (especially through joint procurement), significantly better resilience, and 

advancements in patient care.  

 

According to the review, all 12 trusts had achieved: 

● Improvement in staff education and training which led to better care provided to 

patients with life-threatening conditions; 

● Improved delivery of urgent care; 

● Maintained high level of patient satisfaction; 

● Speed of answering 999 calls started to be measured in the same way across the 

country and significantly improved; 

● Better technology, infrastructure and resilience. 
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1.4.1.2 English ambulance services today 

In the 1950s, ambulance services were local organisations, often with small fleets of 10-

20 vehicles operating out of 3-5 ambulance stations or hospitals. The configuration has 

changed since then, driven by ever-increasing demand and the changing needs of service 

users. Today (2022), ambulance services in England are NHS trusts employing between 

4,000 and 8,000 people, with a fleet of often over 1,000 vehicles. The complexity of the 

modern ambulance service is illustrated below using the North West Ambulance Service 

NHS Trust as an example. However, it is important to emphasise that there is a degree of 

variation in how English ambulance services are configured or what job titles they use.  

 

The North West Ambulance Service (NWAS) was established in 2006 following the 

merger of 5 local services: Greater Manchester, Cumbria, Lancashire, Merseyside and 

Cheshire. NWAS employs about 7,000 people, and 65% are operational staff (working on 

frontline ambulances)(Cartwright, 2017). It operates out of 109 ambulance stations 

distributed across the North West, and there are three emergency operations centres 

where calls are taken and vehicles, if required, dispatched. Additionally, there are two 

patient transport service control centres and two Hazardous Area Response Teams sites. 

NWAS operates about 1,000 emergency and non-emergency vehicles to provide the 

service. Besides emergency and patient transport services, NWAS also provides the NHS 

111 service with local Urgent Care and out-of-hours partners (NWAS, 2022). NWAS is 

governed by a 14-member board of directors. One non-executive chairman, five non-

executive directors who bring a wealth of experience from different sectors (such as 

governance, policing, law, infrastructure projects etc.) and eight executive directors, 

including the chief executive (Table 4).  
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Table 4: Executive management team (NWAS, 2022) 

North West Ambulance Service NHS Trust 

Executive Management Team 

Chief Executive 

Medical Director 

Director of Quality, Innovation and Improvement 

Director of Strategy, Partnerships and Transformation 

Director of People 

Director of Corporate Affairs 

Director of Finance 

Director of Operations 

 

All NWAS teams and departments are governed by one of the seven directorates shown 

in Table 4. The figures below illustrate the number of layers, from an ambulance crew to 

the top of the organisation (Fig. 4 and 5). In Poland, ambulance service organisations are 

significantly smaller than in the UK. Staff are not exposed to the culture of a big healthcare 

organisation with numerous departments.   
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Figure 4: Chart illustrating tiers of service from 

Chief Executive down to a frontline crew (NWAS, 

2017) 

 

It needs to be emphasised that the service 

delivery model adopted by NWAS encompasses 

merged clinical leadership with management 

structures (Fig. 5). In Poland, clinical leadership 

roles do not exist. In my experience, the 

ambulance service was embedded within a 

hospital trust. We operated out of 3 ambulance 

stations delivering care to a small population of 

about 65,000 people (Statistical Office in Opole, 

2016) compared to a population of over 7 million 

people served by NWAS.  

 

 

Figure 5: Service delivery, emergency services - 

broken down into a sector (NWAS, 2022) 
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1.4.1.3 Preceptorship 

Ambulance services have mechanisms in place to support newly qualified paramedics 

transitioning from education to practice following graduation. Preceptorship is defined as 

‘a period of structured transition to guide and support all newly qualified practitioners, from 

student to autonomous professional, in order to develop their practice further’ (NHS 

England, 2022). Ambulance trusts have policies that provide a framework for the 

preceptorship process. East of England Ambulance Service NHS Trust (EEAST) has its 

policy publicly available, and it is used here to illustrate the process.   

 

The purpose of preceptorship is to facilitate transition education to practice and refine the 

new staff members' skills, values and behaviours. It is perceived as a supportive tool 

available to preceptors to guide the development of newly qualified staff in the first stages 

of their careers. The tool offers standardisation, ensuring a consistent and equitable 

approach for all preceptees (EEAST, 2022).  

 

In practice, the policy dictates that every preceptee is assigned a preceptor. This is a 

qualified, experienced staff member (over 24 months in the role). It is also recommended 

that an associate preceptor is allocated where possible and appropriate. The preceptor 

should have allocated time to work with the preceptee and have at least four review 

meetings. The policy provides preceptors with documentation that aids a standardised 

record of what was discussed, given feedback and action plan, including set objectives. 

Preceptors are encouraged to give honest and constructive feedback. Their decision-

making, feedback and assessment are supported by the NQP preceptorship objectives 

matrix. The document is a framework listing objectives and their descriptions aiding a 

structured approach to preceptorship.  

 

Preceptees are allocated 37.5 hours of supervised practice before their initial review 

meeting. This should happen in the first two weeks of operational duties. The preceptors, 

if satisfied, sign off the preceptee for autonomous practice. The decision is jointly made by 

the preceptee, their line manager and the preceptor. After the sign-off, they continue with 

periodical clinical supervision shifts before each review meeting. Preceptorship concludes 

with the completion of the consolidation period meeting.  

 

Preceptorship can be considered a useful structure to support ITPs similarly to newly 

qualified staff. However, the policy does not differentiate between the two staff groups and 

offers no advice on supporting ITPs whose developmental needs can significantly differ.  
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1.4.2 What is the role of a paramedic? 

College of Paramedics (2019) defines a paramedic as: 

 

“A paramedic works autonomously as a generalist clinician across a range of healthcare 

settings, usually in emergency, primary or urgent care. They may also specialise in clinical 

practice, education, leadership or research.” 

 

The role of the paramedic has evolved, driven by the need and opportunity to use NHS 

resources more efficiently. However, it has left the public with an unclear understanding of 

the complexity of the paramedic role. A study undertaken by the London Ambulance 

Service NHS Trust (LAS) revealed that people are uncertain about the length and depth of 

training for ambulance staff. Interviewees often could not distinguish between paramedics 

and other ambulance staff, such as technicians/assistants, mentioning their role as 

ambulance drivers, which has not existed in emergency ambulance services since the 

1970s (LAS, 2006).  

 

The role of the College of Paramedics is to promote the profession, develop the 

paramedic curriculum, develop post-registration education, establish a career framework 

and drive professional development (Health and Care Professions Council, 2017). Their 

collaborative work with the Government, education providers and ambulance services led 

to the evolution of the modern paramedic role. The 2013 Paramedic Evidenced Based 

Education Project assembled evidence to inform a model of education and training for the 

UK paramedic workforce (Lovegrove and Davies, 2013). Lovegrove and Davies 

concluded that without standardised education and training across England and the rest of 

the UK, paramedics would not be able to fulfil their role in the health care system and, 

above all, provide excellent and safe patient care.  

 

Current healthcare policy is placing greater emphasis on community-based models of 

care. This issue was an integral component of the Urgent and Emergency Care Review 

(2014) led by Professor Keith Willett. Willett et al. believe that paramedics play a crucial 

role in urgent care providers as they are often the patients' first point of contact with a 

health professional. In the last decade, numerous specialist roles have been created for 

paramedics, but the College of Paramedics have advocated for standardisation of role 

identification, as the definition of roles/titles may vary from one service to another and are 

not well understood by patients and the general public (Lovegrove and Davies, 2013). The 
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College of Paramedics created the Paramedic Career Framework, which segregates roles 

into four main domains (Figure 6).   

 

Figure 6: Paramedic Career Framework (College of Paramedics, 2020) 

 

   

 

Clinical practice pathway aid paramedics in advancing clinical knowledge, allowing them 

to fulfil various specialist and advanced roles such as: 

- Community specialist paramedic 

- Urgent care specialist paramedic (based in urgent care control rooms) 

- Frequent caller specialist paramedic 

- Ambulance liaison officer 

- 111 clinical advisor 

- Advanced paramedic practitioner / Emergency care practitioner 



50 
 

- Critical care paramedic 

- Forensic paramedic 

- Hazardous Area Response Team paramedic 

- Advanced paramedic 

- Advanced urgent care paramedic (based in urgent care control rooms) 

- Community advanced paramedic 

- Consultant paramedic 

- Consultant paramedic for urgent care 

- Chief consultant paramedic 

 

Management pathway: 

- Senior paramedic team leader 

- Operations manager 

- Sector manager 

- Head of service 

- Director 

- Chief executive 

 

Education pathway (Paramedic education is mainly based at universities, and training of 

other roles, such as technicians, are undertaken by paramedics within the ambulance 

service): 

- Paramedic Lecturer 

- Paramedic Senior Lecturer  

 

Research is the most recent pathway, and currently, few ambulance services employ 

paramedic researchers.  

 

The Paramedic Career Framework was designed to act as a guide to education, 

knowledge and expertise developed by paramedics at different stages of their careers 

following one of the paths (College of Paramedics, 2016). The North West Ambulance 

Service followed the guide, and its clinical leadership and management structure reflect 

the CoP's framework.  
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Chapter 2: Literature Review 

 

Chapter 1 offered an insight into the paramedic role and an overview of how the 

profession has evolved over the years; the configuration of the current ambulance 

services in England; and the factors contributing to the staff shortage. Chapter 1 set out 

the research question, aims and objectives. In chapter 2, available literature on transition 

experiences of overseas-trained healthcare staff is collated, critiqued and considered in 

the context contributing to the understanding of the researched area. The quality of 

available literature is assessed and knowledge gaps identified. This chapter also presents 

an exploration of the available literature on the assimilation theory and its appropriateness 

to underpin the current study. The findings offered in this chapter informed the 

development of the focus group topic guide. 

 

2.1 Aims of the literature search and review 

To explore and critique available literature surrounding experiences of the transition of 

paramedics and other healthcare professionals into roles in different countries.  

 

2.2 Assimilation and acculturation theories - the international 

healthcare recruitment context 

 

Assimilation theory, initially developed by scholars such as Park and Burgess (1921) and 

Gordon (1964) posits that migrants gradually adapt to the receiving society's culture, 

norms, and values, eventually losing their unique cultural identity. This approach has been 

widely used to study the integration of migrants into new societies. However, more recent 

research has recognised that adopting the receiving culture does not necessarily imply 

discarding one's heritage culture (Berry, 1980). Over time, the term 'acculturation' has 

gained prominence, with scholars such as Berry (1997) and Sam and Berry (2010) 

arguing that it offers a more nuanced understanding of the complex processes through 

which migrants adapt and maintain their heritage culture while adopting aspects of the 

receiving culture. This shift from the term "assimilation" to "acculturation" indicates an 

evolving understanding of the ways in which individuals and groups adapt to new cultural 

environments. Key scholars who have contributed to the development of assimilation 

theory and its variants initially conceptualised the process as consisting of four stages: 

contact, competition, accommodation, and eventual assimilation (Park, 1928). 

Subsequently, Portes and Zhou (1993) expanded on the concept of assimilation by 
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introducing segmented assimilation theory, which posits that different groups may 

experience different paths of adaptation depending on various factors, such as their social 

class, race, and the context of reception in the host society. Acculturation theory is 

presented by some authors as a theory that evolved from the assimilation theory, 

developing it and adding further dimensions (Schwartz et al., 2010). In this thesis, the 

term "acculturation" will be employed to encapsulate the evolution of the theory, with the 

underlying assumption that it originated from and further developed the concept of 

assimilation. This choice of terminology acknowledges the progression and refinement of 

the theory over time. However, it can be argued that assimilation theory and acculturation 

theory are related, but they have not necessarily evolved from one to the other. Both 

theories attempt to explain the process through which individuals or groups adapt to a 

new culture, but they differ in the extent to which they emphasise the retention or loss of 

the original culture (Sam and Berry, 2010). Nevertheless, there is a context argument 

(discussed below) that that acculturation happen between the ITPs and their colleagues, 

but assimilation in the context of professional and organisational culture dictated by the 

regulatory body and British values.  

 

Acculturation, the process of cultural change resulting from contact between different 

cultures, has become an essential area of study, particularly in the context of international 

migration (Berry, 2007; Tadmor, Tetlock, & Peng, 2009). As Gibson (2001) notes, 

acculturation refers to changes that take place as a result of contact with culturally 

dissimilar people, groups, and social influences. The field has witnessed a significant 

increase in research on acculturation, with various models being developed within cultural 

psychology, such as Berry's bidimensional model (2006), which encompasses 

assimilation, separation, integration, and marginalisation. In the context of internationally 

trained health professionals, it can be argued that they are more likely to be required to 

assimilate rather than acculturate, as the healthcare system they join is often rigid and 

adheres to established values and practices. The influx of international recruits does not 

typically result in significant changes to the existing healthcare system or its values on a 

strategic level, as these are deeply ingrained and regulated within the organisations and 

societies in which they operate (Neiterman and Bourgeault, 2015). However, for Polish 

ITPs transitioning into their roles within English ambulance services, acculturation is an 

appropriate framework as it acknowledges the possibility of retaining one's cultural identity 

while adapting to the host society. Acculturation research can help us better understand 

the potential challenges faced by these paramedics and the factors that influence their 

adaptation, such as language proficiency, experiences of discrimination, and the support 

they receive from their organisations and colleagues. 
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By applying assimilation theory to the experiences of ITPs, we can gain insights into their 

cultural adaptation process and the factors that may facilitate or hinder their successful 

integration (Xie and Greenman, 2011). For example, Berry's (1980) model suggests that 

integration or biculturalism might be associated with better psychosocial outcomes, as it 

allows individuals to draw on the strengths and resources of both their heritage and 

receiving cultures. Research in this area can inform interventions and support strategies 

to enhance these paramedics' well-being and professional success as they navigate their 

new roles and cultural environments. 

 

The acculturation categories model proposed by Berry (1980 and 2006) has faced two 

primary criticisms (Rudmin, 2003; Rudmin et al., 2009). First, the classification of 

individuals as high or low in terms of receiving-culture acquisition and heritage-culture 

retention can be arbitrary, leading to difficulties in comparing studies. Second, the validity 

of marginalisation as an approach to acculturation has been questioned due to the low 

likelihood of an individual developing a cultural identity without drawing on either the 

heritage or receiving cultural contexts (Schwartz et al., 2010).  

 

To address these criticisms, researchers developed more nuanced approaches to 

acculturation, considering factors such as migrant type, ethnicity, cultural similarity, and 

language (Schwartz et al., 2010). It has been suggested that a more detailed 

understanding of the context in which acculturation occurs, including the characteristics of 

migrants themselves, is essential for a more accurate and useful model (Schwartz et al., 

2010). For example, the type of migrant (voluntary immigrant, refugee, asylum seeker, or 

sojourner) can impact the acculturation options and experiences available to them 

(Schwartz et al., 2010). The population of ITPs can be classed as voluntary immigrants 

who chose to move to the UK. Therefore the other categories developed by Berry (2006) 

have only limited transferability to the context of the current project.  

 

The cultural and ethnic backgrounds of migrants also play a crucial role in the 

acculturation process, as different groups may face varying degrees of discrimination and 

hostility in the receiving society (Balante, Broek and White, 2021). Additionally, language 

is a key factor in acculturation, with shared languages contributing to national identity and 

easing the acculturation process. In contrast, migrants who speak different languages or 

cannot speak the language of the receiving country may face greater challenges in 

adapting to the new environment (Chok et al., 2018). 
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Acculturation theory holds significant relevance for healthcare professionals who are 

recruited to work in another country. For instance, Polish paramedics transitioning into 

roles with English Ambulance services may experience a range of acculturative 

challenges. These may include language barriers, differences in professional practices 

and expectations, and the need to navigate both personal and professional relationships 

in a new cultural environment. In this context, acculturation theory can help in identifying 

factors that facilitate or hinder the successful integration of these professionals into their 

new roles and the broader healthcare system. 

 

In exploring the experiences of Polish paramedics in English Ambulance services, 

acculturation theory can be used as a framework to examine the strategies they employ to 

cope with the challenges of adapting to a new professional environment. By analysing the 

ways in which they retain aspects of their culture while adopting new practices and values, 

it can allow to gain a deeper understanding of their experiences and the factors that 

contribute to their success or difficulties in the process (Xie and Greenman, 2011). 

Acculturation theory also helps to highlight the importance of recognising individual 

differences in the process of adaptation, as it does not assume a 'one size fits all' 

approach (Zane and Mak, 2003). This perspective acknowledges the unique experiences 

of each healthcare professional and how factors such as age, prior experience, and the 

nature of their work environment may influence their acculturative process. Through this 

lens, the study of Polish paramedics' transition experiences can contribute valuable 

insights into how best to support and facilitate their successful integration into the 

healthcare system and their new professional roles.  

 

Moreover, acculturation theory can shed light on how healthcare organisations can 

develop targeted policies and interventions to support foreign healthcare professionals 

during their transition. By identifying the key challenges faced by Polish paramedics in 

English ambulance services, such as language barriers, cultural differences in work 

practices, and navigating the healthcare system, organisations can devise strategies to 

address these issues effectively. This may include language training, cultural awareness 

programmes, and mentorship schemes that facilitate the sharing of knowledge and 

experience between local and foreign professionals. In addition, an understanding of 

acculturation processes can help healthcare organisations create a more inclusive and 

diverse work environment. By recognising the value of heritage and receiving cultural 

practices and values, organisations can foster a culture of respect, mutual understanding, 

and collaboration. This approach can potentially lead to improved job satisfaction, reduced 
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attrition rates, and increased overall effectiveness of healthcare professionals from 

diverse backgrounds, including ITPs working in English Ambulance services. 

Furthermore, acculturation theory can contribute to the development of a more 

comprehensive understanding of how healthcare professionals' experiences of 

acculturation influence their well-being and professional outcomes. As previous research 

suggests, acculturative stress can have adverse effects on mental and physical health 

(Williams & Mohammed, 2013). By examining the experiences of Polish paramedics 

transitioning into English Ambulance services, we can better understand the factors that 

contribute to their well-being and identify potential areas for support and intervention. 

 

In conclusion, acculturation theory offers a valuable framework for exploring the transition 

experiences of Polish paramedics working in English ambulance services. By considering 

the complex processes through which these healthcare professionals adapt to their new 

professional environment, we can gain a deeper understanding of the challenges they 

face and develop effective strategies to support their successful integration. This, in turn, 

can contribute to the creation of a more inclusive, diverse, and effective healthcare system 

that benefits both professionals and patients alike. 

 

2.3 Methods 

This section provides a rationale for selecting the integrative literature review method, lists 

the search criteria, describes search methods and offers an insight into the evidence 

integration process. 

 

2.3.1 Integrative literature review method 

Following a preliminary literature search and review, methods were explored to select the 

most suitable for the current project's aims. The integrative literature review method was 

considered the most appropriate as the search did not find any experimental studies that 

could answer the research question. The observational research conducted to date does 

not specifically focus on this project's exact population of interest. The bank of relevant 

papers is disparate and mainly includes qualitative studies, which do not support a 

systematic quantitative integration, such as meta-analysis, that aims to synthesise and 

compare evidence (Liberati et al., 2009; Davies et al., 2014). A systematic literature 

review was not possible as there was insufficient quantitative evidence for this approach 

(Snayder, 2019). One alternative considered was a scoping review. This approach helps 

identify and analyse knowledge gaps and clarify key concepts and definitions in the 

literature. However, it is more suited for reviews on areas with non-existing or scarce 
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evidence where definitions are yet to be established and the precise research question is 

to be formed (Munn et al., 2018; Aveyard, 2018). The integrative review approach was 

considered more appropriate for the research question as it is commonly used for 

emerging topics to create early conceptualisations (Torraco, 2016). The main advantage 

is that it allows the reviewer to combine empirical and theoretical research. Though, it 

creates a more challenging synthesis (da Silva et al., 2020). The primary aim of an 

integrative review is to examine the evidence for emerging ideas related to the research 

question (Snayder, 2019), making it a suitable approach to inform the development of the 

study.  

 

2.3.2 Search strategy 

Torraco’s guidance (2016) on performing integrative review was followed. The literature 

search was run initially in the autumn of 2016 and updated in June 2022. The search 

included the Cochrane Library, MEDLINE (OvidSP), EMBASE Classic + EMBASE 

(OvidSP), CINAHL Plus (EBSCOhost), PsychInfo, Synthesise and OpenGrey (in 2019). 

Also, a search through ProQuest Theses and Dissertations was undertaken. Reference 

lists of publications that were regarded as relevant were routinely screened.  

 

The search terms were developed in consultation with the supervisory team, one of the 

supervisors is a Cochrane Library expert, and further guidance was sought from an 

experienced health science ambulance librarian (Table 5). The search was not date-

limited but restricted to the adult population only (19-64 years). The initial search for the 

paramedic profession was informed by search terms developed by Olaussen et al. (2017) 

but did not find any studies examining experiences of transition in this specific population. 

This led to setting two wide criteria for inclusion in the literature review: (1) empirical 

qualitative and quantitative studies in English and Polish; and (2) studies exploring the 

experience of health care providers who qualified in one country and migrated to another.  

 

Table 5: Search terms  

Search Concepts Keywords 

S1 Ambulance 
service 
terms: 
 

Ambulance* OR Air Ambulance* OR emergency 
medical service* OR emergency service* OR ems 
OR patient transport service* OR prehospital OR pre 
hospital OR helicopter emergency medical service* 
OR HEMS OR field triage OR out-of-hospital  
 

S2 Paramedic 
terms: 

Paramedic* OR Emergency Medical Technician* OR 
emt OR first responder*  
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S3 Nurse terms: (nurs* N3 migration) OR (foreign nurse*) OR 
(international* educated nurse*) OR (regist* N3 
nurs*) OR (international* N3 nurs*) OR (nurs* N3 
migrant*)  
 

S4 International 
recruitment 
terms: 
 

Recruit* OR employ* OR enlist* OR hire* OR hiring 
OR engage* OR migrant* OR (international* N2 
qualified) OR (foreign N2 train*) OR (International* 
N2 workforce)  
 

S5 Transition 
terms: 

TI (Transition* OR adapt*) OR AB (Transition* OR 
adapt*)  
 

S6 S1 OR S2 
OR S3 

 

S7 S6 AND S4 
AND S5 

 

 

In addition, reference list screening was routinely conducted by the principal author, and a 

further search was undertaken using the artificial intelligence-powered tool, Connected 

Papers. The tool screens existing literature where assumptions are made based on 

authors citing sources on relevant topics.  

 

2.3.3 Review process 

A review process followed guidelines developed by Gerrard (2014). Publications identified 

by the databases search were screened by information provided in the title and abstract. 

Duplicate publications and those not meeting the inclusion criteria were excluded. Some 

publications were excluded because their findings were synthesised with others in 

published literature reviews (Snyder, 2019). For quality assurance purposes, the 

supervisory team advised and supported the author throughout the process with samples 

of work quality checked. Following the search of databases for pertinent content, the 

number of papers was reduced through a systematic application of the integrative 

literature review process, which facilitated identifying and selecting studies most relevant 

to the research topic (Torraco, 2016). The integrative approach enabled the inclusion of 

studies that were underpinned by diverse theoretical methodologies, ensuring a 

comprehensive and multidimensional understanding of the subject matter (Whittemore 

and Knafl, 2005). By adhering to the established criteria for the integrative literature 

review, the reviewer was able to appraise various types of studies effectively, resulting in 

a coherent and robust selection of papers that significantly contributed to the study's 
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objectives (Snyder, 2019).The integrative approach allowed the reviewer to include 

studies underpinned by various theoretical methodologies (Torraco, 2016). 

 

Finally, a rigorous data synthesis process was imperative for maintaining quality 

assurance in this integrative literature review (Whittemore and Knafl, 2005). This process 

involved the systematic extraction, analysis, and synthesis of data from the selected 

studies, which enabled the reviewer to identify common themes, patterns, and 

discrepancies in the literature (Snyder, 2019). By engaging in a synthesis process, the 

reviewer could produce meaningful and valuable insights (presented later in the results 

sections), contributing to the existing body of knowledge and informing future steps in the 

current project and research and practice in the field (Long, French and Brooks, 2020). 

 

2.3.4 Critical appraisal 

Quality assessment and critical appraisal constitute vital components of the integrative 

literature review process, which serves to determine the trustworthiness, transferability, 

and credibility of a study's findings (Long, French and Brooks, 2020; Whittemore and 

Knafl, 2005). The reviewer must possess the ability to appraise a diverse range of studies 

underpinned by different methodologies to ensure a comprehensive understanding of the 

research topic (Snyder, 2019). Papers that satisfied the review's inclusion criteria were 

classified based on their underlying methodology. 

 

Numerous critical appraisal tools are available for various study types, including those 

specifically designed for quantitative, qualitative, and mixed-methods research (Majid and 

Vanstone, 2018). The Critical Appraisal Skills Programme (CASP) tool is a widely 

endorsed instrument, supported by the World Health Organisation and Cochrane Library 

(Hannes and Macaitis, 2012; Noyes et al., 2018). In this review, CASP served as a 

framework to facilitate a structured approach for analysing the essential components of a 

research project. However, it is crucial to acknowledge that the domains of CASP and 

other critical appraisal tools are not based on empirical findings but rather developed 

through practice and consensus among researchers (Noyes et al., 2018). 

 

The CASP Qualitative Studies Checklist and CASP Systematic Review Checklist were 

selected for this study (Appendix F) and used to appraise the selected papers (CASP, 

2018). Both checklists are considered valid tools that prompt the reviewer to consider all 

relevant domains (Noyes et al., 2018). However, they were employed with caution, as, 

without pre-existing theoretical knowledge of qualitative research, they cannot effectively 
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evaluate a study's methodological quality (Hannes and Macaitis, 2012; Long, French and 

Brooks, 2020). To address this issue, the author attended faculty development sessions 

on qualitative methodology and methods and engaged in extensive reading on the 

subject. 

 

The selected papers underwent quality appraisal using the appropriate CASP checklists, 

comprising ten criteria assessed using an amended approach developed by Hong et al. 

(2018). Each paper was evaluated based on each criterion, with the reviewer responding 

with "yes" if fully satisfied, "can't say" if uncertain or unmentioned, or "no" if the quality of 

the paper was deemed to be affected within the relevant domain. Subsequently, each 

paper's evaluation was examined, and the overall publication quality was classified, 

ranging from very high quality to very low quality, as illustrated in Table 6 below. It is 

essential to acknowledge that there is no universally accepted gold standard for critical 

appraisal. Although critical appraisal tools provide a structured approach to the process, 

the scoring system remains subjective, relying on the reviewer's knowledge and 

experience (Long, French and Brooks, 2020). 

 

Table 6: Quality classification system using the CASP checklist adopted from Hong et al. 

(2018) 

Yes responses to CASP 

Checklist criteria 

Quality classification 

100% Very high quality 

80-99% High quality 

60-79% Moderate quality 

40-59% Low quality 

<40% Very low quality 

 

2.3.5 Data synthesis and interpretation 

Data analysis in integrative literature review research refers to the systematic, rigorous 

process of extracting data from selected papers to then organise, code, categorise and 

summarise it ready to be merged into themes relevant to the research question 

(Whittemore and Knafl, 2005; Snyder 2019). Authors recommend thematic analysis for 

literature reviews that result in a selection of all or mainly qualitative studies (Thomas and 

Harden, 2008; Xiao and Watson, 2017; Purssell and Gould, 2021). The method was used 

to draw out themes based on information integration from the selected qualitative studies. 

This was achieved in three stages, coding, descriptive themes development, and 
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analytical themes generation (Thomas and Harden, 2008). After critical appraisal, the 

papers were reread with chunks of text being highlighted where it was thought they were 

relevant to the research question, they were coded. Then the codes were explored again 

and categorised. The categories were converted into themes and transferred into a matrix 

aligned with the matrix method (Gerrard, 2014). The matrix with the seven themes 

discussed below was populated with codes and corresponding text. This allowed the 

reviewer to compare and contrast findings from the selected papers under each theme. 

This let the reviewer to undertake a synthesis of the identified existing evidence.  

 

In the context of integrative literature review, synthesis is a process where data from 

selected studies is brought together, aiming to reach conclusions based on the bank of 

papers relevant to the research question (Noyes et al., 2019; McKenzie et al., 2021). A 

synthesis is described as a process requiring a broad understanding of the topic area and 

a degree of creativity (Torraco, 2016; Snyder, 2019). The process enabled the reviewer to 

develop new perspectives relevant to the topic of the study by integrating existing 

evidence (Torraco, 2005; da Silva et al., 2020). In emerging fields, like that of international 

recruitment of paramedics, synthesis may include some level of speculation on how 

findings from other similar but not the same settings can be compared and contrasted and 

used to reach some tentative conclusions (Pan, 2013).   

 

 

 

2.4 Results 

Thirteen papers were selected for data extraction and synthesis of findings. Six of them 

were qualitative studies, and seven were systematic reviews. The seven reviews of the 

literature included 151 publications; some were included in more than one review (n=28). 

Some of the reviews synthesised findings from other reviews with an overall number of 

papers of 495. A breakdown of the papers by type is presented in Table 7.  

 

Table 7: Number and types of publications included in appraised systematic reviews  

Review authors 
Discussion 
papers Qualitative Quantitative 

Mixed-
methods 

Systematic 
reviews 

No of 
papers 
included in 
the reviews 

Abuliezi, Kondo and 
Quian (2021)  - 11 13 1 -  n/a  
Balante, Broek and 
White (2021)  - - - - 10 202 

Chok et al. (2018) 3 17 -  -  2 54 
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Chun, Birks and 
Mills (2018) 1 12 -  - 3 88 

Ghazal et al. (2020)  - 12 6 -  -  n/a  
Viken, Solum and 
Lyberg (2018)  - 17 -  -   -  n/a  
Moyce, Lash and 
Siantz (2016)  - 25 16 2  -  n/a  

Total: 4 94 35 3 15 344 

     

Overall 
total: 495 

 

 

Studies’ focus and relevant findings are summarised in a table in Appendix H. Most 

studied experiences of members of the nursing workforce; they are the most numerous 

professions recruited from overseas by employers in countries such as the UK, the USA, 

Canada, Australia, the Netherlands and others. Other studies explored the experience of 

medical doctors and midwives. The search did not find a paper exploring the experiences 

of qualified paramedics migrating to England. The number of participants varied from 1 to 

249 in qualitative and 73 to 1793, with one large survey attracting 33,731 responses, in 

quantitative studies. It was not possible to establish the exact number of participants for all 

publications. Some studies included in literature reviews were not accessible, or sample 

size was not provided (n=5). The total number of participants where it was provided and 

accessible was 40,488. It was taken into account that some of the literature reviews 

included the same papers as others. Appendix I presents a breakdown of each systematic 

review with the sample size where available. Preferred Reporting Items for Systematic 

reviews and Meta-Analyses flow diagram was produced to visually summarise the 

screening process (Fig. 7).  

 

Figure 7: PRISMA flow diagram – search, screening and selection 
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The thirteen studies were critically appraised using the CASP checklists. As presented in 

Tables 8 and 9 below, all were deemed high (n=11) or very high quality (n=2). No studies 

were excluded due to low quality.   

 

Table 8: Critical appraisal and quality assessment scores using CASP Qualitative Studies 

checklist and classification approach adopted from Hong et al. (2018) 

Authors (year published) CASP Criterion a 

1 2 3 4 5 6 7 8 9 10 Quality 

Classification 
b 

Al-Hamdan et al. (2015) Y Y Y CS Y N CS Y Y Y High 

Clayton, Isaacs and Ellender (2016) Y Y Y Y Y N CS CS Y Y High 
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Publications identified through 

databases n=14,604 

Additional records n =7 

Duplicates removed 

n =4,007 

Publications screened for 

eligibility 

 n =10,604 

Full-text articles assessed for 

eligibility 

 n =39 

 

Articles included n =13 

Publications excluded: Not 

meeting inclusion criteria 

n =10,565 

Full-text articles excluded 

n =26 
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Legido-Quigley Saliba and McKee (2015) CS Y Y Y Y Y Y Y Y Y High 

Neiterman and Bourgeault (2015) Y Y Y N Y Y Y Y Y Y High 

Philip et al. (2019) Y Y Y Y Y Y Y Y Y Y Very High 

Solum, Viken and Lyberg (2020) Y Y Y Y Y Y Y Y Y Y Very High 

aCASP criterion: 1. Was there a clear statement of the aims of the research? 2. Is a qualitative methodology appropriate? 3. 

Was the research design appropriate to address the aims of the research? 4. Was the recruitment strategy appropriate to 

the aims of the research? 5. Was the data collected in a way that addressed the research issue? 6. Has the relationship 

between researcher and participants been adequately considered? 7. Have ethical issues been taken into consideration? 8. 

Was the data analysis sufficiently rigorous? 9. Is there a clear statement of findings? 10. How valuable is the research? 

bQuality classification: refer to table 6  

 

Table 9: Critical appraisal and quality assessment scores using CASP Systematic 

Reviews checklist and classification approach adopted from Hong et al. (2018) 

 

Authors (year published) CASP Criterion a 

1 2 3 4 5 8 9 10 Quality Classification 
b 

Abuliezi, Kondo and Qian (2021) Y Y Y Y Y CS Y Y High 

Balante, Broek and White (2021) Y Y Y Y Y CS Y Y High 

Chok et al. (2018) Y Y Y Y Y CS Y Y High 

Chun, Birks and Mills (2018) Y Y Y Y Y CS Y Y High 

Ghazal et al. (2020) Y Y Y Y Y CS Y Y High 

Moyce, Lash and Siantz (2016) Y Y Y CS Y CS Y Y High 

Viken, Solum and Lyberg (2018) Y Y Y Y Y CS Y Y High 

aCASP criterion: 1. Did the review address a clearly focused question? 2. Did the authors look for the right type of papers? 

3. Do you think all the important, relevant studies were included? 4. Did the review’s authors do enough to assess quality of 

the included studies? 5. If the results of the review have been combined, was it reasonable to do so? Questions 6. What are 

the overall results of the review? and 7. How precise are the results? Were taken into consideration when appraising studies 

but could not be answered yes/no, so are not presented in this table. 8. Can the results be applied to the local population? 

9. Were all important outcomes considered? 10. Are the benefits worth the harms and costs? bQuality classification: refer to 

table 6  

 

The section below is organised by the lived experiences of people who moved to practice 

in another country. The themes that emerged during the analysis of available literature 

relevant to the populations of the current study include positive and negative experiences 

of communication, cultural and professional adaptation, career progression, challenges of 

parting with the family or supporting them in their transition, quality of care, pastoral and 

professional support. At the end of each subsection, the author speculates on the 

transferability of findings into the current study setting, providing the rationale for inclusion 

in the topic guide for phase one of the study, focus groups. 

 

2.4.1 Communication 

Communication sits at the core of what healthcare professionals do. In the healthcare 

context, it is defined as an umbrella term incorporating a broad spectrum of activities 
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aiming to exchange information between parties (Ali, 2017). These include verbal and 

nonverbal communication using a wide range of media. For example, written 

communication via email, verbal communication face-to-face, or over the telephone (Ali, 

2017). Clinicians have to be able to communicate effectively with patients, their family 

members and colleagues within the same organisation, as well as other healthcare 

professionals, for instance where a paramedic has to handover a patient to a triage nurse 

at an emergency department or an emergency consultant and his team at a major trauma 

centre (Leonard et al., 2004). The ability to communicate may also have an impact outside 

of work during social interactions with other community members. Migration to another 

country involves substantial bureaucracy - filling out forms and calling various 

organisations, from an estate agent to a local GP practice. Before the introduction of 

official language skills testing in 2019 by the regulator (HCPC, 2019b), it was down to the 

employing organisation to assess migrants' communication ability. The literature review 

found that several studies explored similar experiences of international staff whose first 

language was not the one used in the country they migrated to.  

 

Philip et al. (2019) explored communication experiences of nurses who qualified outside 

of Australia using an exploratory qualitative study design. The authors identified two main 

themes. The one related to communication described how participants perceived 

themselves and how their ability and willingness to adapt their language affected their 

perceptions. IRNs cited that only when they began operational work could they assess 

how much they needed to adapt their communication skills. They expressed concerns 

about patient safety when exposed to time-critical situations where miscommunication 

could lead to clinical incidents. They also said that these circumstances were extremely 

hostile environments to develop their language skills. The study participants were 

recruited from a medium-sized metropolitan hospital from five wards with the highest ratio 

of foreign nationals to Australian-qualified nurses. Using convenience sampling, 21 

participants were recruited, but the authors did not elaborate on the sample size nor 

discuss if data saturation was achieved (Emmel, 2014). Not knowing if data saturation 

was reached or not, and the use of convenience sampling questions if the researchers 

stretched the diversity of the data enough to increase the chances of the true 

representation of the category of the population they are interested in (Saunder et al., 

2018). The interview method was used to collect data. A semi-structured interview topic 

guide was developed using findings from a previous study undertaken by the collaborators 

(Philip et al., 2019). They took place on hospital premises in a private room. A 

standardised approach to each interview ensured rigorous research processes. Each 

author interpreted data independently to achieve investigator triangulation (Rheinhardt et 
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al., 2018). This was particularly important as the principal investigator was a foreign nurse 

herself. It could be seen as a problem in a positivist view but a crucial part of knowledge 

genesis within the constructivist paradigm (Probst, 2015). The authors claim to have 

controlled for unconsciously influencing participants and contaminating both processes 

and outcomes by investigator triangulation and removing the principal investigator from 

various steps of the research process and the use of personal reflexivity when they were 

involved (Ben-Ari and Enosh, 2010). Therefore, the research rigour in the context of this 

study is the clarity of their subjectivity, where it was identified and revealed as their own 

experiences can significantly enhance the exploration of the topic area (Philip et al., 2019; 

Shaw and Holland, 2017; Probst, 2015). In some regards, the results can be transferred to 

the setting of this project as the participants; (1) did not have English as their first 

language; (2) the culture in the countries of their origin differed from that of the host 

country. However, there are several differences. England’s and Australia’s cultures are 

not identical; nurses tend to work in multidisciplinary teams of various sizes, often four to 

eight people, whereas paramedics work most of the time with one member of staff or 

alone. Another difference is that of race. Polish paramedics have different ethnicity from 

their British counterparts. However, the vast majority of the NHS ambulance workforce is 

white, whereas, in the Philip study, the participants often were of a different race than 

colleagues and patients (Shaw and Holland, 2017). Overall, using the CASP (2018), the 

study was considered of high quality.  

 

Moyce, Lash and Siantz (2016) reviewed 44 studies exploring transition experiences of 

nurses without a focus on one country. They concluded that transition difficulties are most 

frequently linked to language and communication. IRNs most commonly reported 

communication over the phone as being the most challenging and stressful. Locally used 

colloquialisms and medical terminology added to the complexity of practising as a clinician 

in other than the first language. IRNs from countries of homogenous populations struggled 

to communicate with staff members and patients from diverse cultural backgrounds. IRNs 

and their counterparts also talked about slowing down work because of lacking confidence 

in their language skills or simply having to ‘double-check’ everything. The transition 

experiences were also negatively affected because language barriers made bonding with 

colleagues more difficult. This, in turn, was reported to create frustration, embarrassment, 

and emotional stress issues. The CASP checklist for systematic reviews (2019) was 

utilised to critically appraise the paper. A clear research question informed the 

development of a robust and systematic literature search up to 2016. The publication 

offered less detail concerning the critical appraisal of the included studies and the 

synthesis of their findings. There was only a short statement that the 44 papers were 
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appraised independently by each author and no mention of the methodology underpinning 

the synthesis. Some findings from the review may have limited transferability to the 

current study's population as it focused on the nursing population migrating from one 

country to another. 

 

Abuliezi, Kondo and Quian (2021) conducted a systematic review of research articles in 

English and Japanese published between 2013 and 2020. They identified 25 articles 

meeting the inclusion criteria. Similar to Moyce, Lash and Siantz (2016), their review 

found that language and communication were cited as the most challenging difficulty 

faced by migrating nurses. In addition to common communication-related challenges in 

English-speaking host countries, participants who migrated to Japan struggled with 

understanding Kanji characters. One quantitative study included in the review explored 

the relationship between language skills and the ability to adapt. It found that the poorer 

the Japanese skills reported by participants, the more difficult it was to adapt their practice 

to local standards, make friends and settle. However, the participants stated that they 

found this barrier motivating them to continue investing time in developing their language 

skills. Thus, the issue of problematic linguistic adaptation can be addressed. After 

interviewing qualified overseas nurses (n=21) working in a healthcare setting in Australia, 

Phillip et al. (2019) concluded that through exposure to the local use of English and 

encouragement to communicate and effectively practice communication in work and out-

of-work settings, the transition may be much smoother. Some of the interviewed nurses 

reported paying extra attention to local staff in an effort to learn how to say certain things, 

and thinking to themselves, '…this is how I say it..'.  

 

The review by Abuliezi, Kondo and Quian (2021) reported three main themes. Only one 

was relevant to this project and was broken down to (1) language and communication 

barriers, discussed above; (2) adaptation to workplace and social environments and (3) 

psychological distress. The latter two are discussed in the relevant subsections below. 

When conducting the review, the authors used the Preferred Reporting Items for 

Systematic Reviews and Meta-analyses guidelines. The findings from qualitative (n=11), 

quantitative (n=13) and mixed methods (n=8) were integrated and synthesised using a 

matrix method. The publication scored high against the CASP criteria. The only criterion 

where 'yes' was not selected was question 8, asking for the application of findings to the 

local population. Indeed, not all findings are applicable. The culture and language, 

including the use of logo graphics, were reported to be very different to that in the home 

countries of the IRNs. The nurses migrating to Japan were offered six to twelve months of 

formal language courses before arriving in the host country. The effectiveness of formal 
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language courses to prepare healthcare workers to practice in another country has not 

been measured in any of the included studies.   

 

Another integrative review analysed and synthesised evidence from 2000 to 2018 on the 

transition-to-practice experiences of IRNs after migrating to the USA. Ghazal et al. (2020) 

identified 18 studies meeting the set criteria. Eleven used qualitative methodology, six 

quantitative and one was a case study. The total population of the studies was 1418 

participants. The authors divided the themes into facilitators and barriers. Facilitators of 

improved transition-to-practice experiences were received support from nursing 

colleagues and family and confidence in their own skills and knowledge. The five themes 

classed as barriers were (1) preexisting prejudice about the inferiority of overseas 

healthcare education; (2) barriers linked to communication and language; (3) cultural 

differences; (4) variations in nursing practice; and (5) legal regulation of the profession in 

the USA in comparison to the country of origin. The only theme discussed here is 

communication and language. The other relevant themes are discussed in the 

corresponding subsections below. 

 

Most studies included in the review by Ghazal et al. (2020) reported language skills 

deficiency posing a major barrier to optimal communication. They observed that despite 

all candidates having to pass an international English competency assessment, these did 

not assure adequate communication competency among the IRNs. Participants of the 

reviewed studies cited an inability to provide comparable care to that delivered in the 

native language. Some of them also reported often feeling frustrated and embarrassed in 

the early months after beginning operational work. Internationally trained recruits also 

reported being frightened of speaking over the phone or radio. Korean nurses practising in 

the USA found it difficult to understand what was being said when talking over the phone. 

This was reported as the most stressful experience in the initial phase of work abroad.  

 

The Ghazal et al. review was appraised using the CASP checklist and was assessed to 

be of high quality. Comparably to the review by Abuliezi, Kondo and Quian (2021), the 

only question answered ‘can’t say’ was the question about the local application of findings. 

In part, they will be transferable to Polish paramedics who migrated to England after the 

introduction of the requirement to preset the International English Language Testing 

System (IELTS) certificate to the regulator upon registration. However, it is unknown if the 

experiences of IRNs migrating to the USA to work at hospital organisations will be shared 

with paramedics working in out-of-hospital settings (HCPC, 2022b).  
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The literature discussed so far in this chapter focused on the nursing workforce. Similar 

themes related to communication emerged from research into other professions. 

Communication difficulties emerged as a major theme in a qualitative study by Clayton, 

Isaacs and Ellender (2016). Overseas operating department staff (n=14) working at one 

Australian hospital stated that difficulties in communication affected patient care and the 

atmosphere at work within the team (Clayton, Isaacs and Ellender, 2016). A simple social 

integration intervention outside working hours significantly impacted team communication 

during working hours and the overall experience of transition for overseas staff. The study 

met the threshold set by Hong et al. (2018) to be classed as high quality based on the 

CASP criteria for qualitative research (2018), but there were a couple of issues identified 

when appraising the publication. The authors did not elaborate on their relationship with 

participants and its potential impact on the data collection process. Two authors were 

practising in the same setting as the recruited participants. However, internationally 

recruited staff who work within the imidate team with the research team were excluded. 

The fact that the authors had previous exposure to work with colleagues who qualified 

abroad could be seen as an advantage in understanding the observed phenomena. 

However, it can also introduce unconscious bias when developing a topic guide for 

interviews or analysing the collected data (Walsh, 2014). Mechanisms to address these 

potential biases were not discussed, limiting the reader’s ability to assess their impact on 

the validity of findings. Critical appraisal of the process also revealed the lack of detail on 

ethical considerations and rigour of data analysis. There is a statement that an ethics 

committee approved the study and one about what tool was used to process the data, but 

no information on the validation of conclusions was provided.  

 

Clayton, Isaacs and Ellender’s (2016) findings were echoed in a study of overseas doctors 

who joined the NHS in the UK (Legido-Quigley, Saliba and McKee, 2015). Again, 

language barriers were recognised as the major factor influencing the transition 

experience. However, this specific population was the only one to report that the barrier 

was overcome relatively quickly. The critical appraisal of this paper is presented later on in 

the chapter, but in relation to the communication, the medical doctors reported feeling 

cautious that if they mispronounce, for example, names of diseases, their credibility as 

clinicians may suffer. An induction programme where overseas recruits are prepared in 

terms of verbal communication (e.g. terminology, idioms, slang) and nonverbal 

communication is advocated (Cross and Smalldridge, 2011; Jalal et al., 2019). The 

General Medical Council (GMC), the profession’s regulator, recommends the induction 

programme to address issues related to communication ranging from 'difficulties with 
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subtleties of language and dialect to misunderstandings of the nuances of non-verbal 

communication and social and behavioural norms' (GMC, 2018).  

 

The final study not included in any of the above literature reviews is a qualitative research 

project by Solum, Viken and Lyberg (2020). They interviewed nine IRNs from Poland, 

Lithuania, Latvia, Iceland and Spain who migrated to Norway. The study was appraised 

using the checklist for qualitative studies (CASP, 2018) and was thought very high, with all 

questions answered 'yes'. The paper was considered particularly credible because of the 

clear alignment between theory, research question, data collection, analysis and results 

(Stenfors, Kajamaa and Bennett, 2020). The main identified theme was 'struggling to 

adjust to professional competence standards', further divided into four subthemes, (1) 

deficiencies in preparation; (2) barriers associated with language and communication at 

work; (3) cultural difference; and (4) social interactions at work. The authors argue that the 

work conditions for IRNs are challenged by the lack of appropriate language and 

communication competence. They pose the question of whether the perceived significant 

variation in communication skills reported by the participants correlates with a difference 

in how IRNs are prepared to communicate in the local language. When asked about it, 

participants stated that they had between two to six-month language courses offered by 

the employer or recruiting agency. Two of the nine participants said they did not undertake 

any courses at all before applying for a job directly with the employer and presenting a 

language competency certificate. The level of satisfaction with the quality of the courses 

for those who attended them varied too. Some cited the course as being grammar-

focused and lacking applicability in the real-life context, especially in healthcare. One 

participant reported being shocked when they started working as a nurse and unable to 

fully communicate with colleagues and patients; the other participants confirmed it and 

believed the issue was the main challenge.  

 

In summary, the different aspects of communication were frequently reported by 

internationally educated healthcare professionals to affect the transition to practice in 

another country. The identified themes related to communication can be divided into 

several categories: language competency and efforts to prepare the international 

workforce before they become operational. There are many reports of formal language 

tuition not being sufficient on its own to allow migrants to become competent at 

communicating in another language in a healthcare setting. The literature reported 

individuals finding it hard to understand local dialects deviating from the standard 

language taught abroad. Medical terminology, colloquialism and slang also added to the 

complexity. Research on the topic found variations in how supportive the local workforce 
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was in developing onboarding international recruits’ language skills. There were also 

reported challenges in terms of communication with patients. Some authors raised 

concerns if this does not translate into patient safety incidents, but there seems to be a 

need for more research on that topic, specifically relating to international recruits.  

 

2.4.2 Cultural and professional adaptation 

When moving from one workplace to another or from one position within an organisation 

to another, there is a degree of adaptation required (Farnell, Dawson, 2006). Individuals 

who begin operating in a new workplace may need to accomplish a varying degree of 

learning and unlearning relating to professional practice and organisational culture 

(Neiterman and Bourgeault, 2015). Professional practice can vary from one organisation 

to another as the scope of practice, hierarchies of authority in the workplace, care 

protocols and physical and human resource management can be different (Farnell, 

Dawson, 2006). In the context of the population of this research project, the majority of the 

participants may have a significant length of experience as a clinician in Poland. However, 

their transition may be even more profound as it is believed that culture is acquired whilst 

undertaking clinical training and the process of socialisation (Neiterman and Bourgeault, 

2015). The professional and cultural adaptation during the transition requires the 

individuals to become familiar with the professional landscape and cultural norms of the 

host country and employing organisation. 

 

Several qualitative studies included in one review of other professions reported cultural 

displacement to be one of the leading causes of a sense of isolation, dissatisfaction with 

migration and, in some cases, led to a return to the country of origin (Moyce, Lash and 

Siantz, 2016). An umbrella review synthesising findings from 10 systematic reviews, which 

included 202 publications, highlighted the consistency that cultural differences pose a 

major challenge to internationally recruited healthcare professionals (Balante, Broek and 

White, 2021). There is no evidence available to date on the effectiveness of various 

strategies captured in the literature, but these include avoiding situations that may result in 

conflict with domestic staff or service users and developing a different persona at work. 

The authors propose to support IRNs and domestic colleagues with programmes 

specifically developed to aid cultural adaptation. Recommendations include the focus on 

(1) educating IRNs about the culture of the host country; (2) promoting cultural pluralism 

among the domestic workforce through the organising of social events; and (3) setting 

expectations at the outset that the integration process is a shared responsibility between 

the IRNs, domestic staff and the management team.  
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When Asian nurses migrated to work in North America, their cultural norms, ethics and 

beliefs had to adapt to those of Western society. Nurses gave as an example the concept 

of punctuality in the USA, the so-called 'American time', to be very frustrating, even years 

after their migration. Some nurses thought certain aspects of culture immoral, e.g., 

nakedness in marketing materials (Balante, Broek and White, 2021). In European 

countries actively recruiting, overseas recruits face similar cultural challenges. In 

Germany, international recruitment is still one of the main sources of filling vacant nursing 

posts, but recruiting to the elderly care sector is significantly more challenging than to 

other specialities (Balante, Broek and White, 2021). It is a multifactorial issue, at least in 

part related to cultural norms. Several authors of qualitative studies reported that overseas 

nurses found some of the norms, in terms of looking after the elderly or even speaking to 

them, very hard to adapt to (Balante, Broek and White, 2021). For instance, some Filipino 

nurses described it as a disintegration of what they understood as family, where you have 

to look after the elderly. Consequently, their perception of care homes was quite negative, 

and they felt that in host countries, the elderly were being abandoned at a time when they 

were the most vulnerable. Korean nurses found addressing the elderly by their first name 

rude and disrespectful; it took them a long time to get used to this (Balante, Broek and 

White, 2021).  

 

Balante, Broek and White’s (2021) review of reviews was conducted to identify and 

synthesise existing knowledge about the challenges to cultural beliefs, values and 

practices of IRNs practising abroad. They formed a review protocol using the Joanna 

Briggs Institute (JBI) guidelines (Aromataris and Munn, 2020) and presented a robust 

literature search strategy. The identified systematic reviews were critically appraised using 

JBI Critical Appraisal Instrument for Systematic Reviews and Research Syntheses 

(Aromataris et al., 2015). The umbrella review was critically appraised using the CASP 

checklist and was considered high quality. The identified limitation is that the global 

population from several countries migrating to several host countries makes it challenging 

to transfer findings into the current study's population. The authors reported four main 

themes found in the literature. (1) cultural differences lead to the feeling of being an 

outsider; (2) intercultural communication issues transcend beyond fluency; (3) differing 

nursing cultures complicate adaptation; and (4) ethnic identity challenges work 

adjustment. It is uncertain how applicable they are to the population of Polish paramedics 

who emigrated to work in England. However, these findings were helpful when developing 

a focus group topic guide for phase one of the data collection.  
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Professional adaptation varied from one profession to another (Philip et al., 2019; Chun, 

Birks and Mills, 2018; Legido-Quigley, Saliba and McKee, 2015). Legido-Quigley, Saliba 

and McKee (2015) explored the experiences of EU-trained doctors who immigrated to the 

UK. All participants (n=23) felt well-prepared for practice in the English healthcare setting. 

They appreciated the greater emphasis on evidence-based care compared to their 

countries of origin. They also found the induction programmes prepared them well to 

interact with patients. International doctors' most commonly complained about the 

cleanliness of care delivery settings, e.g. hospitals, and their concern about the increased 

risk of infections (Legido-Quigley, Saliba and McKee, 2015). The paper was considered of 

high quality, with the only area raising a concern, using the CASP checklist, was the lack 

of a clear study aim. Stating the study’s aim and objective plays the role of a roadmap 

helping the audience understand the study design and data analysis (Schober and Vetter, 

2019).  

 

Interestingly, nurses had different experiences. Viken, Solum and Lyberg (2018) 

conducted a systematic review of qualitative studies published after 2005 focusing on 

foreign-educated nurses' transition and work experiences. The study was rated high 

quality based on a critical appraisal utilising the CAPS checklist for systematic reviews. In 

one of the qualitative studies reviewed by the authors, Xiao et al. (2014) interviewed 44 

members of staff using Giddens’ Structuration theory (domestic n=20 and international 

n=24) and drew several conclusions; (1) International nurses often felt that experience 

and expertise developed in their home countries were not recognised. (2) Some of them 

accepted roles within areas out of their expertise as the main goal was to secure a job and 

sponsorship; this in some cases affected the relationship between them and other staff 

members. (3) Domestic staff members felt that extra effort associated with international 

staff's support was not recognised nor rewarded. They stated that, in turn, it could lead to 

reluctance when new staff from overseas join the team. However, investment in the 

acculturation of onboarding nurses from overseas was thought of utmost importance by 

several authors of studies included in the review because of the links to patient safety and 

teamwork (Viken, Solum and Lyberg, 2018). Several publications supported the argument 

that the lack of understanding of the local culture and the lack of understanding of the 

culture where IRNs were coming from left IRNs' transition more likely to experience a 

barrier in seeking support in time-critical cases or, as further discussed in this chapter, 

and not raising patient safety concerns (Viken, Solum and Lyberg, 2018).  

 

To summarise, the identified literature on this topic was of high quality, including only 

observational studies, the majority of which were qualitative. The adaptation required from 
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the international workforce can be divided into two broad categories, cultural and 

professional. The cultural differences were a major factor affecting the transition 

experiences. Some participants reported experiencing a cultural shock, especially when 

they migrated from a country grossly culturally different, e.g. from a country of Eastern 

country to a Western one. However, even when the host country was not that dissimilar, 

the organisational culture could have immensely varied and cultural adaptation was 

required. Some authors developed strategies based on observational research to ease 

the challenge of cultural adaptations. These included investment in international staff 

education about the local culture and management team and domestic staff education 

about culture in the countries the international recruits were from. The authors were also 

in favour of formal and informal mentorship with an aim to aid cultural and professional 

adaptations. However, there is no empirical evidence based on experimental research 

measuring the effectiveness of these interventions. Professional adaptations included the 

differences in the scope of practice, regulatory variations, and the difference in evidence-

based practice and equipment used.  

 

Cultural or professional differences can prove challenging for international recruits 

(Balante, Broek and White, 2021). However, the cultural differences between two 

westernised countries, such as Poland and the UK, may not be as pronounced as 

between, for example, East Asian and Western societies. Nevertheless, the people 

recruited to work in English ambulance services will have grown up, qualified and 

practised in Poland for most of their lives and perhaps were born during communism or 

the aftermath of the major change to the political system.  

 

2.4.3 Career progression  

Another theme drawn out as a theme from the literature was career progression. The 

review found that career pathways differed in countries, with some participants citing it as 

a driver to migrate. However, others reported unequal access to progression compared to 

domestic staff. The theme also captured the different levels of investment on the 

employer’s part in terms of offered CPD. The systematic review undertaken for this 

chapter revealed three papers with findings relevant to the topic - two integrative 

systematic reviews and one qualitative study.  

 

Chok et al. (2018) reviewed 22 papers using Whittemore and Knafl’s (2005) integrative 

review framework. The framework allows for synthesising literature findings from a broad 

spectrum of methodologies. In this instance, the review included 2 systematic reviews (54 
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studies included in total), 17 qualitative papers, and 2 discussion pieces. The review was 

appraised using the CAPS checklist for systematic reviews and scored a high-quality 

rating. None of the 22 studies reviewed included the paramedic population or ambulance 

service as the host organisation. The review focused on exploring the transition 

experiences of nurses with a non-English-speaking background, all of whom migrated to 

Australia. Three papers included in their review reported a perception among 

internationally-trained nurses (IRN) that the health systems they were migrating from did 

not have roles clearly regulated, without a clear career pathway or no progression 

prospects at all. Internationally recruited nurses cited more frequent opportunities to 

undertake continuous professional development (CPD) in Australia than in their home 

country. All qualitative papers included in the review share the same limitation; none of 

them was followed up by a larger quantitative study or was a part of a mixed-methods 

study, so it is unknown if the findings are generalisable to the broader population. Another 

consideration to bear in mind relates to the similarities and differences between various 

health systems. Australian system and health professions are deemed similar to that in 

the UK. However, certainly, there are career pathways that will depend upon local 

demands placed on the system. What is more, CPD activities frequency and how likely 

workforce members are to be released to attend them will vary and depend on many 

factors, for instance, the workload of the employing organisation. No academic 

publications on the career progression of paramedics were found, but as discussed in the 

background chapter, career prospects for paramedics in Poland are still minimal. 

Paramedics have little opportunity for advancement besides a few managerial roles, 

unlike in England, where career pathways have evolved over the years.  

 

Chun Birks and Mills (2018) conducted another integrative literature review with an aim to 

explore the experiences of the IRNs working in Australia. The search was limited to the 

beginning of 2007 and July 2016. Sixteen article findings were integrated, ranging from 

qualitative studies (n=12) with 10 participants, integrative studies including (n=3) 88 

papers, to survey research with over 150 respondents. Five of these papers reported that 

IRNs felt that they did not have the same access to career advancement as their 

Australian counterparts. Unfortunately, exploring why the IRNs felt this way was limited to 

date, and understanding is only speculative. The review was appraised using the CASP 

checklist for systematic reviews (CASP, 2018) and was rated high quality (Table 9). The 

papers included populations from 15 different countries; this supports the reliability of the 

findings. The review included IRN populations and was limited to experiences of migrating 

to Australia. Thus, there will be a limit to the degree they can be transferred to the 

population of the current study. In one of the qualitative studies included, IRNs reported 
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that their premigration experiences and specialist roles were undervalued or ignored, 

potentially leading to carrying less weight when applying for career progression in 

comparison to having an equivalent experience in the host country. Chun, Birks and Mills 

(2018) also concluded that IRNs did not have the same level of understanding of the 

organisation and wider system structure compared to their domestic colleagues, creating 

an obstacle to securing more senior positions. IRNs from various countries also reported 

experiencing prejudice and racism, believing that they would have been disadvantaged 

because of their ethnicity or background.   

 

Legido-Quigley, Saliba and McKee (2015) interviewed 23 EU-qualified medical doctors 

working in the UK. The doctors reported enjoying less hierarchal structures within the 

healthcare sector. Still, they raised an issue with securing senior positions that they 

speculate is linked to not having developed networks of contacts spreading across the 

health sector as some of their British colleagues. The latter were often helped by previous 

generations of medics in their families. This is an interesting argument but only based on 

the opinions of a few doctors who participated in a qualitative study. Further research 

would be needed to assess its reliability.  

 

As mentioned earlier, career progression was brought up in eight studies. They all 

included participants from various settings and represented immigrant nurses, midwives 

or medical doctors but not the population of the current study. Thus, career progression 

will be included in the topic guide to explore the perceptions of stage 1 participants on the 

topic in focus groups.  

 

2.4.4 Family and friends 

The theme of Family and friends refers to the identified transition experiences impacted by 

moving away from people close to the international workforce. These appeared in three 

papers; a qualitative study by Al-Hamdan et al. (2015) exploring the experiences of 

Jordanian nurses (n=25) who migrated to the UK; a systematic review by Moyce, Lash 

and Siantz (2016) that captured the extent of experiences of EU-qualified nurses (n=987, 

response rate 67%) practising in the Netherlands; and in the integrative review by Chok et 

al. (2018). 

 

Jordanian nurses who moved to the UK with their families reported having to adapt to 

challenges in organising childcare. Some participants stated that in Jordan, it is common 

for grandparents to look after their grandchildren when the parents are at work. Since the 



76 
 

grandparents stayed in Jordan, the health workers and their partners had to look for other 

solutions. Having discovered the high cost of childcare in the UK, they often decided that 

one of the parents would stay home. This was cited as leading to many of them picking up 

overtime shifts. Participants of the same study also reported finding it hard in the early 

weeks after moving to the UK, having limited access to the support network in their home 

country. They discussed in the interviews how they would speak to friends or family 

members about the challenges or frustration at work. After moving to the UK, this was not 

as readily available. The study was considered high-quality when appraised using the 

CASP checklist for qualitative research. However, the findings may not be wholly 

transferable to the population of the current project with paramedics. Jordanian culture is 

different to Polish. It is not as common to come across a house where three or four 

generations live together. The issue of losing family and friend support is not isolated to 

the migrating international workforce and is probably transferable to anyone who moves 

from one area to another without relatives or friends living nearby.  

 

Moyce, Lash and Siantz (2016) included in their review a conducted study commissioned 

by the Dutch Government. Sixty per cent of nurses who had migrated to the Netherlands 

from other EU countries reported relocating to an area where their partner was from or 

where they secured a job. This could impact the transition experiences as their cultural 

adaptation could be guided by and shared with the partner. The study’s focus only 

partially aligned with the interests of this literature review and is from 2004, but the 

findings are still valid and demonstrate how the country of origin, its culture and 

surrounding circumstance can impact transition experiences.  

 

Family and friends also emerged as a theme in the review by Chok et al. (2018). 

Interviewed IRNs were of the opinion that individuals’ personal experiences were 

negatively impacted to a greater extent in comparison to those who moved as couples or 

families. In contrast, Chinese nurses who moved to Australia and moved in with their 

families who already lived there reportedly coped much better. This makes this theme 

recurrent in several observational, qualitative studies and one quantitative, supporting its 

reliability.  

2.4.5 Support  

The theme ‘support’ emerged in the majority of articles appraised in this literature review. 

The theme can be defined as actions that an employer can undertake or resources they 

can offer to help international recruits in their transition into new roles in the overseas 

workplace. It was discussed in five papers; two qualitative studies and three reviews. 
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Some of them reported conclusions on what was perceived as an essential support to 

allow the onboarding of clinicians from different countries to be smooth and successful 

(Moyce, Lash and Siantz, 2016; Chok et al., 2018); others the perceived shortfalls of the 

support programmes offered by the employing organisations (Legido-Quigley Saliba and 

McKee, 2015; Al-Hamdan et al., 2015; Chun, Briks and Mills 2018). 

 

One review captured findings from a qualitative study where 13 neonatal nurses working 

at a hospital in London shared their experiences and evaluation of the support received 

after joining the employing hospital trust (Moyce, Lash and Siantz, 2016). Some of the 

purposefully selected nurses from Jamaica and the Philippines cited that the teams they 

joined were very understanding and offered help making their transition much easier, 

discussing how quickly they regained confidence in their skills and knowledge, having 

been encouraged and reassured by local colleagues. The reported support included 

organisational orientation and language skills development informed by experiences of 

prior cohorts of IRNs. Getting other IRNs already well-established in the new workplace 

involved in the process was also considered very beneficial. In some cases, it was a 

formal arrangement facilitated by the management team and sometimes informal and 

initiated by either the experienced IRNs who were already in the organisation for a 

substantial period of time. It helped target the specific needs well-understood by people 

who went through the same process themselves. However, in other instances captured by 

other studies, IRNs felt they were not being trusted and were often treated as students 

(Moyce, Lash and Siantz, 2016). Many also said that the induction programme was very 

limited in preparing them for what to expect. They did not feel prepared for different 

routines at the workplace or to have an understanding of the trust’s strategic objectives. 

Some teams were good at allocating mentors that could support the IRNs, but this was 

inconsistent for IRNs. 

 

Based on a systematic review of 44 qualitative studies exploring IRNs experience of 

transition, Moyce, Lash and Siantz (2016) proposed a list of considerations for healthcare 

organisations embarking on international recruitment of nurses. The review was appraised 

using the CASP checklist (2018) and considered high quality. The authors' offered limited 

detail on how data extraction was undertaken, and there was no statement about the 

sample sizes of the studies included. Social support systems are the top priority 

recommendation. This was based on the recurring theme synthesised from nine 

qualitative studies. The shared experiences illustrated how different aspects of the host 

country's culture could impede the individual IRN's ability to assimilate and deliver good 

quality care. Examples of differences included managing finances; buying goods or 
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services on credit was not common in some countries of origin. Another example 

illustrated how religion was part of professional practice in one country but not another. A 

further recommendation linked to the theme of support was about the extended cultural 

orientation programmes. The two recommendations are believed to reduce the risk of a 

potential sense of isolation and limit exposure to racism (Moyce, Lash and Siantz, 2016). 

These are useful conclusions based on the synthesis of mainly qualitative research 

findings with uncertain generalisability to other professions and settings. However, further 

research seems to support them. In the study appraised in the previous section, Al-

Hamdan et al. (2015) acknowledged a shortfall in support in terms of adaptation to local 

culture. IRNs from Jordan stated that by comparison, the UK patient population was 

homogenous and that it was not a part of the induction programme to help them 

understand the different cultures and how to adapt their practice when they come across 

them. All EU-qualified doctors (n=23) from one study agreed that there is a need to offer 

support to aid the development of understanding of ethical and professional regulatory 

frameworks among clinicians qualified abroad joining healthcare organisations in the UK 

(Legido-Quigley, Saliba and McKee, 2015).  

 

In one out of 22 papers included in the integrative review by Chok et al. (2018), 21 UK-

qualified nurses expressed feeling very anxious when waiting for registration as a nurse in 

Australia and a working visa. Some of them reported difficulties in getting their 

qualification recognised and recommended considering it for future recruitment to be 

organised before migrating. The anxiety was further fuelled by the inability to undertake 

paid work in Australia while awaiting the visa application outcome. IRNs had to live off 

their savings or rely on family and friends to support them. This issue was thought to be 

one of the challenges affecting both personal and professional experience by the authors 

(Chok et al., 2018). The IRNs supported with accommodation and other basic needs 

during the resettlement period were reported to have coped better with adapting to the 

new setting (Chok et al., 2018). However, this claim is based on a qualitative study (n=21) 

without further investigation into the generalisability of these findings. The wider impact of 

allocating resources through generous welcome packs for international recruits is 

therefore unclear.  

 

Some IRNs recognised that among staff joining in the same cohorts, the development 

needs require different kinds of support. This particularly applies to onboarding recruits 

who come from a variety of countries and cultural backgrounds. In another quantitative 

study synthesised in the review by Chok et al. (2018), IRNs (n=56, 37.3% response rate) 

with varied backgrounds reported that tailored support based on needs assessment was 



79 
 

very useful. These findings were confirmed in another integrative review that listed what 

support IRNs felt was needed whilst onboarding to the new organisation in a different 

country (Chun, Birks and Mills, 2018). The list included an efficient organisational 

orientation and initial and ongoing mentor support. IRNs from non-English speaking (NES) 

countries rated the organisation orientation significantly more useful than IRNs from 

English-speaking countries (mean 6 vs 3.9 out of 10)(Chok et al., 2018). However, the 

NES countries were underrepresented (12 out of 56 participants). Facilitating individual 

needs assessment requires higher investment in international recruits. Studies found 

insufficient resource allocation led to insufficient support provided and compromised 

international and local workforce integration (Chun, Birks and Mills, 2018). 

  

2.4.6 Quality of care 

According to the World Health Organization (2022), ‘quality of care is the degree to which 

health services for individuals and populations increase the likelihood of desired health 

outcomes’. The independent regulator of all health and social care services in England, 

the Care Quality Commission, regards health and care organisations responsible for 

ensuring the quality of care. Therefore, employers need to perform a training needs 

assessment for new workforce members, especially those who qualified in a different 

educational system that may not be as well understood as the domestic one. The 

reviewed literature did not directly debate the quality of care theme, but in three papers, it 

was discussed within other topics. Chok et al. (2018) concluded that some aspects of the 

role in the new setting could have potentially affected the quality of care delivered by the 

IRNs. This was mainly linked to differences in culture, technology, workplace dynamics 

and communication with patients and their families. Other reported clinical errors caused 

by miscommunication linked to issues surrounding local accents connected to the 

communication theme discussed earlier in the chapter (Chun, Birks and Mills, 2018). In 

qualitative evidence synthesis by Moyce et al. (2016), risks to patient safety were cited 

linked to difficulties in understanding medics' verbal instructions. Some IRNs shared 

experiences where because of the lack of confidence in communication, they would not 

confront fellow clinicians even if they believed, at the time, there was a way to improve the 

patient management plan. Some authors recognise that IRNs can be competent in 

managing conditions but may not be familiar with locally preferred models of care (Chun, 

Birks and Mills, 2018). Studies revealed that written language and medical terminology do 

not pose an issue as much as direct communication with patients. This demonstrated that 

if suboptimal, it can negatively impact patient satisfaction (Chun, Birks and Mills, 2018). 

Many of these issues can potentially be addressed in the early stages of transition. 
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However, no studies measured the scale of the problem or the effectiveness of 

interventions aiming to address it.  

 

2.4.7 Integration with the team 

The last theme identified and put forward for discussion in the focus groups is Integration 

with the team. This theme is defined as transition experiences related to international 

recruits’ integration with the domestic team. Issues relating to the topic were discussed in 

the majority of the papers included in the current review. They covered areas ranging from 

the exploration of recruits’ experiences; exploration and evaluation of interventions 

undertaken by employers; description of facilitators and barriers to successful integration; 

to a comparison of being a newly qualified staff member to being an onboarding 

international recruit. Some of these areas overlap with those covered by other themes.  

 

Neiterman and Bourgeault (2015) explored the professional integration of internationally 

educated medical doctors, nurses and midwives transitioning into roles in Canada. The 

study was rated high quality following an appraisal using the CASP checklist for qualitative 

studies (2018). It comprised a large sample size for a qualitative study; the authors 

interviewed 179 internationally educated healthcare professionals (IEHP) and 70 

stakeholders involved in their supervision or recruitment with the aim of exploring what 

IEHPs learned in the host country and its impact on their professional identity. They 

described integration as professional resocialisation where, in order for the individual to be 

accepted, certain ways of interacting with colleagues or patients, or ways in which an 

individual performs tasks, have to be unlearned and relearned. They argue that the 

transition process includes adapting to different ways of practising, developing new skills 

and professional relations and taking on new responsibilities. There are many similarities 

between the transition that international recruits and newly qualified graduates have to go 

through, but it is essential to acknowledge the differences too. Ignoring the differences 

may lead to experienced international staff feeling undervalued and less likely to be willing 

to do their part in integrating with the existing team (Neiterman and Bourgeault, 2015).  

 

There are many factors affecting IRNs' transition from being a newcomer to being 

accepted as a member of the existing team. The main factors recognised in the study by 

Phillip et al. (2019) were the individual IRNs' motivation and preparedness to change and 

domestic staff members' understanding of IRNs' professional and cultural adaptation 

needs. The study sheds some light on the psychological impact on the IRNs caused by 

the non-inclusive behaviour of some of the domestic staff members, with participants 
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citing feeling lonely and isolated. They also reported failure to integrate, with the team 

being one of the main reasons for some IRNs leaving. In another study, domestic nurses 

working in an operating theatre reported a change in the working atmosphere when one of 

the IRNs had communication difficulties. They gave examples of situations where an IRN 

would get offended by a remark made by a local colleague during an operation. The 

domestic staff did not intend offence, but the comment's meaning was misunderstood. 

IRNs complaints led to team members watching what they were saying, contributing to a 

less friendly and more formal working environment (Clayton, Isaacs and Ellender, 2016).  

 

Other studies cited the lack of understanding of IRNs' needs leading to a lack of trust and 

a tendency to be treated like newly qualified clinicians (Moyce, Lash, and Siantz, 2016). 

IRNs also stated that there were comments made questioning qualifications acquired 

outside of the host country and not being given tasks that would be given to domestic staff 

with the same scope of practice and comparable length of service (Chok et al., 2018). 

Various authors recommended several solutions to address these issues. Some of the 

domestic staff and IRNs suggested that social gatherings could be helpful to break the ice 

and debunk some of the myths associated with the culture of the onboarding staff 

(Clayton, Isaacs and Ellender, 2016; Chun, Birks and Mills, 2018). Mutual discourse about 

the scope of practice and expectations to aid the transition into the new roles and team 

integration (Chun, Birks and Mills, 2018). An argument was also made that IRNs have a 

role to play in counterpointing preexisting stereotypes about them too. They could be 

prepared for that during the induction programmes. Recruiting trusts utilising programmes 

and activities facilitating positive intergroup connections and intercultural understanding 

successfully built bonds between existing and new staff members and improved 

workplace cohesiveness (Chun, Birks and Mills, 2018).  

 

2.5 Literature review strengths and limitations 

The conducted literature review had strengths and limitations. The strengths included the 

robust literature search strategy guided by a specialised librarian and the supervisory 

team. Despite this, it must be acknowledged that the choices made regarding inclusion 

criteria and search terms could have affected the review’s credibility (da Silva et al., 

2020). Nevertheless, including a wide spectrum of methodologies in line with the 

integrative method allowed the enrichment of the synthesised data (Snyder, 2019). 

However, as pointed out in the chapter, none of the included studies was of experimental 

nature, limiting the confidence in findings and the conclusions reached (Torraco, 2016). 

The review integrated evidence from numerous sources, but only a few quantitatively 
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explored the transferability of the qualitative findings in the broader populations, and none 

focused on paramedics (Miles et al., 2020; Silverman, 2021). Thus, the importance of 

selecting the sequential explorative nature of the current project's design (Walker, 2014).  

 

2.6 Research question, aims and objectives  

As stated at the beginning of the thesis, the background reading and literature review 

informed the development of research question, aims and objectives that navigated 

decisions and the course this project took in the subsequent stages. Because of their 

importance they are restated here before the progression to the next chapter.  

 

2.6.1 Research question 

1. What are the experiences of Polish paramedics who choose to immigrate to 

England to work in NHS ambulance services? 

 

2.6.2 Research aims 

1. To characterise the impact on Polish internationally-trained paramedics of 

transitioning into roles in NHS ambulance services in England from the point of 

view of ITPs, domestic staff and the management team. 

2. To identify potential facilitators and barriers to effective transition and the 

limitations of current training provisions. 

3. To develop recommendations for enhancing the transition process for ITPs 

integrating into the English service.  

 

2.6.3 Research objectives 

1. To collect qualitative data through focus groups with Polish ITPs and other relevant 

stakeholders to explore their perceptions on the integration and transition of ITPs 

into NHS ambulance services in England. 

2. To synthesise data from focus group discussions and survey responses to 

evaluate the current training provisions. 

3. To synthesise data generated in stage 1 and 2 with the wider literature and 

develop recommendations for improving the transition process for ITPs.  

 

2.7 Progression to the next stage of the project 

The above literature review was conducted to develop an understanding of the evidence 

base relevant to the area of the current study (Silverman, 2021). It underpinned the 
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construction of a topic guide (Appendix J) for data collection in stage 1, discussed in the 

next chapter. The topic guide development was shaped by the research question, the 

literature findings and the experience of the researcher and the supervisory team (Walker, 

2014; Bowling, 2014; Miles et al., 2020). The topic guide was purposefully constructed to 

allow exploration of the included topics and to allow focus group participants to discuss 

what was important to them without unnecessary restrictions (Ritchie et al., 2014). This 

enabled to, at least partially, address the lack of paramedic-related literature (Tashakkori 

and Teddlie, 2010).  
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Chapter 3: Stage 1 

 

This chapter will explore the philosophical justification for the selected study design and 

research methods, including the choice of data collection and analysis. Further, followed 

by a description of  the participant sampling frame and exploration of potential ethical 

issues.  

 

3.1 Theoretical approach 

The research question was developed based on a gap in the evidence base identified 

during the literature review. It was established that little is known about the experiences of 

international paramedic recruits who transition into roles in a new setting. It also revealed 

an existing knowledge gap regarding paramedics specifically; no study to date explored 

how well paramedics educated overseas were prepared before the commencement of 

practice in the UK or another receiving country. It became apparent at an early stage that 

a mixed-method approach would be required to address the research question. This 

followed a pragmatic, sequential study design. Qualitative methodology was used in stage 

1 to explore phenomena and gain an understanding of why they occur from the 

experiences of individuals involved in the process. This was followed by stage 2, where 

the quantitative methodology was adopted to assess generalisability and the magnitude of 

effect (Fetters, Curry and Creswell, 2013). The intention was to adopt the two approaches 

at different stages of the study drawing from their strengths (Burke, Johnson and 

Onwuegbuzie, 2004). Such practice is in line with a pragmatic approach which focuses on 

‘what works’ or what is the best way to answer the posed research question (Tashakkori 

and Teddlie, 2012). I am a researcher-practitioner. The choice of approach is linked to the 

nature of a paramedic’s role. When responding to calls, I deal with both quantitative and 

qualitative information. When taking observations, e.g., measuring blood pressure, I have 

to interpret quantitative, measurable data. On the other hand, when taking a history, I 

interview patients to collect qualitative data. Depending on the incident and what 

information I gather, I decide on a treatment plan and what will work best for the patient; 

therefore, the paramedic’s role is aligned with the pragmatic approach (Johnson et al., 

2007). Similarly to practice, where the findings from initial patient assessment inform the 

later management, in this research project, the qualitative data collected in stage 1 

shaped a data collection instrument for stage 2 (Creswell, 2009). Consequently, the first 

study's results informed the second's development. (Harrison and Reilly, 2011). This 

approach means that the project is a sequential mixed-method exploratory study (Jogulu 

and Pansiri, 2011).  
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The decision to adopt a sequential approach in this research study was primarily driven by 

the need for a comprehensive understanding of the transition experiences of Polish 

internationally-trained paramedics (ITPs) within the NHS ambulance services in England. 

According to Creswell and Plano Clark (2018), sequential mixed-methods designs involve 

collecting and analysing qualitative data, followed by collecting and analysing quantitative 

data in two separate, consecutive phases. One key advantage of a sequential mixed-

methods approach is its capacity to facilitate an in-depth exploration of the research 

phenomenon (Greene, 2007). By initially investigating participants' experiences 

qualitatively, researchers can capture the nuances and complexities of the topic and 

subsequently validate these findings through quantitative data (Creswell and Plano Clark, 

2018). Furthermore, the sequential design enables the development of tailored 

instruments for quantitative data collection based on qualitative findings, thereby 

enhancing the relevance and validity of the data (Timans, Wouters and Heilbron, 2019). 

However, the sequential mixed-methods approach is not without its drawbacks. The 

primary disadvantage lies in the increased time and resources required to conduct the 

study, given that data collection and analysis occur in two separate phases (Creswell and 

Plano Clark, 2018). Additionally, this design may result in the underutilisation of one data 

type, as the qualitative phase might influence the design and interpretation of the 

quantitative phase (Timans, Wouters and Heilbron, 2019). 

 

In contrast, concurrent mixed-methods designs gather and analyse qualitative and 

quantitative data simultaneously, allowing for a more efficient and less time-consuming 

research process (Creswell and Plano Clark, 2018). This approach can provide a 

comprehensive understanding of the research phenomenon by integrating both types of 

data, offering a more holistic perspective (Greene, 2007). Nonetheless, concurrent 

designs also present certain challenges. Integrating both data types can be complex, 

particularly when discrepancies emerge in the findings (Creswell and Plano Clark, 2018). 

Moreover, the concurrent approach may lack depth in the exploration of certain aspects of 

the phenomenon, as both qualitative and quantitative data collection occur 

simultaneously, limiting the ability to refine research instruments based on initial findings 

(Timans, Wouters and Heilbron, 2019). 

 

Considering this study's research question and aims, a sequential approach was deemed 

the most suitable option, as it facilitated a deeper understanding of the transition 

experiences of Polish ITPs, while also providing the opportunity to develop tailored 

instruments for the subsequent quantitative data collection. This design choice enabled a 
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thorough exploration and validation of the research findings, ultimately contributing to 

developing recommendations for the training needs of overseas paramedics within the 

English service (Creswell and Plano Clark, 2018; Greene, 2007). 

 

The decision was made to not develop a hypothesis for the current project. In studies 

utilising a sequential mixed-method exploratory approach, it is not necessary to develop a 

hypothesis (Creswell and Plano Clark, 2018; Creswell and Tashakkori, 2007). The 

rationale behind this is that the exploratory nature of the research design emphasises 

discovery and the generation of new insights, rather than testing pre-existing hypotheses. 

This research approach allows for a more flexible and iterative process, where qualitative 

data collection and analysis guide the development of quantitative measures, ultimately 

enabling a more comprehensive understanding of the research problem (Creswell and 

Tashakkori, 2007). 

 

3.2 Overarching Research Methodology 

The research question may signpost the required methods and methodological approach 

(Creswell, 2013). This project is not only trying to find out about people's opinions and the 

subtle nuances of everyday life, an essentially qualitative question but also to measure 

and generalise, requiring a quantitative approach, which overall, lends itself to a mixed 

methods approach (Clough and Nutbrown, 2012). Data requirements, research aims, 

objectives and scope, together with study limitations, may inform the methodological 

approach (Howell, 2012; Ritchie et al., 2014; Fink, 2017). Qualitative and quantitative 

methods are commonly found in combination, especially in applied research settings, but 

discussions around the best approaches continue to drive substantial debate in the 

academic community (Ritchie et al., 2014). Quantitative and qualitative approaches are 

very different in terms of their philosophical and methodological origins, but the researcher 

used exploratory characteristics of the qualitative approach to inform and produce a high-

quality quantitative tool (questionnaire) to meet the project's objectives (Greene, 2007). 

This research investigated the chosen area in an inductive way. Starting with the 

observation (focus groups) of trends, moving on to the determination of conclusions that 

can logically be derived from data. Deductive reasoning could not be used as there is a 

lack of evidence in the field, and facts are yet to be established (Salkind, 2017). Mason 

suggests that funders increasingly favour research proposals involving more than one 

method of generating and analysing data, as triangulated evidence from a variety of 

methods adds breadth, depth, and often more ecological validity to the research (Mason, 

2006). The last important aspect to be taken into account when conducting research is 
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statistics. Statistical analysis summarises the evidence and allows inferences to be drawn 

about populations, which aligns with the overall aims of the study (Hanneman et al., 

2013).  

 

3.2.1 Underpinning theory 

The assimilation theory was introduced in the initial chapter of this work. This section will 

delve deeper into how the research approach and method selection for the current study 

align with this theory. The emphasis here will be on understanding how the principles of 

assimilation theory can be effectively employed to guide research into the experiences of 

internationally trained paramedics. 

 

In the context of the investigation into the experiences of Polish paramedics who received 

their education abroad and now work in England, the assimilation theory can guide the 

research approach and methods to focus on the adaptation and integration processes 

these paramedics experience within the English healthcare system and society (Alba and 

Nee, 2003). Utilising Park's assimilation theory, later reformulated by Alba and Nee, as a 

foundational framework, the research can be designed to delve into various facets of 

adaptation, including language acquisition, cultural adaptation, work practices, and 

interpersonal relationships with colleagues and patients. It was essential to design a 

research study that takes into account various aspects of the assimilation theory. A 

qualitative or mixed-methods research approach should be employed, enabling an in-

depth examination of individual experiences, perceptions, and challenges, whilst providing 

a comprehensive understanding of the adaptation process (Alba and Nee, 1997; 

Tashakkori and Teddlie, 2010; Waters et al., 2010). 

 

Data collection techniques, such as semi-structured interviews, focus groups or survey 

research, can be utilised to effectively capture Polish paramedics' experiences during their 

assimilation process. These methods can help gather information about language 

proficiency, communication experiences, cultural adaptation, professional challenges, and 

interpersonal relationships with colleagues and patients (Tashakkori and Teddlie, 2010). 

In order to ensure an accurate representation of the Polish paramedic population working 

in England, purposive or stratified sampling techniques can be applied including 

paramedics with diverse experiences, varying educational backgrounds, and different 

work environments. When analysing the collected data, it is crucial to consider the context 

of assimilation theory, focusing on themes related to adaptation and integration. Coding 

and categorising interview or focus group responses based on central aspects of 
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assimilation, such as language proficiency, cultural adjustment, work practices, and 

interpersonal relationships, are instrumental in the analysis process (Tashakkori and 

Teddlie, 2010; Waters et al., 2010). 

 

Finally, the research findings should be connected to the assimilation theory by discussing 

how the experiences of Polish paramedics align with the stages of adaptation and 

integration proposed by Park. Emphasising factors that promote or impede their 

assimilation process, the implications for policy, practice, and support systems within the 

English healthcare system should be thoroughly examined. This is presented and further 

discussed in the results section in this chapter and chapter 4 and further elaborated in 5.  

 

 

3.3 Study Design 

3.3.1 Stage 1 – Focus Groups 

This section provides an overview of the research process for stage 1 of the project. This 

stage aimed to characterise the experiences of Polish internationally-trained paramedics 

transitioning into roles in NHS ambulance services in England. 

 

Following the initial stage of a literature review, which identified the knowledge gap, the 

focus group method was selected to collect data to meet the aim of this stage and answer 

the research question. To explore transition experiences, four focus groups were 

conducted — two with overseas-trained Polish paramedics (rural vs urban); one with their 

British counterparts; and one with management team members who directly supervised 

both groups. The section also explains the methods and procedures included in stage 1.  

 

3.3.1.1 Choice of qualitative approach and data collection method  

There were no publications to date specifically exploring experiences of paramedics 

recruited to work in another country. The main research question that this study aimed to 

answer was ‘What are the experiences of Polish internationally-trained paramedics 

during the transition into roles in NHS ambulance services in England?’ Therefore, a 

sequential design with a qualitative approach preceding quantitative was undertaken, 

where conclusions of stage 1 led to the formulation of an instrument for stage 2 (Creswell 

and Plano Clark, 2017). The research question required an exploration of experiences, 

beliefs and attitudes of overseas trained paramedics. In stage 1, it was crucial to achieve 

an understanding of the experiences of those individuals and their peers rather than 
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quantify them (Hammarberg, Kirkman and de Lacey, 2016). Therefore a qualitative 

approach was considered appropriate.  

 

Focus groups were chosen as the data collection method in the initial research phase due 

to the open nature of qualitative methods allowing the researcher to explore issues and 

concerns important to participants that might not have been directly perceived through 

observation alone (Ritchie et al., 2014). The data generated through dialogue and 

interaction between participants in focus groups led to the sharing of personal views, 

reflection, and further discussion of opinions. This interaction process contrasted with the 

one-to-one interview approach, which may limit opportunities for sharing opinions in the 

context of experiences shared by other participants (Kamberelis and Dimitriadis, 2013; 

Ritchie et al., 2014; Bryman, 2016). 

 

Focus group research presents both advantages and disadvantages. The most notable 

advantage is the interaction between participants, as they talk about predefined topics, 

share experiences, re-evaluate, and reconsider their understanding (Kitzinger, 1995). 

Participants appreciate being involved in decision-making processes, working with 

researchers, and being recognised as subject experts (Race et al., 1994). However, some 

individuals may find focus groups intimidating, especially those who are shy and not fond 

of discussing personal experiences with strangers. Consequently, observing group 

dynamics and managing full participation was essential during focus group facilitation 

(Gibbs, 1997). 

 

As an international recruit, the researcher had to consider the potential for personal bias 

affecting the choice of explored areas and limiting the discovery of personal opinions. 

Focus groups offered a better approach to addressing this bias than interviews, as the 

group, rather than the facilitator, influences the dialogue (Ritchie et al., 2014). Additionally, 

group discussions are more likely to stimulate the recall of relevant material and elicit 

conflicting opinions (Bryman, 2016). 

 

While both data collection methods would have been suitable for addressing the research 

question, the interaction between participants, the need to explore a broad range of 

issues, and the time it would take to collect and transcribe recordings ultimately led to the 

decision to use focus groups (Ritchie et al., 2014). This approach provided a richer 

understanding of the experiences of a diverse population of internationally recruited 

paramedics and their domestically trained colleagues, which was the primary aim of this 

initial research phase. 
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3.3.1.2 Focus Group Methods 

3.3.1.2.1 Population and Sampling Frame 

Following an enquiry into the number of internationally trained paramedics employed by 

each ambulance trust in England, a conclusion was reached to facilitate stage 1 of the 

study in the North of England. At the time, the selected trust employed 65 out of 180 

Polish paramedics working in England.  

 

Individuals from three distinct populations were targeted for sampling in order to 

participate in one of the six focus groups. This approach facilitated the exploration of 

transition experiences of ITPs from Poland and allowed for the enrichment of collected 

data by incorporating the perspectives of their supervisors and British peers on these 

transition experiences. 

 

Exploring the experiences and opinions of these populations aimed to allow a formulation 

of the quantitative instrument for stage 2. Separating recruits from their peers and 

managers (Table 10) was to (a) reflect the diversity within the three populations (Barbour, 

2008) and (b) to avoid individuals feeling constrained by being in the same room with the 

members of management (Rabiee, 2004). Similarly, team leaders and British-trained 

colleagues could have felt uncomfortable talking about their positive and negative feelings 

and experiences with the international recruits listening.  

 

Table 10: Focus groups  

 Population Description 

Focus group 1 Management team Supervised ITPs - urban area 

Focus group 2 Management team Supervised ITPs - rural area 

Focus group 3 International recruits From urban area 

Focus group 4 International recruits From rural area 

Focus group 5 British ambulance staff Worked with ITPs - urban 

area 

Focus group 6 British ambulance staff Worked with ITPs - rural area 

 

According to Ritchie et al. (2013), interviewing managers and peers can be a useful 

method for exploring the experiences of employees. However, it is important to 
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acknowledge that the perspectives of managers may not fully capture the individual ITP 

experiences and perceptions of the employees themselves. Managers may provide 

valuable insights into the overall work environment, organisational culture, and the 

implementation of policies and practices that affect employees and, in the context of this 

project, that affected ITPs' transition. Nevertheless, managers' accounts may be limited in 

terms of understanding the day-to-day experiences, personal challenges, and subjective 

feelings; therefore, it is not suggested that the management team or British peers would 

be able to enable a full understanding of transition experiences. 

 

The intention was to organise separate focus groups with staff and management team 

members from rural and urban areas. This was because of their experience; initially, few 

cohorts of Polish paramedics were recruited to work in urban settings (cities). Several 

issues that had not been foreseen by the recruitment leads, and could have an impact on 

individuals’ experience, were addressed. For example, the ambulance service put a lot of 

effort into the induction programme of the recruited foreign staff, but the teams they joined 

were not prepared. There was no advertisement for the international drive, and many local 

staff members found out about it on the day international recruits came to third man 

(observe as a third person on the ambulance)(J Gillespie, personal communication, 

January, 2019). This was fed back to the management team, and before the first wave of 

international recruits joined the rural sector, several publications were released through 

internal media. The management team also asked staff to volunteer to welcome and 

support new Polish colleagues (J Gillespie, personal communication, January, 2019).  

 

The purposive sampling technique was chosen due to the need to select representatives 

from all layers of management and operations (Teddlie and Yu, 2007). Their opinions and 

perceived experiences were to offer the insight needed to get the most out of focus 

groups with international paramedics and their counterparts (Ritchie et al., 2014). A 

random probability sample, in contrast, could not be used as only certain members of the 

management team work or worked with international recruits; and a practical argument is 

that it would not be possible to organise a focus group that would take place when all 

participants would be available/not be on duty. The developed recruitment and selection 

strategy aimed to involve between six and eight participants in each focus group and a 

minimum of four (Ritchie et al., 2014).  

 

 

3.3.1.2.2 The Management Team 
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When selecting populations to be included in the focus groups, members of the 

management team who were involved in the recruitment process or whose teams were 

joined by the internationally-trained paramedics were deemed important to voice their 

experiences because it was believed they would add an extra perspective to the views of 

the paramedics. However, a discussion with the head of education at the participating 

trust indicated a relatively small cohort of around 50 managers and team leaders involved 

with ITPs (J Gillespie, personal communication, January, 2019), and it was crucial that 

recruitment reflected the management structure. The literature review and an enquiry 

regarding the management structure revealed that during the induction programme, the 

international recruits were supervised by the following (Table 11): (1) emergency 

ambulance driving instructor; (2) induction programme manager; (3) head of education. 

Following the completion of the induction programme, they joined operational teams to be 

supervised by (1) senior paramedic team leaders; (2) advanced paramedics; (3) 

operations managers; (4) sector managers; (5) consultant paramedics. Emergency driving 

instructors played a key pastoral role during the initial six weeks of the induction 

programme, supporting recruits with accommodation arrangements, appointments with 

banks, job centres (to apply for the National Insurance Number) etc. (J Gillespie, personal 

communication, 2017). 

 

Table 11: Management roles, grades and the structure for international recruits’ 

supervisors 

 

Job role Grade Job role Grade

Emergency driving instructor Band 6 Senior paramedic team leader Band 7

Induction programme manager Band 7 Operations manager Band 7

Head of education Band 8b Advanced paramedic Band 7

Sector manager Band 8b

Consultant paramedic Band 8b

Induction programme Operational

Phase of employment

 

Non-probability purposive sampling aimed to sample at least two people from the 

induction phase. The operational phase was thought to need a bigger sample: two to four 

senior paramedic team leaders; an operations manager; an advanced paramedic; and a 

sector manager or consultant paramedic (to represent first-line, middle and senior 

management). The participant selection relied on the help of the trust’s research and 

development lead/gatekeeper; this approach was based on the initial discussions with the 
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ambulance service, where an agreement in principle was reached. The R&D lead was 

informed of the study's inclusion and exclusion criteria and asked to invite participants 

meeting those criteria. They enquired who was involved in the international recruitment 

project and its management and contacted relevant people asking for an expression of 

interest to be involved in stage 1 of the current study.  

 

Characteristics of those who expressed an interest in participating were reviewed using a 

questionnaire (Appendix K) to confirm alignment with the sampling frame. Eligible 

participants were offered a selection of dates for the focus aiming to achieve a balance of 

roles and grades across each group. The focus groups needed to be conducted at safe 

and well-known places to participants. The ambulance service approved the use of 

meeting rooms at ambulance stations which met these requirements (Richie et al., 2014). 

On the day of the focus group, before it commenced, participants were provided with 

Participant Information Sheet (Appendix L) and a consent form (Appendix M). They were 

encouraged to ask any question they had so could give informed written consent.  

As part of the contingency measure, if a face-to-face focus group proved challenging to 

organise at a location allowing all participants to attend without asking them to travel a 

significant distance, an alternative to hold the focus group via a video conferencing 

service would have been considered.  

 

3.3.1.2.3 Polish Paramedics  

The main population inclusion criteria were as follows; (1) being a qualified paramedic 

educated in Poland and (2) being recruited to work for one of the English NHS ambulance 

trusts. There were 324 Polish paramedics who applied for registration with the regulatory 

body (HCPC, 2018); some of them may have joined and left an ambulance service, joined 

the private sector or applied for the registration while working in another setting; it meant 

that the recruitment strategy would not reach these people. The target population was 

between 25 and 60 years old (HCPC, 2019a) and most of the paramedics were men with 

women representing approximately 23% of the population (HCPC, 2019a). The number of 

Polish paramedics on the HCPC register, who trained in Poland, had been steadily 

growing until a sharp spike in 2015 when English trusts started overseas recruitment 

(HCPC, 2018). This means the duration of service varied among the population with the 

first cohort of subjects sourced through international recruitment in 2015. The intended 

sampling frame aimed to mirror characteristics of the broader population of Polish 

paramedics working in England. In a case where the number of people who expressed 

interest in participation would exceed the intended sampling frame target, using the 
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purposive sampling principles, participants would have been selected based on their 

characteristics and their reflection of that of the wider population.    

The same approach as for the management team population was intended to be used for 

the ITPs. The Trust’s R&D lead was asked to send an invitation to participate in the focus 

groups, but in this instance, to the whole population of the Polish paramedics employed by 

the trust via work email with a Participant Information Sheet (Appendix L) and a 

questionnaire exploring variables (Appendix M) appended. Furthermore, the same 

approach was used in deciding on the location of the focus group.   

 

3.3.1.2.4 The English Ambulance Personnel 

The inclusion criteria for focus groups with British front-line ambulance personnel 

comprise; (1) qualified in the UK and (2) experience of working with Polish recruits. 

Characteristics of this population were investigated in the early stages of the project. It 

was found that there were three potential roles that could have been included in these 

focus groups; ambulance technician; emergency medical technician 2; and paramedics 

(Table 12). they were between 20 and 65 years old with various service lengths and 

education levels (NHS Digital, 2018). Emergency medical technicians 2 were no longer 

being recruited. A lot of them had been offered a conversion to paramedic course or 

mutually agreed redundancies. Consequently, it was not expected to receive numerous 

expressions of interest from this staff group.  

 

Table 12: Front-line ambulance service roles selected for focus groups  

Role Grade (NHS agenda for change) 

Ambulance Technician Band 4 

Emergency Medical Technician 2 Band 5 

Paramedic Band 6 

 

 

The ambulance service selected for the focus group stage employed a few thousand staff 

members. Based on managerial experience with one of the NHS ambulance trusts, it was 

estimated that about 700 staff members could have worked with at least one of the Polish 

paramedics.  

 

Similarly to the other two groups of participants, the participant recruitment was intended 

to follow the same protocol using the Trust R&D lead’s support in identifying the potential 
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candidates and sending an invitation to participate via work email with the relevant 

documents and contact details attached.  

 

3.3.1.3 Topic Guide Development 

Before data is collected using the focus group method, the researcher is advised to 

develop a topic guide (Belzile and Oberg, 2012). In the current project context, the topic 

guide was designed to prompt participants to elaborate on ITPs' experiences related to 

the transition into the paramedic role based in England. Well-designed topic guides 

provoke memory recollection and discussion among the focus group participants (Seale et 

al., 2007). When developing the topic guide for this study, the following steps were 

undertaken; (1) literature findings were considered for their relevance to the posed 

research question and their transferability to the study population (Parker and Tritter, 

2007); (2) shortlisted areas where captured under the overarching general topics to 

stimulate discussion (Balzile and Öberg, 2012); (3) the topic guide draft was then 

consulted with the supervisory team; (4) The topic guide was pilot-tested with a volunteer 

meeting stage 1 inclusion criteria- it was explored if the individual felt that they were 

encouraged to talk about all areas relevant to the research question and if in their opinion 

the topic guide could have been expanded. (5) lastly, feedback generated during the pilot 

was studied, and any final refinement was considered. No amendments were deemed 

necessary (Balzile and Öberg, 2012). The pilot participant was excluded from the 

subsequent stage 1 and 2 (Parker and Tritter, 2007). The topic guide can be found 

appended to the thesis (Appendix J).  

 

3.3.1.4 Data Collection 

The principal researcher facilitated the focus groups; they were conducted in various 

settings, including NHS Ambulance Trust premises, University premises, and through a 

video conferencing service. These locations were chosen for their familiarity to 

participants, as well as providing a convenient and quiet space with minimal disturbance. 

The study design addressed practicalities associated with conducting focus groups 

(Barbour, 2008), ensuring that the principal investigator arrived at least 30 minutes before 

the start time for on-site focus groups. This allowed for room preparation, setup of audio 

recording devices (with a backup device available), and distribution of the Participant 

Information Sheet (PIS), participant characteristic questionnaires, and consent forms to 

participants (Barbour, 2008). 
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The documentation was shared through the platform's file-sharing feature for focus groups 

conducted via video conferencing software. Participants were asked to complete and 

return the forms to the facilitator's university email address. The software's built-in 

recording feature was utilised after confirming each participant's connection, sound 

quality, and consent for recording. 

 

Throughout the discussions, the facilitator referred to the topic guide to ensure all 

participants had the opportunity to speak and that no single participant dominated the 

conversation, thus enabling the exploration of diverse opinions and experiences (Tausch 

and Menold, 2016). At the end of each session, the facilitator summarised the main 

points, validated them with participants, expressed gratitude for their time, and concluded 

the focus group(Barbour, 2008). Recordings from the focus groups were transcribed by 

the principal researcher, with quotations ascribed to individual participants using unique 

identifiers to maintain anonymity. Identifiers were allocated based on the population the 

participant was drawn from and the order they contributed to the focus group. For 

instance, the first manager who started the discussion in the focus groups was allocated 

identifier manager 1.  

 

Data were coded and analysed using framework analysis (discussed in the next section), 

chosen for its systematic and structured approach to qualitative data, enabling the 

researcher to explore key themes and patterns within the data (Gale et al., 2013). 

Validation of the analysis was sought from other researchers or supervisors to ensure the 

accuracy and reliability of the findings. 

 

The Data Management Plan (Appendix N) provided details on how data were captured, 

stored, accessed, shared, and managed, ensuring a comprehensive approach to data 

handling throughout the research process. 

 

3.3.1.5 Data Analysis 

The core elements of qualitative analysis are identifying themes and summarising them in 

discussion, figures and tables (Ritchie et al., 2014). The researcher felt that ‘substantive’ 

type of analysis was the most appropriate as the study’s objective was to represent its 

subjects’ feelings and perspectives, whereas a 'structural' analysis would explore and 

seek an understanding of certain behaviours (Ritchie et al., 2014). The researcher 

decided to use thematic framework analysis as its concept suit the project's aim. 

Framework analysis consists of the following four stages: familiarisation; identifying a 
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thematic framework; indexing; charting, and mapping with interpretation (Bryman and 

Burgess, 1994; Srivastava and Thomson, 2009; Gale et al., 2013).  

 

Stage 1, familiarisation, is characterised by immersion in the data through reading 

transcripts of audio recordings and beginning to highlight the main ideas and recurrent 

themes (Hancock, 2009).  

 

Stage 2, thematic framework, involves identification of themes and issues in the data. 

Using notes from the familiarisation stage, the key issues and concepts form the basis for 

the thematic framework, used to filter and classify the data (Ritchie et al. 2014). The 

researcher understood that despite having a set of a priori issues based on personal and 

professional experiences, it was crucial to approach the study as objectively as possible, 

to minimise investigator bias, and with an open mind. Srivastava and Thomson stress the 

evolutionary nature of framework analysis, where the themes and structure emerge 

through succeeding stages of analysis (Srivastava and Thomson, 2009).  

 

Stage 3 comprises indexing, involving recognising selections of data that correspond to 

the themes (Bryman and Burgess, 1994).  

 

Stage 4, charting, involved organising the emerging themes in the format of charts. The 

charts encompassed headings and subheadings extracted from the thematic framework 

(Ritchie et al., 2014). Through charting, the investigator ensured that participants’ own 

expressions were used to embed and support the investigators’ interpretation of the data 

(Gale et al., 2013). In this final stage, the researcher interpreted the key characteristics 

featured in the charts. At that point, the researcher could map connections between 

categories and explore relationships (Gale et al., 2013). The collected data was rich 

enough to enable the investigator to explain occurring phenomena and identify areas 

requiring further investigation in stage 2 of the study (Lacey, 2009). MS Excel was used 

for data processing and analysis.  

 

The above steps were part of the study design and were to be conducted iteratively after 

each focus group. The number of newly identified themes after each one aids the decision 

about the point where data saturation is reached and informs a decision to cease data 

collection (Hancock et al., 2016).  
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The framework analysis presented multiple advantages that contribute to the robustness 

and comprehensiveness of the qualitative research findings in Stage 1. One of the most 

noteworthy benefits of employing framework analysis was its systematic and structured 

approach to analysing qualitative data (Goldsmith, 2021). The method ensured that the 

researcher thoroughly examined all pertinent data, efficiently managing and organising 

extensive volumes of information. The consistency and thoroughness afforded by 

framework analysis enhanced the credibility and trustworthiness of the study (Gale et al., 

2013). 

 

Another significant advantage of using framework analysis was its ability to facilitate the 

integration of both inductive and deductive approaches to data analysis (Ritchie et al., 

2014). This flexibility allowed the researcher to draw on existing theories and concepts 

while simultaneously allowing for the emergence of new insights and themes that were 

grounded in the data. Consequently, the researcher could derive a more in-depth 

understanding of the studied phenomenon, in this case, the experiences of internationally 

trained paramedics and the perspectives of their supervisors and British peers (Goldsmith, 

2021). Furthermore, framework analysis promotes transparency in the research process, 

as it requires the researcher to document and describe each stage of the analysis, from 

data familiarisation to interpretation (Gale et al., 2013). This transparency not only aids in 

establishing the trustworthiness of the findings but also allows for external validation by 

the supervisory team, thereby enhancing the study's reliability. 

 

Lastly, the matrix output generated by framework analysis provides a clear visual 

representation of the data, which helps to identify patterns, connections, and relationships 

among themes (Ward et al., 2013). This visual output facilitates the communication of 

complex findings in a more accessible manner, contributing to a better understanding of 

the study's results; this was a particularly valuable advantage to inexperienced principle 

researched and aided sharing of the results with the supervisory team (Goldsmith, 2021). 

 

3.3.1.6 Ethical Approval 

Before any research participant’s involvement, ethical approval must be granted. The first 

step was to apply for approval with the Health-related Research Ethics Committee 

(HREC) at Edge Hill University. The approval was granted on the 14th of June 2019 

(Appendix A). Following the HREC approval, an application was submitted to the Health 

Research Authority (HRA). The HRA reviewed and approved the study, allowing contact 

with the Research and Development leads at the participating trust for stages 1 and 2 and 



99 
 

with the R&D leads for Ambulance Service B and Ambulance Service C for stage 2. 

Research passports were issued by the participating trusts finalising the ethical approval 

process. Participant recruitment began in September 2019. When stage 1 of the study 

was concluded and the survey instrument developed, it was necessary to contact the 

HREC Chair for further approval of the survey instrument before it was distributed to stage 

2 participants. Approval letters are appended (Appendix B, Appendix C, Appendix D).  

 

3.4 Stage 1 results  

This section presents the findings from the qualitative phase of the project. It begins with a 

description of stage 1 participant characteristics. Identified themes are tabulated and 

followed by a detailed description and discussion of each theme. Illustrative quotes from 

focus groups conducted in English are verbatim, but those originating from focus groups 

conducted in Polish are translations (Chidlow, Plakoyiannaki and Welch, 2014). As 

described in the methods section above, the intention was to conduct six focus groups; 

Polish paramedics working in an urban area, Polish paramedics working in a rural area, 

UK staff who had worked with Polish paramedics in the rural and urban areas, and 

management team members responsible for Polish paramedics from rural and urban 

areas. Recruitment proved challenging due to busy schedules and workloads, leading to a 

number of cancellations. However, as discussed in the methods section, thematic analysis 

was conducted iteratively after each focus group, following the fourth focus group a lack of 

new themes was deemed an indication of data saturation (Hancock et al., 2016; Saunders 

et al., 2018). The aim of the analysis was to identify overall themes and the issues that 

comprised those themes, to inform the development of questions for the second stage 

survey.  

 

The four focus groups were conducted between December 2018 and February 2019. The 

first two, with the management team and UK-trained paramedics, were face-to-face held 

at an ambulance station in the North of England. Because of the pandemic restrictions 

and practicalities, the other two focus groups were facilitated online using a video 

conferencing service, Zoom. All focus groups took, on average, 67 minutes (64 - 85 

minutes). The transcripts were reviewed for accuracy by the principal researcher, with 

randomly selected samples of the transcripts in English checked by the supervisory team 

as a quality assurance measure.   

 

3.4.1 Participant characteristics  
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Participant characteristics are presented in Table 13. In total, nineteen people participated 

in four focus groups, all recruited from one participating NHS ambulance trust based in the 

North of England – seven women and twelve men aged between 26 and 65 years old 

participated. Nine were Polish, five of these were based in an urban area and four in a 

rural area. The managers represented three managerial tiers; four were first-line 

managers (team leaders), one was a middle manager and one was a senior manager. 

The participants representing the management team fulfilled duties in both rural and urban 

areas. UK-trained paramedics were represented by paramedics only; no technicians 

expressed interest in participating in the study. The table below presents all participants' 

characteristics divided into three groups UK-trained paramedics, managers and Polish 

paramedics. As the topic guide was the same for all focus groups, the characteristics are 

not broken down further to protect participant anonymity.  

Table 13: Focus group participant characteristics  

 UK-trained 

paramedics 

and  

Managers Polish 

paramedics 

Total 

Total 4 6 9 19 

Age 

<35 years old 0 2 7 9 

≥35 years old 4 4 2 10 

Experience as a paramedic in years 

1 – 10 0 2 5 7 

11 – 21+ 4 4 4 12 

Gender 

Female 2 2 3 7 

Male 2 4 6 12 

Highest Level of Educational Attainment 

Diploma or lower 2 2 2 6 

Undergraduate 

Degree 

2 3 4 9 

Postgraduate 

Degree 

0 1 3 4 

 

3.4.2 Identified themes 
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Data analysis facilitated the identification of three dominant themes that encapsulate the 

experiences of ITPs transitioning into their roles in NHS ambulance services within 

England. The key themes comprised communication, cultural variation, and support and 

provide a framework for understanding the complexities of these experiences. Each 

dominant theme is further stratified into subdominant themes that give a more detailed 

perspective on the broader issues. 

 

The first dominant theme, communication, is multifaceted. It goes beyond simple 

language proficiency to include a comprehensive understanding of the paramedic role and 

operational function. It also encompasses an awareness of cultural norms and the ability 

to function within multicultural environments. This suite of subdominant themes 

demonstrates the complex nature of the communication challenges that ITPs face, 

emphasising that these extend beyond linguistic competency to include cultural 

understanding and professional discourse. 

 

The second dominant theme, cultural variation, is subdivided into social, practice and 

regulatory differences and facilitation of cultural adaptation. This theme sheds light on the 

broad range of cultural differences encountered by ITPs. The social sub-theme focuses on 

the adjustments required in social interactions within a new society. The practice and 

regulatory differences sub-theme underscores the need for understanding differences in 

job practices and regulatory structures, often significantly different from their home 

country. The final sub-theme, facilitation of cultural adaptation, recognises the need for 

ITPs to adapt their professional skills and education to the requirements of the NHS. 

 

The third dominant theme, support, illuminates the emotional and personal aspects of the 

transition experience. Sub-themes under this category include homesickness and 

isolation, role support, and the impact on team dynamics. These sub-themes underscore 

the importance of providing holistic support systems to ITPs. These support systems 

should not only facilitate the professional transition but also address the personal 

challenges ITPs may encounter when adapting to a new country and a different 

healthcare system. 

 

The decision to separate the themes of communication and cultural variation in this thesis, 

despite their overlapping nature, was driven by the need to highlight the unique aspects 

and implications of each theme within the context of ITPs transitioning into roles. While 

both themes are interconnected, they represent distinct components of the transition 

experience and require individualised strategies for effective management. 
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Communication, in this context, pertains not only to language proficiency, but also to the 

ability to understand and navigate the intricacies of professional jargon, colloquialisms, 

and regional dialects prevalent in the NHS work environment. This theme focuses on the 

practical aspects of conveying and interpreting information accurately and effectively, 

which is essential for patient care and inter-professional collaboration. Cultural variation 

encompasses a broader range of factors, including understanding and adapting to the UK 

healthcare system and society's social norms, values, and expectations. This theme 

extends beyond communication to include aspects of professional etiquette, patient-

provider relationships, healthcare practices, and societal norms that can differ significantly 

from those in Poland. While effective communication is a component of cultural 

competence, it does not entirely encapsulate the scope of cultural variation. Additionally, 

strategies to improve communication may not necessarily address broader cultural 

misunderstandings or clashes. For example, language classes may improve an ITP's 

English proficiency, but cultural assimilation may require more nuanced support, such as 

cultural orientation programmes, mentorship, and exposure to various professional and 

social situations. Separating these themes allows for a more detailed exploration of each 

one and enables the development of targeted recommendations to enhance the transition 

process for ITPs. It provides a more comprehensive and nuanced understanding of these 

professionals' multifaceted challenges, thereby offering more effective solutions to support 

their integration into the UK healthcare system. 

 

The table below summarises how findings were captured and organised.  

 

Table 14. Identified themes – focus groups 

 

Dominant Themes Subdominant Themes 

Communication Paramedic role and operational function  

 Language 

 Cultural norms 

 Multicultural environments 

Cultural variation Social interactions 

 Practice and regulatory differences 

 Facilitation of cultural adaptation 

Support Homesickness and isolation 
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 Role  

 Impact on team dynamics 

 

3.4.2.1 Dominant theme one: Communication 

Although recruitment of the Polish paramedics incorporated several stages conducted in 

English, including a competency-based interview, various aspects of communication had 

a significant impact on newcomers' transition into the English ambulance service, 

including differences in language skills among the recruits. Many of the complexities 

associated with communication were not anticipated by overseas paramedics or the 

service. 

Communication was an overarching topic most commonly discussed by groups, enabling 

recognition of several factors identified as drivers and barriers to effective communication. 

They are captured under the four subthemes: paramedic role and operational function; 

language; cultural norms; and multicultural environments. 

 

3.4.2.1.1 Paramedic role and operational function 

A theme common to all four focus groups was communication challenges directly related 

to operational aspects of the paramedic role. Internationally trained paramedics were able 

to communicate well in a quieter, controlled environment, but this was more problematic 

when responding to calls in busy places or where time was critical, particularly during the 

first few weeks in the role. For example, in the quieter environment of the ambulance 

station, the same challenges were not as obvious.  

 

What I found is that when there was a lot of them on station, they had no issues talking to 

us because, it was quite professional, they could have a chat. But when we were on a job 

... they had no idea what was going on half the time (Manager 5). 

 

Participants from the management team and UK-trained paramedics also observed 

internationally-trained paramedics (ITP) getting confused in situations where multiple 

conversations were being held simultaneously or where they were under increased 

pressure due to the nature of the incident. 

 

It’s not just you and a crew member turning to them saying I need XYZ. They were trying 

to get information quickly, from patients who were potentially quite unwell and that is very 

difficult (Manager 2).  
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Some ITPs reported finding it difficult during the first weeks of operational work when 

incidents required precise and timely communication.  

 

Yes, it [communication] wasn’t easy you had to understand a guy with a funny accent who 

can’t breathe and speak up  […] especially when you had to take them in [to the hospital] 

quickly (Polish paramedic 4 - translation). 

 

However, there was a consensus among the ITPs that even though it was challenging at 

the beginning, with time they built up confidence in their communication skills, got used to 

local dialects and overcame some of the difficulties.  

 

It was super hard to start with. I remember how I wasn’t sure if the patient was talking in 

English or not, then they told me he was Scouse. But it is surprising how quickly you get 

used to it (Polish paramedic 8 – translation).  

 

UK-trained paramedics and managers felt that self-confidence was a contributory factor in 

developing effective communication skills and ITPs experience.  

 

When he was quite new [Polish paramedic] he was very worried about his English [but it] 

was actually very good. He didn’t think it was that good, maybe because he had previous 

problems talking to patients and or colleagues. But his English is perfect now (Manager 

5). 

 

The participants discussed aspects of role function, such as communication with patients. 

A couple of participants from the UK-trained group felt that, in general, patients were very 

understanding and patient with the ITPs despite some of them occasionally not using 

terminology correctly.  

 

They [patients] were very patient with him [a Polish paramedic] because they kind of, they 

made allowances, even though he used that [medical terminology] incorrectly (UK-trained 

paramedic 2). 

 

For some ITPs, dialogue with colleagues over the radio or telephone created some 

additional communication difficulties.  

 

At the very beginning, on one of the first shifts, I had to pass a stand-by message via EOC 

[Emergency Operations Centre] to the hospital and, just before talking, it was like a cold 

shower, I had to force myself to press the talk button. And I still don’t like it for some 

reason (Polish paramedic 4 – translation).  
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One participant pointed out that familiarity with grammar and broad vocabulary may, at 

times, not be enough for meaningful communication.  

 

Language is more than just words it's more than what you're saying it is how it's said and 

your body language … how people interpret what you say, so the speed at which you 

speak, the volume at which you speak they, people, can misinterpret that as being rude 

and abrupt. It's not just the words it's how they're said (UK-trained paramedic 1). 

 

3.4.2.1.2 Language 

Paramedics qualified in Poland are the second largest group on the Health and Care 

Professions Council register (HCPC, 2019). The study focused on this group as the 

challenges for non-English speaking paramedics were considered different to those, for 

example, from Australia, the largest overseas cohort. Indeed, language skills were 

frequently mentioned in all four focus groups.  

 

One manager stated that the ambulance service management team recognised their lack 

of expertise in international recruitment and it was therefore outsourced. An external 

agency was given a list of recruitment priorities, with language competency being the 

most important. 

 

The company...  were given a specific list of what the trust was expecting and language 

was quite high on that list. So it was really about making sure that as a recruitment agency 

they would look at how the individual applicants would cope with language (Manager 4). 

Despite the Trust leaders' expectations, the ITPs who took part in the focus groups were 

not aware of, or offered, any language support, such as English lessons, via the external 

agency or the employing trust.  

 

-[name] was very nice and helpful, but after passing the interview and sending the 

paperwork I didn’t hear from them (Polish paramedic 9 – translation). 

 

Managers, UK and Polish paramedics commented on the differences between social 

language and the technical language skills specific to healthcare roles, observing that it is 

almost like using another language.   

 

Language is just broader than what you speak... you have to be able to speak three 

languages, you got your medical language, you have to speak your English, and there’s 

obviously understanding the local dialects (Manager 2). 
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When I got the job in the UK I ordered a British textbook for paramedics and studied it 

everyday. Then I got here and learned that half of the terminology I knew was either 

American or old-fashioned (Polish paramedic 8 – translation).  

 

Sometimes it can be a technicality, right? You know, if you put it in the translator it would 

come out grammatically correct, but you would never use that in day to day language (UK-

trained paramedic 2). 

 

In the patient-centred care model, healthcare professionals work together with patients to 

plan their care, with the patient having the final say (Health Foundation, 2016). Before a 

care plan can be developed, paramedics have to collect a lot of information during a 

callout which they then share with patients. This requires an ability to adapt language to 

the needs of each patient. Even the ITPs with good language skills occasionally found it 

challenging to simplify information for patient groups unfamiliar with medical terminology.  

 

I worked with a guy [Polish paramedic] in [a Northern town] who would use full medical 

terminology […] so it wasn't that they [patients] couldn't understand the language it was 

more the word, the terminology. (UK-trained paramedic 3).  

 

This suggests that learning technical terminology from academic sources cannot replace 

experiential learning. Nevertheless, ITPs were supported by UK-trained colleagues to 

address this barrier. When history taking was proving challenging, British peers helped to 

phrase the question in another way, for instance:  

 

So they'll look at you won’t they? Ask for help, as if to say, I don't understand what that 

patient is saying to me. How can I explain it in a different way? And we help them. (UK-

trained  paramedic 1). 

 

3.4.2.1.3 Cultural norms 

The groups discussed adaptation to cultural norms as part of the transition process. Some 

ITPs noted the difference when communicating with patients in their country of origin vs 

the UK.  

 

In Poland you are a bit more honest with your patient. If you see three or four cars parked 

on the drive and someone with a broken arm asks if it was right to call you, when their 

wife could have driven you  [to hospital], you tell them that they should have had done 

that. Or if they ask you if the reason they called was ‘good enough’ to call for an 
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ambulance and it clearly wasn’t, again you tell them what you think. Here, I feel we almost 

encourage them to do the same thing again, to be polite at all cost (Polish paramedic 6 – 

translation). 

 

Cultural differences in interpersonal communication also impacted upon the patients’ 

experience. Some UK-trained paramedics perceived them as the cause of the ITPs being 

seen abrupt.  

 

I've been on a scene [with] a Polish paramedic and [they were] quite abrupt and the 

patient was taken aback. I thought it was a bit ‘good-cop-bad-cop’ going on, though they 

didn't mean it like that, and then fortunately the paramedic realised this and, you know, 

backed off a little bit. But it was just, yeah, that culture I suppose, and that we're [UK] 

overly polite with them [patients] sometimes (UK-trained  paramedic 4). 

 

However, one of the senior managers observed that, in their experience, it was never 

intentional and was not regarded as an issue.  

 

 I think when you actually get to the bottom of what was said and what wasn’t, it was 

actually quite appropriate. It just wasn’t communicated with the finesse of a native speaker 

(Manager 2). 

 

Other supervisors reported having conversations with the ITPs, highlighting areas for 

improvement . Some ITPs appeared more receptive to these comments than others.  

 

-I've had the conversation saying this needs to be said a little bit better, or just in a 

different way. I've had come back saying, ‘well this is what I do in Poland’. So that’s 

another barrier, some of them don’t want to change (Manager 5).  

 

- I don’t believe it’s that they don’t want to change, it’s that obvious lack of vocabulary that 

you won't have for years (Manager 1). 

 

3.4.2.1.4 Multicultural environments 

The last sub-theme linked to communication included multicultural environments. The 

population of Poland is significantly less diverse than that of the UK. Participants reported 

cultural shock and lack of knowledge about minorities and their cultural characteristics. 

Interestingly these were mainly discussed by the UK paramedics and managers but hardly 

mentioned by ITPs.  
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I'd say that Poland is religious, we’re not here so much. We’re multicultural and Poland 

isn’t. In terms of LGBT and things like that, I think that's an eye-opener to the Polish staff, 

so I think from that point of view it's quite different really (UK-trained  paramedic 1). 

 

This was particularly notable for those working in an urban setting, i.e a major city in the 

North of England. 

 

There's so many different cultures, not just English cultures, you've got all different 

languages as well. Which we find difficult, so then the Polish [paramedics] were finding it 

really difficult, even more so[…], especially so around the other side of [city] where you've 

got a big Muslim community and they [ITPs] don't really understand it at all (Manager 1). 

 

The UK has a small Polish community. Some participants saw it as an obvious advantage 

that Polish patients could communicate with Polish paramedics and highlighting the 

underutilisation of resources. Polish speaking paramedics would be more appropriately 

deployed to Polish patients, where required and practical.  

 

There is also a lot of Polish people here which is great. They were just chatting and I 

couldn’t understand a word they were saying. But I don’t think we utilise it as well as we 

should do, because when we were going to a Polish patient we said [to Emergency 

Operations Centre], there was a lad [Polish paramedic] sat on station ‘oh no, no, we'll just 

send you for now’ [they said]. So we're not utilising the correct resources, we know that he 

can speak Polish and they would be really good (Manager 5). 

 

3.4.2.2 Dominant theme two: Cultural variation 

Cultural variation affected communication in many ways, as presented above, but also 

impacted the broader transition experience. Identified as a dominant theme, it was 

discussed in the context of social interactions, how one practices and how the regulation 

of the profession differs in the UK from the country of origin. Cultural practices differed in 

terms of how individuals were trained or educated and scope of practice, in terms of skills.   

 

3.4.2.2.1 Social interactions 

Managers discussed the observed variation in social norms. One example illustrated how 

some of the male ITPs offered to carry the response bag for female members of staff. 

Reportedly this was interpreted as a polite gesture, but some UK-trained paramedics 

found it inappropriate.  
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-male Polish paramedics would always try and carry your bags, … and then you have to 

say no, yeah, ‘I'm attending I'll carry the bag’ but they’re quite chivalrous like that. It 

depends who you're working with. I think they have, or most of them have, some kind of 

hierarchy and that's what they wanted to do here and it was really nice for me, because I 

was a paramedic, but maybe not so for the technicians... (Manager 5).  

 

-…and some people wouldn't like that, they would find that a bit offensive…(Manager 6). 

 

Managers who observed this behaviour, did not consider it as a significant issue because 

of the ITPs ability to adapt to local customs.  

 

But you only had to say to them once, ‘don’t worry I’m attending and I’ll carry the bag don't 

worry’, and they were like ‘alright okay that's fine’ (Manager 5). 

 

Cultural differences also included variations in practice, such as gaining consent before 

undertaking a procedure. In the UK standard procedure is to inform patients and empower 

them to make their own decisions, but in Poland, consent is presumed until told otherwise, 

as noted by one manager. 

 

It was very much a case of well, ‘no, you asked for help then you are phoning for me to 

come out to you… and when I come that’s it.’ And I'm saying ‘no you have to ask them 

[before you can]do some of the observations.’ you're gonna do blood pressure, you're 

gonna do something… [international paramedic replies] ‘why? They’ve asked for help!’ 

That was their mindset (Manager 4). 

 

One of the most common service differences cited by the ITPs was the hierarchy on the 

ambulances. In Poland, most ambulances are manned solely by paramedics, with about a 

third manned by doctors, nurses and paramedics. This created a different organisational 

culture where all paramedics are on the same hierarchical level, but in the UK, they also 

work with technicians in assisting roles.  

 

I like working with technicians, most of them are really good but even if they aren’t, in a 

way, you can just tell them what to do. In Poland sometimes I felt there were too many 

people in charge, too many cooks you could say (Polish paramedic 1 – translation). 

 

Back home, when on the ‘S’ ambulance [specialist with a doctor] you would learn a lot 

from them, but I know people who deskilled a lot because they never had to make any 

decisions themselves (Polish paramedic 4 – translation).  
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Socio-cultural differences also extended to service provision and demand, with variation in 

attitudes towards non-emergency calls. Ambulance services’ emergency calls account for 

about 10% of the workload. The remaining 90% are urgent calls, for example, patients 

who need assessment and assistance to stand after a fall. Participants observed a 

difference in the perception of the ambulance services’ role in these calls, particularly in 

instances where the attending ITPs felt the patient could have made their own way to an 

alternative healthcare provider. ITPs were required to adapt their practice and 

communication style to reflect the local social standards. 

 

‘why don't we just pull the plug out the phone [patients phone]. I'll throw it on the roof…’ 

and he wasn't even joking he was being absolutely genuine (Manager 4).  

 

I think they are too soft here. I genuinely was called to a broken nail here and you could 

see my crew mate rolling his eyes behind the patient’s back but no one would say 

anything to the woman (Polish paramedic 5 – translation).  

 

UK-trained paramedics participating in the focus group were under the impression that the 

ambulance service played a smaller part in dealing with mental health in Poland.  

 

- I’m sure as well… I can’t remember which paramedic it was, but I’m sure he said that 

they hadn’t really had much mental health dealings. I’m sure that was what he said. It 

wasn’t anything like what we have (UK-trained paramedic 3).  

 

One Polish paramedic noted cultural differences in expressions of mental health problems 

between the UK and Poland. This included differences in service expectations but also 

variation in social norms.  

 

- It’s like every other person here has anxiety or depression. In Poland, you just don’t talk 

about these things (Polish paramedic 3 – translation)… 

 

UK staff contributed to cultural adaptation of the ITPs. During the induction programme 

ITPs were not only taught about local guidelines and undertook the UK blue light driving 

course, but were also introduced to some aspects of British culture.  

 

I liked a lot that they used time during the driving course to show us round the area. 

[name] took us to different places and told us about everything from why people here like 

pubs so much to when they do work in the garden (Polish paramedic 8).  
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3.4.2.2.2 Practice and regulatory differences 

The speed at which the ITPs adapted to the culture of the host country varied from one 

individual to another. UK-trained participants discussed individual variation in the speed of 

cultural adaptation.  

 

When I worked with the two guys that came to [Northern town] they were quite abrupt with 

the humour and things and some people just didn't get that. Where [name of ITP]… got 

our sense of humour  (UK-trained paramedic 3). 

 

Some managers suggested that the ability to adapt to a different culture was driven by 

personality rather than nationality. In that sense they felt it was no different to individual 

variation in the ability of UK paramedics to transition from a student to a professional 

paramedic role. 

 

I think they come with a range of different personalities and some will do better than 

others, but that's down to the nature of people as opposed to the nature of nationality 

(Manager 6). 

 

3.4.2.2.3 Facilitation of cultural adaptation 

When ITPs began operational duties, some UK-trained paramedics facilitated cultural 

adaptation by offering help with various aspects of transition unrelated to the professional 

role. Managers discussed potential benefits of this wider support. For example, orientation 

to the local area and introduction to events such as football or rugby games.  

 

- the first group that went to [rural area ] had a dedicated manager that stayed with them 

all the time. She would meet up with them regularly on [ambulance] station, she would 

meet up with them at home…  she was effectively their mother (Manager 4) 

 

- it's funny you say that because I've done that with a quite few polish paramedics [from 

first cohorts](Manager 1). 

 

 

3.4.2.3 Dominant theme three: Support 

This theme concerns the support ITPs received during transition and the barriers and 

facilitators for smoother transition for future recruits. The dimensions covered under this 
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theme include homesickness and isolation, role and the recruitment impact on team 

dynamics. They also cover service planning and post-induction integration.  

 

3.4.2.3.1 Homesickness and isolation 

Some ITPs were single at the time of moving from Poland to the UK and others were in 

relationships. Most of those in relationships decided to ‘test the water first’ to help them 

decide whether the entire family should migrate. The rest decided to migrate, as families 

or couples, at the same time as the ITPs, UK-trained paramedics and managers noted 

advantages and disadvantages of both options. One Polish paramedic shared their 

experiences of feeling isolated during the first couple of weeks of induction.  

 

The first few weeks were really hard. I rented a room in this terraced house in a deprived 

area, every day I would go back there, nowhere to go, nothing to do. I would Skype with 

my wife and see my son… that was really tough. In class they talked us through 

safeguarding and mental health pathways, how we should consider that for patients but 

no one really asked me how I was and I didn’t want to say anything and make a bad 

impression […] I was really close to just going back [to Poland](Polish paramedic 5 - 

translation).  

 

In the opinion of one manager, singletons integrated more effectively than those who left 

families in Poland and were more likely to stay in the UK.  

 

The ones that moved over as a single person, they've integrated well, and they're the 

ones who, in my eyes, they want to stay in [the UK] and create this lifestyle here (Manager 

5). 

 

Another observation was that ITPs separated from families in Poland worked significantly 

more overtime, presumably to support relatives financially. This was of benefit to the 

employing organisation at a time of severe workforce shortages, but could potentially 

contribute to burnout or impacting the experience of migration. 

 

My wife was still on maternity [in Poland] when I came over. We needed money so I did all 

overtime they let me, but ironically this was why I left Poland (Polish paramedic 1 - 

translation).  

 

3.4.2.3.2 Role 

The sub-theme ‘role’ covers professional support the ITPs received to practice as 

paramedics in the new setting and the enablers and barriers to effective professional 
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support. In terms of cultural adaptation, they reported receiving help, mainly unstructured, 

from driving instructors, managers and colleagues. However, the support they received for 

professional transition was considered more frequent and better-planned. Nonetheless, 

some participants felt that certain aspects could have been improved.  

When asked about support, ITPs made several references to the induction programme. 

Several participants thought the content of clinical induction week was inappropriate for 

experienced paramedics and required tailoring to specific needs.   

 

The induction programme was ok. It felt like a mini paramedic course[…] all paramedics in 

my class had at least 5 maybe 7 years of experience and it felt like, at least in my opinion, 

that we could have used the time better (Polish paramedic 2 – translation). 

 

Participants commented on the disproportionate allocation of induction time to the blue 

light driving course.   

 

We did the driving course which was extended by one week to allow for people to get 

used to driving on the wrong side of the road [group laughs], but it was like, three quarters 

of the time we had [on the induction programme]. A lot of the time we would all do our 

hours in three days and then have a day off to organise things outside of work, but we 

could have been given some reading, like [practice] guidelines (Polish paramedic 7 – 

translation). 

 

Ambulance front-line workers use a wide range of tools to deliver care in the out-of-

hospital environments. The management team and ITPs felt that more emphasis could 

have been placed on familiarisation with the equipment.  

 

We definitely could do with more time to familiarise ourselves with equipment. We had like 

one day where they told us what was what, but it felt like they didn’t want us to be 

offended [by explaining something they already knew] (Polish paramedic 9 – translation).  

 

- The other thing is, are they taken around the vehicle and shown every bit of equipment 

we have just so they actually know what it is? …There’re gonna be slight differences… 

There didn’t seem to be any kind of introduction[...] (Manager 5).  

 

- Well it was built into their induction that they did. [...] It wasn't even third manning it was 

literally sitting in the back [of an ambulance] and looking at all of the kit ... and they did 

have vehicles on the induction where they could go into the back to look at things  ... 

Hindsight is brilliant, and I think it is the case of yeah, it should have been more 

structured, yes (Manager 4).  
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One of the ITPs felt that an opportunity to undertake an observational placement early in 

the induction process might help recruits to focus, highlighting what to expect and how to 

make the best use of available time.  

 

we have so much time before going out that I maybe wasn’t as focused as I should have 

been [during induction] and then all of a sudden you are out there and you wish you had 

paid more attention. If we spent a shift or two just observing crews… I think it would be 

very motivational (Polish paramedic 1 – translation).   

 

Following the induction programme the ITPs joined various teams in different locations but  

experiences of integration varied between those assigned to urban and rural locations.  

 

I had a very good experience. My manager was great he introduced us to people, they 

showed us round. But then I heard that other people who went to [Northern town] were 

just given the time they needed to come in (to the station] and the crew [they joined] 

wondered, who is this person with a weird name on the ambulance with them (Polish 

paramedic 9 – translation). 

 

These experiences were echoed by one of the managers. 

 

I was only six months in, as a brand new paramedic, and I think we got about 10 or 12 all 

at once [Polish paramedics]. I was put with a brand new Polish paramedic and neither of 

us had any idea what was going on. I was still trying to find my feet and a lot of the 

paramedics at the time struggled with that. (Manager 3).   

 

Participants felt that some of the difficulties were caused by the high numbers of recruits 

joining small teams at the same time, where the influx of ITPs impacted on team dynamics 

and managers’ workload.  

 

[…] it's nice to work with smaller cohorts, it just means that they get to work with different 

people and pick things up a little bit quicker. Because when you get say 10 to 12 Poles 

and it is…  it's hard work with any new member of staff, but especially when they're trying 

to learn so much. I think it kind of becomes like, not a resentment, but you know, every 

time you pop out with somebody who's new and it's hard work, you might think ‘not again’. 

It's not about an individual or the fact that they’re international it’s just knowing that your 

day’s gonna be really difficult (Manager 5). 

 

Managers also noted the impact of workforce management on adequacy of integration, 

staff shortages and high number of recruits could lead to ITPs working together.  
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- it's gonna be harder for the team as well from a planning perspective ... having 

conversations with the head of service at the time saying, you know obviously they can’t 

be working with each other (Manager 4)… 

 

- It happened though, it happened a lot at [one ambulance station] where a brand new 

Polish paramedic was working with another Polish paramedic and they [control] used 

them as an urgent rather than emergency care but they were still doing jobs and had no 

idea where the hospitals were, where the entrances were … it was so unfair on them 

(Manager 1). 

 

3.4.2.3.3 Impact on team dynamics 

Managers participating in the focus group felt they were underprepared to support ITPs in 

their transition. They felt that ITPs had comparable issues to other new staff members but 

with extra needs linked to communication issues, professional and socio-cultural 

adaptation. The main barriers were that team leaders were unsure how to address these 

issues or where to signpost the ITPs for further support.  

 

I think the other issue for me was as an SP [senior paramedic team leader] you inherited a 

number of international recruits and all with quite unique issues which members of staff 

didn’t have en masse. Like language issues, written English problems. I didn't have a 

Scooby-Doo where to turn to and… you barely had the time to deal with each individual, 

you know (Manager 2). 

 

As a result of the additional time required by the ITPs, the team leaders had less time for 

the other team members. 

 

[…] you feel like they're [ITPs] struggling. You then try and work with them while 

neglecting everybody else, and they feel like they don't get as much time… (Manager 5).  

 

However, neither UK-trained paramedics or ITPs raised this issue in the focus groups, 

which may suggest that staff were not affected by the increased workload of their team 

leaders.  

 

Following completion of the classroom-based induction programmes by first cohorts, small 

groups of 10-12, joined teams of 70-100 paramedics and technicians. Some smaller 

ambulance stations were joined by much smaller groups of 3-5 ITPs. The management 

team observed that the larger groups of ITPs tended to gravitate toward each other, 
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leading to segregation from UK-trained colleagues. Managers felt this affected team 

dynamics and speed of integration. 

 

[…] as an SP you'll be at a hospital and they [ITP’s] would sometimes come together and 

almost naturally segregate themselves, especially with their own language. I had to go 

over and say look, I recognise this as an intimidating environment  but… by speaking 

another language you segregate yourself from your colleagues, so it's about being able to 

integrate yourselves effectively… it is for us to make the effort absolutely, but ultimately 

it’s also for the individuals (Manager 2). 

 

Having conversations in Polish in the presence of non-Polish speaking colleagues was 

discussed by the ITPs. In both groups there were conflicting opinions on speaking Polish 

in service settings. 

 

- I talk in Polish with Polish people, because it’s so much easier… (Polish paramedic 8 – 

translation).  

- No, no, I don’t. If someone talked their own language with me in the room I’d think 

they’re talking about me, I couldn’t help it… (Polish paramedic 5 – translation). 

 

3.4.3 Summary 

A range of transition experiences was reported by the three dominant themes 

communication, cultural variation and support. The dominant and subdominant themes 

capture the experiences of paramedics who qualified in Poland during their transition into 

roles in an NHS ambulance service. The findings that were deemed the most significant 

are categorised by the dominant theme and highlighted below. Some of the findings, 

despite being significant issues, do not pass the ‘so what?’ question trial and will not be 

pulled through to the survey.  

 

3.4.3.1 Summary of theme Communication 

Findings captured under this theme demonstrated the complexity of communication in the 

context of the paramedic role and its operational function. Participants discussed the 

challenges of trying to communicate in complex service settings. This included the 

complexities of paramedic practice settings, such as holding multiple conversations in 

noisy environments under high-pressure time-sensitive conditions. Focus groups noted 

the difficulties for ITPs in achieving effective communication in dynamic multi-way 

conversations involving professionals, patients, the public and the EOC, that contributed 

to context-dependent competence. The importance of non-verbal communication, such as 



117 
 

body language, was also discussed. Mitigating factors included self-confidence and 

regional dialects were identified as barriers to effective role-related communication. 

Several limiting factors related to appropriate use of grammar, syntax and fluency in the 

English language. These included inadequate competency assessment and training 

during recruitment. High-level language skills, such as adapting the use of technical, 

medical and social terminology according to contextual factors such as the person, place 

and time, were considered particularly challenging, requiring more time to develop. Even 

though the ambulance management team recognised communication as one of the main 

challenges faced by the ITPs, English tuition was not offered to all focus group 

participants. However, they did state that ‘textbook’ English was not always linked to the 

ability to communicate in a healthcare setting. Cultural differences in communication 

styles between England and Poland added to the complexity, for example ITPs were 

considered more abrupt than UK-trained paramedics, but easily adapted to local styles 

with minimum intervention. Diverse multicultural populations were a challenge, with ITPs 

less used to other languages, but Polish speakers were also considered an asset when 

communicating with the Polish community.  

 

3.4.3.2 Summary of theme Cultural Variation 

Participants acknowledged that cultural variation impacted on effective communication, 

but also noted variations in social norms, aspects of practice, how the role was regulated 

and how individuals were educated. Managers observed variation in certain social 

behaviours but noted that the majority of recruits were willing to adapt. Some of the 

cultural norms linked to the hierarchy were reported by participants. The configuration of 

the system in Poland is different. Some ambulances are still crewed by medical doctors 

who are in charge instead of paramedics. Discussions included considerations if this had 

an impact on individuals’ autonomy and ability to make independent clinical decisions. 

There were also reports of variation in terms of the acuity of calls responded to by 

ambulance services. Participants discussed their perception of English services dealing 

with significantly more lower acuity calls. It was observed that ITPs have a different 

approach to these calls and that in Poland they would be more direct with patients. This 

theme also captured the opinion of participants that some ITPs adapted more quickly than 

others suggesting the presence of personality factors. Some of the participants cited being 

introduced to British culture in an informal way by members of the team delivering the 

induction programme and colleagues from the operational team.  

 

3.4.3.3 Summary of theme Support 
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As demonstrated within the theme, Support, participants discussed experiences of 

transition in the context of support they received during their transition into their role with 

an ambulance service in England. Participants discussed how some of them felt homesick 

and isolated and how they travelled back to Poland revealing a varied level of support in 

organising shifts and annual leave allowing them to do so. Some managers were of the 

opinion that singletons integrated better than those in relationships with partners and/or 

children in Poland. They cited being under impression that they do a lot more overtime 

than their British counterparts. The theme also demonstrated participants’ opinion of 

poorly targeted induction not allowing for variation in experience and needs among the 

ITPs. It was also expressed how much time ambulance driving course was which for most 

participants took the majority of induction time. Finally, participants indicated that the 

operations and management team could have been better prepared to support the ITPs in 

their transition. Discussions surrounded team leaders not being informed in some cases 

that their teams will be joined by ITPs. There was no training to equip them with skills and 

knowledge on how to support ITPs and reports of having to spend more time with 

international recruits led to less time available for the rest of the existing team. Some 

pointed out that in areas where there was a manager who was a point of contact for all 

ITPs and their supervisors, the support was more efficient and effective.  

 

 

 

3.5 Discussion 

In this section, the meaning of the results is interpreted in the context of research aim 1 

and placed in the context of the wider literature presented in the previous chapters.  

Stage 1 of the study was designed to explore internationally trained paramedics’ 

experiences of transition. The chapter is organised by the three main identified themes 

communication, cultural variation and support. It is important to reemphasise the point 

about the main limitation of the method utilised in stage 1, that the findings represent the 

views of the four focus groups participants, not the entire population of internationally-

trained paramedics from Poland recruited to work for one of the English NHS ambulance 

trusts. Moreover, they were held with participants from only one out of ten English 

ambulance services. The limitations are discussed in more depth later on in the thesis.  

 

3.5.1 Communication 

Issues related to communication were the most commonly discussed in all focus groups 

within this project. Stage 1 demonstrated the complexity of communication linked to the 
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paramedic role and operational function; the impact on one’s ability to use a second 

language in the context of language competence and confidence; variety in cultural norms 

related to how stakeholders communicate and what is accepted in England and Poland; 

and how the diversity of the community can influence communication. 

Stage 1 demonstrated healthcare and paramedic role-related difficulties in 

communication. The employing trust designed a selection process incorporating 

communication skills assessment. The assessment was challenging for employers but 

also for candidates when self-assessing their own abilities. These difficulties were cited to 

be caused by a wide spectrum of factors, with examples ranging from the specific 

language used in the context of the paramedic role, the variety of environments the 

communication has to occur in and added pressure of potential link to patient safety 

incidents. Until ITPs began operational work, they did not know how strong their 

communication skills were or what areas needed further development. The managers 

noted the same issue; sometimes, an ITP communicated well at an ambulance station 

where there was no background noise and no pressure of dealing with an emergency, but 

responding to calls proved more challenging. This issue, if transferable to a broader 

population, could make support planning aiming to help ITPs develop their communication 

skills difficult. This level of complexity and link to potential patient safety incidents was 

demonstrated in the study by Philip et al.(2019). They concluded that until communication 

skills are tested in real-life scenarios, the individuals will struggle to assess how much 

further development is required. The stage 1 findings are consistent with that; ITPs listed 

a number of examples; they included a busy scene with firefighters dealing with cars 

involved in a collision or trying to take a history from a patient in a nightclub. Moyce, Lash 

and Siantz (2016) identified telephone conversations as particularly challenging and 

stressful to internationally trained nurses whose first language differed from that of the 

host country they practised in. The remote nature of a paramedic role involves a lot of out-

of-hospital work, out in the community and other settings leading to a big part of 

communication being facilitated through media such as telephone or radio. When asked to 

elaborate on challenges linked to communication, current study participants mentioned 

both media to be very trying, and some stated it was still difficult after a few years in 

England. Other than acknowledging communication over the telephone as more 

problematic than face-to-face, there seemed to be little evidence on the scale of this issue 

or potential intervention that could have addressed it. 

 

Other barriers to effective communication identified in the current study were language 

competence and confidence. Members of the management team and domestic staff 

discussed how both of these influenced ITPs’ transition experiences and their ability to 
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fulfil their role with the new employer in England. Some of the managers observed that 

there was no evidence of a lack of competence in language skills, but some of the ITPs 

self-doubt in the early months of operational work. This was cited to improve over time. 

The literature on the topic discusses language skills deficiency too (Ghazal et al., 2020). 

Various employers tried to select candidates who had developed language skills to the 

desired level. However, despite holding a certificate awarded by an international English 

competency assessor, this often did not translate into adequate communication skills. The 

current study's findings are consistent with those publications exploring this issue in the 

wider literature. Those individuals who attended formal English classes often found their 

usefulness limited, stating that the ‘textbook’ English was often different to what native 

speaker-clinicians would use. The current study also raised a question of consistency in 

terms of the proportion of the ITP population that was offered English tuition; according to 

focus group participants, only some of them were. Ghazal et al. (2020) also found that a 

lot of internationally-trained nurses who were offered formal language classes did not 

attend them for reasons ranging from not being released from practice to attend the 

classes to not finding them helpful in the development of language skills (Solum, Viken 

and Lyberg, 2020). The language skills deficiency was cited as having significantly 

impacted the quality of care provided by internationally-trained nurses. The issues were 

linked to the pace of work, confidence to speak up if they identified a problem and were 

stated to be a major cause of stress. Consistent with the literature on the topic, stage 1 

participants discussed how challenging it could be for international recruits to get used to 

local dialects, colloquialisms and slang. They also reported that colleagues often helped 

ITPs and patients demonstrated understanding.  

 

Communication patterns were considered different in Poland and England. ITPs 

considered some cultural norms difficult to grasp without exposure to how domestic staff 

communicate with the local community members. On the other hand, the domestic staff 

brought up examples where they perceived some of the ITPs as being abrupt in 

communicating with patients and colleagues. Managers cited dealing with communication-

related complaints, and in these cases, what was said was not considered inappropriate, 

but they concluded the ITP did not know how to articulate the content of the conversation 

in another way. Multicultural environments of the areas ITPs operated in were considered 

challenging for them. They cited that the society in Poland is much more homogenous in 

comparison to England and that they have come across communities from countries and 

cultures they had known nothing about making it difficult to adapt the communication style 

to respect the patient’s background. This is consistent with findings reported by Chok et 
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al. (2018), capturing experiences that nurses from the Middle East felt underprepared to 

work at a busy hospital in London serving a very diverse population.  

 

3.5.2 Cultural variation 

Stage 1 of the current study demonstrated that cultural variation had a significant impact 

on the transition experiences of the ITPs. The dominant theme captured focus group 

findings related to social norms, variety in practice between Poland and England, 

paramedic’s role regulation and education. ITPs from stage 1 reported cultural 

displacement in the early months of their lives in the new country. They cited feeling 

isolated and uncertain if migrating abroad was for them, with some citing the need for 

psychological support.  

 

Some of the findings from stage 1 presented how social norms observed in the UK 

challenged transitioning ITPs to adapt to local customs. Discussed by all three 

populations, ITPs, domestic staff and managers, the subtheme demonstrated how most 

ITPs could recognise the differences in the social norms or receive feedback from other 

stakeholders and change. The findings suggest that the ability to adapt was often linked to 

the individual's personality. Managers who participated in the focus group had no serious 

issues with ITPs' transition regarding social norms. However, ITPs cited that some social 

norms were more challenging for them to accept than others. Examples included not 

being as direct with service users when they called for an ambulance with a minor injury 

or could have safely made their way to the hospital. Other healthcare professionals also 

shared experiences similar to those of stage 1 participants. Asian nurses felt frustrated 

even years after migrating to the USA with the so-called 'American time' where it is 

acceptable for one to arrive late for a meeting (Balante, Broek and White, 2021). Other 

nurses reported not agreeing with the social system where the elderly live in care homes 

supported by social care workers and carers rather than their families (Balante, Broek and 

White, 2021).  

 

Some areas had not been identified in the literature specific to the population of this study. 

The findings of stage 1 captured the difference in the way consent is gained in the UK and 

Poland. This is a significant finding because it can be linked to patient experience and 

may even give ground to a legal challenge in severe cases (Shah et al., 2022). Stage 1 

participants recalled situations where ITPs presumed patient consent based on the fact 

that they called the 999 service. They also expressed that there are areas where 

ambulance service in Poland did not play as significant a role as in England. For instance, 
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mental health was not seen as the ambulance services' responsibility to the same degree 

as in England. They also observed different attitudes towards it; contrary to Poland, 

patients and health workers were encouraged to talk about it in the context of healthcare 

delivery and personal wellbeing.  

 

Stage 1 also demonstrated how ambulance driving educators used opportunities to 

introduce ITPs to British culture by, for example, discussing what role pubs play in British 

culture. ITPs also talked about how useful they found using the driving course to be 

shown to local points of interest or which areas are desirable to live in, allowing them to 

understand what local communities value compared to their home country. Similar 

illustrations of unstructured cultural adaptation support were documented in literature 

exploring experiences of the international nursing workforce (Viken, Solum and Lyberg, 

2018). Its findings suggest that some organisations developed approaches with formal 

support aiming to facilitate acculturation. The examples include getting IRNs from 

previous cohorts involved or buddying up domestic staff with the newcomers. 

Nevertheless, some studies showed that this practice was not standardised, and there 

were cases where the international workforce had to find their own way to learn about the 

local customs and culture (Viken, Solum and Lyberg, 2018).  

 

Polish ITPs were cited for adapting to the local culture at varying speeds. Managers 

participating in the focus groups identified that some factors influencing adaptability were 

modifiable, and some were non-modifiable. As previously highlighted in the findings 

section, examples of the modifiable factors included language skills or understanding the 

origins of certain aspects of the culture, and non-modifiable factors were linked to 

personality differences. The literature on the topic offers a range of recommendations on 

how modifiable factors can be addressed (Balante, Broek and White, 2021). Nevertheless, 

these recommendations were based on observational research, and their effectiveness 

was not tested. It was not known at this stage of the project how many ITPs would have 

potentially benefited from implementing interventions aiming to address the modifiable 

factors. 

 

3.5.3 Support 

The last theme capturing stage 1 findings is Support. It was demonstrated how the 

support received by ITPs, or in some areas, the lack of it, influenced their transition 

experiences. The main dimensions covered included a sense of homesickness and 

isolation, support related to the role of a paramedic and support for teams assigned ITPs. 
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In addition, Stage 1 demonstrated some issues related to service planning and efforts to 

integrate ITPs with the broader team.  

 

Participants referenced how in the early days, they would often experience feeling isolated 

and missing home. Although it is not surprising that when people relocate and are away 

from family and friends, they will feel this way, it illustrates how exploring what is already 

known and willingness to apply lessons from research can help recruiters address issues 

in a more structured, comprehensive way. One of the participants stated that attending 

sessions during the induction and discussing how to recognise some of the social 

challenges when attending incidents in the community frustrated them because topics like 

social isolation and loneliness were covered. However, pastoral care or psychological 

support was not offered to them. The responsibility to raise concerns or seek or offer help 

seldom lies with one person. Managers talked about the importance of support, 

acknowledging that pastoral help is equally essential to aiding staff wellbeing and clinical 

competence. ITPs recruited by the selected Trust experience a different level of support 

depending upon the time they were recruited and the area. The first cohorts had less 

structured help compared to the later groups. To begin with, managers did what felt 

appropriate yet considered themselves underprepared and lacking expertise. In the later 

stages of the recruitment drive, teams managed by a different branch of the operational 

directorate adopted more structured support mechanisms. One of the senior managers 

was assigned as the go-to person for both ITPs and their supervisors, which participants 

claimed was a very effective intervention. Several observational studies included in a 

systematic review reached similar conclusions (Moyce, Lash and Siantz, 2016). They 

suggest that cultural orientation programmes ease the sense of isolation and aid team 

integration. Support ideas included organisational orientation facilitated by overseas 

colleagues from previous recruitment campaigns; having a designated manager 

responsible for development needs assessment and general support; and social events 

aiming to allow domestic and international staff to get to know each other (Moyce, Lash 

and Siantz, 2016).  

 

Stage 1 of the project demonstrated perceived differences in how well individual ITPs 

transitioned by managers and domestic staff. Singletons were cited for doing better than 

those with families back home or families that migrated with them. The finding could be 

linked to the support networks individuals used to have before migrating. Jordanian 

nurses who moved to the UK discussed it in a qualitative study, citing the lack of 

psychological support from readily available friends and family members who lived locally 
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(Chok et al., 2018). They raised a point about childcare. Jordanian nurses with 

dependants often relied on family members to provide childcare (Chok et al., 2018). After 

moving to the UK, faced with high childcare costs, they reported having to either do 

overtime or for one of the parents to stay home with the children. However, it is uncertain 

why singletons performed better in the eyes of domestic staff and managers who 

participated in focus groups. One participant cited an observation that singletons were 

more likely to engage with offered support and engage with colleagues to develop 

relationships.  

 

Supporting ITPs in their acculturation was deemed less structured than the support 

related to the transition into the role of a paramedic in England. Stage 1 demonstrated that 

despite a relatively small number of participants (n=19), there was a high level of variety in 

experience. ITPs cited having different support experiences during the induction 

programme and after beginning the operational work. Examples included development 

needs assessment, understanding who is responsible for their support, how well-prepared 

supervisors were perceived to be, and even the length of the driving course. Some points 

were partially explained in the discussions between managers who claimed that the 

induction programme and support mechanisms evolved as the trust was learning from 

recruitment experiences to date, and some issues were not foreseen. The induction 

programme was deemed poorly targeted because the driving element was dominant. The 

remaining clinical weeks of the induction consisted mainly of procedural and theory recap 

rather than non-technical skills like communication or differences in practice between the 

two countries or leadership. Literature captures examples of how these issues can be 

addressed. For instance, overseas neonatal nurses who migrated to work in the UK 

praised the model where domestic staff were involved in supporting them in the transition 

(Moyce, Lash and Siantz, 2016). The support mechanisms involved established 

internationally-trained nurses, British counterparts and management team members in the 

induction programme development and support after becoming operational (Moyce, Lash 

and Siantz, 2016). This approach requires additional resources, but if a wider population 

experiences poorly targeted induction, it might be worthwhile intervention to adjust the 

induction curriculum to the needs of ITPs.  

 

Not all experiences captured in the broader literature were transferable to the paramedic 

population, and some were unique due to the settings they operate in. Stage 1 of the 

study demonstrated how ambulance driving courses took up most of the induction time. 

The challenge faced by trust here was that emergency driving qualifications are strictly 



125 
 

regulated with a dictated number of hours (Department of Transportation, 2015). 

According to participants, as many as three to four weeks of the five to six-week induction 

were driving courses. This left only one or two weeks for organisational and clinical 

induction. Participants from all three populations in stage 1 commented on the perceived 

lack of focus on supporting ITPs to get used to locally used equipment, if different, 

terminology used, and access to local care pathways. ITPs stated that such a long driving 

course made the induction programme feel disconnected from practice. They explained 

that organising observational shifts on ambulances spread across the induction might be 

motivating if nothing can be done about the length. They pointed out that this could help 

them evaluate what they need to focus on in terms of their development and seeking 

appropriate support.  

 

Managers supervising ITPs were faced with a variety of challenges affecting their ability to 

support. In the focus groups, they voiced how some of the teams did not expect ITPs to 

join them. They were unaware of any development available to them and said this would 

be useful as none of them had experienced supporting colleagues from overseas. Senior 

management representatives explained that areas with the most severe shortages of 

paramedics were the first to receive an influx of ITPs, and the cohorts that joined them 

were the biggest. Considering the team was already short-staffed, it is not surprising that 

having to support ITPs added to the pressure placed on the team and could affect its 

quality. As referred to in the literature review chapter, an integrative study summarised 

what support is needed according to internationally-trained nurses. They listed an efficient 

organisational orientation and initial and ongoing mentor support (Chun, Birks and Mills, 

2018). However, there is a lack of evidence on these, as demonstrated in the current 

study; after a while, managers can become fatigued and often feel ill-equipped to provide 

the support needed. The current study also illustrated that workforce shortage could lead 

to errors. For instance, managers cited some of the ITPs working together without support 

from local, experienced colleagues. One ITP claimed to have worked as a solo responder 

on a rapid response vehicle during the first few days of his operational work in England 

when his crewmate did not attend work. This show a potential lack of understanding of 

ITP development needs and potential risks to patient safety. Managers discussed being 

faced with difficult operational decisions when there was not enough experienced staff to 

pair with inexperienced ITPs and domestic staff; they, on occasion, had to work together, 

but then guidance was given that they should only respond to lower acuity calls, non-life-

threatening for instance where a GP makes an urgent hospital admission via ambulance 

or inter-hospital transfer.  
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3.6 Progression to stage 2 

The current study adopted an exploratory sequential design; in stage 1, qualitative data 

was collected and analysed, and its findings informed subsequent quantitative data 

collection (Fetter, Curry and Creswell, 2013). Discussed above themes captured a lot of 

areas important to focus group participants, but not all of these areas were directly 

relevant to the experiences of transition and the aims of the thesis. Therefore, it was 

necessary to prioritise areas that would have implications for the development of support 

programmes for transition. The broad topics that were picked out are categorised by the 

corresponding theme and presented in one of the three sections below.  

 

3.6.1 Communication 

Areas prioritised related to communication theme included the level of confidence of the 

wider population of ITPs in their communication skills. Stage 2 was also to capture how 

confidence in various fields of communication changed over time. Stage 1 demonstrated a 

possible level of variety among ITPs in terms of difficulty in communicating in different 

settings. Consequently, stage 2 set out to establish what were the settings ITPs found 

difficult to communicate in and how long it took them to overcome the challenges 

associated with these settings. Stage 1 findings and wider literature captured barriers to 

transition related to competency in language. One of the obvious solutions would be to 

offer English tuition to international recruits, but it was unknown if all of the ITPs were 

offered tuition or what was the uptake of language courses. It was also unknown how 

effective these are in supporting a smooth transition. The final area linked to 

communication was the technical language. Stage 1 demonstrated too little focus on 

specialist vocabulary and slang used by domestic staff. Stage 2 was to measure how 

many of the ITPs felt the induction programme was sufficient in this area.   

 

3.6.2 Cultural variation  

The scope of practice of a paramedic in Poland and England is comparable, with some 

minor variations. Stage 1 findings showed a level of concern among the supervisors that 

more could have been done in the induction process to inform ITPs about what is 

expected from them in the paramedic role. Stage 1 demonstrated a difference in the way 

consent is obtained, recorded and managed by domestic staff and ITPs. It was important 

to establish if the wider population of ITPs felt more could be done during the induction to 

help them understand the culture surrounding consent in England and the NHS. Another 

topic potentially affecting the transition was how ambulance crews were configured. 
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Concerns were raised that some ITPs could have been underprepared to operate in the 

English system, where most of the time, a paramedic is the most senior member of the 

crew and takes responsibility for the decisions made and care delivered. In Poland, some 

ambulances are still crewed by medical doctors. It was important to measure how often 

ITPs worked as clinical leaders and were exposed to independent decision-making and if 

they felt ready to take on this role when they started operational work as paramedics in 

England. It was also found that some stage 1 participants practised in front-line supportive 

roles, e.g. technician or healthcare assistant, for longer than the employing Trusts 

foresaw, sometimes in excess of 24 months. This was picked out as one of the priorities 

to measure how many ITPs worked in a supportive role before progressing to work as a 

paramedic and how it affected their transition.   

 

3.6.3 Support 

The third theme was Support. Areas selected to pursue in stage 2 included the 

implications of the number of ITPs on the level of support they received; how well-

supported they felt to serve a more diverse population than that they served in Poland; 

and whether there was enough equipment familiarisation and support in the professional 

registration process. There was also evidence of a need for psychological support for 

ITPs. It was unknown how many of the ITP population felt they would have benefited from 

it or when it would be most useful to have access to. Stage 1 demonstrated that the 

induction programme could have been better targeted if needs assessments were 

undertaken. It was set out to measure how many ITPs had one. ITPs stated they travelled 

back to Poland frequently in the first year of the transition. Exploration of how often 

individuals chose to travel and if they were supported with shift rota could inform the 

design of future recruitment drives. Finally, Stage 1 and the literature showed variety in 

how supportive different stakeholders were. In particular, a big role in support was played 

by the line managers, team leaders, peers and other ITPs. Some participants stated that it 

was not always clear who was responsible for supporting ITPs.   
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Chapter 4: Stage 2 

 

This chapter will provide an overview of the research process for stage 2 of the project. 

Existing literature on the topic of overseas paramedics was limited, and the broader 

literature on overseas staff transitioning into healthcare roles generally informed the 

development of a topic guide used in stage 1, which formed the foundation for stage 2 and 

directly informed survey topics, as discussed in chapter 3. The primary purpose of this 

stage was to capture the views of the broader overseas-trained paramedic population on 

the themes identified in stage 1. A survey was used to collect data to describe, compare 

and explain individuals’ feelings, values, preferences and behaviour (Fink, 2017). The 

questionnaire was designed to produce quantitative data through closed questions with 

fixed responses with some optional open questions allowing participants to briefly explain 

their answers. This ensured that the survey captured information on topics informed by 

stage 1. The survey aimed to measure variables important to the transition of staff into the 

UK system and to explore how they were related to each other (Punch, 2003). It was a 

small cross-sectional survey, as the population was relatively limited.  

 

4.1 Methods 

4.1.1 Methodology 

4.1.1.1 Choice of quantitative approach 

The choice was mainly driven by research aim 2, i.e., ‘To identify potential facilitators 

and barriers to effective transition and the limitations of current training 

provisions.’ Quantitative methods were selected due to their potential to accurately 

confirm patterns and associations identified in stage 1. They were utilised to develop 

accurate descriptions and reliable comparisons (Fetters, Curry and Creswell, 2013). In 

line with the pragmatic approach, quantitative methods were developed based on theories 

generated in stage 1 following the qualitative data analysis, previously discussed in 

chapter 3 (Creswell, 2009).  

 

4.1.1.2 Choice of method 

Self-administered, online-based questionnaire methods were selected to capture data 

from the broader population of international recruits on fixed topics relating to their 

experience of the recruitment and transition process. The questionnaire was used to 

characterise the relationships between variables and to quantify the variation in 

experiences across the wider population of Polish paramedics transitioning into roles with 
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English ambulance services (Punch, 2003). This enabled the capture of the breadth and 

depth of issues identified in stage 1, allowing data collection in a relatively shorter time 

compared to one-to-one or group interviews (Mutz, 2011). This characteristic was 

advantageous as respondents of this phase of the research were widely dispersed 

geographically. Survey research offers a potential benefit in that if the data collection tool 

is well-designed, it can allow participants to quantify perceptions of individuals and allow 

comparison (Trochim, 2006). Furthermore, the survey was undertaken at a relatively low 

cost using the Online Surveys platform available at the time in a premium version through 

the University student account (Gorard, 2013).  

 

 

4.1.2 Questionnaire development 

The questionnaire was developed in the following stages. In the first stage, findings based 

on data collected during focus groups informed item development. A process advocated 

by Plano Clark and Badiee (2010) was adopted, where information gathered using a 

qualitative method is used to extrapolate themes, quotes and codes. These are then 

validated (the validation process is discussed below) and considered for inclusion in the 

questionnaire (Doyle et al., 2009). As the study explored personal experiences and 

perceptions on a specific topic, the selection of items from a validated bank of questions 

was not possible. Fowler Jr (2009) stated that ensuring the validity of subjective questions 

is more complicated because the ways of answering the question are less predictable. To 

address this issue, the reliability of questions was maximised by limiting ambiguity, 

developing scales that deal with only one issue, and compiling questions and scales in a 

logical order (Fowler, 2012; Denscombe, 2010).  

 

4.1.2.1 Item generation  

The questionnaire design and the chosen mode of questionnaire administration were 

selected to minimise bias and enhance reliability (Fink, 2017). Robust development and 

pretesting were important to avoid problems that could not be rectified once the 

questionnaire was distributed. For example, poor question wording could lead to missed 

responses or faulty assumptions due to ambiguity, which may reduce overall integrity 

(Presser et al., 2004). Hence, the questionnaire was designed in sequential stages. The 

main aim of the initial phase was to develop questionnaire items based on the results from 

the focus groups in stage 1, in the form of questions and response options (Jowell et al., 

2007). These were then pretested with a couple of individuals meeting the inclusion 
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criteria. Pretesting findings and feedback were used to inform any necessary 

questionnaire modifications (discussed below). 

 

Poorly worded questions may not adequately capture attitudes and opinions, and 

ambiguous questions are one of the main causes of missing responses (Fink, 2017; 

Brace, 2018). For example, asking the question, 'Did your family move to the UK with 

you?’ may elicit uncertain or inaccurate responses from participants who have migrated 

with only part of their family. Pretesting aimed to minimise ambiguity and enhance the 

clarity of the questionnaire questions, responses and format. 

 

4.1.2.2 The draft questionnaire 

The themes identified in stage 1 were used to form the overall structure of the draft 

questionnaire (Appendix O). As each item was being developed based on stage 1 

findings, it was evaluated how it linked to the identified themes and in what order 

questions were asked in each section. The questionnaire draft was amended following 

feedback received from pilot testing and further consideration and consultation with the 

supervisory team. Topics were split into three main sections; (1) capturing information 

about a respondent; (2) capturing participants’ opinions and experiences during the 

induction; and (3) capturing other opinions and transition experiences. Section 1 captured 

demographic and descriptive variables about respondents, including age, gender, length 

of service, length of employment in England, the ambulance service they were recruited 

by, where they currently worked, and level of education. The selection was based on the 

need to describe the participant population and establish the validity of stage 1 findings in 

a broader population. Section 2 was designed to capture data on the length of the 

induction programme, professional registration process, and ambulance driving course. It 

also explored areas described by stage 1 participants, such as the sufficiency of 

equipment familiarisation, differences in patient consent, paramedic and technician's 

scope of practice, and assessment of development needs took place. Section 3 

incorporated the most questions. It investigated the perceived level of difficulty 

communicating across settings identified in stage 1. Participants were also asked to share 

how confident they felt communicating with various populations three months after moving 

to England and after a year. The section also measured how many participants were 

offered formal English tuition and how helpful it was for their transition. It was proposed 

that the section included questions on technical terminology, working with patients from 

diverse backgrounds, and whether they felt ready to be the lead clinician on an 

ambulance. Questions covered support systems such as knowing whom to contact if they 
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needed help, help with professional registration, recruitment, and line management 

support. Stage 1 demonstrated potential links between transition experiences and the 

number of overtime shifts volunteered for; number of ITPs assigned to the team; and the 

length of they worked as technician before progressing to the paramedic role.  

 

4.1.2.3 Mode of administration 

The web-based questionnaire was selected because aside from the reliability benefits 

discussed above, it offered speed, low cost, minimum organisational constraints and 

economy of scale (Cohen et al., 2007).  

 

A web-based questionnaire also maximised the response rate through enhanced 

accessibility and convenience (Fink, 2017). In this study, participants were asked to invite 

other Polish paramedics to take part in the survey (snowball sampling). It was more likely 

that an individual would complete the questionnaire ‘there and then’, perhaps in the 

downtime on shift while waiting for the next call. Web-based questionnaire platforms also 

offer browser-based or smartphone-optimised versions. The 'save and return' options 

allowed participants to complete the questionnaire in their own time and at their own pace, 

enhancing convenience.    

 

Having explored free and subscription-based online questionnaire platforms, Online 

Surveys was considered the most cost-effective solution as it was supported by a 

University licence. It offered an unlimited number of questions and respondents and 

automatically collected data in a spreadsheet (Online Surveys, 2022). None of the 

alternatives offered this wide range of features available to the researcher.  

 

One of the limitations of web-based questionnaire is the increased likelihood of duplicate 

responses, where one person responds more than once to a questionnaire (Teitcher et 

al., 2015). The Participant Information Sheet (PIS) (Appendix R) asked participants to 

complete the questionnaire only once. Online Surveys enable the questionnaire 

administrator to block multiple responses from the same device. However, the setting was 

not utilised as potentially one participant could invite a colleague to participate, e.g., using 

her/his smartphone for convenience. Another solution would be to allocate a code for 

each invitation. Again, this would make participation less convenient and potentially put 

the response rate at risk; with a relatively limited population, it was aimed to limit design 

flaws that could adversely affect the number of participants. Furthermore, as there was no 
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financial incentive involved and paramedics are bound by the HCPC Standards of 

Proficiency that dictate honesty (HCPC, 2018), I considered it low risk for this study.  

 

 

4.1.2.4 Response Options 

A wide variety of response options were considered to select those most appropriate for 

the question format. The use of closed questions has the potential disadvantage of limiting 

the range of alternative response options and, therefore, the freedom of respondents to 

fully elaborate on the topic (Ruel, 2019). Thus, the decision to use a range of topics in 

focus groups in stage 1 was deliberate. It enabled participants to freely discuss their 

experiences and feelings during their transition into roles with an English ambulance 

service. It also eliminated the need for open questions in the questionnaire. The open 

questions included the ‘any other comments’ question at the end of the questionnaire and 

some optional open questions for respondents to elaborate on their answers (O’Cathain & 

Thomas, 2004). This allowed participants to discuss additional topics and add further 

points (O’Cathain & Thomas, 2004). As the intention was to examine the generalisability 

of topics identified in stage 1, using a standardised approach, a closed response option 

format was most suited to the purpose of the survey (Tashakkori and Teddlie, 2010).  

 

Binary options, for example, 'yes or no' responses, are relatively easy to use and score 

(Fink, 2017). However, they may increase the likelihood of non-response when used for 

sensitive topics (up to 40%) (Blair et al., 2013; Lyall et al., 2013). Despite the 

aforementioned disadvantages, some question styles can only be answered with a binary 

response (Fink, 2017). For instance, when inquiring about the gender of the participant or 

where yes and no are the only logical options. To meet aim 2 of the project, it was 

necessary to include binary and multiple choice questions in the questionnaire.  

 

4.1.2.5 Visual Analogue Scale (VAS) 

To quantify attitudes, rating scales were chosen over visual analogue scales as they are 

reliable, simple for participants to use and enable discrimination between a range of 

responses to questions, facilitating detailed data analysis (Hjermstad et al., 2011). 

Symbols may be helpful for participants with visual or literacy problems (Fink, 2017). 

However, study participants did not require such aids as they were all operational 

paramedics whose roles encompassed at least good sight, literacy and numeracy skills. 

VAS scales may also be limited by a tendency for participants to avoid using the extremes 

of the scale, thereby reducing functional validity (Gudex et al., 1996).  
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4.1.2.6 Likert-Type Rating Scale  

Some of the questions concerned attitudes toward transition, which can be measured with 

unidimensional scaling methods (Fink, 2017). One of the most commonly used responses 

options are Likert rating scales, which enable respondents to express their opinions, 

feelings and attitudes on specific topics by employing graded responses to statements 

(Jupp, 2006). Likert scales were selected due to their relevance and suitability for this 

study (a) quick data collection method, (b) the responses are quantifiable and enable 

analysis, and (c) valid, reliable and widely used (Nemoto and Beglar, 2014; Fink, 2017). 

Likert rating scales may range from three to nine points, with positive and negative 

response anchors at the extremes. To allow for respondent uncertainty, participants were 

given a ‘not sure’ option in case they neither agreed nor disagreed with a statement or did 

not wish to answer. Three-point Likert scales have poorer validity and reliability in 

comparison to five- and seven-point scales (Preston and Colman, 2000; Finstad, 2010). 

Five-point scales were selected following pilot testing, discussed later in the chapter, and 

considerations about the relevance of the topics to respondents and recall bias (Joshi et 

al., 2015). 

 

 

4.1.2.7 Recall Period for the Questions 

Recall bias may influence non-response rates, the consistency of responses across the 

population, and the nature of responses, due to the inability to recall information (Ruel, 

2019). Recall periods may vary from asking participants to recall events over the past day 

or two to recalling events over the past year, depending on the focus of the survey (Ruel, 

2019). The recruitment of Polish paramedics was still quite recent (2015-2019), and the 

experience was likely to be fresh and significant for each respondent, reducing the 

likelihood of potential recall bias (Sedgwick, 2012). Questionnaire items exploring 

confidence in communication skills and ease of communication in various settings asked 

respondents how they felt 3 and 12 months after arriving in England. These recall periods 

were used to establish patterns in these areas and demonstrate where more attention 

needs to be paid to better prepare ITPs. 

 

4.1.2.8 Questionnaire Validation 

Each questionnaire item was validated using the following steps;  

 

1) Establishing face validity 
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To assess face validity, the questionnaire was assessed for design flaws, such as 

question ambiguity and lack of clarity. Additionally, an independent content expert was 

recruited to test face validity of the questionnaire questions. This person was a senior 

ambulance manager involved in recruitment and induction processes who helped to 

identify and refine items with poor face validity (Hardesty and Bearden, 2004). Thus, 

avoiding the use of items not measuring intended concepts and reducing the burden on 

participants with the overly long questionnaire (Rolstad, Adler and Rydén, 2011).  

 

2) Questionnaire pretest 

Face validity of the draft questionnaire was established through cognitive testing (McColl, 

2006). Willis (2006) recommends 5-10 cognitive interviews to reveal questionnaire 

questions' major difficulties or weaknesses. Due to the small population of internationally-

trained paramedics, this questionnaire was pretested on two subjects; although various 

authors seem to agree on the number of cognitive interviews required (Willis, 2006; Hilton, 

2017), there is no evidence to support this. Participants in the cognitive testing were 

selected to broadly reflect the target demographic in terms of age, gender, level of 

education and length of service in England and in total. They were provided with a 

Participant Information Sheet and gave written consent to participate in the pretest. The 

questionnaire items were pretested face-to-face, using two cognitive interviewing 

techniques; think-aloud and question probes, where an interviewee verbalised thoughts 

while performing a task (Boren and Ramey, 2000). Hilton found that face-to-face and 

over-the-telephone cognitive interviewing created the same opportunities to assess 

question comprehension and interpretation (Hilton, 2017). Question probes were designed 

following Willis’s (2006) recommendation; to ensure each item of the questionnaire was 

clearly understood by the participant; to understand their interpretation of each 

questionnaire item, their acceptability and face validity of the proposed mode of 

administration (Ruel et al., 2016). The principal investigator facilitated the cognitive 

debriefing interview through note-taking during the think-aloud element, followed by 

question probing. In line with the above recommendations, participants were asked to give 

feedback on the following  

(1) their understanding of each question;  

(2) on the interface of the questionnaire;  

(3) how well the questionnaire works on a smartphone;  

(4) ease of use;  

(5) the time taken to complete the questionnaire was measured;  

(6) the number of questionnaire items;  
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(7) understanding of the introductory page including questionnaire purpose, instructions, 

the PIS and language of the questionnaire i.e. English v. Polish ,  

 

3) Pretest data analysis 

 

The following steps were undertaken when conducting cognitive pretesting (Willis, 2006): 

a) Summarised results.  

b) Consistency of problems raised by participants (qualitative consideration). 

c) Frequency as a marker of problem severity (quantitative consideration). 

d) Consultation with experienced researchers – supervisory team were consulted on 

the final wording of questionnaire items/item exclusion. Potential concerns or flaws 

identified (signalled by, e.g., questions omission/refusal) were resolved through 

reformatting, revision and exclusion (Punch, 2012).  

 

4.1.2.9 Questionnaire pretesting findings 

The following subsection presents findings from cognitive debriefing on the draft version of 

the questionnaire (Appendix O). Cognitive debriefing interviews took place on 25 and 27 

September 2019. The two participants represented both genders; they were between 26 

and 35 years old and educated to Bachelor’s degree level. To protect their anonymity, 

participants were asked to indicate the relevant characteristic ranges instead of providing 

the exact figures. One had between 11 and 15 years of experience as a paramedic, 

including 5 in the UK, and the other had under 5 years of experience and between 2 and 3 

in the UK. Both worked for the same ambulance service based in the North of England. 

Pretesting led to several amendments to the questionnaire draft; they are summarised 

and listed in Appendix P. 

 

4.1.2.9.1 Interaction with the questionnaire 

Participants found the selected online platform user-friendly and easy to navigate. The 

feedback on the interface was positive, and there were no issues related to their 

interaction with the questionnaire other than the drop-down menus. When asked about the 

ease of selecting available options, they stated that when the list of items is long, picking 

the item from the bottom of the list becomes a little awkward.  

 

It took them approximately 15 minutes to complete the questionnaire, but they were asked 

to use the thinking-aloud technique. This meant that questionnaire completion took them 
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significantly more than would have done, and it was estimated that it would take between 

10 and 15 minutes to complete the questionnaire for the majority of the target population.  

 

Participants were asked to elaborate on the numbers next to responses which were added 

for the ease of analysis and about seeing more than one question on a page. They stated 

that they had not noticed the numbers when completing the questionnaire. When probed, 

one of the participants cited that having just one question on the page would make filling it 

more cumbersome because it would require them to press a button after each question. If 

the broadband was slow, it could potentially make completing the questionnaire lengthy 

and frustrating.  

 

The questionnaire draft was in English, and both participants considered this acceptable. 

When asked if they would like a choice between Polish and English versions, they both 

said it would not make a difference to them.  

 

Participant 2 stated that optional open questions were helpful. When participating in 

survey research, they cited never engaging with the open questions, and if forced to 

provide answers, they would be inclined to withdraw their participation.  

 

4.1.2.9.2 Introductory page and PIS 

Pretesting participants found the questionnaire easy to access. They found the 

information clear and concise and had a good understanding of the purpose of the 

questionnaire. Participant 2 stated they are unlikely to engage with the PIS form for any 

survey research they may participate in but appreciated having access to the information 

and its importance.  

 

Both pretesting participants cited being unable to open the link to the PIS by tapping the 

link on the introductory page. However, the link worked when they pressed and held it 

instead. When reading the introductory page, participant 2 stated that 30 questions felt 

like a lot. Though after completing the questionnaire, the respondent burden was not 

considered excessive. Neither of the participants felt a need for further information on the 

introductory page or the PIS.  

 

When asked to elaborate on the link to phase 1 of the project, the mixed methodology 

approach and justification of the content, they stated it was useful to learn about the 
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background; they appreciated questionnaire items were based on real-life experiences of 

the target population rather than the researcher’s assumptions.  

 

 

4.1.2.10 Survey Response Rate 

This project aimed to attract a 50-60% response rate, which was considered optimal 

(Draugalis and Plaza, 2009). The low response rate is a long-standing problem in survey 

research and was seen as a potential threat to the success of the study (Livingstone and 

Wislar, 2012; Cooper and Brown, 2017; Cook, Dickinson and Eccles, 2009).  

 

 

Several strategies were adopted to improve response rates. Composing a well-designed 

invitation to participate in the study utilising personalisation is a valid strategy for 

participation improvement (Van Geest and Thompson, 2011). Personalisation can attract 

the responder to the opportunity to express feelings and opinions, in this case, on 

transitioning into the paramedic role in England (Fink, 2017). The invitation to participate 

was written in Polish. Ambulance services are no different to other organisations where 

email traffic is heavy, and every staff member receives several messages on a daily basis. 

An email in Polish potentially drew attention to the invitation letter. Additionally, it 

addressed the recipient in Polish as “Dear Polish paramedic”. Making the invitation 

personal by addressing each participant by their name was considered. However, it would 

have required access to the list of employees meeting the inclusion criteria or increased 

the burden placed on the trust's gatekeeper making the proposition to be impractical. 

Additionally, a study found no significant relationship between personalisation and 

response rate, with 37.2% (n=54) for personalised versus 35.4% (n=51) for generic 

(Byrom and Bennison, 2000). Another, more recent study reported similar findings (18%, 

n=91 for personalised compared with 16%, n = 80 for non-personalised). However, the 

responder burden had a more significant influence on participation, where it was found to 

be the strongest independent factor; the odds of response were approximately 50 per cent 

higher for the short version of a questionnaire than the long one (Sahlqvist et al., 2011). 

With little evidence of the effectiveness of personalisation and not being in the position to 

ask gatekeepers to send named invitations, it was not utilised.  

 

The project undertook a further strategy, sending reminders/follow-up emails, aiming to 

improve the response rate (McPeake, Bateson and O’Neil, 2013). In addition, follow-up 

emails included the percentage of participants that have already responded (Beebe et al. 
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2007; Martins et al. 2012). Gatekeepers were provided with the invitation email approved 

by the ethics committee with a statement about the response rate to date. The latter was 

calculated using the questionnaire platform and presented by the principal investigator to 

gatekeepers. The effectiveness of this strategy was uncertain; the online questionnaire 

platform did not indicate if the respondent was recruited via email, word of mouth or 

another strategy, and recruitment was ongoing at three participating trusts in parallel.  

 

 

 

4.1.3 Population and sampling frame 

4.1.3.1 Population 

To identify the number of Polish paramedic recruits employed by each of the 10 NHS 

ambulance services in England, an enquiry under the Freedom of Information Act (2005) 

was sent to each trust. All services responded by the end of January 2019. The answers 

were collated in Table 15 below. It shows that 3 NHS trusts recruited and retained most of 

the Polish paramedics: Ambulance Service (AS) A (n=65),  Ambulance Service B (n=42) 

and Ambulance Service C (n=18). AS A was particularly successful in recruitment and 

retention. Considering these findings, AS A, B and C were approached for permission to 

invite their staff to participate in stage 2, the survey, meaning that more than 70% (n=125 

out of 180) of the target population would be invited to take part in the survey. The 

decision not to survey all of the trust was based on the efficiency and practicality 

arguments. The fact that it was possible to survey three out of ten Trusts and still survey 

70% of the total population allowed reducing the workload of seeking relevant approvals 

at the remaining seven trusts and still made it possible to make inferences about the rest 

of the population.  

 

Table 15: The number of Polish paramedics employed by each NHS Ambulance Trust in 

England (2019)  

Organisation 

Number of Polish paramedics 

employed 

Ambulance Service A NHS Trust 65 

Ambulance Service B NHS Trust 18 

Ambulance Service C NHS Trust 42 

Ambulance Service D NHS Trust 6 
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Ambulance Service E NHS Trust 9 

Ambulance Service F NHS Foundation Trust 4 

Ambulance Service G NHS Foundation Trust 10 

Ambulance Service H NHS Foundation Trust 7 

Ambulance Service I NHS Trust 9 

Ambulance Service J NHS Trust 10 

Total: 180 

 

The population comprised paramedics with two key characteristics, i.e., being a qualified 

paramedic educated in Poland and recruited to work for one of the English ambulance 

trusts. These general sampling criteria were established based on the background 

information of the ITP population, as presented in chapter 1.  

 

4.1.3.2 Sampling 

Most of the population was invited to participate in this research project. However, 

obtaining a full list of Polish paramedics employed by the three English ambulance trusts 

was unfeasible in the time given; thus, a non-probability, convenience sampling approach 

was utilised (Fink, 2017). The limited generalisability of this strategy (Oppong, 2013; Ilker 

Etikan et al., 2016) was offset by the researcher’s experience in managing recruitment for 

one of the participating trusts. Following ethical approval from the Research and 

Development Department of each participating trust, the trust's gatekeeper distributed the 

invitation to participate in the online-based questionnaire to Polish paramedics via email 

(copy of the email in Appendix V). Besides their willingness to participate, they were also 

required to regularly access their email accounts. People with restricted or no access to 

work email were unlikely to read the message in time to respond. To overcome this 

limitation, a snowballing recruitment strategy was combined with invitations through 

gatekeepers, where participants were asked to forward the invite to colleagues. The 

snowballing recruitment strategy was the strongest predictor of response in studies 

recruiting under-35 male survey participants (Corry et al., 2017) and patient satisfaction 

(Tyser et al., 2016).  

 

Paramedics who participated in focus groups or pretesting of the questionnaire were 

excluded from stage 2 of the study to maintain independent samples (van Teijlingen and 

Hundley, 2002; Leon, Davis and Kraemer, 2011). 
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4.1.3.3 Generalisability of the sample 

After completing the data collection phase for stage 2, to examine the sample's 

representativeness, the survey population's characteristics were explored and compared 

to the wider population of Polish paramedics in England.  

At the time the research proposal was being developed, the majority of the Polish 

paramedic population in England were > 35-year-old men (HCPC, 2019a). Hence the 

likelihood of more challenging participant recruitment and the importance of 

encompassing recruitment strategies to maximise survey participation. This is because a 

significant association was found between the male gender, age (18-29) and low ranks in 

organisation and non-response (Corry et al., 2017). Another study measuring patient 

satisfaction (n=2762) found similar variables (age, gender) to play a role in non-response 

(Tyser et al., 2016).  

 

4.1.4 Data analysis plan 

4.1.4.1 Data handling 

There was no risk of mishandling or losing physical copies. Quality of data transfer from 

Online Surveys was assured through (1) making backup copies using a secure cloud 

service; (2) the online-based platform transferred completed questionnaires directly onto a 

spreadsheet, reducing the risk of human transcription errors. Variables were coded for 

analysis purposes. For instance, in question 1, age ranges 18-25, 26-35, 36-45, and 46-

55 were coded 1, 2, 3, and 4, omitting the last range 56-65 which was not selected by any 

of the participants. Statistical Package for Social Sciences (SPSS), version 25 

(International Business Machines (IBM), 2020) and MS Excel 2019 were used for 

analysis. In multiple-choice questions where one of the available response options was 

‘I’m not sure’, it was treated as a neutral response. Similarly, the 5-point Likert scales 

used in questions 15, 15a, 16, 16a, 29  and 31 had a neutral midpoint of ‘neither agree or 

disagree’ or ‘I’m not sure’. These were coded as follows in an example, 1 – Strongly 

disagree; 2 – Disagree; 3 – Neither agree nor disagree; 4 – Agree; 5 – Strongly agree. 

 

4.1.4.2 Analysis  

Stage 2 of the study generated categorical data (nominal and ordinal). It is summarised 

using frequencies and percentages and simple graphic analysis using charts such as 

histograms.  
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4.1.4.2.1 Population characteristics 

Population characteristics were collected to provide data about study participants to 

determine if the sample was representative of the population of Polish paramedics who 

were educated abroad but now practice in England (Salkind, 2010; Fink, 2017). The 

variables were collected in questions 1 – 6. Nominal data included participants’ gender, 

level of education and type of ambulance service. Ordinal data included age range and 

lengths of service(Agresti, 2013; Agresti, 2019).  

 

The population characteristics listed above will be reported in the results section below. 

They are divided into three subsections; registration, induction and training; the HCPC 

registration; and induction. The data was analysed as an ordinal scale (Mishra et al., 

2019). 

 

4.1.4.2.2 Open-ended questions 

The data analysis for open-ended questions was conducted utilising the framework 

analysis approach similar to that used in stage 1. Tashakkori and Teddlie (2010) suggest 

using a variety of data analysis methods, depending on the specific research question and 

the type of data collected. They do not specifically mention framework analysis, but it is a 

flexible and adaptable method that can be used with a variety of data types (Goldsmith, 

2021). This method was particularly suitable for the present study, as many responses 

consisted of single or few-word answers, which required a systematic and structured 

approach to identify patterns and understand the underlying meanings (Gale et al., 2013). 

 

The initial step in the data analysis process involved organising and preparing the 

collected data, including the single or few-word responses. The process ensured that all 

relevant information was accurately represented, allowing for a comprehensive 

examination of the data and identifying emerging patterns and themes (Ritchie et al., 

2014). Subsequently, frequencies of the responses were calculated. This provided a 

quantitative dimension to the analysis, which enabled the researcher to identify the most 

commonly mentioned concepts and themes and to understand their relative importance 

within the dataset (Tashakkori and Teddlie, 2010). Calculating frequencies also 

contributed to the triangulation of the findings by offering a complementary perspective to 

the qualitative data obtained from the stage 1 focus groups and other questionnaire 

questions. 
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Once the frequencies were determined, the findings from the open-ended questions were 

interpreted within the context of stage 1 and stage 2 results. This integration allowed for a 

more comprehensive understanding of the research topic, as the open-ended questions 

provided additional insights and perspectives that complemented and enriched the 

findings from the focus groups (Bryman, 2016). To enhance the visual representation of 

the results, quotes were used to support the findings. The inclusion of quotes allowed the 

reader to gain a deeper understanding of the participants' perspectives and experiences 

while also providing a more vivid and tangible illustration of the identified patterns and 

themes (Tashakkori and Teddlie, 2010). 

 

4.2 Results 

4.2.1 Population demographics and characteristics 

The questionnaire was completed by 51 out of 88 invited internationally educated 

paramedics, with a final response rate of 58%. The majority of the participants were male, 

between 26 and 35 years old, and educated to Bachelor's degree. Most of them had 

between six and ten years of experience working as a paramedic in total and between 

four and five years of service in England. Despite recruiting participants from three out of 

ten ambulance services in England, five worked at another ambulance service, and eight 

have left English NHS ambulance services altogether (Table 16). The table above 

illustrates a unique finding of this study, capturing the migration of ITPs between trusts 

and that some of them no longer worked for any of the ambulance services at the time of 

data collection. Potential explanations are discussed in chapter 5.  

 

 

Table 16: Population demographics and characteristics 

Age - orig. Frequency Percentage 

18 - 25 years 2 4% 

26 - 35 years 30 59% 

36 - 45 years 18 35% 

46 - 55 years 1 2% 

Gender Frequency Percentage 

Female 10 20% 

Male 41 80% 

Level of education  Frequency Percentage 

Diploma of Higher 

Education 
10 20% 

Bachelor's Degree 26 51% 

Master's Degree 14 27% 

Doctor of Philosophy 1 2% 



143 
 

Length of service as a 

paramedic -overall 
Frequency Percentage 

0 - 5 years 7 14% 

6 - 10 years 17 33% 

11 - 15 years 19 37% 

16 - 20 years 8 16% 

 

Length of service with the 

English Trust 
Frequency Percentage 

a year or less 4 8% 

2 - 3 years 5 10% 

4 - 5 years 22 43% 

5 - 6 years 18 35% 

more than 6 years 2 4% 

First ambulance service (AS) Frequency Percentage 

AS C 3 6% 

AS B 10 20% 

AS A 29 57% 

Other 9 17% 

Current ambulance service 

(AS) 
Frequency Percentage 

AS C 2 4% 

AS B 14 27% 

AS A 22 43% 

Other 5 10% 

none 8 16% 

 

 

4.2.2 Professional registration in England 

Before practising as a paramedic in England, one has to register with the regulatory body, 

the Health and Care Professions Council (HCPC). Stage 1 participants cited the 

application process to be difficult; in stage 2 the majority of the participants supported this 

statement (n=28, 55%), 11 (22%) disagreed or strongly disagreed with the statement and 

12 (24%) neither agreed or disagreed.  

 

Based on the experiences of stage 1 participants, the broader ITP population was asked 

to express their level of agreement with the statements about the perceived level of 

support received by the external recruitment agency, the first employing Trust in England 

and how they found getting application supporting documents. The majority of the 

participants (n=26, 51%) disagreed or strongly disagreed that they felt well-supported by 

the recruitment agency. Forty-three per cent (n=22) agreed or strongly agreed they felt 
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well-supported by the ambulance service. Getting supporting documents for the HCPC 

application delayed the application process for 35% (n=18) of participants (Fig. 8).   

 

Figure 8: The HCPC application support  

 

 

 

 

Participants reported varied lengths of the application process. For the majority of 

applicants, the registration process took between two and six months (n=28, 55%) to 

complete, but more than 10% of applicants (n=5) waited in excess of 12 months (Table 

17).  

 

Table 17: Duration of the HCPC registration process 

HCPC registration process duration  Frequency Per cent 

1 month or less 2 4% 

2 - 6 months 28 55% 

3 - 12 months 14 27% 

13 - 24 months 3 6% 

> 24 months 2 4% 

Not sure 2 4% 
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4.2.3 Induction programme and training 

The results related to the period during which participants were undertaking induction and 

training are grouped and summarised in this section.  

 

The majority had an induction programme lasting 4-7 weeks (61%), and for 27% of 

participants, it lasted more than eight weeks. The induction programme included an 

ambulance driving course. The course varied in length for individual participants, even 

those employed by the same trust. For the majority of them, it was between four and 

seven weeks long (n=38, 77%). The average length of induction programmes was six 

weeks, and driving courses were five weeks. Four individuals reported the driving course 

being longer than the overall time of induction, and three that it was the same (Table 18).  

 

Table 18: Induction programme and driving course length 

 

Induction programme duration  Frequency Per cent 

3 weeks or less 5 9% 

4 - 5 weeks 23 45% 

6 - 7 weeks 8 16% 

8 or more weeks 14 28% 

not sure 1 2% 

Incorporated driving course duration Frequency Per cent 

3 weeks or less 8 16% 

4 - 5 weeks 28 55% 

6 - 7 weeks 11 22% 

not sure 4 8% 

 

 

Other areas discussed by stage 1 participants measured by the cross-sectional survey 

included technical language training, support in understanding the needs of local 

communities (related to patient diversity), preparation to take on leadership 

responsibilities in the English ambulance context and equipment familiarisation (Table 19).  

 

Table 19: Induction programme effectiveness 

Induction programme effectiveness Yes n= (%) No n= (%) Not sure n= (%) 

Feeling sufficiently prepared to use technical language 20 (39%) 28 (55%) 3 (6%) 

Feeling sufficiently prepared to work with culturally diverse 

patients 
23 (45%) 22 (43%) 6 (12%) 

Feeling sufficiently prepared to take on the lead clinician role 23 (45%) 25 (49%) 3 (6%) 
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Feeling sufficiently familiar with the equipment 43 (84%) 6 (12%) 2 (4%) 

 

 

The majority of respondents (n=28, 55%) felt unprepared to use technical language (e.g. 

clinical terminology or technical phrases) following the induction programme. Twenty-three 

participants (45%) reported feeling adequately or well prepared to work with patients from 

culturally diverse backgrounds, and the majority of respondents (84%) reported feeling 

sufficiently familiar with the equipment used by the ambulance service after completing 

the induction programme. 

 

Thirteen people decided to engage with the open text question asking them to explain 

their answers about the equipment familiarisation. Two of them said they did not feel 

familiar enough with the equipment when beginning their operational work. Some of the 

answers related to being familiar with the equipment and how to use it, but not with 

English terminology or slang.  

 

Not enough training / sometimes I was struggling with English names of my stuff/ 

sometimes I was unable to ask for something because I didn’t know English name of that 

thing – ITP 

 

Other comments explained that the time spent working as a technician helped with 

familiarisation. 

 

Working as EMT 1 gave plenty time and opportunity to familiarise with equipment. 

Equipment doesn't vary much from one used back home [Poland]. Only certain 

procedures and guidelines differed – ITP 

 

Some of the respondents cited using exactly the same equipment in Poland as the one 

used in England, but others used different brands, for instance, of defibrillators.  

 

LifePack was biggest challenge initially as I used to work on ZOLL – ITP 

 

Most respondents (n=25, 49%) reported recalling not feeling well prepared to take on the 

lead role on the ambulance. The questionnaire asked about the frequency of undertaking 

shifts premigration where a doctor was a part of the ambulance crew. The majority of 

respondents (n=29, 57%) sometimes or often worked on an ambulance where a medical 

doctor was a part of the ambulance crew. The majority of ITPs (n=33, 65%) felt that 
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paramedics practising in Poland have more autonomy (independent decision-making) to 

make clinical decisions compared to England. 

 

 

4.2.4 Operational work 

In this section, survey results are summarised that are relevant to the period when 

participants transitioned to operational work. 

 

4.2.4.1 Communication 

Based on the findings from stage one, participants were asked to report how confident 

they recall feeling communicating with patients, ambulance colleagues, other external 

colleagues, over the radio and over the phone within the first three months of operational 

work and after a year. Participants were least confident communicating with staff 

members over the radio and phone; the combined ‘not very confident’ and ‘not confident’ 

categories at 3 months were 76% for radio and 84% phone communication. Respondents 

recalled feeling more confident after twelve months, with a reduction in percentages for 

the highlighted categories to 22% for radio and 24% for phone. All group categories saw a 

significant improvement in confidence averaging at 48% difference at 12 months in 

comparison to three months (Fig. 10).  
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Figure 9: Confidence in communication in English 

 

4.2.4.2 Communication setting  

Focus group participants observed some settings to be more challenging than others. The 

majority of participants reported finding it difficult or very difficult to communicate on scene 

with numerous people having several conversations at once (n=43, 84%) and on scene 

with a lot of background noise (e.g. nightclub or the scene of a road traffic collision)(n=38, 

78%). After a year of operational work, over 60% of respondents found it easy or very 

easy. Communicating in a social setting was reported difficult by the fewest participants. 

Forty-five per cent (n=23) of participants found it difficult or very difficult within three 

months, and 84% (n=43) after a year of operational work (Fig. 11).  
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Figure 10: Communication settings difficulty 

 

 

4.2.4.3 Formal English tuition 

Formal English tuition was reported to have been offered by the employing trust by 26% of 

respondents (n=11). Out of the 11 people who were offered some form of tuition, three did 

not take advantage of the offer, six did not attend all sessions, and two attended all 

sessions. Out of the 11 people who were offered the tuition, five were of the opinion that it 

was or would not have been helpful in developing the communication skills they needed 

for their role, four said it was helpful or very helpful, and two were not sure.  

 

4.2.4.4 Patient communication style 

The participants were asked about differences in their communication style (e.g. the tone 

they use, directness or how they address the patient) compared to when they practised in 

Poland. Forty of them (78%) said yes, four (8%) said no and seven were unsure.  

 

Thirty-three people explained their answers; all said their communication style is different 

now compared to Poland. The most frequent comment related to the perception of the 

communication style was being more polite in the UK than in Poland.  

 

I developed "British politeness" - smiling most of the time, explaining every step of action 

to the PT [patient] – ITP  
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Other comments referred to the use of the local accent, dialect or slang. Some 

explanations stated not being as honest and direct with patients in the UK because of the 

perception that they would formally complain.  

 

I have to speak slowly and be more friendly, not like in Polish...fast and to the point. Their 

manners are different [in the UK]. Here people can take you as too direct, it's easy to get a 

complaint – ITP  

 

Participants also cited the perception of responding to more less urgent incidents and 

being able to have a conversation outside of the context of the incident citing English chit-

chat.  

 

Due to far fewer urgent jobs in the UK compared to Poland, I can allow myself to take 

some time to explain everything slower, less hasty, with lower tone, more directly 

adjusting for individuals, very often introducing famous "English chit-chat". – ITP  

 

4.2.4.5 Support in transition 

Based on the stage 1 findings, the cross-sectional survey aimed to facilitate gains in 

understanding barriers and facilitators for a smooth transition. The areas linked to the 

support to transition into the operational work phase included measuring (1) how well-

supported ITPs felt by various stakeholders; (2) how many of ITPs had a needs 

assessment; (3) how many of them worked in supportive roles before working as a lead 

clinician; (4) the proportion of Polish paramedics in the workforce at each station; (5) how 

many of them felt the need for psychological support; (6) how many travelled to Poland, 

how often and if it was difficult to arrange; (7) if ITPs felt differences between systems in 

Poland and England were sufficiently explained; and (8) how many of them worked 

additional hours.  

 

As presented in Figure 14, less than half of the participants (n=25, 49%) knew who was 

responsible for supporting their transition into the England-based role, 35% (n=18) of them 

stated they did not know, and 16% (n=8) were not sure. Around half of respondents felt 

well supported by their line manager (49%) and team leader (51%). The majority of 

participants felt well supported by their colleagues (n=38, 75%)(Fig. 13).  

 

 

 

Figure 11: Support received by ITPs  
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In stage 1, ITPs cited the induction as not being well targeted and the management team 

reported not having enough time or preparation to support ITPs. In the survey, twenty 

participants (39%) reported receiving a needs assessment, which for 16 of these, it took 

place after the induction. Twenty-four (47%) did not receive a needs assessment, and 

seven people (14%) were not sure.  

 

Participants were asked to recall how long they worked in a supportive role after 

completing the induction programme. There were several posts ambulance services 

offered to the ITPs for the period when they waited for their professional registration in the 

UK. These included posts such as emergency care assistant (ECA), emergency medical 

technician (EMT) or student paramedic (J Gillespie, personal communication, January, 

2018). Most of the participants did not work in a supportive role at all (n=19, 37%), and 

half of the respondents were in these roles between two and twelve months (n=25, 

49%)(Table 20).  

 

Table 20: Duration as a technician before transitioning to the paramedic role 

Duration in a supportive role  Frequency Per cent 

Not at all 19 37% 

1 month or less 2 4% 

2 - 6 months 13 25% 

7 - 12 months 12 24% 

13 - 24 months 4 8% 
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More than 24 months 1 2% 

 

 

Out of the 51 respondents, 31 had worked as a technician before registering and starting 

work as a paramedic in England. The majority of them (n=26, 84%) said it was beneficial 

to their transition. Eighteen provided a brief explanation; four of them did not work as a 

technician in England. The majority of comments supported the position that working in a 

supportive role had a positive impact explaining that it helped by reducing pressure in the 

initial weeks of operational work. It gave them time to observe other paramedics providing 

care and develop an understanding of the technician’s scope of practice.  

 

It took some pressure off and by working with other paramedics in a supportive role I 

could see how different people were doing different things – ITP  

 

One participant commented on working as a technician addressing areas that they felt the 

induction programme prepared them insufficiently. They gave examples of being exposed 

to work culture and the use of English in clinical settings.  

 

Not all respondents felt working in supportive roles helped. They explained that the 

employing trust gave them student paramedic title until they registered as paramedics. 

One person commented that working in a supportive role was unnecessary.  

 

The qualitative phase of the current study captured opinions about the impact on the 

transition of the proportion of Polish paramedics in the workforce at each ambulance 

station. Respondents reported a varied number of ITPs from Poland based at the same 

ambulance station. The most frequent range selected was one or two (n=16, 31%) and six 

to nine (n=13, 26%). 

 

Most of the respondents (n=20, 39%) thought that the number of assigned international 

paramedic recruits did impact their transition experience. However, 35% (n=18) did not 

think it had an impact, and 26% (n=13) were not sure. Participants were asked to briefly 

explain their answer, e.g. how it impacted their experience. Twenty did; seven of them did 

not think the number of international recruits had an impact on their transition. The 

comments most frequently surrounded mixed experiences. Some said that it helped them 

to speak to other ITPs who had more experience of working in England. 

 

We supported each other to survive first months – ITP  
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Other participants said that not all of them wanted to help and sometimes they were 

getting more relevant support from British colleagues.  

 

A well trained paramedic have sufficient knowledge and experience....besides it’s easier 

to get more info from an English colleague – ITP 

 

There were three comments referring to circumstances where other ITPs had either too 

high expectations or negative attitudes that affected the domestic staff's attitude towards 

other Polish paramedics. One comment expressed an opinion that local teams were not 

prepared to receive ITPs, and every further cohort added to their frustrations with the 

extra workload associated with supporting them.  

 

Staff wasn't prepared for Polish paramedics […] The more international paramedics were 

on one station the more people were fed up with it – ITP  

 

Participants were asked whether they needed psychological support (e.g. for stress or 

anxiety) at any point during their employment in England. The majority of them (n=27, 

53%) answered no; 20 (39%) said yes, and four were not sure (8%). Most of the people 

(n=7, 37%) who answered yes, said it would be most advantageous after the first six 

months of operational work (Fig. 16).  

 

 

 

Figure 12: Most appropriate timing for psychological support  
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The people who said they felt they would benefit from psychological support were asked 

what kind of support they required. Thirteen answered, the majority of answers related to 

feeling lonely and stressed outside of work, and others made recommendations for 

psychological assessments and screening for people who struggle. Some of the 

responders were exposed to traumatic incidents during the early weeks of operational 

work and cited not being assessed or followed up afterwards.  

 

I think there should actually be a mental health specialist appointment every week in first 

few months to help and understand what we are going through, leaving our homes and 

family. I am more than sure as Illegal immigrant or a refugee you would get that support in 

the asylum – ITP  

 

Ambulances in Poland are crewed by paramedics, ambulance nurses and some by 

medical doctors. They are not routinely crewed by healthcare assistants or technicians in 

the same way as they are in the UK. Most of the respondents (n=31, 61%) said that the 

scope of practice of the supporting role on the frontline ambulance (e.g. ambulance 

technician or emergency care assistant) was explained during the induction programme. 

The difference in patient consent processes between Poland and the UK was explained to 

27 respondents (53%). However, seven (14%) were not sure.  

 

Stage 1 participants stated that it was important to them to travel back to Poland during 

the first twelve months of operational work. Managers cited efforts to accommodate ITPs' 

requests to rearrange their shifts where they could but stated it was not always possible 

and that the level number of requests had not been foreseen. The frequency of travelling 
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back to Poland in the first twelve months of employment was explored. Most respondents 

(n=23, 45%) travelled once or twice; one in ten (n=5, 10%) did not travel at all, with some 

(n=6, 12%) more than five times. Participants were asked how difficult did they think it was 

to arrange their shifts so they could travel. The majority (n=27, 53%) said it was either 

easy or very easy, 17 (34%) difficult or very difficult and one (2%) was not sure.  

 

People who said they travelled back to Poland were asked about the purpose of their visit. 

Thirty-three engaged with the open-text question. Most respondents said they wanted to 

visit family and friends, with a couple of comments suggesting that they had a spouse 

and/or children in Poland. They were a few answers indicating taking advantage of lower 

prices in Poland, such as dental care and certain goods. Frequently people commented 

they had no friends in England yet, and they travelled back to address their loneliness and 

anxiety.  

 

I missed my family – ITP  

 

One person mentioned having to travel because of the business they still had in Poland, 

and another to collect supporting documents asked for by the HCPC.  

 

Both manager and domestic staff focus groups captured discussions about ITPs working 

many more hours in Poland than an average employee in England. They cited that a lot of 

ITPs did a lot of overtime and that it helped with the transition. In the first three months of 

the operational work, 41% of respondents (n=21) did not volunteer to do any overtime 

shifts. Out of the 29 that did, 18 did one or two a month, 9 three to five, 2 more than six. 

Participants who reported they did do overtime in that period were asked if, in their 

opinion, it helped with the transition. The majority of them (n=21, 72%) said it helped, 6% 

(n=3) said it did not, and 10% (n=5) were not sure.  

 

Six people elaborated on their answers. Two of them stated that more frequent exposure 

to incidents and communication in English helped them with the transition. However, one 

said it contributed to burning out.  

 

It just burned me out quicker – ITP  

 

One mentioned doing it for financial reasons and to kill some time since they had not 

made friends in England yet, and there was little to do in their free time.  
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4.2.4.6 Additional comments by the participants 

Thirteen people left comments. They ranged from very negative, describing transition 

experiences as 'horrible' to a statement 'overall I had a good experience'. Four 

respondents referred to delays in the HCPC application process and that it took a lot of 

time and was a cause of concern and frustration. 

 

Horrible experience with HCPC, not contacted in regards to the progress of my 

application, very delayed – ITP  

 

 One person cited difficulties in communicating with the regulator, and another about 

challenges getting the supporting documents signed by the University Registry because 

they were in English. Some of the other negative comments related to the perceived lack 

of or limited support received from the employer. One person was disappointed with not 

being offered a language course despite the promise made by an interviewer during the 

selection process. 

 

My initial transition was difficult due to my level of English. I expected support from my 

employer (as agreed during the interview), but I had to take care of it myself – ITP  

 

This was linked to another comment citing being told not to use Polish at work. Other 

comments related to support were more positive. Three people stated being grateful for 

the generous support package and help with applying for the national insurance number 

or a bank account and organising accommodation.  

 

Overall I had a good experience. The trust had invested a lot of money in the mechanisms 

to support us in our transition and people were grateful but more targeted support would 

be more effective – ITP  

 

Two made recommendations to have more targeted support based on a needs 

assessment which, in their opinion, would be more effective than the 'one-size-fits-all' 

approach they experienced. There were also two positive comments about the support 

received from the ambulance education department.  

 

4.2.5 Questionnaire validity and effectiveness 

The interrogation of the validity and effectiveness of the questionnaire included analysis of 

the ‘I’m not sure’, ‘prefer not to say’ and missing responses. All participants responded to 
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all questions except 15 and 15a. The frequency of missing answers to these questions is 

in Table 21. 

 

Table 21: Missing answers 

Factor N 

Question 15   

Speaking with patients, 3 mths 3 

Speaking with ambulance colleagues, 3 mths 2 

Speaking with other colleagues, 3 mths 2 

Speaking with friends, 3 mths 1 

Speaking with staff over the radio, 3 mths 0 

Speaking with staff over the phone, 3 mths 3 

Question 15 a  

Speaking with patients, 1 yr 4 

Speaking with ambulance colleagues, 1 yr 1 

Speaking with other colleagues, 1 yr 1 

Speaking with staff over the radio, 1 yr 0 

Speaking with staff over the phone, 1 yr 0 

Speaking with friends, 1 yr 4 

 

Questions 1 to 5 offered the response ‘prefer not to say’. None of the respondents 

selected it for any of the questions. The multichoice questions from 7 to 30 included the 

response 'I'm not sure'. On average, three respondents selected the answer (med=3). 

Question 30, investigating the impact of the number of Polish recruits assigned to the 

same team on their transition experience, had the most 'not sure' responses, n=13. 

Questions 7, about the length of time in a supportive role,  and 17a, the least (n=0) about 

English tuition attendance. For items utilising Likert scales, the neutral, mid-point answer, 

e.g. ‘neither agree nor disagree’ or 'I'm not sure', on average, was selected by seven 

participants (13%, med=12). 

 

4.3 Discussion 

Stage 2 of the study aimed to verify patterns and associations identified in stage 1 and to 

quantify the variation in experiences of the wider population of ITPs from Poland 

practising in England. In the following section, stage 2 findings are interpreted and 

synthesised with the broader literature on the topic. The discussion is organised by the 

dominant themes found in stage 1, communication, cultural variation and support. 

Research recommendations are considered in the next chapter.  
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4.3.1 Communication 

The cross-sectional survey captured the confidence level in communicating with various 

populations among the ITPs from Poland. They were asked to recall how confident they 

felt communicating with patients, ambulance colleagues, and other external colleagues 

over the radio and over the phone within the first three months of operational work and 

after a year. The survey found a reduction in percentages in all group categories, 

demonstrating a significant improvement in confidence at 12 months compared to 3 

months. This indicates that more than 8 out of 10 ITPs are confident or very confident in 

communicating face-to-face with stakeholders at work and outside of work 12 months 

after migrating to England. However, communicating over the radio or over the phone was 

more challenging, with between one in four and one in five still feeling not very or not at all 

confident after a year. It demonstrates a steep learning curve where confidence improved 

considerably over twelve months but highlighted an area where further support could 

benefit the rest of the ITPs. These findings are consistent with results from healthcare 

professionals. However, these used qualitative approaches with limited transferability to 

the broader population or other professions (Moyce, Lash and Saintz, 2016). Furthermore, 

this is the first study measuring areas of interest pointed out by paramedics. 

 

The survey further explored the context of communication issues. The environments 

identified in stage 1 included (1) social settings, (2) on scene of an incident with complex 

parallel conversations, and (3) on scene with a lot of background noise (e.g. nightclub or 

the scene of a road traffic collision). The survey captured a significant reduction in the 

percentage of the people who found communicating in the selected settings difficult 12 

months after starting operational work. This demonstrates a potential correlation between 

the length of experience, the frequency of exposure to the identified settings and 

circumstances, and ITPs’ communication skills and confidence development. Further, 

more than one in five recalled finding it difficult or very difficult in these settings. If not 

addressed, such issues can impact international staff retention and smooth transition 

(Philip et al., 2019). Results are consistent with research into experiences of 

internationally-recruited nurses (IRN) who cited dreading telephone conversations even 

after several years of practice in the host country (Moyce, Lash and Siantz, 2016). The 

evidence generated in stage 2 is a unique contribution to knowledge, as no other study 

captured and measured the experiences of overseas clinicians who had to communicate 

in the settings identified in stage 1 that other health professionals are unlikely to operate 

in.  
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Formal English tuition aims to help the international workforce with language competency 

and confidence. Perhaps surprisingly, three-quarters of ITPs were not offered it by their 

ambulance trusts, and of those that were, their opinion about the effectiveness of these 

courses was divided. Almost half reported not engaging with tuition because of the belief 

that it would not help with language competency. This echoes previous research findings 

exploring the engagement with English language classes among IRNs who also indicated 

the lack of transferability of developed language skills into clinical practice (Ghazal et al., 

2020; Solum, Viken and Lyberg, 2020). To some extent, this could be explained by the 

difference in communication style between the host and the country of origin. This survey 

found that respondents had to adjust the tone they used, directness or how they 

addressed the patient in England compared to Poland. The current study also found that 

more than half of the participants felt underprepared with technical language (e.g. clinical 

terminology or technical phrases) when they began the operational work. However, it is 

unlikely that a standard English course for non-English speakers would have covered 

ambulance practice-specific terminology. 

 

4.3.2 Cultural Variation 

Stage 1 identified several issues with cultural variation reported by ITPs, their supervisors 

and British counterparts.  

 

The survey explored how much overtime (additional voluntary shifts) ITPs undertook after 

completing the induction programme following on experiences shared in stage 1. About 

half of respondents undertook overtime in the early months of operational work, but the 

majority did one or two shifts a month, equating to somewhere in the region of 10-20 

hours a month. This is comparable to the average levels of overtime undertaken by the 

ambulance workforce (Carter, 2018). Some of the migrating professionals reported 

commencing overtime to support their families either back home or now living in the host 

country too (Moyce, Lash and Siantz, 2016). This does not seem to be the case for ITPs 

who migrated to England. Those that did overtime reported working extra hours as helpful 

in the transition, citing more frequent exposure to incidents and more frequent 

communication in clinical settings. Without further research into this area, it is not possible 

to draw any conclusions.  

 

One of the differences between the emergency medical systems in England and Poland 

affecting ITPs' transition is that paramedics must be registered with the regulatory body 
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(HCPC). Stage 1 participants cited the process to be difficult and complex. More than half 

of the broader population of ITPs agreed with this position. Significant registration delays 

(over six months) affected approximately half of ITPs, with some waiting more than two 

years. This presents both employers and ITPs with challenges. Delays in registration lead 

to individuals being unable to work to the paramedic scope of practice and the employing 

organisation having to wait a significant time to address staff shortages. ITPs awaiting 

registration are paid between £7,500 and £15,000 per annum less (NHS Employers, 

2022). For those who do not work to the paramedic scope of practice for a prolonged 

period of time, skill decay can be a problem. However, this has not been explored or 

measured in the literature. The impact of delays on individuals affected is not well-

understood either. IRNs waiting for registration expressed feeling very anxious about the 

outcome of the application, reporting additional pressure on their visa status reliant on the 

outcome (Chok et al., 2018). The impact could also be seen as positive. The current study 

found that ITPs who worked in supportive ambulance roles felt it made the transition 

easier. They could focus on the development of a range of skills and knowledge without 

the added pressure of leading the ambulance crew as a paramedic. It also gave them 

significantly more time to work with other experienced paramedics in the context of an 

English ambulance service which otherwise would be limited to just a few observatory 

shifts (third manning).  

 

Cultural differences uncovered in stage 1 included the level of autonomy paramedics have 

in the host and donor countries. ITPs discussed the perception of making clinical 

decisions more independent of local clinical guidelines in Poland compared to England. In 

stage 2, most respondents (65%) supported this statement but also reported a significant 

difference in the hierarchy. In Poland, ambulances are not crewed by other roles than 

paramedics, nurses and medical doctors. This creates potential developmental needs for 

ITPs transitioning to their roles in England, where paramedics are the most senior 

clinicians on ambulances and, most of the time, work with ambulance assistants or 

ambulance technicians. This is particularly relevant to those ITPs who only worked with 

medical doctors and never had to lead the ambulance crew. However, this survey found it 

was rare for ITPs (2%). Still, they required a sufficient understanding of the roles in 

England. About half of ITPs reported not feeling well prepared in this area. These findings 

are unique to the paramedic profession as it is rare for a healthcare professional to be 

placed in a senior role outside of the influence of other senior colleagues compared to 

working in another healthcare setting, for instance, at a hospital ward. Other migrating 

healthcare professionals observed differences in hierarchal structures. EU-qualified 

medical doctors reported positive experiences regarding how teams operated because of 
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a less hierarchal culture at work (Legido-Quigley, Saliba and McKee, 2015). Furthermore, 

research into IRNs onboarding experience found that one of the priorities should be to 

include a well-structured organisational orientation with an introduction to various roles 

they can be expected to work with (Chun, Birks and Mills, 2018).  

 

Cultural variety captured in stage 1 also included the noted difference in patient population 

diversity and patient consent processes. Society in Poland is significantly less diverse 

than in the UK. Ambulance services in England provide care to people of all backgrounds, 

and their workforce must understand and respect service user needs. It is impossible to 

prepare international recruits for all eventualities, but they can be made aware of the core 

British values, which will help deal with a wide range of people. Stage 2 findings 

demonstrated that  45% of ITPs felt adequately or well prepared during the induction 

programme. This is not unique to ITPs and echoes previously discussed findings about 

IRNs migrating from countries with homogenous populations to those with greater 

diversity (Chok et al., 2018). Stage 1 participants from the management team observed 

some ITPs trying to apply approaches to gaining consent in Poland when operating in 

England, questioning if the differences relating to these processes were explained to ITPs. 

Fifty-three per cent reported recalling that it was covered in the induction programme, 

suggesting that there is room for improvement. 

 

4.3.3 Support 

Recruiting ambulance services employed a broad spectrum of approaches to support 

ITPs transitioning to paramedic roles in England. Based on stage 1 findings, the cross-

sectional survey was designed to measure how many participants had access to various 

forms of support and what their impact was on ITPs' experience. This enabled the 

identification of barriers and facilitators to a smooth transition.  

 

Ambulance services embarking on international recruitment outsourced some steps of the 

process to private recruitment agencies specialising in sourcing clinicians from overseas 

(J Gillespie, personal communication, January, 2018). These included support in 

preparations to immigrate, providing advice on various related areas, offering advice on 

communication skills development and support with efforts to register as soon as possible. 

Only a third of ITPs reported feeling well-supported in applying by the external agency, 

and about half by the employing trust. Stage 1 participants stated that some ITPs found it 

challenging sourcing some of the required documents the regulator was asking for. The 

survey found that forty-two per cent of ITPs' registration was delayed by difficulty in getting 



162 
 

these documents from education providers in Poland. It partially explains the perception of 

not feeling sufficiently well-supported.  

 

The induction programmes developed by the Trusts specifically for the ITPs were 

perceived as effective in some areas and requiring further thought in others. ITPs recalled 

induction programmes to vary in length a lot. Most of them were between four and five 

weeks, but a third of ITPs had an induction longer than two months. The variability in 

length can be linked to recall bias but also by a gradual evolution of the induction 

programme evaluated and changed by the management team.  

 

Further unique findings in terms of international transition relate to the ambulance driving 

course; it took a significant portion of induction time. The current study found that non-

driving induction lasted between one and three weeks. About a third of ITPs had only one 

week for clinical and corporate elements of the induction. Considering the adaptation 

needs of ITPs, this likely was an insufficient amount of time to support adequate 

familiarisation with the employing organisation and adaptation to local protocols and 

organisational culture. Driver training is regulated by the qualification awarding body 

(Office of Qualifications and Examinations Regulation (Ofqual), 2022). It dictated the 

minimum hours a trainee spent practising driving and the theory hours. The content and 

length of the clinical and corporate induction were based on the employer’s judgement. 

When joining a new organisation, the new employee is introduced to the equipment used. 

About eighty-five per cent of ITPs reported feeling sufficiently familiar with the equipment, 

having used the same equipment in Poland. Some commented that they would benefit 

from spending more time learning formal and informal terminology related to the 

equipment. This could explain the domestic staff and the management team's perception 

that ITPs were unfamiliar with the equipment. Similar conclusions were reached by Moyce 

et al. (2016) when discussing some of the patient safety risks linked to IRNs difficulties 

understanding local staff verbal instructions due to slang and the lack of confidence in 

communication skills.   

 

When ITPs’ commenced employment in England, their needs could be compared to those 

of newly qualified paramedics. However, these assumptions must be made with caution 

because there will be an obvious overlap, such as organisational orientation or equipment 

familiarisation. Still, there are areas specifically unique to overseas recruits (Neiterman 

and Bourgeault, 2015). Thus ITPs require more targeted induction tailored to their needs. 

Perhaps surprisingly, less than 40% of ITPs reported receiving a needs assessment. This 

may be related to comments captured in stage 1 regarding poorly targeted induction, 
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where experienced clinicians were reminded basics of care instead of, for instance, being 

supported in developing communication skills. However, it is essential to acknowledge the 

challenges faced by the employer to aid the interpretation of these findings. Individual 

assessment and support are more expensive but, when not performed, are linked with 

poorer international and local workforce integration (Chun, Birks and Mills, 2018). The 

management team was already under significant pressure. The demand placed upon the 

organisation was constantly growing, and a lot was finding it difficult to support the 

existing team when they were asked to support new colleagues with additional 

developmental needs related to their international transition. This may partly explain why 

only half of ITPs conveyed that they knew who was responsible for their support and half 

of them felt well-supported by their line managers. However, the majority of ITPs felt well-

supported by colleagues. This is a positive finding because IRNs who felt welcomed and 

supported by local teams deemed building confidence and developing communication 

skills much faster than those who did not (Viken, Solum and Lyberg, 2018; Ghazal et al., 

2020).  

 

This survey found a variety in the number of ITPs assigned to one team. Ambulance 

services employ thousands of operational personnel divided into teams of paramedics and 

non-registrants allocated to an ambulance station and its management team or a group of 

stations. The teams in more densely populated areas are often larger, and usually, these 

areas are affected by higher staff turnover (Carter, 2019). As a result, there was a 

difference in how many ITPs were allocated to a team or ambulance station. Stage 1 

participants suggested a perceived difference in the experience of ITPs where a few were 

allocated compared to ITPs who were a part of a larger cohort (six or more). The survey 

found that about a third of ITPs were part of larger cohorts, and another third were 

allocated to stations where none or one or two other ITPs worked. ITPs' opinions were 

divided if it made a difference to their experience of transition. Some provided qualitative 

feedback that some ITPs had made a negative impression on domestic colleagues 

leading to the development of relationships with domestic staff being more difficult. Others 

commented that it was nice to join teams that ITPs were already established members of 

and that some supported them by offering advice and sharing their experiences. 

Formalising peer support in settings with a pool of already well-established international 

professionals can be an effective mechanism to improve transition experiences, facilitating 

faster development of communication skills, cultural adaptation and confidence. Several 

observational qualitative papers reinforce this approach (Moyce, Lash and Siantz, 2016). 

However, the literature search did not find any experimental studies measuring the impact 

of such interventions and comparing them to other support mechanisms.  
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Stage 1 participants reported feeling inadequately supported in terms of their well-being, 

particularly regarding their mental health. The survey reported that more than one in two 

ITPs did not need psychological support (e.g. for stress or anxiety) throughout their 

employment in England. Nevertheless, about 40% thought psychological support would 

benefit them if offered during the first six months of operational work. NHS People Plan 

recognised the importance of monitoring and supporting staff well-being (Bailey, 2020). In 

line with the Plan, NHS organisations offer a suite of products and services, including well-

being assessment tools and action plan templates available to employees and managers. 

Encouraging onboarding ITPs to engage with these resources could effectively address 

the issue without incurring further costs to the organisation. One small quantitative study 

(n=56) captured in a systematic review of the evidence supports individual-centric 

approaches to overseas staff needs (Brunero, Smith and Bates, 2008; Moyce, Lash and 

Saintz, 2016). Respondents reported tailored support useful in the transition to the new 

workplace abroad and personal well-being.  

 

Most ITPs reported travelling back to Poland three to five times a year. Some of them 

travelled more than five times in the first year. Cited reasons for travelling included visiting 

family and friends and organising documentation related to their migration. ITPs 

participating in focus groups felt it was important they were supported by allowing them to 

reschedule some of the shifts making their journeys feasible. This could be challenging to 

arrange by the management team because of the competing challenges, especially if they 

are short-staffed. Managers had to consider individuals' reasons for applying to swap 

shifts, the operational demands, and the wider team's needs. However, despite these 

variables, over half of ITPs found it easy or very easy to make arrangements. Yet, one in 

three found it difficult, and their answers correlated with not knowing who was responsible 

for their support or even who their manager was. 

 

4.3.4 Acculturation theory – application, development and 

limitations 

The current study applied the theoretical underpinnings to the context of ITPs transitioning 

into paramedic roles in England. The findings supported and developed several aspects of 

the existing literature, while also identifying areas where the theory was not directly 

applicable or required further examination. This section provides a critical analysis of the 

study's alignment with the theoretical framework and highlights the contribution of the 
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research to the body of knowledge on international healthcare professionals' transition 

experiences. 

 

4.3.4.1 Theory application 

The current study applied the acculturation theory, originally developed by Park (1928), in 

the context of ITPs transitioning into paramedic roles in England. Acculturation theory 

suggests that individuals will undergo a process of cultural adaptation as they transition 

into a new environment, ultimately leading to assimilation (Park, 1928). The theory posits 

that this process is influenced by various factors, including language proficiency, social 

support, and cultural identity (Berry, 2005). In the context of the current study, the 

acculturation process was evident as ITPs adapted to the English healthcare system and 

developed their professional identity within the new organisational culture. In interpreting 

the results of this study on ITPs' experiences within the context of the assimilation theory, 

it was essential to consider the stages of assimilation as a guiding framework. 

 

Stage 1: Contact and Conflict 

The first stage of acculturation involves the initial contact between individuals or groups 

from different cultural backgrounds and the potential conflicts that may arise (Berry, 1997; 

Park, 1928). In the current study, this stage was evident in the recruitment and induction 

process, where ITPs and ambulance services in England first encountered one another. 

The findings supported the theory by highlighting the challenges ITPs faced during this 

stage, such as navigating regulatory requirements and obtaining documentation. 

However, the study also revealed that only a third of ITPs felt well-supported by external 

recruitment agencies, suggesting the acculturation process may have been hindered by 

inadequate support structures during this initial stage. 

 

Stage 2: Adaptation 

The second stage of acculturation involves adaptation to the new cultural environment 

(Berry, 1997; Park, 1928). The current study found that ITPs experienced various degrees 

of adaptation in their transition to paramedic roles in England. For example, ITPs reported 

feeling familiar with the equipment used in their new roles, but they also encountered 

challenges in adjusting to local protocols, organisational culture, and language barriers. 

This stage of acculturation was partially supported by the study findings, as ITPs 

experienced some degree of adaptation. However, the study also identified areas where 

the theory was not fully applicable, such as the limited time available for non-driving 

induction, which may have hindered the adaptation process. 
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Stage 3: Integration 

The third stage of acculturation involves integration into the new culture (Berry, 1997; 

Park, 1928). The current study found that some ITPs reported feeling well-supported by 

their colleagues, which facilitated their integration into the workplace. However, only half 

of the ITPs felt well-supported by their line managers, suggesting that the integration 

process was not fully achieved for all participants. This stage of acculturation was partially 

supported by the study findings, as some ITPs experienced successful integration. Yet, 

the theory was not fully applicable due to the inconsistent support provided by line 

managers. 

 

Stage 4: Assimilation 

The final stage of acculturation involves assimilation into the new culture (Berry, 1997; 

Park, 1928). In the context of the current study, assimilation refers to the complete 

adaptation of ITPs to their new roles, the healthcare system in England and its culture. 

The study did not aim to measure the degree to which ITPs assimilated, but found that 

some of the mechanisms aiming to aid the process where not offered to all recruits. For 

instance, less than 40% of ITPs received a needs assessment, indicating that the 

assimilation process was not fully supported and achieved for all participants. While some 

aspects of the acculturation theory were supported by the findings, the lack of 

comprehensive support structures potentially hindered the complete assimilation for all 

ITPs. 

 

The assimilation theory has been subject to criticism for its assumption that full 

assimilation is possible for all individuals transitioning to a new culture (Schwartz et al., 

2010). Critics argue that complete assimilation is not always achievable, as each person's 

experience and adaptation to a new cultural context is unique and influenced by a 

multitude of factors (Gordon, 1964; Schwartz et al., 2010). This perspective aligns with the 

acculturation theory, which emphasises that individuals may adapt to varying degrees, 

retaining aspects of their original culture while adopting new cultural elements (Berry, 

1997; Park, 1928). By acknowledging the individual variation in adaptation and the 

potential for a more nuanced integration process, the acculturation theory offers a more 

comprehensive understanding of the complexities involved in cultural transitions, moving 

beyond the limitations of the assimilation theory. 

 

4.3.4.2 Theory development and its limitations 
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In this study, the acculturation theory was applied in a novel context to explore the 

experiences of ITPs transitioning to their roles in England. Traditionally, acculturation 

theory has been primarily used to examine the cultural adaptation of immigrants and 

minority groups in new social settings (Park, 1928; Berry, 1997; Schwartz et al., 2010). By 

extending the application of this theory to the professional context of ITPs, the current 

research offers a fresh perspective on understanding the challenges faced by 

internationally recruited healthcare professionals and contributes to the development of 

the theory. Applying the acculturation theory in this context has enabled the identification 

of both cultural and professional adaptation factors that influence ITPs' experiences. This 

broadened scope has facilitated a more comprehensive understanding of the unique 

needs of ITPs, going beyond the traditional focus on cultural adaptation. By considering 

the professional, organisational, and social aspects of ITPs' transition experiences, the 

current study has enhanced the applicability of the acculturation theory in understanding 

the complex experiences of internationally recruited healthcare professionals. 

 

The application to ITP population in this study has also contributed to the development of 

the acculturation theory. By incorporating insights from the fields of healthcare, 

management, and organisational studies, the study has expanded the theoretical 

framework to encompass a wider range of factors that influence ITPs' experiences. This 

interdisciplinary approach has enriched the acculturation theory by demonstrating its 

relevance and applicability in diverse contexts, highlighting its potential for further 

exploration in various professional domains. 

 

While the acculturation theory has proven useful in understanding the transition 

experiences of ITPs, there are areas where the theory may not be directly applicable or 

may require further development to better encompass the unique aspects of ITPs' 

experiences. 

 

Firstly, the acculturation theory primarily focuses on the cultural adaptation of individuals 

to their new environment, which may not sufficiently capture the professional and 

organisational aspects of ITPs' transition. The current study found that ITPs faced 

challenges related to acquiring the necessary documentation for registration, navigating 

bureaucratic processes, and understanding the employing organisation's protocols. These 

challenges extend beyond the cultural scope of acculturation theory, suggesting that a 

more comprehensive theoretical framework encompassing organisational and 

professional adaptation might be necessary to better understand ITPs' experiences 

(Neiterman and Bourgeault, 2015). Secondly, acculturation theory does not fully account 
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for the impact of the employing organisation's management and support structures on 

ITPs' transition experiences. The current study found that only half of the ITPs felt well-

supported by their line managers and knew who was responsible for their support. This 

finding highlights the importance of considering the role of the employing organisation and 

its support mechanisms in facilitating ITPs' adaptation, which goes beyond the individual-

centric focus of the acculturation theory. Finally, the acculturation theory may not 

adequately address the complexity and diversity of ITPs' experiences in terms of their 

cohort size and station allocation. The study found that ITPs' experiences varied 

significantly depending on the number of ITPs in their team or station, with some 

benefiting from being part of a larger cohort while others faced challenges related to their 

cohort's negative impression on domestic colleagues. This variability in ITPs' experiences 

suggests that a more nuanced understanding of their social and professional networks is 

necessary, going beyond the binary cultural adaptation process that underpins the 

acculturation theory. 

 

Drawing upon Creswell and Plano Clark's (2011) suggestions for expanding and 

modifying existing theories, this research has contributed to the development of both 

acculturation and assimilation theories within the context of ITPs. By examining ITPs' 

experiences, this study has been able to: 

 

1. Elaborate and clarify the concepts of acculturation and assimilation in the context 

of health professionals transitioning to new work environments. This research has 

highlighted the complex and multidimensional nature of ITPs' experiences, 

suggesting that these theories can be further developed to better account for the 

unique challenges faced by internationally trained health professionals. 

2. Identify boundary conditions for the theories, as this research has highlighted that 

not all aspects of acculturation and assimilation theories may be applicable to the 

experiences of ITPs. For example, the study found that although acculturation 

theory is useful for understanding certain aspects of ITPs' experiences, some 

elements of the theory, such as the emphasis on cultural maintenance and the 

bidirectional nature of acculturation, may not be as relevant in the context of 

international recruitment of health professionals. 

3. Examine the applicability of acculturation and assimilation theories in the context 

of health professionals' experiences. This research has demonstrated that these 

theories can provide a useful framework for understanding ITPs' experiences, 

allowing for a more nuanced exploration of their transition processes and the 
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challenges they face. By applying these theories to the specific context of health 

professionals, this research has contributed to their development and expansion. 

4. Propose new relationships among the concepts within the theories. This study has 

highlighted the importance of considering the interplay between individual factors 

(e.g., communication skills, cultural adaptation, and confidence) and contextual 

factors (e.g., support from colleagues, induction programmes, and management) 

in shaping ITPs' experiences. This suggests that future research should explore 

how these relationships may influence the process of acculturation and 

assimilation in health professionals. 

5. Generate new hypotheses for future research. This research has provided insights 

into areas where acculturation and assimilation theories may need further 

development or refinement, such as the extent to which ITPs maintain their original 

culture or the role of support networks in their transition process. By identifying 

these gaps, this study has generated new questions for future research, 

contributing to the ongoing development and expansion of these theories. 

 

 

 

4.4 Conclusion 

Stage 2 contributed to the evidence base on transition by meeting the posed research aim 

about ITPs' barriers and facilitators to smooth transition into roles with English ambulance 

services. ITPs faced similar challenges to other professionals transitioning into a new 

position with a new employer. However, some aspects of the transition were unique or 

exaggerated because of the issues related to communication, culture and support 

required by an internationally-trained workforce. These included confidence and 

competence in speaking a foreign language; challenges linked to communicating in 

settings where paramedics deliver care; the used media facilitating communication; and 

how useful some interventions were in aiding the development of language skills. Culture-

related barriers and facilitators measured in stage 2 incorporated differences in how the 

paramedic profession is regulated; differences in consent processes and interactions with 

patients; differences in the hierarchy within ambulance services; and the level of diversity 

in society in England and Poland. Stage 2 measured the proportion of the broader 

population that received support in the registration process; in migrating and settling in a 

different country; how effective the induction programmes were; and what support was 

offered after the commencement of the operational duties.  
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Stage 2 also addressed some of the limitations of scientific literature to date, mainly the 

lack of studies specifically investigating the experiences of paramedic populations as well 

as a methodological limitation to measure the transferability of the qualitative findings to 

the broader populations of the internationally-trained workforce.  

In the final chapter of the thesis, a discussion will be presented synthesising literature to 

date, findings from stages 1 and 2 and current evidence on the effectiveness of 

interventions that can offer a resolution to some of the identified barriers. 
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Chapter 5: Discussion  

 

Chapter 4 presented the quantitative phase of the project, its findings and their 

interpretation. The final chapter discusses how the training needs of ITPs can be better 

met to facilitate a smooth transition into English services. The chapter begins with a 

synthesis of stages 1 and 2, literature review findings, and a discussion of results related 

to research aim 1 and 2. These are followed by the summary of the original contributions 

to knowledge generated by this current study. Next, recommendations for future research, 

education practice and ambulance policy are presented. After that, the dissemination plan 

is stated to finally conclude the chapter with personal reflections.  

 

5.1 Stage 1, stage 2 and literature synthesis  

The discussion in this section is organised by the dominant themes of communication, 

cultural variation and support.  

 

5.1.1 Communication 

Communication was one of the three dominant themes identified in stage 1 and then 

measured in stage 2. Based on stage 1 findings, a distinction was made between 

communication with various populations and communication in various settings relevant to 

paramedic contexts. The survey demonstrated a steep learning curve where confidence 

improved considerably over twelve months. Still, not all respondents reported confidence 

or ease of communicating after that period. This led to two conclusions. First, exposure 

and practice significantly impact the development of communication competence and 

confidence, and results are rapid, less than twelve months for the majority in the majority 

of areas. Second, not all ITPs reported feeling confident when beginning operational work, 

with some, in some areas, not confident even after a year in the role. Since 

miscommunication is one of the leading identified causes of patient care errors (O’Hara, 

2018; Shepard et al., 2022), this should be an integral element of any strategy linked to 

international recruitment.   

 

Communication face-to-face with patients and internal and external colleagues was not an 

issue for as many ITPs as communicating in complex environments (e.g. background 

noise or multiple conversations). However, the finding that less than one in ten felt 

confident using a telephone or radio is a significant indicator of where gains can be made. 

This study was the first that measured the scale of the issue and prompted the reflection 
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on whether employers could have done more to prepare ITPs to communicate confidently 

and effectively before beginning operational work. Communication is a complex 

phenomenon. Its effectiveness depends on multiple factors (Wanko Keutchafo, Kerr and 

Jarvis, 2020). Some of these are related to nonverbal communication, i.e., a set of 

behaviours that facilitate passing messages without using spoken words (Fernandez, 

2010). Literature on nonverbal communication estimates that this modality is used to 

transmit the majority of messages in healthcare settings (60-90%)(Wanko Keutchafo, Kerr 

and Jarvis, 2020). It can explain why it took time for ITPs to get used to this mode of 

communication and others lacked confidence even after 12 months on the job. The 

findings of this project are also consistent with results from other healthcare professions. 

However, these used qualitative approaches with limited transferability to the broader 

population or other practitioners (Moyce, Lash and Saintz, 2016; Ghazal et al., 2020). For 

instance, internationally trained nurses (n=21) cited similar issues when communicating 

over the telephone, and the problem seemed to lessen over time and repeated exposure 

(Sherman and Eggenberger, 2008). This is consistent with my experiences as a 

transitioning paramedic. Communication over the radio is a big part of daily routine. 

Sometimes information cannot be passed through the screen in the ambulance (mobile 

data transmitter), and details are passed over the radio. Even though the quality is 

adequate, the change to the sound and tone of voice over the radio made it hard to 

comprehend the details of the message. The pressure of knowing that there is a patient 

waiting for the response made the experience even harder. 

 

A further unique contribution to the evidence base arising from this project is the impact of 

environmental factors on the ITPs’ ability to communicate. The survey demonstrated 

improvement patterns with a potential correlation between the length of experience, the 

frequency of exposure to the identified settings and circumstances, and ITPs’ 

communication skills and confidence development. Like ITPs, Korean nurses cited high 

anxiety levels in the initial months of their practice in a foreign country (Ghazal et al., 

2020). Over time, as they gained experience in this area, they were less anxious. The 

improvement in confidence levels in ITPs could be attributable to this phenomenon, where 

a reduction in anxiety left room for confidence development (Wanko Keutchafo et al., 

2020). The same principle may apply to other aspects of communication identified in this 

project, unique to ITPs. Paramedics often have to communicate in complex, noisy 

environments; they have to engage in independent decision-making. At times, the 

difficulty is increased by the time-critical nature of some of the incidents they respond to. 

Simulation-based education could offer a potential solution. 
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Simulation-based education (SBE) is becoming more commonly included in curricula for 

professional health programmes in higher education (Hayden et al., 2014). There 

isconsensus on key benefits including replication of rare or unusual  circumstances 

(including rare cases or settings) where learners can practice using their skills and 

knowledge without the fear of harming patients (Health Education England, 2016). These 

may offer an attractive solution to address the identified areas for improvement through 

the current research project. One example could be communicating with colleagues from 

the emergency operating control room over the radio handset. Another is to facilitate 

activities where history must be taken in a room with loud background noise. It can be 

argued that this is the only way, other than practice placement, to allow ITPs to immerse 

themselves in the local language and culture. SBE has been proven to allow educators to 

develop and evaluate non-technical skills such as communication and leadership in health 

learners (Sanko et al., 2016). Validated tools like the Patient-centred Communication Tool 

provide an educator with the ability to assess communication skills (Grice et al., 2017). A 

growing body of evidence supports the effectiveness of such tools in line with the SBE 

methodology. For example, Szpak and Kameg (2013) recruited 44 psychiatric nurse 

students to participate in a high-fidelity simulation activity where they practised 

communication skills on simulated patients and, as a result, reported reduced perceived 

anxiety. There is a link between anxiety and confidence (Hanton and Connaughton, 

2002). The prevalence of, presumed by the principal researcher, perceived anxiety and 

variation in self-confidence was confirmed in the wider population of ITPs; thus, the 

existing evidence could help address this issue and is further elaborated below.  

 

The drawbacks of using simulation-based education are that it can be resource intensive 

and facilitators must have skills and knowledge of the SBE methodologies (Purva et al., 

2016; Fuglsang, Bloch and Selberg, 2022). However, senior managers could take this into 

account when weighing the potential risks, benefits and costs of international recruitment. 

Furthermore, it is likely that education departments within ambulance trusts already have 

skills, knowledge and experience in utilising SBE. Evidence suggests that some 

placement hours can be replaced with SBE activities in medical education (Hayden et al., 

2014). The evidence can be applied to improving ITP transition. ITPs would benefit from 

feedback on their performance in a safe learning environment where they may focus on 

developing areas requiring further attention (Levette-Jones and Lapkin, 2014; Fuglsang, 

Bloch and Selberg, 2022).  

 

Stages 1 and 2 demonstrated that communication competence and confidence were two 

of the main factors affecting the transition experience. Some stage 1 participants 
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confirmed findings from the literature that the selection process did not place enough 

emphasis on language skills and the ability to communicate effectively. Employers 

sourcing overseas nurses cited similar experiences where patient care provided by IRN’s 

was significantly affected by communication limitations, leading to questioning the 

usefulness of the International English Language Testing System (IELTS) (Abuliezi, 

Kondo and Quian, 2021). The argument is that validity of the IELTS is not fully 

reproducible in the context of healthcare settings (Ho, 2015; Sedgwick and Garner, 2017). 

This is because making specific inferences about the test score becomes problematic as 

the IETLS does not measure healthcare-specific communication skills nor local factors 

such as slang, dialect or accents. The current study contributes to evidence in this area. 

Some ITPs had no problems communicating in a quiet ambulance station but struggled in 

complex, noisy environments. Other stage 1 participants queried whether enough was 

done to allow ITPs to familiarise themselves with the equipment, but stage 2 did not 

confirm it as a substantive issue demonstrating that over 80% of ITPs felt sufficiently 

prepared due to the similarity with equipment in Poland. Still, some commented that they 

were not sure about equipment-related terminology. Therefore, the perception of British 

colleagues that ITPs are not sufficiently familiar with ambulance equipment can be in part 

explained by communication skill deficits rather than unfamiliarity with the kit.  

 

Sedgwick and Garner (2017) explored the relationship between IELTS and the 

communication needs of practising nurses. Based on focus group findings and tracking, a 

list of speaking competencies was compared to competencies assessed during the IELTS 

spoken exam. They found some areas that clinicians engage in are not tested (Table 22) 

and recommended employers consider implementing strategies that would assess these 

areas in the recruitment process and/or include them in IRN development programmes 

(Sedgwick and Garner, 2017).  

 

Table 22: Communication competencies clinicians engage in workplaces not assessed by 

IELTS spoken exam (Sedgwick and Garner, 2017) 

Competency 

• to elicit personal information from someone in a formal situation, using 
prompts and requests for clarification, and, possibly, other more indirect 
means; 

• to reassure someone who is anxious; 

• to initiate a social conversation; 

• to request action from a superior, a peer, or someone in their care, and deal 
with refusal; 

• to challenge the actions of a superior; 

• to participate in team decision-making; 
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• to translate lay talk into a specialist register and vice versa; 

• to use language collaboratively with a peer, to negotiate 

• responsibilities, issue instructions, and check information. 

 

The competencies identified by the authors are transferrable to paramedic practice. 

Although the study is a small qualitative project, with limited generalisability, it raises an 

important point about the challenges of using IETLS scores in isolation as a gatekeeping 

test for positions in the health sector in English-speaking countries. The current study 

supports their findings, adds further dimensions to language testing and support (e.g. 

communication over radio) and prompts ambulance employers to take into consideration 

socio-pragmatic competence in language testing when designing future international 

paramedic recruitment campaigns. General language testing is undoubtedly useful, but 

this study demonstrated underpinning population-level evidence showing gaps in 

communication skills that IELTS lacks the specificity and sensitivity to detect. This 

approach to language testing would require an understanding of ambulance practice 

contexts and the ability to create scenarios for the selection process involving simulated 

patients. Further research is required to determine the effectiveness of this potential 

solution.  

 

5.1.2 Cultural variation 

The survey aimed to assess the consistency of focus group findings in the wider 

population, in line with the sequential exploratory approach (Zhang and Creswell, 2013). 

Stage 1 participants cited that most paramedics in Poland had a large workload (as a self-

employed contractor paramedic or undertaking voluntary overtime) compared to UK 

equivalents in excess of 300 hours a month. The managers who participated in focus 

groups stated that they observed these trends in ITPs who joined their teams. The survey 

did not verify this finding; about half did overtime (more than 150 hours a month) in the 

early months of operational work, but the majority of those who did, did one or two 

additional shifts a month (10-20 hours). The survey suggests that working practices in 

Poland were not sustained following the transition to the UK workforce. The discrepancy 

potentially illustrates how managers developed a perception of ITPs undertaking 

excessive hours based on the behaviours of just a couple of individuals. The finding is 

useful as it debunks the cited culture that most paramedics in Poland work significantly 

more hours than the UK whole-time equivalent, and they sustain this approach after 

migrating to England. One potential explanation is that in Poland, there are regions where 

ambulance services respond to just a few calls during 24-hour shifts, whereas in the UK, 
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most ambulances are constantly responding to calls and have minimal downtime. 

However, this explanation is not based on data.  

 

The cross-sectional survey demonstrated a unique finding that 45% of ITPs experienced 

significant registration delays (over six months) and 10% in excess of 12 months. The 

unintended consequences of that cultural variance in professional regulation require 

further consideration. ITPs who did not register before completing the induction 

programme worked in supportive ambulance roles. It is uncertain what happens with 

competency and confidence in paramedic skills and responsibilities when time in the 

supportive role is prolonged, as found by the survey. Research into skill decay in other 

health professions supports the opinion that time out of practice affects the quality of 

patient care individuals provide (GMC, 2014; Maehle, Cooper and Kirkpatrick, 2017). The 

GMC (2014) commissioned a review of the evidence that demonstrated a decline in 

performance beginning six months after cessation of practice. The pace of the decline 

varies from one individual to another, and there is no consensus at what point their 

competence should be assessed. However, literature on the topic enabled the listing of 

some mitigating factors. Some relevant to the current study’s findings are that (1) the 

higher the level of proficiency and knowledge, the longer the individual will be able to 

remain proficient; (2) keeping in touch with peers actively practising mitigates some of the 

effects of not practising. Based on this evidence, the fact that ITPs were still operating in 

the environment of paramedic practice potentially mitigated the skill decay. Furthermore, 

(3) the review of the evidence found a correlation between older age and time out of 

practice and reduced performance assessment scores. Suggesting that some populations 

of practitioners returning to practice may require additional support with refreshing their 

skills before they can deliver care safely.   

 

The survey supported some concerns raised in the focus groups finding that about half of 

ITPs felt underprepared for leadership as paramedics in the context of an English 

ambulance service. This finding can potentially be explained by the differences in 

hierarchal models discussed in chapter 1, i.e. that there have not been supportive roles in 

Polish ambulance services have not included supportive roles and two paramedics crew 

about 70% of ambulances. I also described how the number of medical doctors forming 

an ambulance crew is decreasing, to cease eventually. However, it is still possible that 

some ITPs who moved to the UK worked with medics or experienced paramedics only, 

reducing the likelihood of being exposed to clinical decision-making and leading a crew. 

This is a fundamental part of the paramedic role in the UK, and it is somewhat infrequent 

that they work with other paramedics.  
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It is also where the current project offers unique findings specific to the target population. 

There are major differences between the ambulance services and other healthcare 

organisations where IRNs or other healthcare professionals work compared to 

paramedics. For example, nurses from the studies reviewed in chapter 2 worked mainly at 

acute trusts in secondary care, comprising teams of several staff nurses supervised by 

clinical leaders, often other nurses or medical doctors. Other settings that commonly 

include  international workforce are operating theatres or emergency departments. This is 

not to say that nurses do not work independently or in leadership roles, but the literature 

incorporated in the review did not cover the exploration of transition experiences of 

internationally-trained clinicians working independently or in charge of teams from the 

beginning of operational duties. Therefore, leadership training may be an essential 

component of the ITP induction programme. Recommendations for future considerations 

are discussed later in this chapter.  

 

5.1.3 Support 

The initial cohorts of ITPs had different transition experiences from the later ones partly 

because employers were learning how ITPs could be supported to improve the process. 

The survey demonstrated significant delays in registering with the professional regulator, 

the HCPC. Considering the time it took some ITPs to register compared to others, this 

could be a potential area of significant efficiency gain. The process can be broken down 

into several steps. (1) a familiarisation with the application process; (2) filing in the 

application; (3) the collection of required supporting documents; (4) quality assurance of 

the application package; and (5) paying the fees (HCPC, 2022).  

 

Stage 1 participants stated that some ITPs found it challenging sourcing some of the 

required documents the regulator was asking for. Indeed the survey demonstrated this to 

be an issue for about half of the respondents. ITPs explained that some of the institutions 

they attended ceased to exist after the change of the paramedic education regulation in 

Poland. Like the UK, Polish paramedic qualifications moved from in-house training to a 

level 5 diploma course equivalent, then to higher education with level 6 qualifications 

(bachelor’s degree) (Marszalek Sejmu Rzeczpospolitej Polskiej, 2017). Obtaining detailed 

course information signed by providers was very challenging and varied from region to 

region. The main distinction was that different government education agencies were 

responsible for keeping records of who qualified with education providers who stopped 

operating. ITPs cited having to travel back several times to find solutions to these issues 

leading to delays. One cited example was the language barrier whereas others that they 
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had no problems at all suggesting inconsistencies in processes. Some authorities 

declined to sign any documentation in English, others were prepared to sign translated by 

sworn translators, and some signed the English version. This left ITPs frustrated with the 

inconsistent approach of Polish authorities and the financial implications of document 

translations, travel and lower wage in the UK.  

 

Supporting staff during the registration process is worthwhile for several reasons. From 

the employer’s perspective, the sooner an ITP is registered, the sooner the workforce gap 

is addressed, and performance can be improved (King’s Fund, 2018). As previously 

discussed, waiting for registration creates a degree of uncertainty which can be a source 

of anxiety (Chok et al., 2018). Anxious ITPs can potentially be distracted from what 

employers want them to focus on, i.e., personal development and delivery of patient care. 

ITPs face high costs when moving abroad. Some of the cost is covered by the recruiting 

Trusts as this was recognised to be a barrier not possible to overcome by some 

paramedics living abroad interested in migrating but not able because of the difference in 

the cost of living and lack of resources to support them in the initial months (Gillespie, 

2018).  

 

The survey captured ITPs’ perception of the quality and quantity of support they received 

from their employer. It was not the intention of the study design, but stage 1 

complemented these findings by adding insights to what was found in stage 2. Line 

managers expressed feeling under-prepared for receiving ITPs and not having enough 

time to support them sufficiently, often having to choose between neglecting the needs of 

domestic staff members or neglecting the needs of ITPs. The nature of the ambulance 

service also meant that most of the time, as soon as staff members collected the vehicle 

they worked on, they were dispatched to the first call almost immediately, making 

interactions between team leaders or managers and ITPs quite rare. 

 

After the induction, a period of 3 to 12 weeks, ITPs joined operational teams. Their 

experiences at that point were split between feeling well-supported and not adequately 

supported. As discussed in chapter 4, ITPs mostly felt well-received by their teams, but 

only half of them felt well-supported by their team leaders or line managers. In focus 

groups, line managers expressed feeling under-prepared for receiving ITPs and not 

having enough time to support them sufficiently, often having to choose between 

neglecting the needs of domestic staff members or neglecting the needs of ITPs. The 

nature of the ambulance service also meant that most of the time, as soon as staff 

members collected the vehicle they worked on, they were dispatched to the first call 
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almost immediately, making interactions between team leaders or managers and ITPs 

quite rare. This finding is population-specific and unique to the ambulance setting, but 

literature exploring international workforce integration interventions emphasises the 

importance of tailored support based on individual needs (Covell et al., 2017; Stubbs, 

2017; Covell, Primeau and St-Pierre, 2018; Covell and Rolle Sands, 2021). Ambulance 

supervisors did not receive sufficient training to allow them to effectively assess ITPs’ 

development needs and establish a support mechanism. This is an area for investment 

worth considering; Ghazal et al. (2020), in their review of 18 papers, identified it as the 

main facilitator for improved transition to practice. Other authors reached similar 

conclusions based on a cross-sectional survey (n=151) of nurse preceptors (clinical 

supervisors) supporting IRNs in their transition; it was concluded that effective 

preceptorship requires training, recognition and support (Riden, Jacobs and Marshall, 

2014). This validates stage 1 participant experiences who provided examples of staff 

being very new to their roles themselves yet tasked with ITP support. This is an important 

finding and consideration. The cost implications can be seen as significant. Still, without 

allocating time to train supervisors and protected time to work with ITPs in a similar form 

that they would work with undergrad students, the success of the ITP transition can be 

threatened.  

 

The majority of ITPs felt well-supported in their transition by other colleagues (e.g. 

paramedics, emergency care assistants or technicians). Other international health 

professionals reported a variety of experiences (Viken, Solum and Lyberg, 2018; Ghazal 

et al., 2020). It is difficult to compare the findings of the current study because most of the 

evidence is qualitative. Nevertheless, about 80% of ITPs had a positive experience, 

potentially not experiencing the same barriers as other health professionals. The barriers 

that can be linked to this metric identified in the literature were (1) preexisting prejudice 

about the inferiority of overseas healthcare education; (2) barriers linked to 

communication and language; (3) cultural differences; (4) variations in nursing practice 

(Ghazal er al., 2020). One potential interpretation of the limited impact of these barriers on 

the transition to practice is the positive effect of the setting ITPs worked in. Working in a 

crew of two people made it difficult for supervisors to offer support, but potentially 

facilitated overcoming the barriers for the majority of ITPs and their British counterparts. 

British colleagues working with them observed the similarities in the skills and knowledge 

and education, and they could help them with acculturation and language skills. The latter 

was reported in focus groups by one of the British paramedics who cited supporting ITPs 

in their communication with patients and explaining local phrases or how to ask a question 

in another way. 
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5.2 Strengths and limitations of the overall study 

Establishing the effectiveness of stage 1 sampling techniques is difficult (Garresh and 

Lathlean, 2015). In stage 1, for practical reasons, focus group participants were recruited 

using convenience sampling from one ambulance service; ambulance service A was 

selected because it recruited the most ITPs from Poland. People who had left the trust 

were not included in this phase. This creates a possibility that the qualitative phase of the 

project only represented the experiences and views of people who remained in one trust 

(Andrade, 2020). The sequential, exploratory design, following the qualitative with a 

quantitative phase, addressed the validity of stage 1 findings across the broader 

population (Polit and Beck, 2010; Creswell and Plano Clark, 2018). The strength of stage 

1 was that focus groups included three populations of stakeholders with relevant 

experiences; ITPs from Poland, their supervisors and British-trained counterparts. The 

latter two populations contributed to exploring the topics as they observed ITPs who were 

still employed and those who had left. These were considered the strengths of the project 

design, as they addressed the exploration of realities experienced by ITPs (still employed) 

only and explored the transition experiences through the lens of other stakeholders 

involved in the process. Their statements proved invaluable to developing a more robust 

quantitative tool for stage 2. The design for stage 2 had a comparable limitation that the 

people who no longer worked for the selected ambulance services were 

underrepresented, and mainly surveyed people still employed or those who worked for an 

English Trust. There is a risk, therefore, that the findings are more positive than the reality, 

as people who were unsuccessful with their transition or had negative experiences and 

decided to leave did not participate in the survey (Fink, 2017). The mixed-methods study 

design did mitigate this limitation to some degree where, as discussed, some of the stage 

1 participants could share views on the transition of a wider population and processes and 

also present the researcher with an opportunity to achieve a deeper interpretation of 

findings compared to utilising a qualitative method on its own (Creswell and Plano Clark, 

2018).   

 

The participant recruitment to stage 2 was informed by data provided by all English 

ambulance trusts under the Freedom of Information Act (2015). Unfortunately, there was 

an error in the reported number of ITPs from Poland recruited by one of the trusts. This 

discrepancy introduced a degree of uncertainty about the exact ITP number in the country 

and when considering the representativeness of the sample presented in the current 

project. The response rate was calculated again based on the corrected data, and it was 

still satisfactory (almost 60%). Yet, stage 2 demonstrated how ITP numbers changed over 
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time, as presented in Table 16 (chapter 4). The limitation here is that it is unknown why 

people moved from one trust to another and what impact it had on their transition. 

Moreover, 16% of respondents no longer worked for any of the listed ambulance services. 

They could have left between the initial FOI request and stage 2 data collection and, for 

example, returned to Poland or moved to develop their career at another healthcare 

organisation. These are only assumptions, and this project cannot provide a factual 

explanation.    

 

The data for stage 2 was collected using a questionnaire. Surveys have two main 

methodological limitations, it is impossible to control for respondents’ biases, and it is 

difficult to accurately describe the target population (Fink, 2017; Andrade, 2020). Both 

apply to the current project. One of the biases present in survey research is social 

desirability bias, which occurs when respondents answer questions in a way that they 

believe will be viewed favourably by others (Van de Mortel, 2008). In the context of your 

study, it is possible that some participants provided responses that reflect a more positive 

experience than what they actually encountered in order to present themselves in a better 

light. This limitation can potentially skew the findings, making them more positive than the 

reality. In addressing social desirability bias in Stage 2, several strategies were employed 

to encourage honest responses from participants. Firstly, the study ensured the anonymity 

and confidentiality of participants by not collecting any personally identifiable information 

and securely storing the collected data (Van de Mortel, 2008). Participants were informed 

that their responses would be anonymised and used solely for research purposes, thereby 

reducing the fear of negative consequences or judgement resulting from their honest 

answers. Secondly, the questionnaire design utilised neutral and non-threatening 

language to avoid leading participants towards socially desirable responses (Fink, 2017). 

Questions were carefully worded, and the response options provided did not suggest that 

one choice was more socially acceptable than the others. By avoiding language that may 

imply a preferred response, participants were more likely to answer genuinely(Bryman, 

2016). 

 

Furthermore, the mixed-methods design of the study served as a useful strategy in 

addressing social desirability bias. By incorporating both qualitative and quantitative 

methods, the research benefited from the strengths of each approach while minimising 

their respective weaknesses (Creswell and Plano Clark, 2018). The qualitative phase 

provided rich and detailed information about the participants' experiences, allowing the 

researcher to explore underlying reasons for their responses. The quantitative phase 

helped to validate the findings from the qualitative stage, identifying patterns and trends in 
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the data. This combination of methods helped to enhance the credibility of the study and 

mitigate the potential impact of social desirability bias. 

 

Lastly, participants were encouraged at the beginning of the questionnaire to provide 

honest and accurate responses (Bryman, 2016). They were asked to answer truthfully and 

to feel comfortable sharing their genuine thoughts and experiences. By reinforcing the 

value of their honesty, participants may have been more likely to provide genuine 

responses, thus reducing the influence of social desirability bias on the study's findings 

(Fink, 2017). 

 

Another limitation is the potential for misinterpretation of questions by the respondents 

(Fink, 2017). In your study, participants may have different interpretations of the 

questions, leading to inconsistencies in their responses. This limitation can impact the 

validity of your findings and their generalisability to the broader population. As discussed 

in chapter 4, questionnaire pretesting aimed to improve questionnaire items clarity and 

avoid misinterpretation.  

 

The main limitation of this study was recall bias. The findings and conclusions of the 

project are based on the respondent’s ability to recall events and experiences that 

happened up to five years before completing the questionnaire. However, the relatively 

high response rate restrains the impact of this limitation. Respondents were asked to 

provide demographics to overcome population alignment, which were then compared to 

the wider population of Polish paramedics registered with the HCPC. Nevertheless, this is 

still a limitation of the method used.  

 

Mixed-methods research, particularly the sequential design employed in this study, can 

demand more extensive learning and may necessitate additional ethical approvals due to 

its complex nature, which subsequently can have implications for the overall research 

process (Halcomb, 2018). The current project was undertaken part-time, which extended 

the time it took. In addition, mixed methods require the researcher and the supervisory 

team to have research skills and experience in quantitative, qualitative, and mixed 

methods (Bowers et al., 2013). Therefore, the principal investigator had a steep learning 

curve to learn about both methodologies and methods and to learn about mixing them to 

answer the research question. This meant that the project took more time, posing a risk of 

findings becoming outdated and more likely to be exposed to external factors (e.g. Brexit, 

COVID pandemic)(Halcomb and Andrews, 2009). However, the NHS Long Term Plan 

(2021) is to continue to grow the workforce in line with the growing demand. It recognises 
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that the constraints placed on domestic workforce streams dictate international 

recruitment campaigns to remain one of the key additional initiatives to source health 

professionals for the NHS (Thorlby et al., 2021). Health Education England leads several 

ongoing recruitment schemes that NHS employers can sign up for (NHS England 2022). 

One of them focuses specifically on overseas paramedic recruitment.   

 

The current study’s final strength was stakeholder involvement (SI). Patient and Public 

Involvement (PPI) is increasingly more prevalent in research as it is considered important 

for ethical and practical reasons (Bagley et al., 2016). This project was about the transition 

experiences of ITPs from Poland. From the outset of the study, they had a significant 

contribution to the study design and data collection tool development for both stages. ITPs 

were involved in the validation of the developed questionnaire through participation in pre-

testing and cognitive interviewing. Furthermore, participants were offered to express 

interest in receiving the weblink to the published thesis and any other relevant to the 

project publications (discussed later in the chapter). However, public involvement was 

limited. Patients would add an invaluable dimension if they shared their experience of 

being treated by ITPs from Poland and compared to British-trained staff (Brett et al., 2014; 

Domecq et al., 2014).  

 

Although ITPs may not be considered as "patients" in the traditional sense, their 

participation in this project aligns with the broader goals of PPI, which aim to incorporate 

diverse perspectives and improve the overall quality and relevance of the research (Brett 

et al., 2014; NIHR, 2021). Involving ITPs in various stages of the study ensures that their 

voices are represented and that the research findings and recommendations are better 

informed and more likely to address their needs and concerns. 

 

It is essential to recognise that PPI encompasses a wide range of stakeholders, including 

patients, carers, and the public. In this study, ITPs are a key stakeholder group whose 

involvement contributes to a more comprehensive understanding of the research problem. 

However, it would also be important to consider involving other stakeholder groups, such 

as patients who received care from ITPs, to gain a complete picture of the issue (Domecq 

et al., 2014). Nevertheless, recruiting them was considered to complex and was not 

undertaken within this study, making it the study's limitation (Brett et al., 2014).  

 

5.3 Dissemination plan 
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Research cannot help improve services unless its findings are shared with people who 

need them. This section presents a dissemination plan and summarises how principles of 

good dissemination were or are intended to be applied. The principles of good 

dissemination are (1) stakeholder engagement – who is the audience and who will benefit 

from learning about the research findings; (2) format- what is the appropriate format that 

findings should be shared in; (3) opportunities utilisation – what are the existing channels 

for communicating findings that the author has or could have access to; and (4) context – 

what is the context of the research project, and who are the leaders whose opinion should 

influence the research design and dissemination plan (National Institute for Health and 

Care Research, 2022). 

 

5.3.1 Dissemination to date 

Conference contributions: 

 

SUMERA, K., 2019. An exploratory study of experiences of Polish paramedics 

transitioning into roles in the UK ambulance service. Edge Hill University PGR Symposium 

2019, 14 May 2019, Ormskirk. 

 

SUMERA, K., 2018. An exploratory study of experiences of Polish paramedics 

transitioning into roles in the UK ambulance service. Edge Hill University PGR Symposium 

2018, 16 May 2018, Ormskirk. 

 

SUMERA, K., 2018. International workforce in EMS – recruitment of foreign paramedics 

by UK ambulance services. II National EMS Conference in Poland, 3 June 2018, Krakow, 

Poland. 

 

SUMERA, K. and DEIGHTON R., 2018. EMS education in the UK – yesterday, today and 

tomorrow. II National EMS Conference in Poland, 2 June 2018, Krakow, Poland.  

 

SUMERA, K. and DEIGHTON R., 2018. The UK ambulance service: what do we already 

know and what are we yet to figure out? II National EMS Conference in Poland, 2 June 

2018, Krakow, Poland.  

 

Journal articles: 
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SUMERA, K., 2015. Czy w Anglii brakuje ratowników medycznych? Problemy brytyjskiego 

systemu ratownictwa medycznego. Na Ratunek. 15 (6), pp. 63-65. [title translation to 

English: Is there a shortage of paramedics in England? The problems faced by the UK 

EMS] 

 

Other forms of dissemination: 

East Midlands Ambulance Service NHS Trust and East of England Ambulance Service 

NHS Trust. Consulted by executive directors from both trusts on joining international 

paramedic recruitment campaign design informed by preliminary research findings.  

 

Health Education England, 2022. Consulted by the project manager on international 

recruitment of paramedics to inform policy and the next paramedic recruitment campaign.  

 

ITV NEWS – Granada Reports, 2017. Shortages of UK paramedics and international 

recruitment – Interview.  

 

5.3.2 Future dissemination plan 

The objective of the plan is to raise awareness and understanding of what is the existing 

evidence base and what are the contributions of the current project. It is hoped that the 

evidence will inform international recruitment policy and decisions about recruitment 

campaigns. This will be achieved by identifying audiences who may find the findings 

relevant and useful. Following the completion of the project and publication of the thesis, 

an abstract will be submitted to 999 Research Forum, the main paramedic research 

conference in the UK. Furthermore, a manuscript will be written and submitted to a 

paramedic practice-related journal with open access (Cassell et al., 2018). The principal 

investigator is a senior education manager for one of the ambulance services. As part of 

the role, they attend the national associations for ambulance service leaders (the 

Association of Ambulance Chief Executives and the National Education Network for 

Ambulance Services). These associations are used to share experiences and knowledge 

and raise awareness of undergoing projects. International recruitment is often discussed 

in meetings. Therefore, the publication of the findings will be announced and shared 

across the networks and leaders considering embarking on recruitment campaigns and 

offering support and advice. The author currently works for one of the English ambulance 

services. Their post is embedded in the HR directorate being included in the workforce 

planning and recruitment drive. The skills developed during the doctoral studies, evidence 

generated and understanding of the researched field will inform future decision-making 
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and facilitate a transition to practice ensuring the limitation of the existing evidence base 

and the need for further research are understood.  

 

5.4 Reflections 

Having direct experience of transitioning into a role in a different country, designing and 

implementing international recruitment, and being bilingual created a unique opportunity to 

research this area. However, it also posed some issues surrounding my subjectivity as a 

researcher. There was a potential for personal biases to influence how I shape and 

undertake the research or interpret findings, though these experiences could also 

represent strength, helping to develop the research from an informed standpoint. 

Mitigation of personal bias was addressed by using measures such as respondent 

validation and independent analysis of samples of data relevant to the key findings by 

another researcher (Smith and Noble, 2014). Personal reflexivity as a concept and 

process helped me to maintain awareness of and manage these potential biases 

(Dowling, 2006). The process started with reflecting on my journey as a paramedic and 

researcher. 

 

I qualified as a paramedic at a university based in Poland and worked for a Polish 

ambulance service. While studying paramedic science, I was seconded to a Finnish 

university for a semester. During the secondment, I was exposed to differences in 

practices and culture in another country in the ambulance service context. I emigrated to 

the UK, and it took me several months to obtain all required certificates to work as an 

ambulance care assistant while still waiting for the paramedic qualification to be 

recognised by the regulatory body. Eventually, I registered and started practising as a 

paramedic again by joining an NHS trust. These experiences had many similarities with 

the current study’s participants, but my journey was not a result of a formal international 

paramedic recruitment campaign. Later, as a member of middle management, I was 

asked to help recruit Polish paramedics and was involved in the assessment, interviews 

and selection of candidates. Therefore, I experienced international recruitment from two 

perspectives: the recruit and the recruiter. These personal experiences shaped and 

influenced the research process and interpretation of the results. 

 

A few months after enrolling on the PhD pathway, I secured a lectureship. This required 

an identity transition from a clinician to an academic. My experience reflected these cited 

by other allied health and nursing colleagues (Murray, Stanley and Shelley, 2014). 

Despite the steep learning curve and necessity to develop a range of new skills and 
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knowledge, I felt becoming a paramedic academic had a positive influence on my 

development as a researcher and PhD. Looking at my transition through a constructivist 

lens, it was a process that required social, psychological and educational adaptations 

dictated by differences in the context of the workplace and organisational culture (Jindal-

Snape, 2016). This period of intensive learning felt productive, but I also regard it as a 

time of increased stress and burnout. 

 

5.5 Conclusion 

Chapter 5 presented a discussion about how the ITP training needs can be better met to 

facilitate a smooth transition. The findings from the literature review and stages 1 and 2 

were synthesised, facilitating a more in-depth interpretation and allowing the research 

steps to complement each other. The discussion was organised in line with the three 

dominant themes of communication, cultural variation and support. The key areas linked 

to communication were the impact of the setting and the party ITPs communicated with on 

the confidence and perceived ease. ITPs found communication over the radio particularly 

challenging, and many of them found it difficult a year after being in the operational role. 

Furthermore, the study demonstrated a correlation between improvements in confidence 

in communicating with the selected stakeholders and in selected settings and the time 

ITPs practised in England. This observation led to the recommendation to consider using 

the SBE methodology to expose ITPs to some of the challenging settings or to local 

accents and technical terminology early in the transition period, where they have 

exposure, and constructive feedback can be provided.  

 

The study contributed to a better understanding of the challenges associated with 

language skills assessment and formal English courses. It was concluded that using them 

on their own to assess language competence or to develop language skills then used in 

healthcare settings was often not enough. The survey also demonstrated inconsistent 

access to language tuition. Even if it was offered, only some ITPs used it. The survey 

demonstrated that underdeveloped communication skills sometimes made an impression 

of unfamiliarity or shortfalls in knowledge. This was shown by the finding that 80% of ITPs 

felt ready to use the equipment following the induction programme, with some stating they 

used the same equipment in Poland as England, yet, some managers and colleagues felt 

ITPs were not familiar enough. When asked about it, some ITPs said the language was 

the barrier to working with equipment.  
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Examples of cultural variation in the context of the ITP transition were also discussed. 

Focus group participants discussed how ITPs are perceived to undertake much overtime. 

However, the survey demonstrated that ITPs did not do more overtime than other 

members of the English paramedic workforce. Another identified cultural variation was 

related to how the paramedic profession is regulated and what ITPs must do to be able to 

practice in England. Some ITPs faced registration delays and could not work to the 

paramedic scope of practice. This prompted the consideration of potential skill decay. 

Furthermore, there was reported variation related to leadership culture. Survey findings 

supported identified needs during focus groups that more could have been done to 

develop leadership skills in ITPs.  

 

There were also several points made presented under the theme of support. ITPs 

experienced inconsistent support packages. This was linked to differences in employers' 

interpretation of what approach was most appropriate, followed by the evolution of the 

approach when the subsequent cohorts joined the service. Examples included the length 

of induction programmes, ambulance driving courses, and appointing a regional manager 

to oversee ITP support. Some findings related to support in the HCPC application 

process. These led to the conclusion that with some minor adjustments, there is a 

potential for making the process smoother, shorter and less worrying for the applicants. 

The NMC produced a checklist for international applicants supporting quality assurance of 

the completed forms before submission (NMC, 2022a).  

 

ITPs' experiences relating to support varied. Focus groups captured discussions about 

managers who faced quandaries with not enough time to sufficiently support existing 

teams and not receiving adequate training to support overseas staff. Communication 

about the international recruitment campaigns and ITP’s background and scope of 

practice was said to be lacking, especially when the first cohorts arrived, but improved 

over time. Furthermore, ITPs reported being well supported by British colleagues. The 

characteristic of ambulance service as a workplace was a positive one. Based on this 

study's findings, ITPs benefited from one-to-one time during shifts with British-trained 

staff. It facilitated better integration with the team and support in acculturation and the 

development of some of the skills like language skills where local staff members would 

explain certain aspects to ITPs. 

 

In the next, final chapter, original contributions to knowledge are summarised followed by 

the proposed recommendations for future research, education and ambulance policy.  
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Chapter 6: Original contributions to knowledge and 

recommendations 

Chapter 6 focuses on two areas. It first highlights the original contributions to knowledge 

this project offers. Secondly, recommendations for future research, education and 

ambulance service policy are proposed based on the contributions to knowledge of the 

current study and broader evidence base. 

 

6.1 Original contributions to knowledge 

The original contributions have been presented in chapters 3, 4 and 5, and in this section 

they are listed to succinctly summarise them and emphasise their importance. 

 

As demonstrated in chapter 2, the literature review highlighted gaps in the existing 

evidence. The evidence base has grown considerably over the last decade and during the 

course of the current study. However, (1) most published papers were observational and 

qualitative, and their findings were not validated in the broader population; (2) their focus 

was on the nursing workforce, with some papers looking at other professions. The review 

did not find publications specifically on ITPs migrating from non-English-speaking 

countries to England. Therefore, the general contribution to knowledge linked to the study 

design is threefold. First, the evidence base was used as the foundation to shape the topic 

guide for the qualitative study focus groups and then used the emergent themes to 

construct the questionnaire. This allowed themes to be validated in the broader population 

and to explore and measure the challenges and barriers to effective transition. Second, 

the design of stage 1 allowed the exploration of experiences from three perspectives; from 

the perspective of ITPs, UK-trained staff and the management team. This approach 

addressed the limitations of most other studies in the evidence base, i.e. not 

representative of all stakeholder perspectives and mostly qualitative, and not followed by 

a study measuring findings' generalisability to a wider population. Third, this mixed 

methods study explored the experiences of overseas-trained paramedics during their 

transition into roles in NHS ambulance services in England. Therefore, it was the first to 

explore and measure the topics specific to the ambulance service and paramedic 

contexts. 

 

The significance of contributions to knowledge is linked to the demand for international 

recruitment. The conclusions of this study are very timely and could be useful to 

employers planning to recruit paramedics from overseas and ITPs themselves. At the time 
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of completion of this project, there was an estimated 10 million shortage of health workers 

worldwide (Caulfield and Milling, 2022). As presented in chapter 1, as part of the 

workforce plan, the NHS aims to recruit at least 5,000 nurses from overseas a year 

(King’s Fund, 2021). The introduction of incentives illustrates the UK Government's 

commitment; NHS England allows NHS trusts in England to claim £7,000 per overseas 

nurse recruited in 2023 (Caulfield and Milling, 2022). NHS ambulance trusts intend to 

continue complimenting their domestic recruitment with ITPs, too (Health Education 

England, 2022). Therefore, the international recruitment of healthcare professionals, 

including paramedics, is set to continue. 

 

Nevertheless, NHS trusts are losing as many as 50% of their recruits within the first year 

of their employment (Olsen, 2022). Hence there is a scope to utilise the unique 

contributions from the current project in efforts to improve international workforce 

transition experiences. That could potentially improve retention rates. However, the 

assessment of such a correlation will require further research. 

 

During the course of this project, it became apparent that ITP transition experiences can 

be grouped under three themes. The original contributions to knowledge related to each 

theme are summarised below.  

 

6.1.1 Communication 

The current study's results helped identify communication as one of the key areas 

employers could influence to positively impact ITPs' transition. The original contributions 

to knowledge in this area included the reported confidence level in communicating with 

patients, colleagues and other stakeholders within the first three months of operational 

work and after a year. This is the first study to look specifically at these group categories 

and the perceived changes after 12 months. The study demonstrated that over 80% ITPs 

are at least confident in face-to-face communication at work and outside after a year of 

practice in England. Communicating over the radio or telephone was more challenging 

and about 25% of them felt underconfident after a year. This demonstrated significant 

improvements in confidence levels and highlighted areas where more can be done to 

better support ITPs in transition. The study also identified nuanced variation in efficiency 

of communication dependent on specific environments and media. For example, 

communication over the radio is one example that a substantial proportion of ITPs found 

challenging even after months of exposure, and it is unique to ambulance services, where 

clear communication with the control centre is vital. The identified environments that 
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proved complex to communicate in for ITPs included noisy environments like a nightclub 

or a busy road traffic collision scene. Settings were communicating with numerous people 

at once as well as those where there was a lot of background noise were comparable; 

about 40% reported communication difficulties after a year of practice. Social settings 

were not as trying, with about 85% finding it easy to communicate after 12 months. These 

findings are a unique contribution to knowledge specific to ITPs and ambulance contexts. 

This project also contributed to a better understanding of ambulance service approaches 

to the development of ITP language skills. A third of ITPs reported having been offered 

formal English tuition, and half of them engaged with formal language courses and 

indicated why. This prompts the question of whether formal English classes alone are 

sufficient to support professional skill development. Results showed that 80% of ITPs felt 

ready to use the equipment following the induction programme. Some stated they used 

the same equipment in Poland as in England, yet, some managers and colleagues felt 

ITPs were not familiar enough. When asked about it, some ITPs said the technical 

terminology was the barrier to working with equipment. 

 

The language barrier is significant to ITPs from non-English speaking countries. However, 

the study also captured observations made by UK staff and ITPs that patients from Polish 

communities benefited from care delivered in their own language. Nevertheless, it was 

pointed out that sometimes opportunities to use these skills were not used. 

 

6.1.2 Cultural variation 

The unique contributions captured under this theme provide an understanding of the 

perceptions of the impact of socio-cultural and professional role variation between the two 

countries. ITPs were not exposed to the same culture shock as health workers migrating 

from Eastern to Western countries. However, this study is the first to capture what areas 

related to culture ITPs felt sufficiently and insufficiently prepared. The areas were selected 

based on observations made by focus group participants from three populations, as 

pointed out at the beginning of section 6.1. The differences were perceived to be related 

to social norms, organisational culture, health and ambulance service configurations, 

leadership culture and how the paramedic profession is regulated. This study highlights 

that ITPs have a lot to learn in terms of social norms; 78% reported changing the way they 

addressed patients, how direct they were or the tone they used. Focus groups facilitated 

the exploration of these differences. Some of them included the different approaches to 

consent procedures; more than half of the respondents did not feel these differences were 

sufficiently explained to them. The leadership organisation within ambulance services in 
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the two countries differed significantly. About half of ITPs felt they could be better 

prepared to operate within these structures after completing the induction programme. 

Furthermore, this study provides evidence that ITPs need a better introduction to the 

operational roles in English ambulance services. These original contributions to 

knowledge are specific to ITP populations and ambulance contexts. 

 

This study provides some of the first evidence in the area of cultural diversity and ITP 

practice. Ambulance employers and ITPs could do more to better understand the diversity 

of the UK society and the needs of the local communities served by the employing 

ambulance trusts; 45% felt sufficiently prepared in this area. In addition, the study 

provides the first evidence allowing the understanding of the professional registration 

process for international applicants. Some potential issues related to the process were 

highlighted, including the time ITPs had to wait before being registered and considerations 

about the implications of not practising and potential skills decay. 

 

6.1.3 Support 

The study indicates the ITP support needs and demonstrates where standardisation and 

policy change can be advantageous. ITPs experienced different approaches to how 

employers supported them to make their transition smooth. The induction programme 

length and content varied significantly from one ambulance service to another. Most time 

of the induction programme was assigned to the driving course. Once ITPs completed 

induction programmes, they began their operational work. The support they received 

during this phase of transition was offered by the operations management team. Similar to 

other areas, there was a degree of variety. This study focused on Polish ITPs; 

nevertheless, these findings could potentially be applied to other populations. Other ITPs 

have to satisfy the same driving regulations. Therefore, they will have to undertake the 

same length of ambulance driving course and assessment. The findings related to 

leadership and supervision could apply to any ambulance staff member, not only ITPs. 

Hence, these unique contributions to knowledge could be applied to healthcare workers' 

transition into the domestic health workforce more generally. 

 

This study was the first to explore and measure the support perceived by ITPs. The 

experience was not uniform and depended on the capacity and capability of the 

management team. Some managers faced challenges linked to not having enough time to 

support the existing teams, exacerbated by the arrival of ITPs, with some having 

additional development needs. Both managers and British-trained staff could be better 
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communicated with about the background of the international recruitment campaigns, 

explaining ITP role and qualification and scope of practice during the transition. Managers 

could also be better prepared to support ITPs. Focus group participants reported not 

receiving additional training and relying on their existing abilities and creativity to support 

foreign staff. However, most British colleagues were reported to be very supportive and 

understanding, offering help with various skills and areas that ITPs had to develop. In 

some ways, the challenging nature of the ambulance work setting facilitated an improved 

transition experience. Helping to overcome some aspects of the transition that other 

international health professionals struggled with, for instance, understanding the scope of 

practice, educational background or the culture that ITPs used to operate in back in 

Poland. Therefore, British-trained colleagues were vital in supporting the ITP transition 

and integration with the broader team. Working mainly with one other person on an 

ambulance was unique to the populations of this study, presenting another original 

contribution to knowledge.  

 

The study was also the first to generate evidence that about 40% of ITPs required 

psychological support during the transition. ITPs reported feeling isolated and lonely at 

times and unaware of the available well-being support mechanisms offered by the 

employer.  

 

6.2 Recommendations for future research, education, practice 

and ambulance service policy 

Recommendations are grouped in line with the ITP journey, i.e., recommendations for the 

induction programme, preceptorship, and future research. Each section incorporates 

recommendations for education, practice and policy. This section should be read in 

conjunction with the International Recruitment Toolkit produced by Health Education 

England (2021). The commitment to international recruitment led to investment in the 

development of materials available to NHS organisations (Thorlby et al., 2021). The toolkit 

is a comprehensive guide to encourage and enable good practice (NHS England, 2022). 

Although the tool is mainly based on shared experiences and practices, not on empirical 

evidence, it allows an employer to consider a broad range of areas, from financial 

consideration to a list of examples of support mechanisms offered by NHS employers in 

their previous recruitment campaigns.   

 

All recommendations below are based on the findings from the current project, literature 

review and evidence, including evidence on the effectiveness of SBE and preceptorship. It 
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is important to note that population-level validity should be evaluated if any 

recommendations are implemented. Furthermore, despite the focus on Polish ITPs and 

their experiences of working for English ambulance services, some of the 

recommendations and findings can be considered for their transferability to other 

countries and professions. Similar to those who were found transferrable from other health 

professions to the paramedic population. 

 

6.2.1 Induction programme 

The first area identified for potential efficiency gains is the induction programme. This 

study defines it as a period between the beginning of employment with an ambulance 

service based in England and the beginning of the operational duties. It is an internal 

course covering the introduction to the organisation, organisational orientation, corporate 

induction, introduction to internal policies and protocols and others. This project identified 

a range of facilitators and barriers that impacts the smooth transition of ITPs into their 

roles with English ambulance services. These findings and the broader literature on the 

topic were used to develop the recommendations.  

 

Survey respondents represented the ITP population from three ambulance services that 

recruited the most paramedics from Poland. The survey demonstrated a high level of 

variety in the length of the induction programme, driving course, and their content. 

Therefore, it is recommended that the length and content are standardised. The content 

should reflect the developmental needs of the ITPs and the needs of the patients they will 

provide services to. This study contributes to a deeper understanding of what areas 

require to be considered for further development. The development of communication 

skills and acculturation are considered the most important areas. Further areas include 

training needs assessment, leadership skills, understanding of consent processes and 

supporting ITPs to develop an understanding of the diversity of the local community.   

 

6.2.1.1 Simulation-based education 

As previously highlighted, the SBE is embedded in the delivery of health professions 

education and is recommended by regulators, including the GMC, NMC and HCPC. This 

teaching methodology was proven to have a substantial positive impact on the 

professional confidence of health students and positively affect knowledge acquisition 

(Fuglsang et al., 2022) and a large positive overall effect on teaching effectiveness and 

learner satisfaction (Chernikova, Heitzmann and Fischer, 2020). Therefore it is 

recommended that the benefits of the methodology are applied to ITP induction 
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programmes to address some of the issues identified by the current study to better 

understand and meet their training needs.  

 

The assessment of ITPs’ needs is challenging. The current arrangements make it difficult 

to conduct assessments in practice for various reasons. These include the operating 

context of ambulance services. Even if supervision shifts were organised, the nature of 

some of the calls would present a challenge to assess ITPs properly without negatively 

impacting patient care, and there is no guarantee that they would respond to incidents 

creating an opportunity for a thorough assessment. One example is out-of-hospital cardiac 

arrest; they stand for less than 2% of calls ambulance services respond to (Gräsner et al., 

2016). Thus on average, a paramedic will be dispatched to about 10-15 cardiac arrests 

yearly, making it unlikely that the supervisor would respond to a call of this nature during 

the arranged shift. Furthermore, patient outcomes are closely linked to timely response, 

effective leadership, communication and teamwork. This puts additional pressure on both 

the assessor and the ITP. SBE allows these environments to be reconstructed, enabling 

assessments without increasing the risk of patient care errors or delays (Ryall, Judd and 

Gordon, 2016). It is also more cost-effective than supervision shifts where a maximum of 

two ITPs and a supervisor can crew an ambulance.  

 

Most ITPs require support in developing communication skills, understanding 

organisational and social culture and familiarising themselves with local clinical and non-

clinical policies and protocols. SBE experts recommend human roles to be played by 

standardised participants or service users (Steiner Sanko et al., 2020). Scenarios 

developed in line with SBE methodology could include local service users or standardised 

participants. This would facilitate ITP exposure to the English language spoken with local 

accents and the use of colloquialisms. The rationale for this intervention is that the current 

project demonstrated confidence gains among ITPs within months after starting the 

operational work. The benefit of SBE would be that they are exposed to local operating 

contexts earlier in the process, and the safe learning environments can facilitate early 

exposure and allow ambulance educators to offer constructive feedback to accelerate ITP 

development in this area. The literature exploring other professionals’ experiences found 

that IRNs could not self-assess their communication skills until working with patients and 

only then focus and prioritise their learning (Ghazal et al., 2020; Hadziabdic et al., 2021; 

Högstedt et al., 2021).  

 

The current project identified environments that ITPs reported to be difficult to 

communicate in. SBE methodology incorporates simulation modality, i.e., referring to the 
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type of used simulation equipment, simulation facilitators or standardised participants, and 

simulation fidelity, a term referring to the degree of reality recreated through the use of 

equipment, setting and scenario (Carey and Rossler, 2022). High fidelity and modality 

improve simulation effectiveness and allow learners to be better prepared for practice 

(Adamson, 2015). Therefore, it is recommended to introduce simulation scenarios 

reconstructing the identified settings or circumstances to help ITPs develop strategies to 

improve confidence and competence. Examples of high-fidelity and high-modality learning 

activities would be setting a scenario in a room with loud background noise and asking 

ITPs to assess and manage the patient, to then pass a pre-alert message via radio to the 

control room.  

 

6.2.1.2 Other areas 

Some of the areas identified as important to be covered in the induction programme can 

be delivered utilising other methods. It is recommended that ambulance services consider 

using body-worn camera (BWC) recordings to aid familiarisation with providing care to 

minority groups in the region they will be operating in. It has become a common practice 

in England that ambulance service staff have access to BWC (Dewar et al., 2019). 

Following appropriate consent procedures and working with representatives of local 

communities, it may be a cost-effective and efficient way to better prepare ITPs to 

practice. This is an alternative to inviting a service user to sessions during the induction 

programmes. However, the cost and practicalities may mean that it is not possible to 

arrange for all cohorts of onboarding ITPs. Evaluating the intervention and disseminating 

findings to share experiences and evidence generated would be helpful to other 

organisations.  

 

During the qualitative phase of the study, it was found that ITPs found it challenging to 

conceptualise what they were being taught during the induction programme. It is proposed 

to consider introducing a couple of observational shifts during the induction programmes 

as soon as it is practical (e.g. following the issue of the uniforms) to motivate ITPs and 

help them focus during the rest of the induction. Literature on briding programmes 

suggests that these courses are essential but not always enough to achieve their set 

objectives (Hogstedt et al., 2020). However, the studies found are of qualitative and 

observational nature. Therefore, experimental research is recommended to establish the 

causal effect of the proposed intervention.  
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Other findings of the project were related to leadership skills and consent processes. 

Leadership cultures were reported to differ in Poland and England, and many ITPs did not 

feel sufficiently prepared in this area. Leader development in healthcare is a complex 

topic. The West et al. (2015) summarised evidence base in a report concluding leader 

development is context-sensitive. Consequently, there are limited opportunities to prepare 

ITPs before they begin their employment with the recruiting ambulance service. It is 

recommended that leadership training is incorporated into the ITP induction programme. 

The training should allow ITPs to learn about the leadership culture in England, 

demonstrating how leaders interact with one another and other staff members in the 

context of the ambulance service (van Diggele et al., 2020). Furthermore, ITPs require 

support in developing an understanding of values related to the NHS leadership model, 

incorporating being a role model, the emphasis on accountability, autonomy, teamwork 

and the focus on the common purpose, improved patient outcomes (McKimm and 

Swanwick, 2011; West et al., 2015; van Diggele et al., 2020). Similar to the other 

recommendations, this training should be evaluated if implemented and findings shared.  

 

The cross-sectional survey demonstrated that less than half of ITPs felt they understood 

informed consent sufficiently. Focus group participants provided examples of how some 

ITPs found cultural differences related to informed consent for care frustrating, citing a 

potential negative impact on patient experience. It is recommended that employers 

consider an introduction of a session during the induction programme with set learning 

outcomes to inform ITPs about the consent procedures in the local consent. Informed 

consent can mean different things to people from different countries. In England, it is 

about educating patients about the benefits, risks and freedom of choice of a proposed 

procedure or intervention (Shah et al., 2022). Focus group participants observed ITPs and 

paramedics from other countries exercise presumed consent, i.e., that the patient 

consented to treatment at the time of the call and is presumed until stated otherwise. This 

could have severe implications if practised in the NHS context and should be clarified and 

corrected.  

 

6.2.2 Preceptorship 

The original contribution to knowledge of the current project incorporates findings related 

to the support ITPs perceived to receive during their transition to practice in England. This 

section lists and explains a range of recommendations for practice, education and policy 

linked to the preceptorship. Preceptorship is defined as ‘a period of structured transition to 

guide and support all newly qualified practitioners, from student to autonomous 
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professional, in order to develop their practice further’ (NHS England, 2022). Its principles 

were adapted to develop new to the UK ITPs instead of newly qualified professionals. The 

recommendations are ITP population-specific and entail preceptor and preceptee training, 

peer support mechanisms, holistic support and adequate infrastructure for support.  

 

NHS ambulance services in England have a preceptorship policy in place. As discussed in 

more detail in chapter 1, some of the policies include international practitioners registering 

with a UK regulatory body in their definitions of a preceptee. Some, but not all of them, 

and those that do, have very limited differentiation and guidance specific to the 

international workforce (East of England Ambulance Service, 2022). Therefore it is 

recommended that policymakers from ambulance services engaging in the international 

recruitment of paramedics consider providing a framework in which decisions relating to 

ITP support are defined within the preceptorship policy. It can help to standardise, test 

and improve the support ITPs receive in this crucial period of their transition to practice in 

England. The policy will help set clear objectives and milestones, so ITPs and their 

preceptors know what to expect from themselves and each other. The rationale for using 

preceptorship as a support mechanism is based on this project’s findings and existing 

evidence suggesting an overall positive effect preceptorship had on health practitioners’ 

transition to practice with studies supporting a higher level of overall competence, gains in 

reported confidence and job satisfaction, and reduction in reported stress levels and 

intention to leave (Riden, Jacobs and Marshall, 2014; Edwards et al., 2015; Van Camp 

and Chappy, 2017; Kenny et al., 2021). There is also some evidence linking higher 

retention rates and higher quality of care with cost savings for health organisations in the 

longer term (Charette et al., 2022) and if left without this additional support transitioning to 

practice clinicians will almost certainly experience the first months as a negative period 

(Brown, Chapman and Graham, 2007). 

 

Furthermore, in addition to distinguishing the preceptorship for ITPs and newly qualified 

practitioners, the policy is recommended to provide guidance for ensuring that relevant 

resources and mechanisms are in place to support all stakeholders. This includes 

allocated time for preceptor and preceptee training, appropriate paperwork and access to 

IT systems (Sherman, 2007). The current policies do not provide guidance in terms of 

skills and knowledge a preceptor should have to be able to support ITPs. These 

recommendations are based on findings from focus groups and then validated with the 

survey findings that members of the management team were not trained adequately. 

Neither were they allocated enough time to support ITPs. However, the existing policies 

provide structures for effective preceptorship (Covell and Rolle Sands, 2021; Charette et 



200 
 

al., 2022). Therefore, it is recommended that employers consider the current practice 

evaluation to critically appraise different aspects of a programme and establish why as 

many as 50% of ITPs did not know who was their line manager and the person 

responsible for ensuring access to appropriate support. Moreover, it is recommended that 

the programme evaluation includes the study of implementation, satisfaction, resources, 

unforeseen effects and long-term effects on broader service (Edwards et al., 2015; Kenny 

et al., 2021; Charette et al., 2022). The evaluation will support the evidence base for 

future decision-making about the investment in international recruitment and ITP support 

(The Health Foundation, 2016).  

 

ITPs felt well-supported by their peers, although not all of them were exposed to formal 

arrangements to allow peer support from domestic staff or ITPs from previous cohorts. 

Both were recognised as facilitators for effective interventions to aid the transition to 

practice for other international health professionals (Balante et al., 2021). However, 

domestic ambulance staff cited that they did not understand well enough what the 

development needs of clinicians who migrated from overseas were or how to best support 

them. Thus, employers are recommended to consider developing formal peer 

arrangements utilising members of domestic teams and experienced ITPs during the 

preceptorship period.  

 

6.2.3 Further recommendations 

Three further recommendations are presented here as they either overlap or do not fit the 

two periods above. They include professional registration support, considerations when 

the process is prolonged and exploration of learning opportunities.   

 

Some ITPs, similar to other migrating health professionals, experienced delays in 

registration with the regulatory body processes. The current study was the first to measure 

the average length of time it took international paramedics to register and explored some 

of the reasons for the delays. Some of the reasons were considered avoidable if 

addressed early. The first recommendation is to consider providing recruits with 

information about the HCPC requirements soon after they are offered employment. 

Suppose they are still in the country they qualified, they can be advised to collect the 

required supportive documents to avoid having to travel back and incur additional costs 

and could prevent anxiety related to uncertainty with delayed registration. The second 

recommendation is to introduce quality assurance mechanisms to review the quality of 

completed applications before submission. Many reported rejected applications due to 
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missing signatures or incorrectly filled sections. Some ITPs stated that this was offered to 

them, and others that it was not. If introduced as a standard, it could be an efficient way to 

speed the application process up. The final recommendation is to consider running 

application workshops for ITPs who are completing the forms and step-by-step guide 

production that could be shared with ITPs who need them.  

 

The cross-sectional survey showed that more than half of ITPs waited more than six 

months to register, and some over 24 months. Their employers are advised to consider 

skill decay prevention. Evidence suggests that time out of practice ranging from 6 to 18 

months led to skill and knowledge decline in various health professionals (GMC, 2014; 

Gawad, Allen and Folwer, 2019). The validity of this evidence in the specific population of 

the current study is uncertain because ITPs who were awaiting their registration kept 

practising in a capacity of an ambulance technician or emergency care assistant. 

However, there is still a degree of risk that some paramedic skills will decline over time 

when underutilised, and it is recommended as an area for future research.  

 

The final recommendation is to consider the exploration of knowledge and practices 

known and used by ITPs in Poland, not currently utilised in England, that would translate 

into better patient outcomes. It is common in the NHS Ambulance services to have 

mechanisms enabling staff members to make quality improvement suggestions (NHS 

England, 2019), but there are examples of healthcare improvements after the overseas 

clinicians shared what was standard practice in their country of origin with colleagues in 

the UK (Buchan & Young 2010). One comparable example in paramedic practice was 

when a paramedic from Poland informed clinical leaders about the overdose symptoms he 

came across in the North of England that none of his colleagues was familiar with. He was 

exposed to patients with desomorphine overdose symptoms in Poland, a semi-synthetic 

opioid drug. Patients presented with a characteristic blackening to the skin, resembling 

crocodile skin. Thus the street name krokodil, a crocodile in Russian. Thanks to his unique 

knowledge, other clinicians were made aware of the new narcotic used in some 

communities through the publication of a clinical bulletin (NWAS, 2018). Therefore, the 

recommendation to employers is to consider encouraging ITPs to voice any suggestions 

for quality improvement.  

 

6.3 Thesis conclusion 

This research has made a significant contribution to the understanding of the experiences 

of Polish ITPs during their transition into roles in NHS ambulance services in England. By 
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exploring the perspectives of ITPs, UK-trained peers, and supervisors, the study has 

identified key facilitators and barriers to effective transition and shed light on the 

limitations of current induction programmes and support mechanisms. The conclusion 

derived from this investigation is that the existing induction programmes and introduced 

support mechanisms for ITP onboarding have not been entirely fit for purpose, thus 

highlighting an urgent need for improvement to optimise the integration of ITPs into the 

workforce and ensure their successful transition. This thesis provides potential solutions to 

highlighted areas for improvement. 

 

Moreover, the insights and recommendations derived from this research are not limited to 

the experiences of Polish ITPs but may also have transferability to other healthcare 

professionals with international backgrounds transitioning to the UK healthcare system. 

Implementing these recommendations can lead to a more inclusive, supportive, and 

culturally aware work environment, ultimately resulting in improved patient care and 

outcomes through providing the NHS with workforce in the right numbers with the right 

skills, values and behaviours. 

 

In conclusion, this thesis has filled a knowledge gap by providing a comprehensive 

understanding of the experiences and challenges faced by Polish ITPs during their 

transition to practice in England. The study's findings and recommendations, supported by 

their generalisability to the wider population of ITPs, have the potential to substantially 

improve the support provided to ITPs, contributing to the evidence base for future 

decision-making related to international recruitment and support mechanisms. By 

embracing these improvements, NHS ambulance services in England can create an 

environment where ITPs can thrive, leading to a more robust healthcare system and 

better patient care. 
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Appendix H: Studies’ Focus And Relevant Findings 

Title Author(s) (year) Study focus Summary of relevant findings 

The experiences of foreign-educated 
nurses in Japan: a systematic review 

Abuliezi, Kondo 
and Quian 

(2021) 

The review explored articles 
behind the motivations for 

migration, and experiences 
among IRNs that remained in 
Japan and those that had left. 

Language and communication barriers were the most important factors affecting 
IRNs transition. Challenges mainly orientated communication with colleagues, 
patients and their families. Understanding and filling in medical documentation 

and telephone conversations were frequently highlighted. Experiences related to 
integrating with the existing teams were mixed. Some participants reported a 
sense of isolation and others reported supportive infrastructure in place with 

colleagues helping them to adapt to the new workplace in Japan. 

Experiencing transformation: the case 
of Jordanian nurse immigrating to the 

UK 
 

Al-Hamdan et al. 
(2015) 

Exploration of transition 
experiences of nurses qualified 
in Jordan into their roles in the 

UK. 

The study highlights the importance of social transformation and its part in the 
transitioning process for migrating clinicians. The study identified opportunities 

and challenges encountered by international recruits. These included differences 
in work and organisational patterns, in social norms. 

 

How does culture influence work 
experience in a foreign country? An 

umbrella review of the cultural 
challenges faced by internationally 

educated nurses 

Balante, Broek 
and White 

(2021) 

The project focused on the 
experiences of transition of 

IRNs related to cultural values 
and beliefs. 

Based on the ten papers that had met the inclusion criteria, the authors 
concluded that cultural differences had a significant impact on the transition 

experiences of IRNs. The identified themes included the perception of being an 
outsider, cultural differences impacting communication, and nursing cultures 

making adaptation more challenging. The study also highlighted the scarcity of 
knowledge of how cultural beliefs, values and practices can be better understood 

and addressed by employing organisations. 

The factors impacting personal and 
professional experiences of migrant 
nurses in Australia: An integrative 

review 
 

Chok et al. 
(2018) 

To review the literature that 
explores the factors that impact 
the personal and professional 

experience of IRNs migrating to 
Australia. 

The authors integrated findings from 22 papers. They described eight factors 
impacting on transition experiences of internationally educated nurses. Six of 

them were barriers to transition including issues with visa application, 
qualification recognition, discrimination and feeling an ‘outsider’ and finding 

meaning in the new reality. The two other factors were facilitators to transition 
and included personal support systems and better working conditions in 

Australia than that of the home country. 
 

The experiences of internationally 
qualified registered nurses working in 
the Australian healthcare system: an 

integrative literature review 

Chun, Birks and 
Mills (2018) 

Identification and research 
findings appraisal on the 

experiences of internationally 
qualified registered nurses 
working in the Australian 

healthcare systems. 

The study identified three main themes, transitioning, practising within local 
contexts and experiencing prejudice. The authors recommended adequate and 

timely support in the transition to practice. 



245 
 

Title Author(s) (year) Study focus Summary of relevant findings 

 

Perioperative nurses’ experiences of 
communication in a multicultural 

operating theatre: a qualitative study 
 

Clayton, Isaacs 
and Ellender 

(2016) 

To explore the lived 
experiences of perioperative 

nurses in a multicultural 
operating theatre in Melbourne, 

Australia. 

IRNs cited difficulties in communication as the major barrier to transition into 
their roles in the operating theatre. It was cited that communication challenges 
affected the atmosphere at work and patient care. Authors propose developing 

support mechanisms within the workplace including the existing workforce. 
 

Exploring the experiences of EU-
qualified doctors working in the 

United Kingdom: a qualitative study 
 

Legido-Quigley 
Saliba and 

McKee (2015) 

Exploration of the experiences 
of EU-qualified doctors working 

in the UK 

EU-qualified doctors’ transition experiences were affected by the cumbersome 
qualification recognition process. There was a variety in employer expectations, 

interpretation of regulation and induction programmes structure and length. 
Language barriers were recognised as one of the main barriers in the early 
stages of work in the UK but got subsided over a relatively short time. Most 

participants cited positive experiences when communicating with patients. When 
comparing cultures they stated that UK health organisations tend to be less 

hierarchal and have more emphasis on evidence-based care. Some participants 
expressed concerns over patient safety where junior staff are left to practice 
independently without adequate supervision. Participants also cited very little 

support in terms of understanding how the system works in the UK. 
 

Transition to US practice - 
experiences of internationally 

educated nurses: an integrative 
review 

Ghazal et al. 
(2020) 

Exploration of transition to 
practice experiences of IRNs 

migrating to the USA. 

The review included 18 studies. Seven themes were identified, two of which 
were classed as facilitators and five as barriers. Facilitators of transition were (1) 

support outside and at the workplace, (2) belief in own strength. Barriers to 
transition were (1) perception of education among domestic staff, (2) 

communication skills, (3) cultural differences, (4) differences in practice, and (5) 
legal regulations. 

First year’s work experiences of 
foreign-educated nurses coming to 

Norway from other European 
countries 

Solum, Viken 
and Lyberg 

(2020) 

Exploration of the experience 
of IRNs from the EU and EEA 
in the first year after migrating 

to Norway. 

The main identified theme related to IRNs struggling to adjust to professional 
competence standards. Four subthemes were presented in the paper, (1) 

inadequate support from recruitment agencies prearrival, (2) communication 
challenges, (3) cultural differences, (4) team interactions in the workplace. 

Foreign educated nurses’ work 
experiences and patient safety—A 

systematic review of qualitative 
studies 

Viken, Solum 
and Lyberg 

(2018) 

Exploration of existing 
evidence on work experiences 

of IRNs.   

The main identified overarching theme was “being an outsider” broken down to 
two main themes “cultural dissonance” and “unfamiliar nursing practice”. The 
authors concluded that induction programmes are not long enough and more 
emphasis should be placed on patient safety competencies. They also stated 
that managers should play a bigger role in ensuring the onboarding IRNs are 

accepted as equal team members by the existing workforce. 
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Title Author(s) (year) Study focus Summary of relevant findings 

Migration experiences of foreign 
educated nurses: a systematic review 

of the literature 

Moyce, Lash 
and Siantz 

(2016) 

Exploration of IRNs’ transition 
experiences into the roles in a 

number of host countries. 

The synthesis led to the identification of seven overarching themes; regulatory 
difficulties, language/communication, racism/discrimination, deskilling, 

acculturation, differences in nursing practice and family. 

Professional integration as a process 
of professional resocialization: 
internationally educated health 

professionals in Canada 
 

Neiterman and 
Bourgeault 

(2015) 

Examination of aspects 
modified during the transition 
into roles in the new health 

environment; what is new that 
recruits learn in the host 
country; what happens to 

individuals’ identity. 
 

The authors looked at the study topic through a dynamic lens of professional 
resocialisation. Internationally-recruited health workforce had to unlearn some of 

the ways of practising skills and knowledge and learn the local norms. 

Overseas Qualified Nurses’ (OQNs) 
perspectives and experiences of 

interprofessional and nurse-patient 
communication through a Community 

of Practice lens 

Philip et al. 
(2019) 

Exploration of barriers and 
enablers of clinical 

communication experiences of 
IRNs. 

Two main themes were identified. The first was associated with the impact of 
IRNs’ perception of themselves and how these perceptions were affected by 

language adaptability and preparedness. The second theme was about 
interactions with host staff members and patients; how these interactions 
changed depending on expectations, adjustments made and progression. 
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Appendix I: Studies Included In The Evaluated Literature Reviews  

Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

The experiences of foreign-educated 
nurses in Japan: a systematic review 

Abuliezi, Kondo 
and Quian 

(2021) 

Systematic review Japan Indonesian and Filipino educated nurses pre and post 
registration. The review included 25 papers; 11 qualitative, 13 

quantitative and 1 mixed methods.  
 

Ariji et al. (2014) n=42 
Asai (2018) n=9 

Efendi et al. (2013) n=25 

Efendi et al. (2016) n=5 
Goto (2018) n=379 

Hatanaka & Tanaka (2013) n=11 
Ichikawa & Uesugi (2019) n=67 
Ikeda (2016) n=117 
Ikeda (2017a) n=10 
Ikeda (2017b) n= 117 
Ino & Watanabe (2014) n=33 
Ito (2019) n=10 

Kinkawa et al. (2013) n=208 
Kurniati et al. (2017) n=15 
Morioka et al. (2016) n=8 

Nagae et al.（2013）n=3 

Nakamura & Ozaki (2013) n=10 
Nugraha & Hirano-Ohara (2014) n=148 
Nugraha & Hirano-Ohara (2016) n=92 

Ogasawara (2015) n=23 
Sato et al. (2016) n=71 

Sumiya et al. (2018) n=13 
Takahashi et al. (2016) n=13 
Yamamoto & Higuchi (2015) n=9 
Yamamoto & Mizukami (2018) n=72 

 
Total n=1510 

How does culture influence work Balante, Broek Umbrella systematic Global An umbrella review synthesising findings from 10 reviews. 
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Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

experience in a foreign country? An 
umbrella review of the cultural 

challenges faced by internationally e 
educated nurses 

and White (2021) review Separately the studies explored 202 papers. There was some 
overlap in terms of papers being reviewed by more than one 

systematic review. 
 

Included reviews and number of studies included within them: 
 
Garner et al. (2015) n=29 
Javanmard et al. (2017) n=27 
Konno (2006) n=12 
Lin et al. (2018) n=8 
Newton et al. (2012) n=21 
Montayre et al. (2018) n=7 
Pung and Goh (2017) n=24 
Xu (2007) n=14 
Zanjani et al. (2018) n=36  
Zhong et al. (2017) n=24 

 

The factors impacting personal and 
professional experiences of migrant 
nurses in Australia: An integrative 
review 
 

Chok et al. 
(2018) 

An integrative 
systematic literature 

review 

Australia 22 papers exploring transition experiences of nurses with a 
non-English-speaking background. 

 
Armstrong (2003) personal account 
Brunero et al. (2008) n=56 
Deegan and Smikin (20) n=13 
Hawthorne (2001) discussion paper 
Jackson (1995) n=9 
Jackson (1996) n=not provided 
Konno (2006) literature review 
Konno (2008) n=24  
Limpangog (2016) n=20 
Mapedzahama et al. (2012) n=14 
Omeri and Atkins (2002) n=5 
Sidebotham (2010) n=18 
Smith (2010) n=13 
Smith et al. (2011) n=13 
Stankiewicz and O’Connor (2014) discussion paper 
Takeno (2010) n=5 
Vafeas (2013) n=21 
Walter (2008) n=16 
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Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

Wellard and Stockhausen (2010) integrative review 
Zhou et al., (2010) n=28 
Zhou et al. (2011) n=28 
Zhou (2014) n=28 
 
Total n=311 (exl. literature reviews included) 

The Experiences of Internationally 
Qualified Registered Nurses Working 
in the Australian Healthcare System: 
An Integrative Literature Review 

Chun, Birks and 
Mills (2018) 

An integrative 
systematic literature 

review 

Global 
 

16 articles exploring transition experiences of nurses with a 
non-English-speaking background.  

 
Brunero, Smitch and Bates (2008) n=56 
Dywili et al. (2012) systematic review 
Francis et al. (2008) n= not provided, pilot study 
Gillespie et al. (2012) n=6 
Jeon and Chenweth (2007) discussion paper 
Kawi and Xu (2009) integrative study 
Kishi et al. (2014) n=14 
Mapedzamhama et al. (2012) n=14 
O’Neill (2011) n=10 
Smith, Fisher and Mercer (2011) n=13 
Takeno (2010) n=5 
Timilsina Bhandari, Xiao and Belan (2015) n=151 
Wellard and Stockhausen (2010) integrative review 
Xiao, Willis and Jeffers (2014) n=44 
Zhou et al., (2010) n=28 
Zhou et al. (2011) n=28 
 
Total n=369 (excl. literature reviews included) 

 

Transition-to-U.S. Practice 
Experiences of Internationally 
Educated Nurses: An Integrative 
Review 

Ghazal et al. 
(2020) 

An integrative review USA Eighteen studies were included exploring transition to practice 
experiences of IRNs employed by US healthcare organisations.  

 
Eleven studies were qualitative: 

 
Connor (2016) n=20 
Dicicco-Bloom (2004) n=10 
Ho (2015) n=5 
Iheduru-Anderson & Wahi (2018) n=6 
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Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

Jose (2011) n=20 
Lin (2014) n=31 
Sherman & Eggenberger (2008) n=31 
Wheeler, Foster, & Hepburn (2013) n=82 
Wheeler, Foster, & Hepburn (2014) n=82 
Wolcott, Llamado & Mace (2013) n=13 
Yi & Jezewski (2000) n=12 
 
Six studies were quantitative: 
 
Beechinor & Fitzpatrick (2008) n=73 
Ea et al. (2008) n=96 
Geun, Redman & McCullagh (2016) n=201 
Jose et al. (2008) n=105 
Ma et al. (2010) n=128 
Pittman et al. (2014) n=502 
One case study: 
Liou & Cheng (2011) n=1 
 
Overall total n=1418 

Foreign educated nurses’ work 
experiences and patient safety—A 
systematic review of qualitative 
studies 

Viken, Solum 
and Lyberg 

(2018) 

Systematic review of 
qualitative research 

Australia,  Canda, 
Iceland, Saudi Arabia, 

UK, USA, 

Seventeen qualitative studies were included.  
 

Almutairi et al. (2015) n=24 
Alexis (2013) n=12 
Alexis and Shillingford (2011) n=13 
Allan (2010) n=93 
Connor and Miller (2014) n=20 
Estacio and Saidy-Khan (2014) n=11 
Jose (2010) n=20 
Kishi et al. (2014) n=14 
Liou and Cheng (2011) n=4 
Lin (2013) n=31 
Magnusdottir (2005) n=11 
Smith et al. (2011) n=13 
Tregunno et al. (2009) n=30 
Wheeler et al. (2013) n=20 
Xiao et al. (2014) n=24 
Yu, Gutierrez, & Kim (2008) n=9 
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Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

Zhou (2014) n=46 
 
Total n=395 

Migration Experiences of Foreign 
Educated Nurses: A Systematic 
Review of the Literature 

Moyce, Lash 
and Siantz 

(2016) 

Systematic review UK, USA, Canada, 
Germany, the 

Netherlands, Spain and 
Australia 

 

Varied populations, mainly IRNs. 44 studies (25 qualitative; 16 
quantitative; 2 mixed methods). 

 
Aiken (2007) secondary research 
Alexis and Vydelingum (2004) n=12 
Alexis and Vydelingum (2009) n=44 
Alexis and Shillingford (2012) n=13 
Allan and Larsen (2003) no access 
Alonso-Garbayo and Maben (2009) n=21 
Batnitzky and McDowell (2011) n=58 
Bieski (2007) editorial 
Bland and Woolbridge (2011) n=10 
Blythe et al. (2009) n=39 
Brunero, Smitch and Bates (2008) n=56 
Bruyneel et al. (2013) n=33,731 
Cheng and Liou (2011) n=195 
Cuban (2010) n=23 
de Leon Siantz (1997) editorial  
de Veer et al. (2004) n=987 
Dicicco-Bloom (2004) n=10 
Ea et al. (2008) n=96 
El-Jardali et al. (2008) n=200 
El-Jardali et al. (2011) n=1793 
Gross et al. (2011) secondary research 
Hagey et al. (2001) n=9 
Hawkes et al. (2009) n=99 
Hendel and Kagan (2011) n=132 
Humphries Brugha and McGee (2008) literature review 
Humphries Brugha and McGee (2009) n=21 
Humphries Brugha and McGee (2012) n=21 
Jackson (2006) literature review 
Jauregui and Xu (2010) no access 
Kohi et al. (2010) n=1,374 
Larsen (2007) n=93 
Liberati et al. (2009) literature review 
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Title Author(s) (year) Methodology/Methods Host Country Participants (n=) 

Ma et al. (2010) n=128 
Magnusdottir (2005) n=11 
Masselink and Lee (2010) n=11 
Matiti and Taylor (2005) n=12 
Mej’ia, Pizurki and Royston (1979) report 
O’Brien (2007) n=63 
Okougha and Tilki (2010) n=13 
Padarath et al. (2003) literature review 
Palese et al. (2006) n=17 
Ronquillo et al. (2011) n=9 
Ronquillo (2012) n=9 
Schumacher (2011) secondary research 
Sherman and Eggenberger (2008) no access  
Takeno (2010) n=5 
Tregunno et al. (2009) n=30 
Turrittin et al. (2002) n= not stated 
Ujvarine et al. (2011) n=754 
Walker (2008) n=175 
Withers and Snowball (2003) n=45 (survey) 8 (interview) 
WHO (2006) report 
WHO (2010) report 
Xu and Kim (2008) n= 9 
Zander et al. (2013) secondary research 
Zulauf (1998) no access 
 
Overall total n=40.336 (excl. reviews and studies that could 
not be accessed) 
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Appendix J: Focus Group Schedule 
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Appendix K: Demographics Questionnaire 
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Appendix L: Participant Information Sheet – Polish Paramedics 
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Appendix M: Consent Form - Stage 1 
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Appendix N: Data Management Plan 

ADMIN DETAILS 

Project Name: PhD Proposal 
Project Identifier: 23433451 
Principal Investigator / Researcher: Kacper Sumera 
Project Data Contact: (email address removed)
Description: 
Institution: Edge Hill University 

DATA COLLECTION 

What data will you collect or create? 
Data created for this study will consist of transcriptions and audio recordings from focus 
groups and data collected through an online-based survey. The choice of data collection 
formats and software will be deliberate as to ensure the capability to both share and 
access the data. The discussion during the focus group will be recorded using a voice 
recorder. It will be  

How will the data be collected or created? 
Data will be collected using a mixed methods approach involving focus groups and a 
survey. Folders will be titled accordingly, allowing the researcher to establish the best 
suited filing and folder system that will allow for discoverability and confidentiality. When 
using versioning, the researcher will update the file name correspondingly immediately 
after making changes to guarantee that the process remains structured. Quality 
assurance processes will be adopted as follows: 
1.) Use of supervision and accountability 
2.) Comprehensive documentation of procedures made accessible to auditors 
3.) Utilisation of cross checking devices. 
4.) Strategies to address potential concerns or issues 
 5.) Sufficient resources to make quality assurance possible. 
These will be implemented ad hoc and circumstances of the proposed research may 
make another approach necessary that was not addressed here. The researcher will 
respond to this appropriately. 

DOCUMENTATION AND METADATA 

What documentation and metadata will accompany the data? 
The researcher will develop metadata records to accompany the collected data by using a 
metadata collection tool. One such tool has not yet been selected by the researcher, but 
tools like ResCarta and Dublin Core have been examined to establish what is currently 
available and suitable for this proposed study. The use of these tools will enable the 
researcher to produce detailed titles, keywords, descriptions and other pertinent 

information coming from the collected data. 

ETHICS AND LEGAL COMPLIANCE 

How will you manage any ethical issues? 
Prior to any data collection procedures taking place in this study, the researcher will apply 
for and obtain all of the necessary approvals for research governance and ethics. The 
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researcher will first apply for ethical approval through the Faculty Research Ethics 
Committee (FREC) through Edge Hill University. After approval is gained from FREC, the 
researcher will then seek R&D approval from a governance perspective from 
XXXXXXXXXXX NHS Trust. This will be done by way of the Integrated Research 
Application System (IRAS), which will aid the researcher in achieving the requirements 
from a regulatory and governance standpoint (Health Research Authority, 2016). 

How will you manage copyright and Intellectual Property Rights (IPR) issues? 
The researcher is a member of staff as well as a part-time student. For copyright and IPR 
management the researcher will be treated as a part-time PhD student only. The 
researcher will hold the copyright for the data collected through focus groups and the 
survey. The researcher will select a database to structure this data in, which will require a 
database right and copyright in the database content. As the written and recorded data 
will require arduous and exhaustive methods of collection, substantiation, and 
presentation, the database right will have relevant application. Anyone other than the 
researcher must obtain copyright clearance from the researcher prior to reproducing the 
data elsewhere. Using this data for non-commercial, research and teaching intentions will 
not require a copyright clearance. However, parties using the data in this way must 
acknowledge where they received this data from, including the researcher and distributor 
of the data. 

STORAGE AND BACKUP 

How will the data be stored and backed up during the research? 
The researcher understands that storing collected data on individual laptops or hard 
drives alone is high-risk. The researcher aims to store their data through storage services 
provided by the university's IT department. These services typically offer automatic back-
ups of the data, whilst securely storing the data requiring usernames and passwords for 
access. 

How will you manage access and security? 
The data will be stored on password protected secure university servers. Before being 
uploaded to the servers, the researcher will transfer the collected data from the field 
directly to their university office space where it will be locked away in a cupboard they 
alone have access to. It will not leave the cupboard until the transcription begins. 
Following completion of the transcription, the field data will remain locked away to act as a 
physical back-up in case anything were to happen to the data on the university servers. 
The researcher will abide by laws associated with the General Data Protection Act of 
2018. Collaborators will have access by way of an access code given by the researcher 
when deemed appropriate. 

SELECTION AND PRESERVATION 

Which data are of long-term value and should be retained, shared, and/or 
preserved? 
All data collected through this proposed study will be stored on the secure password 
protected university servers. Any data collected determined to have no use or relevance 
will be securely deleted from the servers, and any physical evidence will also be securely 
and confidentially disposed of. In conclusion of the final viva, the researcher will shred all 
physical copies of the data locked away in their personal office cupboard. 
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What is the long-term preservation plan for the dataset? 
The data collected from this proposed study will remain on the secured university servers 
even after the researcher has left their position. Before the researcher's contract ends with 
the university, they will hand over the access rights to an agreed supervisor. Discussions 
will be had with the researcher's supervisory team that will dictate who retains access 
rights after the researcher leaves the university. They will, in turn, have full access to all 
documents and information collected over the lifespan of the proposed research to use 
according to their research needs. 

DATA SHARING 

How will you share the data? 
The researcher will abide by principles set out by the Expert Advisory Group on Data 
Access for the sharing of the data that will be collected. The data collected will not restrict 
or delay access and the information will be labelled to ensure discoverability by the parties 
shared with. The researcher is not yet aware of a need for the data to be stored and 
deposited with a specialist data centre but will consider this an available option. The 
researcher will share collected data through designated access codes, securing the data 
by way of only allowing certain people to have access. It will be likely that this data will be 
stored in the researcher's institution repository while handling the outside access requests 
individually. 

Are any restrictions on data sharing required? 
As mentioned above, the researcher will regularly consult the Expert Advisory Group on 
Data Access for the sharing of the data that will be collected. The researcher may develop 
a ranked access system that will aid in providing access to certain parts of data, 
depending fully on the level of anonymity. The researcher believes that a data-sharing 
agreement will not be necessary at this time, but is open to the idea if conducive to this 
proposed study. Exclusive use of the data will only be required when the participants are 
identifiable from the collected data, and will be shareable after their anonymisation. 

RESPONSIBILITIES AND RESOURCES 

Who will be responsible for data management? 
The researcher of the proposed study will be responsible for each component of the data 
management procedural process. Any data shared with other parties (PhD supervisors) 
will be made accountable for the information they have access to. 

What resources will you require to deliver your plan? 
No specific additional resources (training, software, etc.) are forecasted to be necessary 
at this time. The researcher will be sure to request resources if events occur where their 
use is required. The management of data in the analysis stage may be aided by the use of 
a software package. However, the researcher has not yet decided which software 
package is suitable at this time, and will plan accordingly when it becomes clear. 
Everything for the data management currently is available to the researcher, and will be 
utilised from the beginning of the proposed study. 
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Appendix O: Survey Draft 
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Appendix P: Survey Draft Amendments Following Pretesting 

Survey pretesting findings 

In this Appendix, feedback on specific survey questions from pretesting is presented. 

Many questions are omitted as there was either no feedback or thinking aloud did not 

translate into actionable insights. The feedback and notes are organised by the question 

number. Both the draft survey pre and post-amendments are appended for reference 

(Appendices O and Q). 

Question 9 

Participant 1 stated not being able to precisely recall the length of induction and the 

incorporated driving training.  

Question 14 

Participant 1 worked for two ambulance trusts; they had different approaches to needs 

assessment – important to differentiate if ITPs worked for the same trust since moving to 

England.  

Question 15 – 16a 

Participant 1 cited time points to work well to observe the trends in perceived confidence 

and competence in language skills.  

Question 21 

Participants were uncertain about what autonomy meant in this context. When asked what 

they thought it meant, participant 1 said the scope of practice; participant 2 said they were 

unsure.  

Question 22 

Participant 2 had to read the question twice. The first time it was read the word doctor was 

missed.  

Question 25 

Participant 1 focused on support to travel to see their family. Participant 2 said that this 

question is about personal well-being.  

Question 27 

Participant 2 did not work as a technician and would be forced to select not sure.  

Amendments 

Survey pretesting findings were considered and consulted with the supervisory team. The 

final survey is in Appendix Q. Validity, reliability and respondent burden were the top 
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priorities when informing decisions about the data collection tool as a whole and for each 

survey item separately. The following amendments were introduced: 

 

1. The number of questions on the introductory page was removed, retaining only the 

estimated completion time. 

2. Instructions on opening the hyperlink to the PIS were added.  

3. The estimated completion time on the introductory page was modified from ‘…30 

questions and should take about 10 minutes to complete.’ to ‘The survey should 

take about 10 to 15 minutes to complete’. 

4. Drop-down lists were replaced with item selection lists.  

5. The survey formatting was reviewed for consistency and any anomalies (e.g. font 

size or style) addressed.   

6. Instructions were added to the ‘Information about you’ section to improve clarity, 

asking participants to focus on the most recent induction process.  

7. Definition of autonomy in the context of the paramedic role added for clarity.  

8. Mental health support was rephrased as psychological support with an example 

added for clarity.  

9. The word doctor was highlighted in question 22 as one of the pretesters missed it 

when reading the question.  

10. I did not work as a technician option was added to question 28 as this was missing 

as an option.  
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Appendix Q: Survey Final Version 
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Appendix R: Participant Information Sheet – Survey 
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Appendix S: Reminder – Survey (Polish) 
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Appendix T: Reminder – Survey (English) 
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Appendix U: Survey Invitation Letter (Polish) 



314 

Appendix V: Survey Invitation Letter (English) 


