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Abstract
Background: In recent decades, public health services have undergone major organizational reforms grounded in market ideologies stemming from New Public 
Management (NPM). Health care workers’ perceptions of these reforms have been studied along a number of dimensions, but there has been little focus on how they 
are perceived in prehospital emergency work.

Research aim: The aim of the study was to understand how paramedics in Norway experience organizational changes related to principles of cost-effectiveness and 
resource allocation inherent to NPM.

Method: Within a qualitative framework, the study used semi-structured individual interviews and a narrative research method to uncover paramedics’ experiences. 
Giorgio’s method of systematic text condensation was used to analyze transcriptions, and the findings were categorized along key thematic dimensions.

Results: None of the paramedics held that structural focus on economy and efficiency had a substantial negative impact on their biomedical work. However, they 
all agreed that time pressure and resource limitations made it challenging to secure dialogue and provide adequate communicative care. They found it professionally 
frustrating, but the loser was first and foremost the patient.

Discussion: For the paramedics, NPM reforms were not significant obstacles to using technical skills. It was the non-technical dimension of their work that suffered. 
Time constraints made it impossible to achieve aims of communication and good care.

Conclusion: It has been a widespread view that NPM challenges professional norms of sound practice in care services. The study suggests that this also happens in 
paramedic practices. The fact that all the informants thought that NPM had significant negative consequences in patient interaction suggests that norms of care are 
threatened in this area of public health care as well.
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Introduction
Many modern health reforms are grounded in new public 

management (NPM) – the idea that public service management should 
be based on principles from the private business sector. NPM has led 
to more focus on cost effectiveness, resource allocation and a general 
market orientation in public hospitals and other health institutions. 
There have been many studies that have aimed to understand 
consequences of NPM reforms in the area of health care, and how these 
consequences are shaped by policies, ideologies and new technology 
[1-4]. Many of the studies have been purely observational in the sense 
that the aim has been to describe the implementation of NPM reforms. 
Other studies have added theoretical analyses in attempts to provide 
deeper explanations of why the reforms have taken place and how they 
affect public health services [3,5-6].

Ambulance services are an area in which there has been little 
empirical and theoretical research on the consequences of NPM in 
health care. The issue of how ambulance personnel experience the 
recent structural focus on efficiency and resource allocation grounded 
in NPM has received surprisingly little attention, given the fact 
that ambulance services are a vital part of the public health sector. 
Paramedics’ professional practices are, to a large extent, grounded in 
organizational procedures, but there has not been much focus on how 
modern market ideology affects these procedures and the quality of 
operative prehospital work.

This article presents a study that sheds light on how paramedics 
experience organizational changes influenced by NPM ideology. The 
study sought to understand this by doing in-depth interviews with 30 
paramedics from rural and urban ambulance stations. The interviews 
included issues about experienced consequences of organizational 
reforms, professional autonomy and ethical dimensions of treatment 
and care.

The informants were recruited in Norway, but the study has a 
wider relevance: The phenomenological aim was to gain an exploratory 
understanding of the perceptions of health care workers who 
experience the effects of NPM in work with patients. Knowledge of 
such experiences is, obviously, only one among many elements in an 
overall understanding of NPM reforms in health services, but there 
is one important reason for paying attention to how paramedics as 
front-line workers experience the reforms: paramedics interact directly 
with patients and have observational knowledge of consequences of 
organizational reforms in patient interaction.
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perception of quality and safety [16-18]. This initial encounter means 
a great deal for how they perceive the care and treatment provided by 
the health care system.

Study design
The aim of the present study was to fill in the blanks in our 

understanding of the implications of NPM in prehospital work. The goal 
was, more specifically, to understand how paramedics experienced the 
implications for medical work and care-related communication with 
patients. The distinction between medical work and communicative 
health care is not categorical, but it can nevertheless be used as 
an analytical starting point for exploring these two dimensions of 
prehospital work. 

Furthermore, the significance of making the distinction can be 
tied to the fact that critical discussions of NPM have often focused 
on interpersonal relations. A number of theorists have argued that 
ideals of care are threatened by economic-administrative thinking in 
health services [3-7,19,20]. Meeting norms of care and communication 
requires time and can easily fall outside what is measured as efficient 
use of services. An important part of the study was to determine 
whether this is experienced as the case in prehospital practice. 

The study focused on reforms in Norway. The reforms that 
prehospital services fall under in Norway are part of a national reform 
of the health services, affecting the specialty of the branches in various 
ways [21,22]. The Norwegian system has properties that cannot be 
found in other countries, but the key ideas of NPM, as explained above, 
can be found in many other countries [6-8]. For the purposes of this 
paper, it is these key ideas that matter. Reforms based on these ideas in 
other countries will have idiosyncratic properties, but the details do not 
matter here. The study focuses on the principles of NPM as explained 
above, and it thus generalizes to other contexts.

Method
A phenomenological approach was used in the study. The aim was 

to understand the paramedics’ experiences of organizational reforms. 
A more comprehensive study would have included the experiences of 
patients and professional co-workers like physicians and nurses, but 
in order to have a clear determinate focus the study was restricted to 
paramedics. The intention was to understand how health care workers 
within the area of prehospital work interpret organizational reforms. 

Insofar as the aim was to get knowledge of individual interpretation, 
the natural choice was to use a qualitative method. The core idea in 
this method is that an in-depth understanding of informants’ thoughts 
and beliefs can yield important scientific insight. There are various 
versions depending on the aims and purposes of the research [23-25]. 
The particular version employed in this study used a reflective lifeworld 
approach [25]. The idea in this approach is to stimulate reflection while 
at the same time keeping the focus on how informants experience a 
phenomenon.

A key concept in a reflective lifeworld approach is narrative. A 
narrative is the way an event or object is described by an informant, 
and in narrative research such descriptions are seen as a key source 
of meaning: utterances do not have isolated significance, they must be 
interpreted in the light of informants’ overall thoughts and beliefs about 
the topic of discourse [23,26]. Thus, a narrative method emphasizes 
that it is informants’ systematic accounts of the world that reveal 
meaning. The reality, as they understand it, can only be uncovered 
through principles of coherence and continuous interpretation.

The next section of the article outlines the background assumptions 
on which the study was based. The third section presents the study 
design and the qualitative method that was used in the study. The 
fourth section presents the main findings, and the fifth and final section 
discusses these findings.

Background
Modern health services have undergone reforms that have been 

analyzed from various theoretical and practical perspectives. Many of 
these analyses have attempted to dig down under the observable. The 
aim has not been merely to present empirical data, but also to analyze the 
mechanisms and ideologies that influence organizational changes [6-8].

In recent decades, New Public Management (NPM) has often been 
used as a conceptual framework for analyzing core organizational 
reforms. NPM is an ideology that focuses on how public health services 
should adapt principles from the private sector. As Peyton (6 p.2) 
notes, “The main reason is to become more market oriented by holding 
public institutions accountable for their work performance and 
increasingly base resource allocation on performance.” In health care, 
the main thrust of NPM lies in its economic-administrative perspective 
on organizational aims. Performance in health care practices should 
be measured by objective efficiency goals, and issues of quality should 
be determined by indicators that focus on transparent, observable and 
comparable results [8,9].

A fundamental principle in the reforms is that adaption of 
principles from the private sector will lead to more cost-effective health 
services and a better correspondence between resource allocation and 
patients’ needs. This is done by defining health personnel as producers 
of goods that patients are consumers of. Furthermore, an important 
organizational task is to make sure that the goods are distributed 
efficiently, by monitoring outcomes and giving incentives such as 
economic premiering when measurable goals are met. There has been 
much discussion of the consequences of applying these organizational 
principles in health care, particularly related to norms of practice in 
the health professions. Analyses of how the market ideology of NPM 
constitutes challenges for professional decision-making and the 
autonomy of health professionals have been developed along a number 
of dimensions. Some researchers have analyzed the challenges in a 
descriptive way; their aim has been to understand how NPM principles 
have been implemented [4-5,10-12]. Others have had a normative 
ambition, typically by arguing that adaption of NPM principles implies 
that health care workers’ professional integrity and norms of care are 
undermined [12-15]. 

The descriptive and normative analyses have different 
argumentative aims, but as they have been developed, they share 
a striking characteristic: both types of analysis have been confined 
to institutional contexts. The purpose has been to understand the 
implications of NPM reforms inside hospitals, nursing homes and 
other health institutions. 

The institutional area is the largest part of the public health sector, 
so this is in one sense understandable. At the same time, one must not 
forget that professional health care work also takes place outside health 
care facilities. Prehospital practice is one such area. What happens 
before patients arrive at hospitals in ambulances is an important part 
of the patient’s pathway through the health care system. It is vital that 
ambulance services function well in themselves, and that they are 
efficiently linked to adjoining areas of health care. Furthermore, the 
way patients experience prehospital services influences their general 
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Informants

Invitations to participate in the study were published on websites 
used by paramedics in Norway. The invitations were restricted to 
personnel who had worked for ten years or more, so that they had 
experienced organizational changes in recent years. More than 50 
paramedics responded, and the respondents were divided into two 
groups: paramedics from rural areas and paramedics from larger 
cities. The reason for doing so was that the project sought to uncover 
whether differences between urban and rural areas affected perceptions 
of NPM reforms. Apart from this, the project did not make any other 
formal categorizations like gender or age. The reason why no further 
inclusion criteria were defined was that the project was designed as an 
exploratory project with a wide scope. The aim was to get an overall 
impression of how paramedics experience NPM, not to compare the 
experiences of various groups of paramedics. 

Fifteen paramedics were randomly selected from the rural and 
urban groups, so that the sample included 30 paramedics in total. These 
paramedics were sent further practical information about the project 
and were asked to contact the project leader if they had any questions. 
Five paramedics had questions of clarification, but none withdrew 
from the project.

The interviews

The participants described their experiences in single interviews 
with a semi-structured design. The idea behind a semi-structured 
design is to have a plan for the interviews but allow for the plan to 
modified if the character of the interviews calls for it. In this project, 
this typically happened when the paramedics talked about an issue that 
was scheduled to be discussed later in the interview scheme. In such 
cases it was natural to discuss the issue right away, instead of creating 
an artificial disruption in the dialogue. All the paramedics shared 
illuminating stories of how they experienced recent organizational 
reforms in their services. They provided many accounts of how the 
reforms had consequences for patient work, and what they thought 
about these consequences. All in all, the paramedics’ accounts yielded 
comprehensive knowledge of how they experienced their daily work as 
influenced by a strict focus on resources and cost-effectiveness.

Analysis

The recordings of the interviews were transcribed and analyzed 
by using Giorgio’s method of systematic text condensation [27,28]. 
The basic principle in this method is to identify central thematic 
concepts in interviews, and then gradually refine these concepts on 
the basis of further analyses. The data material is then codified under 
thematic concepts, which are used to categorize the main findings of 
the empirical investigations. 

In the present case the initial analysis yielded three main concepts: 
organizational change, professional autonomy and ethical care. These 
concepts constituted a framework for systematic interpretation of 
transcriptions of interviews, in the sense that key expressions used 
by the informants were categorized under the concepts. For instance, 
expressions like ‘new procedures’ and ‘economic-administrative 
management’ were assigned to organizational change, and expressions 
like ‘doing good things’ and ‘trustworthy practitioner’ to ethical care. 
The key expressions were, in turn, linked to the meaning of other 
expressions the informants used. This way, all the empirical material 
was systematized within a threefold thematic framework.

Ethics

Ethical approval from the Norwegian Centre for Research Data 
(NSD) was sought and received before data collection began. The 
project was evaluated as acceptable by the NSD, and it was carried out 
in accordance with the guidelines of the Norwegian National Research 
Ethics Committees.

Results
Using the method of systematic text condensation as explained 

above, the results were categorized under three research questions:

1. How did the paramedics experience the nature of NPM reforms in 
their own organization?

2. How did the reforms challenge the paramedics’ professional 
autonomy?

3. How did the reforms affect the ethical dimension of treatment and 
care?

Organizational reforms

A striking finding of the study was that all the paramedics agreed 
that there was significant pressure over resources in their daily work. 
There was, in particular, a great deal of focus on cost-effectiveness. As 
one of them noted: ‘There is so much talk about budgets and economy.’ 
Another said, ‘It is so tight. It is all about money.’ About two thirds of 
the informants experienced the economic pressure as massive. Three 
used the term ‘overwhelming.’

Many of the paramedics emphasized that the organizational focus 
on money was not entirely new. Economy had always been important, 
but there has been a significant change in the last decade. As one said: 
‘This issue [economy] gets much more attention now than in the old 
days.’ 

It was interesting to note that there was no difference of opinion on 
this point in the rural and urban groups of informants: all the paramedics 
held that principles of cost-effectiveness and resource allocation 
saturated their daily work. The paramedics also agreed that the scope 
of economic-administrative thinking had a negative impact on their 
professional autonomy. Many said explicitly that organizational goals 
were heavily influenced by economic considerations, and that quality 
measures in patient work were defined by decision-makers who were 
not very familiar with everyday life in prehospital medical practice. As 
one of them said, ‘In order to define sound quality indicators you must 
be professional and capable of making autonomous health judgments. 
The problem is that there is too much economic-administrative 
thinking centrally.’ 

Twenty-five of the informants said that one of the main problems 
was that many decision-makers did not have a relevant medical 
background and, therefore, limited knowledge of health-based 
norms of practice. As one of them put it, ‘We [paramedics] have a 
professional culture, shaped by our education and training. The new 
decision-makers have a different mentality. They think differently.’ A 
fundamental aspect of this problem was perceived to be that leaders 
in central positions did not interact with patients directly. As one 
paramedic said, ‘Those who make fundamental decisions think in 
numbers. To them, patients are not individuals they actually see. That 
does something to it all.’ About two thirds of the paramedics thought 
that this distance between central decision-making and direct patient 
work had a significant ethical consequence. Traditionally, the aim had 
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been to conform to norms of practice as experienced in-patient work, 
while now, as one said, ‘the aim is to not violate the general principles 
of the law.’ This meant that health lawyers had a new role, which one 
paramedic described as follows:

It used to be more common for there to be conflicts between us and 
the lawyers. Now we [the paramedics and the lawyers] are united against 
the economic-administrative thinking in trying to secure treatment that 
does not violate the minimum criteria of justifiable practice in the law.

The ethical concept of care – understood as good care – was not 
experienced as part of the economic-administrative pressure. One 
paramedic said that ‘The aim is no longer to do good things in an ethical 
sense. The much lower threshold is to avoid illegal consequences.’ 
In describing how this change was grounded in modern reforms, six 
informants actually used the term ‘new public management.’ As one of 
them said, ‘It is all part of this big new public management reform. It is 
not the patient first. It is money first.’

Consequences

The paramedics agreed that principles of cost-effectiveness put 
pressure on most of their work. One said, ‘It is all through the work. 
We feel it everywhere.’ Twenty-five of the informants emphasized 
that this includes basic medical assessment and procedures. As one of 
them said, ‘We have to act swiftly and make the right choices. Even 
when there is no urgency in regard to the patient, things must happen 
quickly.’ About two thirds of the informants said that the stress in their 
daily work was all-encompassing, and all the paramedics held that they 
felt more stressed than they had ten or twenty years ago.

Even though the paramedics experienced constant system-
based pressure, none of them held that it resulted in actions that 
were unacceptable or that endangered the patients. Moreover, the 
most important action-guiding rules were formalized in operative 
manuals as rigid procedures that had to be followed step-by-step. 
As one paramedic said, ‘The procedure system makes sure that the 
most important somatic issues are addressed properly. Our operative 
manuals are written by people who know why thorough procedures are 
necessary. No economic considerations can outweigh this.’

The same point applied to the use of technology like 
electronic medical equipment and digital emergency networks for 
communication. All the paramedics described, in various ways, how 
their use of technology was guided by strict routines that they had 
learned really well.

At the same time, about one third of the informants complained 
that they did not have a fundamental knowledge of how the technology 
really worked. They said that their knowledge was instrumental. As one 
of them put it, ‘When we get new equipment we learn how to use it. 
That is okay. But we do not really understand how it works.’ This made 
it difficult to get a comprehensive understanding that could help the 
paramedics when the equipment malfunctioned or had to be used in 
non-standard ways. Furthermore, in some situations the procedures 
for using the technology provided insufficient action-guidance. One of 
them said: ‘This practical knowledge of how it works [that we get] is not 
ideal, but this is the reality now. We learn procedures for standard use.’

There was, however, another dimension of the work in which the 
consequences of the rigid focus on basic procedures was perceived 
to be unacceptable in a more fundamental sense. This concerned the 
interpersonal relations with the patients – how the paramedics were 
able to interact and talk to them. The most striking finding of the study 

was that all the paramedics – both in the rural and urban areas – held 
that they did not have time to do this as well as they should. As one of 
them said:

Talking to the patient and relatives of patients falls outside the 
formal procedures. Typically, is into the car as quickly as possible – bang 
on to the stretcher. Or we leave without the patient as soon as we know 
that there are no somatic issues. The problem is that we do not manage 
to explain things we think they are entitled to know. Sometimes they look 
like big question marks.

The pressure to always ‘move on’ did not merely limit explanatory 
dialogue with patients and their relatives. It also influenced the ability of 
the paramedics to offer care and support. As one of them offered, ‘I am 
not able to come across as a trustworthy practitioner who meets patients 
with sufficient respect and empathy.’ All the informants described this 
part of their work as the area in which the focus on resources had the 
most significant negative consequence: the economic-administrative 
pressure made it impossible to meet ideals of care. When asked to 
elaborate on how this was the case, three concepts were highlighted:

Information

The paramedics experienced a mismatch between the amount of 
information they were able to convey and what they should be able to 
convey. As one of them noted, ‘The patient is entitled to receive much 
more information than it is possible to give in real life.’ Achieving aims 
of consent and informed patient choices was perceived to be utopian.

Communication

It was often challenging to make sure that patients grasped 
messages expressed in words. It took time to uncover patients’ ability 
to understand, and it was difficult to adjust choices of words to that 
understanding. It was, in particular, difficult to understand how well 
patients understood explanations, and how the paramedics could use 
principles of communication to secure dialogue.

Attitudes

The paramedics did not find it easy to come across as good persons 
who wanted to take care of the patients. As one of them said, ‘How can 
you give such an impression when there is so little time?’ The paramedics 
wanted to come across as professionals with positive attitudes, but 
communicating care, compassion and empathy sufficiently well was 
impossible within the real-life limits of the patient interaction.

It was these limits of dialogue that were perceived as being the main 
problem with the rigid focus on resources and cost effectiveness. One 
paramedic put it like this: ‘Care and communication are the big losers 
these days. There is no way we are able to live up to the ideals.’ This 
statement summed up a prevailing view among the informers. It was, 
in the final instance, the patient’s status as an independent decision-
maker and vulnerable, suffering subject that could not be acknowledged 
in action. It was impossible to act in accordance with ideal professional 
norms of care.

Alienation

When the paramedics were asked to explain why they reacted 
so negatively to the impossibility of giving good care, six of them 
explicitly used the concept of communicative distance. One even used 
the concept of alienation to describe how they could not interact with 
patients: ‘We are unable to see the patients as persons. The patients 
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become alienated from us because we have to do things so quickly.’ 
This was frustrating: ‘It does something to us when we are unable to 
relate properly.’ Another paramedic said, ‘It is as if I am working with 
things instead of other human beings.’ Twenty-two of the paramedics, 
both in the urban and rural areas, held that this did something to their 
job motivation. One of them said:

When I started here, I wanted to help people. That is why I started 
in the job. Ofcourse I help them now as well. But far too often, I feel that 
there is an aspect of the work that I do not like. I do not have time to come 
across the way I would like to.

Although the paramedics felt that this was a professional defeat for 
themselves, they thought that it was first and foremost the patient who 
was the loser. ‘The reason why I feel insufficient is that I am unable to 
live up to the ideals of a caregiver. This is the most important thing.’ 
Many of the paramedics described illuminating situations in which 
this affected patient. One typical story concerned a weak and elderly 
patient who needed an explanation regarding why she could not be 
transported in the ambulance:

We had explained why we could not take her with us, but this was 
difficult. We tried to explain that we were not doctors and that a doctor 
would come. But she understood absolutely nothing. She said, ‘But aren’t 
you doctors?’ I am sure that if we had had more time, we could have 
explained better. We should have stayed longer, but there was no time.

Another example involved redirection of the ambulance during a 
transport assignment:

We were going to transport an elderly man to hospital for dialysis. 
Suddenly there was a cardiac arrest just down the street. We had to leave 
the transport patient with the home care services, and he had already 
waited for many hours. This was not easy for the patient. But this is how 
it is. We do not have enough cars.

The same kind of resource problems arose in transitions at 
hospitals:

Often when we deliver patients we know that they will have to 
wait a long time when it is not acute. And often we do not have time to 
communicate our assessment as well as we would have liked to. Far too 
often, we have to run on. The patient is left there for a really long time, 
and we have not been able to convey all the information we want to 
convey.

Many of the paramedics were eager to share accounts like the one 
above. As one of them said, ‘You have to be there to understand it. 
Specific cases have to be described to make it clear how it is to be a 
patient nowadays.’ Eight informants said explicitly that describing real 
life events was the best way of illuminating the consequences of the 
economic-administrative pressure from central management levels. 
Giving detailed explanations of their own experiences, and what they 
perceived to be patients’ experiences, was the best way of explaining 
why they could not interact with patients as they thought they should.

Discussion
As noted above, the paramedics did not experience the massive 

focus on economy and resource allocation as a significant obstacle to 
their medical work. They were, however, concerned about how market 
ideology and economic thinking threatened ideals of care and led to an 
objectification of patients. The most striking finding of the study was that 
the overwhelming focus on cost-effectiveness and resource limitations 
had a heavy influence on the limits and possibilities of patient dialogue. 

The paramedics did not have time to act in accordance with what they 
regarded as professional norms of care and communication. This view 
was widely shared by the paramedics – both those who worked in rural 
services and those who worked in urban areas.

In order to explain this main finding, the concept of non-technical 
skills is relevant. As Fletcher [29] observes, such skills are “sometimes 
referred to under the general heading of ‘human factors’, but more 
specifically, as they do not relate directly to the use of medical expertise, 
drugs and equipment (i.e. clinical knowledge and technical skills), 
they can be described as non-technical skills”. Having adequate non-
technical skills is a matter of being able to think analytically, plan the 
operative work, and secure interaction with other people [30,31].

The concept of non-technicality was originally developed in 
aviation as a denotation for skills pilots need to have in emergency 
situations in which procedures constitute insufficient action-guidance. 
However, in recent years the concept has been recognized as important 
in acute medicine as well [29]. Furthermore, in this context, an essential 
non-technical skill is the ability to communicate with patients, and it 
was especially this dimension of their work the paramedics focused on. 
They held that the pressure on resources made it impossible to secure 
good dialogue.

Fundamentally, the paramedics’ beliefs about the importance 
of being able to interact adequately with patients corresponds to the 
importance of using social interpretive skills. The paramedics regarded 
social skills as being of crucial importance in the operative work, but 
lack of time made it impossible to use the skills the way they wanted 
to. This frustration was the main source of their criticism of economic-
administrative thinking.

Social understanding
A striking consequence of the time pressure in the operative work 

was that information exchange was challenging. It was difficult for the 
paramedics to convey all the information they wanted to convey, and it 
was difficult to understand patients adequately.

For the paramedics, the problem was that they were not able to 
meet optimal communication conditions, conditions for successful 
exchange of thoughts, beliefs and other propositional attitudes [33-35]. 
The paramedics recognized that it was insufficient to state information 
using mere words. It had to be adjusted to patients’ ability to grasp 
and understand communicative actions. Theoretically this requires, 
in the first instance, awareness of patients’ body language and other 
observational clues of interpretation. However, observation is only the 
first step towards understanding patients’ beliefs and thoughts [36]. It 
is also necessary to transcend the outside and access what McDowell 
[37] describes as the ‘inner realm of thought.’ It is imperative to be able 
to grasp an essential part of patients’ horizons of understanding – their 
overall perspective on their state of ill health.

This was precisely what the paramedics felt that they could not do. 
The pressure to always move on – even in situations that were not acute 
– meant that they did not have time to uncover patients’ horizons. 
Lack of time made it difficult to understand each patient’s individual 
preferences and need for information. The consequence was that many 
patients did not get information adjusted to their information needs 
– information the paramedics thought that the patients were entitled 
to receive.

Motivation

For very many of the paramedics, the fact that they were unable 
to use their non-technical skills was not merely frustrating in itself; 
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it also affected their view of themselves as professionals. It affected 
their motivation and job dedication. In recent years, the significance 
of job motivation has often been correlated with the concept of work 
engagement. This concept refers to the process of being intrinsically 
interested in one’s job and individuals’ willingness to work towards 
organizational goals [38]. It is well documented that employees who are 
motivated and identify with organizational goals tend to work harder 
than those who do not have these job attitudes [39-43]. For very many 
of the paramedics, it was this kind of engagement that was threatened 
by NPM. The pressure from higher ranks was brutal. It was experienced 
as a one-way monologue about economic-administrative priorities, 
and there was no real dialogue between their own operative levels and 
central management levels on which core decisions were made. The 
paramedics’ own beliefs and values about good health care practices 
were not acknowledged as real-life norms for practice.

The patient as a person

Even though the paramedics experienced the comprehensive focus 
on money and resources as personally frustrating, they thought that 
it was first and foremost the individual patients who were the losers 
within the new economic-administrative ideology. It was a widespread 
view among the paramedics that patients were not met as they should be.

Theoretically, this experience of being unable to act in accordance 
with norms of conduct in patient interaction can be explained in 
the light of theoretical virtue ethics, a tradition that goes back to the 
philosopher Aristotle and his analysis of what it means to be a good 
person [44-48]. Aristotle’s philosophy has been interpreted in different 
ways in health care ethics, but all virtue theorists hold that a virtue 
such as compassion lies as much in health care workers’ attitudes as 
in their actions [49]. As Davies et al. [50] observe, the idea is that a 
health care worker who does not have positive attitudes fails to satisfy 
a fundamental ethical demand, while a health care worker “who 
responds to a difficult patient care situation with respect, patience and 
an attitude of care is described as a ‘good’ person.”

It was this ideal of care-based dialogue that underlay the paramedics’ 
frustration of not being able to establish adequate relations to patients. 
Very many of the paramedics were concerned that the patients did not 
experience them as persons with positive attitudes who really wanted 
to take care of them. They experienced a communicative distance they 
could not overcome. As noted above, one paramedic even used the 
concept of patient alienation. Even though the paramedics wanted to 
be perceived as compassionate and caring health care workers, they did not 
have time to create such an impression. Once again, it was impossible to 
act in accordance with their own professional norms for practice.

Conclusion
Securing somatic treatment must be given high priority in 

organizational designs of prehospital services, but the human factor 
should not be forgotten. Patients who are transported in an ambulance 
are suffering human beings who need to be understood and taken care 
of. There is a limit to how far norms of care can be met by using quality 
indicators that focus on somatic issues. If the interpersonal dimension 
of patient work does not get sufficient attention, there is a risk that 
the work will have unacceptable ethical consequences. This is a general 
challenge for NPM ideology, and it raises an important question: 
how should health services reforms meet the total needs of patients, 
including their need to get information and receive communicative care?

The study presented in this paper has shown that this question is 
also highly relevant in ambulance services. The study is exploratory, but 

it nevertheless accentuates a tendency. The fact that all the informants 
in the study – both in rural and urban areas – felt that they were unable 
to meet professional norms of care strongly suggests that this is a 
widespread view among paramedics. 

More comprehensive research is needed to gain a more detailed 
understanding of how various groups of paramedics experience NPM. 
The study that has been presented here can serve as a starting point for 
designing further investigations and a framework for explaining why 
such investigations are important. It is important to remember that the 
ambulance sector is a large part of the health care sector, and it affects 
a lot of vulnerable patients who have experienced severe loss of health. 
How these patients should be met, taken care of and understood as 
individual subjects is a question that deserves more attention than it 
receives nowadays.
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