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Abstract 

Emergency medical services (EMS) providers deliver critical pre-hospital clinical emergency 

and lifesaving practices. These providers need to engage in continuing professional 

development (CPD) activities to meet their registration requirements, and maintain and develop 

their knowledge, skills and professional competencies in order to provide competent and safe 

EMS practices. The literature has highlighted a number of significant impacts of workplace 

culture on CPD from the perspectives of a wide range of healthcare professionals. However, 

the influence of workplace culture on the CPD of EMS providers in Saudi Arabia, and the 

extent to which these providers value and engage in CPD are not well understood. The research 

question for this study on EMS in Saudi Arabia was: How does the workplace culture of 

emergency medical services providers influence their continuing professional development? 

 This study adopted a focused ethnography approach. Focused ethnography is concerned 

with studying narrowly determined cultures, such as a specific category of providers or a 

department in a healthcare facility. The theoretical framework developed by Spradley guided 

the research process.  

The study was conducted in one of the main institutions that provides public EMS to 

the community in the Aseer region within Saudi Arabia. Three participant groups were 

included: (1) administrative leaders; (2) trainers; and (3) EMS providers. Ethics approval was 

obtained from the Human Research Ethics Committee at the University of Adelaide and from 

the participating institution. Data was collected from: 133 participants in an online survey; 5 

focus groups with a total of 23 participants; 13 semi-structured individual interviews; 300 hours 

of field observations; and a review of a number of non-confidential workplace documents.  



Abstract 

XIII 

The quantitative data from the online survey were analysed using descriptive statistics. 

The qualitative data were thematically analysed using the steps of analysing and interpreting 

ethnographic data developed by Holloway and Galvin. 

The study found a number of aspects of workplace culture that discouraged formal CPD 

for EMS providers. These issues related to administrative systems; leadership profiles; EMS 

workloads; language barriers; and significant shortages of appropriate human, material and 

financial resources. However, some cultural factors supported informal CPD for EMS 

providers. All levels of participants were aware of and valued CPD. There was a culture of 

positive collegial relationships and personal friendships among EMS providers, which assisted 

them to support each other in engaging in some form of CPD. 

The original contribution of this study to the body of knowledge is that, even though 

the value placed on CPD was high across the participating groups, support for CPD within the 

workplace culture was weak. This is due to the lack of integrated structures and systems that 

govern and promote such behaviours across the workplace. This resulted in an absence of 

sustainable, timely and high-quality formal CPD for EMS providers. To maintain the growth 

and evolution of the EMS profession and to deliver safe, contemporary EMS practices to 

patients then this approach to CPD needs to be modified and improved. Patient safety and the 

quality of EMS care in the participating region could be compromised. 
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Chapter 1: Introduction 

1.1. Introduction to emergency medical services 

Emergency medical services (EMS) are an essential component of the healthcare system 

because this service provides life-saving pre-hospital medical emergency care to the 

community twenty-four hours a day (MacDonald et al. 2005; Williams & Sullivan 2013b). An 

EMS provider is a professional who has a critical role as the first responder to a wide range of 

emergency health needs by delivering out-of-hospital emergency medical care and lifesaving 

procedures to patients or victims suffering from various clinical emergency conditions such as 

cardiac arrest, fatal allergic reactions, life-threatening poisoning, critical injuries, accidents as 

well as deterioration from chronic health conditions (Alanazi 2012; Kupas & Wang 2014). 

Another critical task of an EMS provider is transporting patients and victims from the site of 

the emergency direct to healthcare facilities after delivering the essential EMS onsite (Alanazi 

2012; Kupas & Wang 2014).  

Globally, providing on-site emergency healthcare services to the community has a long 

history which commenced with the military. The first military army that used specialised and 

experienced medical staff to provide care for their injured was the Roman army (Goniewicz 

2013). Roman physicians used to provide on-scene medical care, treatment and analgesia to 

sick and injured soldiers in the battlefield or in the military hospitals that were incorporated 

within the garrison of each battalion during the time of the Roman Empire. After the collapse 

of the Roman Empire emergency medical care did not reappear in the history books until the 

period of the Napoleonic battles (Goniewicz 2013). 

The creation of a modern pre-hospital EMS system is credited to the surgeon Baron 

Dominique Jean Larrey (1766–1842), who was known for his skills in performing quick and 

proficient surgical procedures on wounded soldiers to save their lives (Goniewicz 2013). 

Larrey based his approach on triage and transport of wounded soldiers depending on the 
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severity of their injuries, which resulted in a significant decrease in the deathrate of injured 

soldiers in Napoleon’s army (Goniewicz 2013). 

The first civilian ambulance operations began in 1865 in the United States of America 

(USA) (Goniewicz 2013). Civilian patients were transported to healthcare centres by 

ambulances, which were wagons pulled by horses (Goniewicz 2013; Sullivan, Williams & 

Rhodes 2013). These wagons were used not only to transport patients, but also to carry medical 

supplies and doctors to the site of injured or ill patients (Sullivan, Williams & Rhodes 2013). 

During the 1950s and 60s, the EMS in many countries, including the USA and Australia, 

moved from simple first aid provided by laypeople/volunteers to more advanced and structured 

pre-hospital EMS delivered by specialised providers (Safar 2001; Shah 2006).  

Transportation of severely ill patients is one of the fundamental responsibilities of EMS, 

because the level of emergency care required and the time it takes to get to healthcare facilities 

are critical to the patients’ health status (Williams & Sullivan 2013a). There are now a wide 

range of methods of transporting critically ill patients, using either ground or air ambulances 

(Johnsen et al. 2017; Millin & Hawkins 2017; Williams & Sullivan 2013a). Helicopters are 

now one of the most important forms of ambulance transport. The advantage of utilising 

helicopters in EMS transportation is that helicopters facilitate a rapid transport of patients, EMS 

staff and equipment to and from places that are remote or difficult to approach, such as areas 

with challenging geographical terrain or roads ‘jammed’ by traffic (Johnsen et al. 2016).  

Like any healthcare service, EMS are provided through a team of healthcare 

professionals who have different healthcare backgrounds. This team of healthcare 

professionals is configured according to the transportation model of that EMS system (Lin et 

al. 2017). There are two general transportation models of EMS, namely patient to doctor and 

doctor to patient (Lin et al. 2017). Patient to doctor means that the patients are loaded and 
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transported to hospitals by EMS providers under medical guidance, which is called the Anglo-

American model (Al Mutairi et al. 2016). Doctor to patient implies that medical doctors from 

hospitals are transferred to patients, which is called the Franco-German model (Al Mutairi et 

al. 2016). Members of an EMS team can include paramedics, technicians, physicians and/or 

registered nurses who have additional training in providing pre-hospital emergency care 

(Alanazi 2012; Lin et al. 2017). Paramedics are healthcare providers who are trained and 

educated to be specialised and competent in responding immediately and providing emergency 

care to patients (Alanazi 2012).  

Different countries have a range of EMS professional levels based on training, 

education and registration. For instance, in Australia, the title ‘paramedic’ is restricted to 

practitioners who are registered with the Paramedicine Board of Australia (Paramedicine Board 

of Australia 2018b). There are four professional streams of paramedics in Australia: paramedic; 

intensive care paramedic; retrieval paramedic; and general care paramedic; however, they 

register only as a paramedic (Paramedics Australasia n.d.). Turning to Ireland, pre-hospital 

emergency care practitioners are required to be registered with the Pre-Hospital Emergency 

Care Council either as a paramedic, an advanced paramedic or an emergency medical 

technician (EMT) (Knox, Cullen & Dunne 2013). In the United Kingdom, an EMS practitioner 

must be registered with the Health Professions Council at one of four professional levels: (1) 

ambulance care assistant; (2) ambulance technician; (3) paramedic; and (4) emergency care 

practitioner (Cooper 2005; Whitmore & Furber 2006). In the United States, there are three 

levels of EMS providers, namely, EMT-Basic; EMT-Intermediate; and EMT-Paramedic 

(Lauro, Sullivan & Williams 2013). Providers at each level have a specific scope of practice 

(Lauro, Sullivan & Williams 2013). Similarly, there are three levels of EMS training in South 

Africa: basic ambulance assistant; ambulance emergency assistant; and critical care assistant, 

who are commonly known as paramedics (MacFarlane, Van Loggerenberg & Kloeck 2005). 
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Each professional level, as outlined above, reflects a specific scope of practice. This 

scope of practice ranges from basic and non-invasive procedures such as cardiopulmonary 

resuscitation to more advanced or invasive procedures such as performing cricothyrotomy or 

intra-osseous access; administering emergency cardiac medications; or providing advanced life 

support (Lauro, Sullivan & Williams 2013; MacFarlane, Van Loggerenberg & Kloeck 2005; 

Paramedics Australasia n.d.).  

Providing safe EMS practice depends on the clinical proficiency of EMS providers, and 

on the structures within the health system that support them, including the availability of 

medical oversight and access to appropriate resources (Tavares & Boet 2015). The level of 

proficiency is the extent of an individual’s ability to utilise their knowledge, skills, and 

judgement to accomplish their professional tasks effectively according to the scope of their 

professional practice (Kane 1992). An EMS provider has to practise these professional tasks 

within varying environmental contexts over which they have very little control. 

In some countries the first step in preparing EMS providers is an undergraduate 

university qualification. Other healthcare professionals, such as nurses or physicians, may seek 

further education and training to advance their specialist knowledge and skills in the area of 

pre-hospital emergency medical care and to become registered as an EMS provider. When 

students or healthcare professionals are undertaking these education programs, they are 

exposed to contemporary knowledge and skills. After successfully completing all of the 

requirements of these programs, they become EMS providers, and the process of continually 

being exposed to formal education and training opportunities may be greatly reduced. 

However, EMS providers need to continue the process of learning to keep their knowledge and 

skills up to date to remain professionally competent. This is achieved through engaging in 

continuing professional development (or continuing medical education) activities.  



Chapter 1                                                                                                                  Introduction  

5 

1.2.  Overview of the healthcare system in Saudi Arabia 

Healthcare services in Saudi Arabia are provided by the Ministry of Health (MOH), other 

government departments, and the private sector. The MOH is the main institution that provides 

60% of healthcare services in the Kingdom of Saudi Arabia through their primary healthcare 

centres distributed in all cities, towns and villages; and tertiary hospitals (Albejaidi 2010; 

Aldossary, While & Barriball 2008). The MOH in Saudi Arabia is funded mainly by the 

government (Aldossary, While & Barriball 2008), which constituted 6.2% of the total national 

budget in 2009 (Almalki, Fitzgerald & Clark 2011). 

The other governmental institutions that are not under the management of the MOH 

and provide healthcare services in Saudi Arabia include referral hospitals such as King Faisal 

Specialist Hospital & Research Centre (KFSH&RC), Aramco hospitals, Royal Commission for 

Jubail and Yanbu health services, armed forces medical services, Ministry of Defence and 

Aviation, Ministry of Education, the Saudi Arabian National Guard, the Ministry of the 

Interior, the Saudi Red Crescent Authority (SRCA), and security forces medical services 

(Aldossary, While & Barriball 2008; Almalki, Fitzgerald & Clark 2011). The SRCA is the 

main institution that provides out-of-hospital EMS to all members of the public in Saudi Arabia 

(Almalki, Fitzgerald & Clark 2011). These ministries and institutions provide healthcare 

services to their particular employees and their family members, while the MOH provides free 

and accessible healthcare services to all Saudi citizens and non-Saudi residents employed by 

the public sector (Aldossary, While & Barriball 2008; Almalki, Fitzgerald & Clark 2011). In 

crises and emergences, all of these institutions, including MOH, provide healthcare services to 

all residents and expatriates (Almalki, Fitzgerald & Clark 2011). 

Private healthcare services in Saudi Arabia are delivered through a number of private 

hospitals, dispensaries and clinics that are operated independently and monitored by the MOH 
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(Aldossary, While & Barriball 2008; Almalki, Fitzgerald & Clark 2011). As there are many 

expatriate visitors to Saudi Arabia for purposes such as performing Hajj or Umrah, all 

healthcare services, including emergency and ambulance, are provided free for these pilgrims 

(Ministry of Health 2016). 

1.2.1. Overview of EMS in Saudi Arabia  

EMS is part of the healthcare system in Saudi Arabia. After the establishment of the Saudi 

Arabian government in 1353 AH [April 1934 – April 1935], EMS was provided by an 

institution called the ‘public health and ambulance association’ (Saudi Red Crescent Authority 

2016b). During that time, the ultimate aim of this association was delivering healthcare and 

emergency services to all pilgrims suffering from health issues during the Hajj and Umrah 

seasons regardless of their nationality (Saudi Red Crescent Authority 2016b). In 1383 AH 

[May 1963 – May 1964], the activities of this association were expanded to become the Saudi 

Red Crescent Society. This organisation, which is currently known as SRCA, now delivers 

EMS to all community members across the entire country via a number of centres and 

ambulance stations located in all cities, towns and villages (Saudi Red Crescent Authority 

2016b, 2016c). The SRCA is funded mainly by the government of Saudi Arabia with some 

private contributions (Al Mutairi et al. 2016; Alamri 2016). 

There are also a number of non-SRCA institutions providing EMS in Saudi Arabia, 

such as the ‘medical cities’ of the National Guard Health Affairs, King Faisal Specialist 

Hospital & Research Centre (KFSH&RC), and armed forces hospitals (King Fahd Armed 

Forces Hospital 2012; King Faisal Specialist Hospital and Research Centre 2016; Ministry of 

National Guard Health Affairs 2016). The EMS system in Saudi Arabia generally complies 

with the Anglo-American model in which trained EMS providers transport patients to 

healthcare facilities (Al Mutairi et al. 2016). 
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1.2.2. Roles of EMS providers in Saudi Arabia 

The main roles of EMS providers in the Saudi Arabian context are assessment, 

stabilisation/treatment and transportation of patients to the appropriate healthcare facilities 

(Alanazi 2012). Different institutions that provide EMS in Saudi Arabia develop different roles 

for their EMS providers based on their institutional aims. For instance, the main role of EMS 

providers in the SRCA is to provide emergency disaster responses (Saudi Red Crescent 

Authority 2016a). As well as providing emergency responses in disasters, EMS providers also 

deliver immediate care to people who are injured in accidents, treat and transport sick and 

injured patients, contribute to the eradication of epidemics, deliver healthcare services to 

pilgrims, and provide humanitarian services (Saudi Red Crescent Authority 2016a).  

The EMS services in KFSH&RC are provided through a multinational advanced care 

paramedic team (King Faisal Specialist Hospital and Research Centre 2016). The role of this 

team is national or global medical evacuation to and from the KFSH&RC via a Mobil Intensive 

Care Unit (King Faisal Specialist Hospital and Research Centre 2016). 

EMS academic education has grown in Saudi Arabia in three stages (AlShammari, 

Jennings & Williams 2017). The first stage was between 1934 and 2005, when EMS education 

was workplace-based training aiming to provide healthcare professionals with qualifications in 

delivering first aid. The second stage was between 2005 and 2012, when some EMS diplomas 

were developed to train EMS technicians. The final stage was after 2007 when EMS academic 

education transitioned to a bachelor’s degree producing graduate EMS specialists 

(AlShammari, Jennings & Williams 2017). In 2012, all diploma programs were replaced with 

bachelor’s degrees based on recommendations from the World Health Organization 

(AlShammari, Jennings & Williams 2019a). EMS has now become a more sophisticated part 

of the healthcare system with an expansion of the roles and scope of practice for EMS 
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providers. Currently, there are more than ten EMS bachelor programs provided by universities 

or colleges in Saudi Arabia (AlShammari, Jennings & Williams 2019a).  

While the EMS system is still in the process of development, many ongoing challenges 

remain (Alamri 2016). One of these challenges is to maintain the clinical competence of EMS 

staff once graduated to ensure that their practice remains up to date and in line with the 

standards of EMS providers internationally. To maintain a competent workforce requires the 

EMS authorities to deliver high-quality continuing training programs including basic life 

support (BLS) and advanced life support (Alanazi 2012). Continuing training opportunities are 

an important part of the development of this profession, as well as a requirement of the health 

professionals regulation body.  

1.2.3. Regulation of EMS providers in Saudi Arabia 

Healthcare professionals in Saudi Arabia, including EMS providers, are regulated by the Saudi 

Commission for Health Specialties (SCFHS). The SCFHS was established by a royal decree 

issued in 1403 AH [October 1982 – October 1983] to approve the establishment of regulatory 

bodies of healthcare specialities. Regulation is achieved through overseeing and appraising 

training programs and setting the standards for healthcare practice (Saudi Commission for 

Health Specialties 2013). The SCFHS is also responsible for establishing the criteria for 

classification, registration, re-registration, certificate verification and assessment of healthcare 

professionals in Saudi Arabia (Saudi Commission for Health Specialties 2014). Classification 

is the process of granting practitioners an appropriate professional level, such as consultant, 

specialist, technician or healthcare assistant (Saudi Commission for Health Specialties 2014). 

Registration is the process of building a record of professionals in the SCFHS database (Saudi 

Commission for Health Specialties 2014). Re-registration is the process of cyclical updates of 
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the professionals’ data, which requires them to fulfil a continuing medical education (CME) 

requirement within the re-registration periods (Saudi Commission for Health Specialties 2014).  

The periods for re-registration in the SCFHS are 1, 3 or 5 years (Saudi Commission for 

Health Specialties 2014). Attending a determined number of CME hours is a requirement for 

healthcare professionals in Saudi Arabia to renew their registration. The required number of 

CME hours is based on the professional classification and the requested period of re-

registration (Saudi Commission for Health Specialties 2014). For example, the required CME 

hours to renew the registration of professionals who are classified as health assistants or 

technicians are 10 hours to renew for 1 year, 30 hours to renew for 3 years, or 50 hours to 

renew for 5 years (Saudi Commission for Health Specialties 2014). The required CME hours 

to renew the registration of professionals who are classified as specialists or higher are 20 hours 

to renew for 1 year, 60 hours to renew for 3 years, or 100 hours to renew for 5 years (Saudi 

Commission for Health Specialties 2014).  

A minimum of 60% of these CME hours each year need to be fulfilled through CPD 

activities including ‘conferences, symposia, workshops, specialized training courses, writing 

books, and publication of scientific papers’ and the other 40% have to be ‘internal CPD 

activities including, approved internet education activities, seminars and general workshops’ 

(Saudi Commission for Health Specialties 2014, p. 16). The CME hours required of health 

professionals, including EMS providers, by the SCFHS once again highlights the importance 

placed on maintaining contemporary safe clinical practice in the interests of public safety. 

1.3. Purpose of the study 

As a healthcare professional providing an academic role in an EMS department at a Saudi 

Arabian university, the researcher is interested in contributing to improving EMS in Saudi 

Arabia. The researcher believes that EMS providers should participate in CPD activities not 
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only in order to meet their registration requirements but most importantly to maintain and 

develop their professional competencies and skills, either clinical or non-clinical, to improve 

patient outcomes (Hobgood et al. 2015; Martin 2006). The non-clinical skills include, but are 

not limited to, managerial, leadership and teamwork proficiencies, and the utilisation of current 

technology.  

For the purpose of this study, CPD is defined as an ongoing process of learning and 

training through which health professionals improve their knowledge, skills and attitudes in 

their profession to ensure that they maintain their professional competencies in delivering 

effective and safe care within their legal scope of practice (Filipe et al. 2014). CPD is provided 

through a self-directed lifelong learning process (Drude, Maheu & Hilty 2019; Martin 2006; 

Yfantis, Tiniakou & Yfanti 2010). This implies that staff need to be actively involved in 

governing this process for themselves through monitoring and reflecting on their professional 

performance and learning needs on an ongoing basis (Drude, Maheu & Hilty 2019; Hobgood 

et al. 2015). This is because each individual healthcare professional has their own different 

needs and learning styles (Grant 2012). To avoid bias and subjectivity in such a self-guided 

process, staff need to seek feedback on their practice from patients and colleagues and discuss 

CPD plans with their supervisors (Drude, Maheu & Hilty 2019; Paramedicine Board of 

Australia 2018a). Therefore, CPD should not be provided through mandatory predetermined 

and ready-made programs and activities that are designed for all healthcare professionals. 

Though this process is self-directed, the requirements of employers and the profession as a 

whole should be considered (Yfantis, Tiniakou & Yfanti 2010). 

The structural process of CPD involves identifying professional and learning needs, 

establishing learning goals, creating learning plans, undertaking learning activities, reflecting 

on what has been learned, evaluating the learning outcomes and applying what has been learned 

in practice (Drude, Maheu & Hilty 2019; Grant 2012; Martin 2006; Paramedicine Board of 
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Australia 2018a). Learning activities for CPD can be formal or informal. Formal CPD learning 

activities can include lectures, workshops or training sessions; while informal CPD approaches 

can include verbal discussions with colleagues, or informal feedback on one’s performance 

(Moorley & Chinn 2015).  

However, the influence of workplace culture on the CPD of EMS providers in Saudi 

Arabia, the extent to which these professionals value and engage in CPD, and their attitudes 

towards CPD are not well understood. This study is the first of its kind that explores deeply the 

culture of the EMS workplace and its influence on the CPD of EMS providers in the Saudi 

Arabian context. 

The definition of workplace culture adopted in this study is ‘the values, behaviours, 

goals, attitudes, practices and beliefs shared across an entire organisation’ (Braithwaite et al. 

2017, p. 2). The workplace culture is a subculture of a specific local workplace such as a unit 

or a department, or a group of professionals such as nurses, physicians or managers within an 

organisation (Braithwaite et al. 2017; Manley et al. 2011). So, workplace culture has a direct 

influence on both healthcare providers and recipients as it is encountered in their daily 

professional life (Manley et al. 2011). To make this research specific and focused, the aspects 

of workplace culture that will be stressed here are administrative systems as the main facet that 

influences the practices and processes of CPD, the leadership, staff attitudes and beliefs 

towards CPD, their goals for CPD and the resources dedicated for CPD. 

1.4. Research aim  

The overall aim of this study is to construct a deeper understanding of the influence of 

workplace culture on the CPD of EMS providers within a healthcare institution that provides 

EMS in Saudi Arabia. Three participant groups – administrative staff, trainers and EMS 

providers – were invited to participate in this study to achieve this aim. 
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1.5. Research question 

The research was undertaken within the specific context of EMS within Saudi Arabia, asking 

the question: How does the workplace culture of emergency medical services providers 

influence their continuing professional development? 

1.6. Research objectives 

Five research objectives were developed to answer the research question. These objectives are:  

• to identify the organisational structures that influence CPD for EMS providers within 

the participating healthcare institution; 

• to identify the activities and resources that are available to support CPD for EMS 

providers within the participating healthcare institution; 

• to identify and outline the roles and responsibilities relating to CPD of each of the three 

participant groups within the participating healthcare institution; 

• to explore the attitudes of EMS providers on whether CPD makes a difference to their 

professional practice, self-confidence and job satisfaction; 

• to identify and explore the attitudes of each of the three participant groups towards CPD 

within the participating healthcare institution. 

1.7. The significance of the study 

The significance of this study lies in providing the managers and the trainers in the EMS system 

insights about the influence of workplace culture on CPD and informing the development of 

strategies that could support the process of CPD for EMS providers. This, in turn, will enable 

the appropriate utilisation of resources to deliver robust and cost-effective CPD which then 

could lead to better patient outcomes. 
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1.8. Theoretical framework 

This study adopts the framework of ethnographic social situations developed by Spradley 

(2016b). Spradley is considered to be one of the prominent authors in the field of ethnography. 

Spradley (2016b) explains that all ethnographic studies take place in social situations which 

are identified by nine major dimensions. These dimensions are ‘spaces or places, actors, 

activities, objects, acts, events, time, goals and feelings’ (Spradley 2016b, p. 78). All nine 

dimensions are interrelated and influence each other. However, it is not necessary for 

ethnographic research to involve all nine dimensions together in the social situations (Spradley 

2016b); instead, researchers need to consider which dimensions fit and are significant to their 

studies. The dimensions that were applied in this study were the places, the actors, the activities, 

the objects, the time, the goals and the feelings.  

Spradley (2016b) identifies the place as the physical location where the ethnographic 

studies take place, which should involve actors who perform activities using some objects 

within a certain time to achieve goals. The actors, within the ethnographic context, are the 

individuals who are observed in their ‘natural settings’ (Spradley 2016a). The activities are the 

course of behaviour and activities that actors perform in a patterned way (Spradley 2016b), 

such as conducting training activities or engaging in learning discussions. The objects are the 

physical materials available in a social situation that are used by the actors (Spradley 2016b). 

1.9. Assumptions  

Based on the ontological and epistemological position of the researcher, which is explained in 

Section 3.3, the researcher assumes that the workplace culture of EMS providers can have a 

great influence on their CPD. It can have either a positive or a negative effect on the delivery 

and uptake of CPD by EMS providers. If the workplace culture’s support for CPD is poor, then 
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this can have serious consequences for the delivery of safe and quality care to the community 

and for the development of the profession.  

1.10. Outline of the thesis structure  

This thesis comprises seven chapters. The first chapter has introduced the study by including 

background about the researched phenomenon and the research question, aim and objectives, 

as well as the potential significance of the study. Chapter 2 provides a review of the literature 

that discusses the influence of workplace culture on CPD for a wide range of healthcare 

professionals. The search strategy and the identified literature are discussed in this chapter. 

Chapter 3 explains and justifies the methodology adopted in this study, which is focused 

ethnography. In this chapter, the ontology and the epistemology of the researcher as well as 

the philosophical underpinnings of ethnography are explained. Chapter 4 details the methods 

of this study including the research settings, and the data collection and analysis processes. The 

findings of the study are presented in Chapter 5. Chapter 6 discusses the significant findings of 

the study using Spradley’s (2016b) framework. Finally, Chapter 7 provides an overall 

conclusion to the study and outlines some recommendations for practice and further research. 

This chapter also provides the researcher’s reflections on the strengths of the adopted research 

paradigm and explains the limitations and challenges of this study.  

1.11. Chapter summary 

EMS are a healthcare profession that is pivotal in delivering pre-hospital emergency care to the 

community. This profession has an extended history, originating and developing in the military, 

which aimed to provide on-scene emergency care to injured soldiers. EMS is now a regulated 

profession in many countries, with registration guidelines and standards for practice. To meet 

the regulation requirements, EMS providers are required to maintain CPD by participating in 

ongoing training programs. CPD is essential for healthcare professionals not only to maintain 
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their professional registration, but also to deliver safe, competent and contemporary practices. 

Workplace cultures can influence the quality and accessibility of CPD for healthcare 

professionals. The next chapter presents a review of literature that is related to the influence of 

workplace culture on CPD for healthcare professionals. 
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Chapter 2: Literature review 

2.1. Introduction 

The previous chapter provided an introduction to the study. This chapter presents a review of 

the literature. The aim of this literature review is to discuss the influence of workplace culture 

on the CPD of healthcare professionals from all healthcare speciality backgrounds. This aim 

has been broadened to include all healthcare professionals because a preliminary search of the 

literature highlighted that only a small number of sources discuss the influence of workplace 

culture on CPD for EMS providers. This enables having a broad overview of this phenomenon 

in healthcare generally.  

This chapter commences by explaining the strategy that was used to search for the 

literature. Then, it sets out the backgrounds and specialities of the identified healthcare 

providers and the types of literature reviewed. Next, the literature review themes are discussed 

under three major headings, namely, the influence of workplace culture on CPD, the influence 

of CPD on workplace culture, and the influence of CPD on healthcare professionals. To 

conclude this chapter, the discussion is narrowed down by focusing on EMS providers and 

identifying the gap in the literature. 

2.2. Search strategy 

The first step in the literature review was searching for papers that are related to the aim of this 

literature review. A logic grid for the search strategy was developed (see Tables 1, 2, 3 and 4). 

The literature search was conducted using four databases. These databases were Embase, 

PubMed, Cumulative Index to Nursing and Allied Health Literature (CINAHL) and Scopus. 

These four databases ensured a broad search to capture a variety of literature related to health 

care.  
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The preliminary aim of the literature review was to explore workplace culture and CPD 

for EMS providers. However, there was a dearth of literature on this topic. Therefore, the search 

was broadened to include all healthcare professionals, including EMS providers.  

The keywords used to search these databases were ‘workplace culture’, ‘CPD’ and 

‘healthcare professionals’. These keywords were converted into search terms relevant to the 

included databases. The search terms for each database are set out in Tables 1, 2, 3 and 4. The 

search in all involved databases extended to titles, abstracts and keywords, and was limited to 

the last ten years. Table 4 does not include the keyword ‘healthcare professionals’ because 

Scopus does not have medical subject headings or indexing terms. Therefore, and to provide 

an extensive search for healthcare professionals only, the field of ‘subject area’ was limited to 

medicine, nursing, health professions, dentistry, pharmacology and multidisciplinary to avoid 

searching non-healthcare professionals.  

Table 1: The search terms in Embase 

Workplace culture Continuing professional 
development 

Healthcare professionals 

“organizational 
culture”/de OR 
“organization* 
culture*”:ti,ab OR 
“organisation* 
culture*”:ti,ab OR 
“workplace 
culture*”:ti,ab OR 
“fieldwork* 
culture*”:ti,ab OR 
“institution* 
culture*”:ti,ab 

“continuing professional 
development”/de OR “continuing 
medical education”/de OR 
“professional development”/de OR 
“continu* professional 
development”:ti,ab OR “continu* 
medical education”:ti,ab OR 
“professional development”:ti,ab OR 
“continu* professional 
education*”:ti,ab OR “lifelong 
learning”:ti,ab OR CPD:ti,ab 

“health care personnel”/exp OR 
“medical profession”/exp OR 
occupation/exp OR “health 
service”/exp OR “health care 
personnel”:ti,ab OR “healthcare 
personnel”:ti,ab OR “health 
personnel”:ti,ab OR “health 
care professional*”:ti,ab OR 
“healthcare professional*”:ti,ab 
OR “health professional*”:ti,ab 
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Table 2: The search terms in PubMed 

Workplace culture Continuing professional 
development 

Healthcare professionals 

Organizational culture[mh] 
OR workplace culture[tiab] 
OR fieldwork culture[tiab] 
OR organisations 
culture[tiab] OR 
organisational culture[tiab] 
OR organizations 
culture[tiab] OR 
organizational culture[tiab] 
OR institutions 
culture[tiab] OR 
institutional culture[tiab] 

Education, continuing[mh] OR 
staff development[mh] OR 
continuous professional 
development*[tiab] OR 
continuing professional 
development*[tiab] OR 
professional development*[tiab] 
OR continuous medical 
education*[tiab] OR continuing 
medical education*[tiab] OR 
continuing professional 
education[tiab] OR continuous 
professional education[tiab] OR 
lifelong learning[tiab] OR 
CPD[tiab] 

Health personnel[mh] OR health 
occupations[mh] OR health 
services[mh] OR health 
personnel[tiab] OR healthcare 
personnel[tiab] OR health care 
personnel[tiab] OR health 
professional*[tiab] OR healthcare 
professional*[tiab] OR health 
care professional*[tiab] OR 
health occupation*[tiab] OR 
health care occupation*[tiab] OR 
healthcare occupation*[tiab] OR 
health service*[tiab] OR health 
care service*[tiab] OR healthcare 
service*[tiab] 

Table 3: The search terms in CINAHL 

Workplace culture Continuing professional development Healthcare professionals 

MH Organizational 
Culture+ OR TI 
“workplace cultur*” OR 
TI “fieldwork cultur*” 
OR TI “organisation* 
cultur*” OR TI 
“organization* cultur*” 
OR TI “institution* 
cultur*” OR OR AB 
“workplace cultur*” OR 
AB “fieldwork cultur*” 
OR AB “organisation* 
cultur*” OR AB 
“organization* cultur*” 
OR AB “institution* 
cultur*” 

MH Education, Medical, Continuing+ OR 
MH Education, Continuing+ OR MH 
Education, Continuing (Credit)+ OR MH 
Education, Emergency Medical Services+ 
OR TI “continu* professional 
development*” OR AB “continu* 
professional development*” OR TI 
“professional development*” OR AB 
“professional development*” OR TI 
“continu* medical education*” OR AB 
“continu* medical education*” OR TI 
“continu* professional education*” OR 
AB “continu* professional education*” 
OR TI “lifelong learning” OR AB 
“lifelong learning” OR TI CPD OR AB 
CPD 

MH Health Personnel+ OR 
MH Health Occupations+ 
OR MH Health Services+ 
OR TI “healthcare 
personnel” OR AB 
“healthcare personnel” OR 
TI “healthcare 
professional*” OR AB 
“healthcare professional*” 
OR TI “health care 
personnel” OR AB “health 
care personnel” OR TI 
“health care professional*” 
OR AB “health care 
professional*” 

Table 4: The search terms in Scopus 

Workplace culture Continuing professional development 

“workplace culture” OR “fieldwork 
culture*” OR “workplace environment*” OR 
“fieldwork environment*” OR “workplace 
context*” OR “fieldwork context*” OR 
“organization* culture” OR “organisation* 
culture” OR “institution* cultur*” 

“continu* professional* develop*” OR 
“professional* develop*” OR “continu* medical 
education*” OR “continu* education*” OR 
“continu* professional education*” OR “lifelong 
learning” OR “CPD” 
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The above searching strategy yielded 54 papers in Embase, 356 in PubMed, 173 in 

CINAHL and 232 in Scopus. Some papers were found in only one database and some were 

duplicated in more than one database. The inclusion criteria of manuscripts in this literature 

review are: qualitative, quantitative or mixed-methods studies; systematic reviews; integrative 

reviews; literature reviews; discussion, policy or editorial papers; general articles that were 

published in peer-reviewed journals; and books that discuss workplace culture and CPD. The 

inclusion criteria of population in these sources are healthcare professionals from all healthcare 

fields. There was no specific country or context for the literature manuscripts or population. 

The identified manuscripts were critically appraised based on the inclusion criteria mentioned 

previously. Manuscripts that did not adhere to these criteria were excluded. The titles and the 

abstracts of all identified sources were reviewed to identify whether they were relevant to the 

literature review. Manuscripts that did not have abstracts, or whose abstracts were not clear, 

were skimmed entirely to determine their relevance to the literature review. The duplicated 

papers were reviewed from one database only. To identify additional papers significant to the 

literature review from other relevant sources, the references cited in the included sources were 

reviewed (Middlebrooks, Carter-Templeton & Mund 2016). This strategy yielded four 

additional relevant papers. The search strategy was repeated yearly during the candidature to 

ensure that the literature review was kept up to date. The total number of sources that were 

included in this literature review from all databases, including the additional four papers, was 

96.  

2.3. The big picture 

The literature revealed that workplace culture has an influence on CPD for healthcare 

professionals from different speciality backgrounds. The healthcare professionals that were 

most frequently studied in the literature were nurses from diverse backgrounds and contexts 

including: medical-surgical (Atefi et al. 2014; Bjørk, Tøien & Sørensen 2013); critical care 
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(Atefi et al. 2014); intensive care (Strube et al. 2018); acute care (Asselin & Fain 2013; 

Coventry, Maslin-Prothero & Smith 2015; Jantzen 2008; Parker et al. 2016); perioperative 

(Leifso 2014; McNaron 2009; Tame 2011, 2012); cancer (Bakker et al. 2010; Black & Farmer 

2013); neonatal intensive care units (Zimmerman & Pilcher 2008); occupational health nursing 

(Burgel et al. 2014); community and public health nursing (Asahara et al. 2012; Ellis & Chater 

2012; Meagher-Stewart et al. 2010; Underwood et al. 2009); nurse anaesthetists (Meeusen et 

al. 2011); clinical nurses (Beal, Riley & Lancaster 2008; Govranos & Newton 2014; Malik, 

McKenna & Plummer 2016; Ramos-Morcillo et al. 2015; Walker, Fitzgerald & Duff 2014); 

nurse managers (AbuAlRub & Nasrallah 2017; Espinoza, Lopez-Saldana & Stonestreet 2009; 

Jukkala & Kirby 2009; Mokoka, Oosthuizen & Ehlers 2010); nursing professional 

development (NPD) practitioners (Harper, Aucoin & Warren 2016); and nurse educators 

(Draper, Clark & Rogers 2016; Malik, McKenna & Plummer 2016). These nurses were either 

registered nurses (Asselin & Fain 2013; Atefi et al. 2014; Cooper 2009; Coventry, Maslin-

Prothero & Smith 2015; Davis, White & Stephenson 2016; Glembocki & Dunn 2010; Hess et 

al. 2011; Hinno, Partanen & Vehviläinen-Julkunen 2011; Katsikitis et al. 2013; Lasater et al. 

2015; McColgan 2008; Raterink 2008, 2011; Trinchero, Brunetto & Borgonovi 2013) or 

enrolled nurses (Davis, White & Stephenson 2016; Katsikitis et al. 2013), ranging from new 

graduates (Dwyer & Hunter Revell 2016) to more experienced nurses. There were other 

sources that discussed nurses and CPD broadly without specifying any particular healthcare 

context (Altman 2011; Bertulis & Cheeseborough 2008; Bovino et al. 2017; Chiu & Tsai 2014; 

Dall’Oglio et al. 2018; Duff 2013; Eason 2010; Fleischman, Meyer & Watson 2011; Jenkins 

et al. 2015; Ma et al. 2018; Nawafleh 2014; Nevalainen, Lunkka & Suhonen 2018; Nowrouzi 

et al. 2016; Santos 2012; Schoonbeek & Henderson 2011; Vernon, Chiarella & Papps 2018; 

Williams 2010; Wilson et al. 2015). 
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The other healthcare professionals who were identified in the literature were healthcare 

social workers (Ming-sum et al. 2017; Petruik et al. 2017); EMS providers (Carhart 2014); 

medical radiation science practitioners, which includes radiation therapists and radiographers 

(Allen & Garg 2016; Lozano 2012; Sim & Radloff 2008, 2009); senior and junior physicians 

from different specialities such as surgeons and family physicians/general practitioners 

(Cleland, Burr & Johnston 2016; Gabel 2013; Griffen et al. 2008; Hawkinson 2016; Ipsen & 

Nohr 2009; Jenkins et al. 2015; Wente & Kleiber 2013); dentists (Barnes et al. 2012); midwives 

(Katsikitis et al. 2013; Vernon, Chiarella & Papps 2018); early career psychologists (Kolar, 

von Treuer & Koh 2017); and allied health professionals (Beardsmore & McSherry 2017; 

Dall’Oglio et al. 2018). 

The identified literature included a book section (Dewing 2009) and different study 

designs such as systematic reviews (Davis, White & Stephenson 2016; Nevalainen, Lunkka & 

Suhonen 2018); integrative reviews (Coventry, Maslin-Prothero & Smith 2015; Santos 2012); 

literature reviews (Barnes et al. 2012; Dwyer & Hunter Revell 2016; Lozano 2012; McColgan 

2008; Nowrouzi et al. 2016); critical reviews (Williams 2010); qualitative studies (Atefi et al. 

2014; Beal, Riley & Lancaster 2008; Beardsmore & McSherry 2017; Clark, Draper & Rogers 

2015; Cleland, Burr & Johnston 2016; Jantzen 2008; Kolar, von Treuer & Koh 2017; Ma et al. 

2018; Meagher-Stewart et al. 2010; Mokoka, Oosthuizen & Ehlers 2010; Nawafleh 2014; 

Raterink 2008, 2011; Tame 2011); quantitative studies (AbuAlRub & Nasrallah 2017; Bertulis 

& Cheeseborough 2008; Burgel et al. 2014; Chiu & Tsai 2014; Hess et al. 2011; Hinno, 

Partanen & Vehviläinen-Julkunen 2011; Jukkala & Kirby 2009; Katsikitis et al. 2013; Meeusen 

et al. 2011; Walker, Fitzgerald & Duff 2014); mixed-methods studies (Asselin & Fain 2013; 

Underwood et al. 2009; Vernon, Chiarella & Papps 2018); case studies (Govranos & Newton 

2014); action research (Bakker et al. 2010; Sim & Radloff 2008); cross-sectional studies 

(Asahara et al. 2012; Bovino et al. 2017; Dall’Oglio et al. 2018; Harper, Aucoin & Warren 
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2016; Wilson et al. 2015); conference papers (Jenkins et al. 2015); Delphi studies (Davis, 

Taylor & Reyes 2014); interventional studies such as pilot projects, educational interventions 

or quasi-experimental studies (Glembocki & Dunn 2010; Ipsen & Nohr 2009; Lasater et al. 

2015; Leifso 2014; Ramos-Morcillo et al. 2015); and a field study (Bjørk, Tøien & Sørensen 

2013).  

2.4. The influence of workplace culture on the CPD of healthcare professionals 

The literature revealed that workplace culture has a strong influence on the CPD of healthcare 

professionals. Davis, White and Stephenson (2016); and Nevalainen, Lunkka and Suhonen 

(2018) conducted systematic reviews and concluded that workplace environments have a major 

influence on nurses’ work-based learning and education. This influence could be either a 

positive enabler or a negative barrier to CPD. Policy makers, administrators and leaders of 

healthcare organisations are crucial in influencing the facilitation of CPD for healthcare 

professionals (Chiu & Tsai 2014; Clark, Draper & Rogers 2015; Coventry, Maslin-Prothero & 

Smith 2015; Davis, White & Stephenson 2016; Draper, Clark & Rogers 2016; Katsikitis et al. 

2013; Nevalainen, Lunkka & Suhonen 2018; Santos 2012; Silvestre, Bowers & Gaard 2015; 

Trinchero, Brunetto & Borgonovi 2013). Both workplace enablers of and barriers to CPD will 

now be discussed in more detail. 

2.4.1. Workplace enablers of CPD 

To enable CPD for healthcare professionals, their workplace cultures should recognise the 

value of CPD and support staff to participate in activities that promote lifelong learning 

(Beardsmore & McSherry 2017; Cameron, Rutherford & Mountain 2012; Chiu & Tsai 2014; 

Davis, White & Stephenson 2016; Engbers et al. 2017; Katsikitis et al. 2013; Ma et al. 2018; 

Manley et al. 2018; Nevalainen, Lunkka & Suhonen 2018; Santos 2012; Tame 2011). 

Therefore, support is deemed one of the essential characteristics of workplace cultures that 
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foster CPD for their staff. The literature reported that this support can be offered in a number 

of ways such as providing adequate resources for CPD (Beal, Riley & Lancaster 2008; Clark, 

Draper & Rogers 2015; Davis, White & Stephenson 2016), for example financial investment 

in CPD (Katsikitis et al. 2013); dedicating time for CPD (Cameron, Rutherford & Mountain 

2012; Davis, White & Stephenson 2016; Jantzen 2008); supporting medical teaching staff 

(Engbers et al. 2017); consolidating peer support and mentoring (Eason 2010; Manley et al. 

2018; Pollock et al. 2017); acknowledging and recognising the outstanding accomplishments 

of staff, which stimulates their ‘sense of pride’ and cultivates a learning culture among them 

(Carhart 2014); and staffing adequately, which enables the availability of replacement staff to 

cover the duties of those who are attending CPD (Davis, White & Stephenson 2016; Katsikitis 

et al. 2013; Raterink 2011). These supporting factors enable healthcare staff to have more 

opportunities to participate in CPD.  

Organisational structures and cultures play a pivotal role in facilitating CPD for 

healthcare staff (Clark, Draper & Rogers 2015; Draper, Clark & Rogers 2016; McArthur & 

Thomson 2014; McColgan 2008; Ming-sum et al. 2017; Mugisha 2009; Raterink 2008). 

Organisational structures and cultures that enable CPD (Mugisha 2009) and support team work 

(Raterink 2008, 2011); portfolio building (McColgan 2008); mentoring and consulting (Ming-

sum et al. 2017); learning from mistakes (Jantzen 2008); and adult learning which features 

deliberate, self-directed and autonomous seeking of knowledge (Carhart 2014) can foster 

critical thinking among healthcare staff (McArthur & Thomson 2014). Reflection and critical 

thinking are deemed to be important attributes for successful continuing professional education 

(Barnes et al. 2012; McArthur & Thomson 2014; Sim & Radloff 2008, 2009; Zimmerman & 

Pilcher 2008), allowing staff to ‘learn how to learn’ (Williams 2010). Through their literature 

review, Barnes et al. (2012) ascertained that, to achieve quality dental care, dentists should be 

encouraged to reflect on their learning alongside mandatory CPD programs. Therefore, these 
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attributes empower CPD among healthcare professionals. Structures of healthcare settings that 

allow broader partnerships and collaborations to be established with other organisations (Clark, 

Draper & Rogers 2015; Draper, Clark & Rogers 2016; Jukkala & Kirby 2009; Silvestre, 

Bowers & Gaard 2015), or between healthcare professionals from a blend of backgrounds 

within the same organisation (Cameron, Rutherford & Mountain 2012; Ipsen & Nohr 2009), 

enable healthcare professionals to network and share knowledge and learning. Ipsen and Nohr 

(2009) identified that the culture of annual three-hour educational meetings between the junior 

and senior physicians they studied had encouraged the educational relationship amongst them 

and increased the number of learning initiatives. Furthermore, the infrastructure, physical 

structures and layout of some units within healthcare organisations are conducive to informal 

learning among the healthcare staff from various contexts when particular spaces are dedicated 

for social interactions and knowledge exchange, which assists them to reflect on their practice 

(Bjørk, Tøien & Sørensen 2013; Coventry, Maslin-Prothero & Smith 2015; Davis, White & 

Stephenson 2016; Nevalainen, Lunkka & Suhonen 2018). 

A culture that encourages journal clubs within a workplace promotes CPD. Journal 

clubs are meetings between groups of professionals convened for educational purposes to 

discuss and critically appraise published articles (Dall’Oglio et al. 2018; Whiteside et al. 2016). 

Interdisciplinary journal clubs within a workplace enable healthcare professionals to gather, 

brainstorm and learn (Dall’Oglio et al. 2018; Jukkala & Kirby 2009). Therefore, organisations 

that have journal clubs as part of their culture create useful opportunities for diverse healthcare 

professionals to share learning, which then reinforces their professional development. 

Another component of workplace culture that enables CPD is the use of certification of 

healthcare professionals or institutions. Certification is the process of validating the 

qualifications of healthcare professionals to provide a defined area of practice based on the 

standards and the criteria of that practice (Altman 2011; Fleischman, Meyer & Watson 2011). 
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Certified healthcare professionals are committed to CPD, lifelong learning and clinical career 

advancement (Altman 2011; Fleischman, Meyer & Watson 2011; Wilson et al. 2015). This is 

because the certification standards require the healthcare professionals to acquire high levels 

of knowledge and skills and demonstrate excellence in practice (Altman 2011; Fleischman, 

Meyer & Watson 2011). Professional registration differs from certification in that it is based 

on the basic requirements of practice (Altman 2011), and it is a mandatory process, a 

prerequisite for each individual healthcare professional to practise. In contrast, certification 

implies a recognition of the achievement of advanced standards of practice and knowledge 

(Altman 2011). Both are provided by a third-party agency. Thus, healthcare practices that 

encourage healthcare professionals to be certified foster a positive culture of CPD.  

‘Magnet’ is an example of a certifying healthcare program. Magnet is an international 

and formal credentialing program developed by the American Nurses Credentialing Center to 

recognise nursing excellence in healthcare organisations (Hess et al. 2011; Walker, Fitzgerald 

& Duff 2014). To achieve Magnet recognition, healthcare institutions need to meet rigorous 

criteria pertinent to excellence in nursing practice including ‘transformational leadership’, 

empowerment of nurses, outstanding nursing practice and a culture of innovation and seeking 

new knowledge (Hess et al. 2011; Murray et al. 2011; Walker, Fitzgerald & Duff 2014; Wilson 

et al. 2015). Magnet-awarded healthcare facilities are committed to providing access to 

professional development for their healthcare employees by reinforcing lifelong learning 

through offering employer-funded continuing education and embracing innovative knowledge 

and skills (Hess et al. 2011; Malloch 2009; Murray et al. 2011; Walker, Fitzgerald & Duff 

2014; Wilson et al. 2015). As such, the culture of healthcare facilities that are Magnet 

designated is supportive of CPD for their nursing staff.  

A further supportive workplace culture aspect is the organisations that appoint nursing 

professional development (NPD) specialists in which that they facilitate learning within their 
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organisations (Dwyer & Hunter Revell 2016; Harper, Aucoin & Warren 2016; Harper et al. 

2017). NPD specialists are nurse educators who provide practice-based educational activities 

for nurses and other healthcare personnel in clinical settings (Harper, Aucoin & Warren 2016; 

Harper et al. 2017). As such, engaging NPD specialists enhances work-based learning for the 

healthcare professionals in that workplace. 

2.4.2. Workplace barriers to CPD 

By contrast, the literature reported some barriers to CPD within the workplace culture of 

healthcare professionals. That is, when there was limited or a lack of the previously detailed 

enablers, these enabling factors were turned into barriers. For instance, while support was 

reported as one of the major enablers of CPD for healthcare professionals, the lack of support 

either from healthcare institutions or leaders (Govranos & Newton 2014; Lozano 2012; Munro 

2008; Nevalainen, Lunkka & Suhonen 2018; Santos 2012; Tame 2011) or from colleagues 

(Santos 2012; Tame 2011) can prevent healthcare professionals from participating in CPD.  

Some structures and cultures of healthcare organisations hinder the CPD of healthcare 

professionals. That is, the hierarchical structures of organisations (Nevalainen, Lunkka & 

Suhonen 2018); or the task-oriented culture in which healthcare staff perform their duties 

without critical thinking (Nevalainen, Lunkka & Suhonen 2018) can constrain healthcare 

professionals from actively engaged in CPD. Furthermore, the nature of some healthcare 

professions jeopardises the creativity of their professionals by making them merely submissive 

instead of critical thinkers. One example is medical radiation science, which is characterised 

by limited autonomy and restricted roles in which professionals strictly adhere to the protocols 

of their profession (Lozano 2012; Sim & Radloff 2008, 2009), therefore they become less 

encouraged to be professionally developed. 
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Since the successful provision of CPD requires resources, the lack of CPD resources 

such as a financial budget (Cleland, Burr & Johnston 2016; Munro 2008; Santos 2012; 

Silvestre, Bowers & Gaard 2015); time to be released for CPD (Cleland, Burr & Johnston 2016; 

Galuska 2014; Govranos & Newton 2014; Katsikitis et al. 2013; Munro 2008; Santos 2012; 

Underwood et al. 2009); learning resources (Underwood et al. 2009); or staff shortages 

(Asahara et al. 2012; Katsikitis et al. 2013) can preclude healthcare staff from participating in 

CPD. Failure of healthcare institutions to provide healthcare professionals time to attend CPD 

during their working hours increases the burden on these professionals as they are required to 

attend these activities during their off-time, which can be difficult because CPD then interferes 

with their personal or family activities (Coventry, Maslin-Prothero & Smith 2015; Katsikitis et 

al. 2013; Santos 2012). 

Another barrier is the inability of healthcare facilities to offer accessible CPD. For 

instance, some healthcare institutions only provide CPD activities in central locations, which 

are distant from staff who work in peripheral regions (Bertulis & Cheeseborough 2008; 

Nawafleh 2014; Santos 2012). As such, staff who are working in organisations that are located 

far away from the sites of CPD activities, alongside with not having time to attend, are not able 

to participate in these activities. Furthermore, the inability of healthcare organisations to 

provide their staff access to computers or the internet (Bertulis & Cheeseborough 2008) or staff 

lacking skills to work with computers or online materials (Santos 2012) limits their 

participation in CPD. 

An additional obstacle is discrimination in nominating healthcare staff to attend CPD 

and training activities. For nursing, this discrimination may be based on the attitudes of nurse 

mangers who reject the idea of CPD (Tame 2012); nurses’ managerial status or years of 

experience (Underwood et al. 2009); or the speciality levels of the attendees (Cleland, Burr & 

Johnston 2016). Cleland, Burr and Johnston (2016) found in their qualitative study that 
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consultants received priority to attend training activities over other staff. Similarly, from their 

mixed-methods study, Underwood et al. (2009) concluded that community nurses who occupy 

management positions or have more than 40 years of experience have more opportunities to 

access learning than community nurses who provide direct patient care or have less than 40 

years of experience. As such, this unequal opportunity of healthcare professionals to attend 

training, learning or CPD activities is not based on their professional development needs, which 

impedes access to CPD.  

Heavy workloads of healthcare professionals are another deterrent from participating 

in CPD. The literature identified that the ‘busyness’ culture of nurses in their workplaces 

hinders them from having time to engage in work-based educational activities (Govranos & 

Newton 2014; Nevalainen, Lunkka & Suhonen 2018). That is, such a culture increases the 

workload of healthcare providers, resulting in fewer opportunities to participate in CPD 

activities, and these activities become the first to be abandoned among these professionals 

(Atefi et al. 2014; Beardsmore & McSherry 2017; Coventry, Maslin-Prothero & Smith 2015; 

Galuska 2014). Similarly, healthcare social workers reported in the study of Petruik et al. 

(2017) that their work climate competed with their CPD opportunities due to their heavy work 

demands.  

Having considered how workplace culture impacts on CPD for healthcare 

professionals, the influence of CPD on workplace culture is discussed next. 

2.5. The influence of CPD on workplace culture 

While workplace culture has some influence on the CPD of healthcare professionals, the 

literature revealed that CPD has some influence on the workplace culture of healthcare 

organisations. 



Chapter 2                                                                                                         Literature review  

29 

2.5.1. The influence of offering adequate CPD opportunities 

Healthcare organisations that offer adequate CPD have a culture of facilitating the 

implementation of evidence-based practice (EBP) (Black & Farmer 2013; Bovino et al. 2017; 

Davis, White & Stephenson 2016; Harper et al. 2017; Malik, McKenna & Plummer 2016; 

Ramos-Morcillo et al. 2015; Wente & Kleiber 2013; Whiteside et al. 2016; Wilson et al. 2015). 

In a qualitative study on a wide spectrum of allied healthcare professionals including leaders 

and clinicians from the disciplines of physiotherapy, audiology and speech therapy (combined), 

and psychology, Whiteside et al. (2016) found that the presence of CPD activities is an integral 

attribute of organisations that enable EBP. CPD augments the knowledge and skills of 

healthcare professionals about research and tutors them on translating research into practice 

(Bovino et al. 2017; Malik, McKenna & Plummer 2016; Ramos-Morcillo et al. 2015; Wilson 

et al. 2015), which expands their readiness for EBP (Wilson et al. 2015) and ensures that their 

practice is evidence-based (Black & Farmer 2013; Wente & Kleiber 2013). That is, healthcare 

organisations that support CPD provide research support services and professional 

development meetings (Whiteside et al. 2016), and facilitate learning and scientific inquiry by 

creating positive learning attitudes among staff (Harper et al. 2017; Malik, McKenna & 

Plummer 2016). Thus, the culture of healthcare organisations that embrace CPD values EBP. 

The level of the competency of healthcare professionals is another influence of CPD on 

workplace culture. Healthcare institutions that are adaptive and receptive to CPD, training and 

work-based learning are characterised by a high-performance culture through ensuring the 

professional competence of staff (Hawkinson 2016; Mugisha 2009; Nevalainen, Lunkka & 

Suhonen 2018). A high-performance culture is more likely to retain competent healthcare 

professionals and ensure quality of care (Hawkinson 2016; Manley et al. 2018; Trinchero, 

Brunetto & Borgonovi 2013). The high levels of competency of these professionals are 

maintained through active participation in quality CPD activities that are relevant to the area 
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of their practice on a continuing basis (Black & Farmer 2013; Duff 2013; McNaron 2009; Tsai 

2014; Vernon, Chiarella & Papps 2018).  

The competency of healthcare professionals is linked with improved patient care. A 

workplace culture that recognises the importance of effective training and CPD supports high-

quality health care (Barnes et al. 2012; Cooper 2009; Hinno, Partanen & Vehviläinen-Julkunen 

2011; Mokoka, Oosthuizen & Ehlers 2010; Raterink 2008; Silvestre, Bowers & Gaard 2015; 

Trinchero, Brunetto & Borgonovi 2013; Tsai 2014). Offering more opportunities for healthcare 

professionals to participate in CPD sustains competent healthcare professionals (McNaron 

2009; Trinchero, Brunetto & Borgonovi 2013); increases their job satisfaction (Cooper 2009); 

supports critical thinking (Davis, Taylor & Reyes 2014; Raterink 2008); and encourages 

learning from mistakes (Jantzen 2008), all of which are essential to provide quality patient care. 

Healthcare workplaces that are conducive to CPD have a culture of improved 

professional practices. To demonstrate, when collaborative, active and systematic learning 

evolves among healthcare professionals from diverse contexts (Cameron, Rutherford & 

Mountain 2012; Dewing 2009; Ipsen & Nohr 2009) it results in modifications to and 

development in the model of professional health practice (Cameron, Rutherford & Mountain 

2012). For example, in their mixed-methods pre-post study of occupational therapists, Pollock 

et al. (2017) concluded that multi-component professional development programs that involve 

different modules including online learning, workshops, regular peer meetings and mentorship 

are essential for practice modification. Likewise, Meagher-Stewart et al. (2010) and Mokoka, 

Oosthuizen and Ehlers (2010) found in their qualitative studies that supporting lifelong learning 

and sharing of knowledge has an influence on optimising ‘public health nursing’ practices.  

CPD has been reported to be central to producing safe, positive and effective healthcare 

outcomes (Coventry, Maslin-Prothero & Smith 2015; Duff 2013; Eason 2010; Jukkala & Kirby 
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2009; Leifso 2014; Manley et al. 2018; Slater et al. 2012). Safe patient outcomes can result 

from the utilisation of EBP (Davis, White & Stephenson 2016; Eason 2010; Leifso 2014) and 

the clinical competence of healthcare professionals (Duff 2013). There are different CPD 

approaches that contribute to safe patient outcomes, such as participation in inter-professional 

team-based education activities (Slater et al. 2012) and attendance at workshops by different 

professions to discuss aspects of patient safety (Leifso 2014). 

2.5.2. The influence of inadequate CPD opportunities 

Conversely, inadequate CPD has adverse consequences for workplace cultures. For instance, 

organisations which have limited CPD opportunities or discourage their staff from accessing 

CPD are neither able to successfully apply total quality management (Mosadeghrad 2014) 

strategies nor identify and respond to patient safety issues, which results in poor patient 

outcomes (Coventry, Maslin-Prothero & Smith 2015; Teunissen & Bok 2013). In addition, 

Griffen et al. (2008) explained that CPD modules for surgeons are mainly focused on the 

technical medical sciences and pass over the non-medical or behavioural aspects, which 

contributes to the deficiency in their communication, leadership, decision-making and 

teamwork skills. Furthermore, the lack of support and the unequal access to CPD, which was 

addressed in Section 2.4.2, results in the development of ‘horizontal violence’ in the workplace 

(Tame 2012) and subversive participation in professional education programs (Tame 2011) 

among perioperative nurses. That is, the development of this culture in the workplace 

encourages perioperative nurses to participate in professional education programs ‘secretly’ to 

avoid this bullying, either by managers or colleagues (Tame 2011, 2012). 

To address such a culture, education programs that involve strategies to change culture 

need to be developed and implemented, targeting both staff and managers (Parker et al. 2016). 

According to Lasater et al. (2015), a tailored educational intervention that involved different 
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components such as presentations, discussions, role-play and simulation was effective in 

reducing incivility among nurses in their workplaces.  

The third theme from the literature review explores the influence of CPD on healthcare 

professionals. 

2.6. The influence of CPD on healthcare professionals 

The literature revealed that healthcare milieus that are supportive of continuing education and 

CPD have an influence on healthcare professionals. For instance, workplaces that encourage 

professional development and ongoing education contribute to increased job satisfaction 

among their staff (Atefi et al. 2014; Bakker et al. 2010; Cooper 2009; Eason 2010; Gabel 2013; 

Meeusen et al. 2011; Mokoka, Oosthuizen & Ehlers 2010; Nowrouzi et al. 2016) and enhance 

their engagement with their profession (Trinchero, Brunetto & Borgonovi 2013). As a result, 

these employees intend to remain working in their profession (AbuAlRub & Nasrallah 2017; 

Bakker et al. 2010; Cooper 2009; Hinno, Partanen & Vehviläinen-Julkunen 2011; Jenkins et 

al. 2015); their professionalism and self-efficacy increase (Lasater et al. 2015; Shapiro, 

Whittemore & Tsen 2014); their professional hopelessness, stress and burnout are reduced 

(Dickinson & Wright 2008; Gabel 2013); and their quality of work life and emotional well-

being improves (Nowrouzi et al. 2016; Strube et al. 2018). In their qualitative study, Kolar, von 

Treuer and Koh (2017) declared that the resilience of early-career psychologists is promoted 

by CPD, as these psychologists tend to read the latest evidence-based journals or attend courses 

to reflect on their practice and socialise with other colleagues. Also, CPD plays an important 

role in enabling successful transition experience of nurses between different work contexts 

such as acute to community nursing practice (Ellis & Chater 2012). 

In addition, CPD enhances critical and reflective thinking skills among nurses (Asselin 

& Fain 2013; McNaron 2009; Williams 2010). Critical reflection skills enable nurses to utilise 
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their experiences as a basis for their learning. This can be achieved through being reflective by 

questioning their practice to identify assumptions and modify their care (Davis, Taylor & Reyes 

2014; McNaron 2009; Williams 2010). 

CPD has an influence on the attitudes and behaviours of healthcare professionals. That 

is, nurses’ perceptions about practice have been influenced by education activities and 

organisations that have a positive climate of online continuing learning (Chiu & Tsai 2014; 

Glembocki & Dunn 2010). To clarify, in an interventional study on registered nurses, 

Glembocki and Dunn (2010) identified that a three-day educational program which focused on 

nurses’ relationship with self, colleagues and patients improved the nurses’ caring behaviour. 

In addition, Chiu and Tsai (2014) reported that nurses’ attitudes are improved by organisations 

that have a positive climate of online continuing learning. Above all, healthcare professionals 

have positive attitudes and are attentive about the value and the importance of CPD in achieving 

effective practice (Petruik et al. 2017; Underwood et al. 2009). However, preventing nurses 

from applying the acquired knowledge into practice results in negative attitudes towards CPD 

(Santos 2012). 

CPD has been reported to improve the leadership skills of healthcare professionals. The 

incorporation of leadership content into CPD activities and training programs increases the 

leadership skills and competencies of nurse leaders (AbuAlRub & Nasrallah 2017; Galuska 

2014). Equally, a commitment to CPD and lifelong learning is instilled in nurses who occupy 

leadership roles (Espinoza, Lopez-Saldana & Stonestreet 2009). Thus, CPD and lifelong 

learning are considered to be integral components of leadership. 

2.7. EMS providers, workplace culture and CPD 

EMS providers require continuing professional education, training and development 

opportunities as they provide critical roles within the healthcare system by responding to and 
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attending the pre-hospital emergency needs of critically ill or injured patients. Carhart (2014) 

provided four recommendations to augment the engagement of EMS providers in lifelong 

education activities and create a workplace learning culture. These recommendations are 

recognising and acknowledging outstanding performance, promoting independent learning, 

applying adult learning theories and encouraging curiosity among the EMS providers (Carhart 

2014). However, this article did not discuss or explore extensively and comprehensively the 

influence of workplace culture on the CPD of EMS providers. Furthermore, Carhart (2014) 

declared that these recommendations did not serve as EBP for continuing learning, education 

or teaching in the context of EMS as there is a dearth of literature related to this issue. 

2.8. The gap 

The literature review has highlighted a number of significant impacts of CPD on workplace 

culture and of workplace culture on CPD from the perspectives of a wide range of healthcare 

professionals. However, there is a gap in the literature, as there are no studies that focus on 

how the workplace culture of EMS providers influences their continuing professional 

development. This highlights the importance of this research.  

2.9. Chapter summary 

The literature review identified that there are influences in all directions, both positive or 

negative, between workplace culture, CPD and healthcare professionals. Good access to CPD 

has a positive influence on workplace culture and on the quality of care provided by healthcare 

professionals. Healthcare professionals who actively engage in CPD have high levels of job 

satisfaction, and improved critical thinking and leadership skills. After presenting a review of 

the literature relating to the researched phenomenon, the following chapter explains the 

methodology that underpins this research. 



Chapter 3                                                                                                                 Methodology 

35 

Chapter 3: Methodology 

3.1. Introduction 

Chapters 1 and 2 have set the scene for this research, providing information and background 

on the health service and professional context for this study as well as introducing the topic of 

the influence of workplace culture on CPD through a thorough review of the relevant literature. 

This chapter discusses the chosen methodology which provides the framework for this 

investigation of workplace culture and how it influences the CPD of EMS providers at one of 

the main institutions that provides EMS to a specific geographical community in Saudi Arabia.  

In the first part of this chapter, the choice of qualitative methodological approaches is 

described. Next, the researcher’s ontological and epistemological positions are explained to 

enable the reader to understand the relationship between the researcher and the researched 

topic. Subsequently, the philosophical underpinnings and justifications of ethnography are 

detailed, providing a background to ethnography, including a clarification of the term ‘culture’ 

from an ethnographic perspective.  

3.2. Choice of methodology  

Qualitative research is designed to assist researchers to deeply understand social phenomena 

that occurs in the natural context by exploring the behaviours, meanings, principles, 

experiences and perceptions of individuals who are experiencing these phenomena (Curry, 

Nembhard & Bradley 2009; Whitehead 2013). Qualitative studies rely on substantial 

interaction with research participants, and often this type of research enables researchers to 

reveal unforeseen or unexpected facts, which cannot be achieved by quantitative studies alone 

(Wong 2008). Qualitative researchers do not aim to generalise their findings to a larger 

population size or different sites; rather, they provide an in-depth understanding of a specific 
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phenomenon by focusing on a smaller number of participants who experience this phenomenon 

(Creswell 2014; Thomas & Magilvy 2011).  

Qualitative studies can deepen the understandings of healthcare researchers about 

phenomena that have not been addressed previously. These understandings then assist to 

address gaps, obtain a further perspective about researched events, and achieve answers to why 

and how research questions by providing extensive rich descriptions (Jack 2006). Different 

aspects of the researched phenomena in qualitative studies are captured from the perspective 

of participants (Curry, Nembhard & Bradley 2009). This type of research can then inform 

healthcare policy makers and managers as they reform healthcare systems and services.  

Qualitative researchers often adopt specific methodologies to guide their studies. 

Methodologies provide particular philosophical and ethical principles, conventions and 

frameworks that define and guide the researcher in conducting qualitative research to create 

and build knowledge, based on the nature of the phenomenon that the research aims to address 

(Nicholls 2017). The methodology utilised in qualitative research has to be aligned with the 

purposes and the philosophical orientations of the study; the methods of data collection and 

analysis; and the way of discussing findings (Willgens et al. 2016). Willgens et al. (2016) report 

that coherence between all these elements is essential in appraising qualitative research, and is 

called ‘methodological congruence’.  

There are a range of methodologies that can be applied to conduct qualitative research; 

however, the most commonly utilised methodologies in social and health sciences studies 

include phenomenology, narrative research, case study, grounded theory and ethnography 

(Creswell 2013, 2014). Having considered the range of methodologies and their strengths and 

weaknesses, ethnography, specifically focused ethnography, was considered appropriate for 
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this study based on the research aim, question, objectives and the ontological and 

epistemological position of the researcher. 

3.3. Ontological and epistemological position of the researcher 

The term ontology refers to the study of the nature of reality and knowledge about the world 

(Grix 2002; Ormston et al. 2014). Epistemology is the individual’s process and ways of 

gathering this knowledge to learn about this reality (Grix 2002; Ormston et al. 2014). 

Therefore, researchers’ epistemologies influence their way of phrasing their research questions 

and conducting their studies, which then guides them to select appropriate research 

methodologies and methods (Duffy & Bowe 2014). Duffy and Bowe (2014) believe that the 

starting point for any research study, even before conceiving the research question, is to have 

a defined position regarding what can be known about the researched phenomenon. So, both 

terms are crucial in social and human research studies to understand the research process (Grix 

2002). Ontology and epistemology, along with the methodology, are the components of what 

is called a paradigm, which is a combination of the beliefs that elucidate how people identify 

the reality of the world (Houghton, Hunter & Meskell 2012). As mentioned above, the research 

aims, paradigms and methods need to be integrated to achieve philosophical congruity of the 

research (Houghton, Hunter & Meskell 2012).  

The phenomenon to be investigated in this project is workplace culture and how it 

influences the CPD of EMS providers at one of the main institutions that provides EMS to a 

specific geographical community in Saudi Arabia. Experiencing different healthcare roles 

throughout the researcher’s professional experience has informed his knowledge about this 

phenomenon. These roles included clinical, training, administrative and academic roles.  

After 18 months of working as a healthcare technician in an extremely busy and 

understaffed healthcare institution, the researcher was supported by the administration to 
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pursue an academic education and obtain a bachelor’s degree at a university in Saudi Arabia. 

After obtaining the bachelor’s degree, the researcher was assigned a training role in the 

institution where he had previously worked. The responsibilities of this role included providing 

continuing medical education (CME) programs to healthcare professionals inside the 

institution, assisting staff to attend CME programs outside the institution, and supervising 

students in their clinical placement or internship. There were, however, limited facilities and 

resources for the delivery of CPD programs for staff inside the hospital. The hospital programs 

were not accredited by the SCFHS, and so no CME hours could be counted for staff attending 

these programs.  

Following this experience, the researcher commenced an administrative role as a deputy 

nursing director. One of the main responsibilities of the nursing administration in the district 

was applying the MOH’s policies and procedures and supervising the compliance of nursing 

staff in government hospitals and primary healthcare centres with these policies and 

procedures. The first manual for nursing standards, policies and procedures was published in 

2008 by the General Directorate of Nursing in the MOH (Al-Osimy 2008). This manual 

included education and CPD programs for nursing staff such as compulsory orientation 

programs for newly employed nurses. The nursing administration in the district established 

criteria to ensure that the specific CME program was valuable for the attendants. This 

experience highlighted to the researcher the importance of CPD being formally sanctioned 

through policy and embedded within a nursing workplace culture.  

The researcher’s most recent role was as an academic teaching assistant in an EMS 

department at a Saudi Arabian university. The researcher had a number of responsibilities in 

this academic role including training undergraduate students in EMS clinical skills and 

supervising these students in their clinical placements. When supervising students during their 

clinical placements, there were often discussions with EMS providers about their need for 
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further educational experiences. Some EMS providers complained about long working hours, 

which often prevented them from attending CPD programs in their workplace. In addition, 

when supervising students on clinical placement, the researcher observed that some EMS 

providers lacked contemporary clinical skills when treating patients.  

These experiences have informed the researcher’s ontological and epistemological 

position and the choice of research methodology to answer the research question. The 

following section explains the adopted methodology, which is focused ethnography.  

3.4. Philosophical underpinnings of ethnography 

3.4.1. Background to ethnography 

The word ‘ethnography’ stems from the combination of the Greek word ethnos, which means 

culture or group of people, and the Latin word graphia, which means writing or describing 

(Ladner 2014; Liamputtong 2013; Whitehead 2013). So, ethnography is a social research 

approach that involves describing the culture, practices, customs or beliefs of a specific group 

(Draper 2015; Hammersley & Atkinson 2007; Holloway & Galvin 2015; Ladner 2014; 

Spradley 2016b; Whitehead 2013). Ethnography goes beyond merely observing and describing 

‘details’ to provide explanations, by understanding the meaning of those details (Ladner 2014).  

Ethnography is located within the qualitative interpretative paradigm (Draper 2015; 

Hammersley & Atkinson 2007; Whitehead 2013). The essence of the interpretative paradigm 

is that reality or truth is not singular or objective; instead, there are multiple realities because 

humans and their experiences are diverse (Draper 2015). Interpretivism considers the cultural 

contexts of people as fundamental aspects that must be considered in the research process 

(Draper 2015). Unlike positivism, interpretivism requires a deeper understanding of the 

contexts and the experiences of individuals in their natural settings without modifying these 
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settings to suit specific research purposes, such as performing experiments. Instead, the 

researched settings and participants need to be studied as they are. 

Ethnography is distinguished from other types of qualitative research by focusing 

mainly on producing descriptions about the habitual activities and customs of a group of people 

in their own cultural contexts or environments (Broussard 2006; Holloway & Galvin 2015) 

with the aim of understanding their behaviours (Whitehead 2013). So, ethnography follows a 

cyclic sequential pattern to describe cultural features of the researched group rather than a linear 

design trying to ‘find something’ (Spradley 2016b).  

Another fundamental feature that underpins ethnography is the consideration of the 

‘emic’ as well as ‘etic’ positions (Draper 2015; Green & Thorogood 2018; Holloway & Galvin 

2015; Polit & Beck 2010). The ‘emic’ position refers to the perspectives or the inside 

knowledge of the members of the researched group or culture, which is called the insider or 

the native perspective (Draper 2015; Fetterman 2010; Green & Thorogood 2018; Holloway & 

Galvin 2015; McFarland & Wehbe-Alamah 2015). On the other hand, the ‘etic’ position 

indicates the standpoint of the larger society who are outside the culture or the members being 

researched, while they represent the societal or the outsider picture of the researched 

phenomenon (Draper 2015; Fetterman 2010; Holloway & Galvin 2015). Researchers’ 

professional knowledge or perspective about the researched phenomenon is deemed ‘etic’ as 

they are outsiders (Green & Thorogood 2018; McFarland & Wehbe-Alamah 2015). According 

to Draper (2015) and Holloway and Galvin (2015), ethnographers need to consider both 

concepts interchangeably as they influence and are influenced by each other. That is, the native 

members have a particular knowledge about their culture, which explains to researchers why 

they do what they are doing (Fetterman 2010; Holloway & Galvin 2015). The ‘etic’ view is 

necessary to shape the collected data into an ethnographic template, while retaining its social 
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roots by understanding the collective meanings of the researched group (Draper 2015; 

Holloway & Galvin 2015).  

Ethnography is grouped into two general categories (Polit & Beck 2008, 2010). The 

first category is ‘macro-ethnography’, which relates to studying determined cultures more 

broadly (Polit & Beck 2008, 2010). The second category is ‘micro-ethnography’, also called 

‘focused ethnography’ (Polit & Beck 2008, 2010). Focused ethnography is concerned with 

studying narrowly determined cultures, such as a specific category of professionals or a 

department in a healthcare facility (Polit & Beck 2008, 2010). As such, researchers who utilise 

focused ethnography focus on understanding cultural aspects of groups through a narrower 

scope of inquiry rather than studying their culture comprehensively (Chesnay 2015). Therefore, 

focused ethnography is characterised by shorter periods of time in the field of the study for data 

collection and a narrower scope of research questions (Chesnay 2015), while still applying the 

philosophical underpinnings of ethnography. 

A number of challenges confront ethnographic research. These include conducting the 

research with people in their natural contexts without introducing any changes caused by the 

researcher; collecting data from a wide range of sources in unstructured ways; and analysing 

data by interpreting and explaining the meanings of peoples’ functions (Hammersley & 

Atkinson 2007). Researchers adopting such a methodology need to be able to be accepted to 

engage in participants’ everyday routines covertly and overtly for a period of time, observing 

their actions; listening to their discussions; asking them formal and informal questions to learn 

from them instead of studying them; and gathering artefacts and documents (Broussard 2006; 

Hammersley & Atkinson 2007; Polit & Beck 2010) that could shed light onto the researched 

phenomenon (Hammersley & Atkinson 2007). 
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Ethnography, as a research methodology, has some limitations. As mentioned above, 

the fieldwork and participant observations can be very time consuming (Creswell 2013; 

Goodson & Vassar 2011; Green & Thorogood 2018; Savage 2000). This includes the process 

and time required to obtain approvals to gain access to the study population and perform the 

ethnographic work (Goodson & Vassar 2011; Green & Thorogood 2018). In addition, the 

findings of ethnographic studies are not generalisable because studies tend to address a 

particular group or setting (Goodson & Vassar 2011). The researcher was mindful of these 

challenges and limitations, and pre-planned to avoid their consequences on his research. That 

is, the researcher had collegial relationships with staff who could facilitate access to their field 

to conduct his ethnographic research. This process will be detailed in the next chapter.  

3.4.2. Culture 

Culture is the core concept of ethnographic studies (Whitehead 2013). Culture is not a definite 

or determined entity; instead, it is a context or a milieu that surrounds the complexities of daily 

life (Draper 2015). Therefore, culture, from an ethnographic perspective, is a broad concept 

that involves the learned and reinforced patterns of life that are shared among a group, such as 

their relationships, behaviours, communications, beliefs, arts, concepts, rules, languages and 

their way of life by being exposed to each other (Draper 2015; Holtz 2015; O’Neill, Wolfe & 

Holley 2015). These aspects of culture contain clear guidelines for the members of that society, 

which steer each member in perceiving their experiences (Holtz 2015). Holtz (2015) adds that 

there are three levels of culture for a certain social group based on the ability of outsiders to 

perceive that culture. These levels are: (1) the tertiary level, which appears to outsiders; (2) the 

secondary level, which includes features that are recognised by members, but rarely shown to 

outsiders; (3) the primary level, which is the most profound level that is hidden from outsiders 

but perceived and instilled in each individual member, and strongly resists change (Holtz 

2015).  
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Culture is a complex concept that can be defined in various ways (Holtz 2015; O’Neill, 

Wolfe & Holley 2015; Saldaña 2011). Fetterman (2010) explains that definitions of culture 

adopt two perspectives: ‘ideational’ or ‘materialist’. Both perspectives explore the ways in 

which groups of individuals behave and think in their natural contexts, which in turn assists 

ethnographic researchers to search for logical, ritualistic and cohesive patterns of ideas and 

behaviours that distinguish that group (Fetterman 2010). Spradley (2016b) and Polit and Beck 

(2008) also identified that ethnographers study three aspects of cultures: peoples’ behaviour, 

which is what they do; knowledge, which is what they know; and artefacts, which is what they 

use. 

Workplace culture is an aspect of culture that is researched by ethnographic studies. 

The definition of workplace culture was presented in Section 1.3. The literature often uses the 

term workplace culture interchangeably with organisational or corporate culture (Cole, Oliver 

& Blaviesciunaite 2014). To maintain consistency, the term workplace culture will be used 

throughout this thesis. Grant et al. (2014, p. 21) found that the workplace culture of primary 

healthcare organisations was distinguished by four main dimensions: ‘responsiveness, team 

hierarchy, care philosophy and communication’. Some characteristics of workplace culture can 

strengthen or weaken that culture. That is, strength in a workplace culture lies in the values that 

govern behaviour that are shared across the group to a great extent (O’Neill, Wolfe & Holley 

2015). A workplace culture is described as weak when various ‘pockets of difference’ occur 

within the group or subgroup (O’Neill, Wolfe & Holley 2015, p. 7).  

Manley et al. (2011) identified a set of core values that distinguish an effective 

workplace culture. These values include: enabling continuing learning, being supportive of 

staff, developing leadership skills, engaging staff in decision-making processes, utilising 

evidence-based practice, encouraging open communication between staff and adopting 

teamwork (Manley et al. 2011). Workplace stress, workload and job satisfaction are also 
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considered to be influenced by the quality of a workplace culture (Hahtela et al. 2015). This 

means that the leadership styles adopted in a workplace, the attitudes of staff and their leaders, 

the administrative systems, structures and resources determine the workplace culture of an 

institution. 

3.5. Appropriateness of the utilised research methodology 

Ethnography is considered appropriate methodology because its philosophical underpinnings 

are aligned well with the research question of this study. The research question seeks to 

understand the phenomenon of workplace culture of EMS providers in relation to CPD in a 

specific context in Saudi Arabia as explained in Section 1.5. Ethnography is deemed as the 

proper methodology to study organisations (Bruni 2006), particularly if the study focuses on 

culture (Whitehead 2013). Liamputtong (2013) explained that ethnography is utilised widely 

in healthcare research to convey the comprehensive story that underpins the behaviours and 

attitudes of the researched group altogether by taking every aspect into account. Green and 

Thorogood (2018) added that ethnography is the research design of choice when researchers 

aim to achieve a holistic understanding of a particular healthcare setting, because this research 

design requires observations that incorporate both ‘emic’ and ‘etic’ views. Ethnography can 

assist healthcare professionals and policymakers in solving issues through in-depth study of  

these issues within the natural contexts they occur by understanding the worlds of leaders, 

clinicians and patients (Savage 2000). Moreover, Chesnay (2015) advised that the useful 

research methodology to understand workplace cultures is the ‘focused ethnography’. While 

this research is a PhD project which has a limited timeframe, and ‘focused ethnography’ has 

been described to require shorter data collection period and narrower and specific research 

scope (Chesnay 2015), so it has been adopted in this study to enable the researcher complete 

all project requirements within the timeframe. 
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Healthcare organisations are cultural contexts in their own, where each healthcare 

organisation has a unique community of staff and patients who have their exclusive behaviour 

and belief systems (Goodson & Vassar 2011). Ethnography has been adopted to enlighten the 

management process of healthcare institutions and assist on the creation of organisational 

structures by providing an in-depth understanding of the community within these organisations 

(Savage 2000). There were various aspects related to the management process of healthcare 

organisations, and quality and safety as core parts of these aspects. Healthcare researchers, 

managers, policy-makers and practitioners adopted ethnography, either as a sole research 

methodology or as supplementary to others, to identify safety and quality issues where the 

causes were embedded within the organisational dynamics, staff performance and their 

interactions with technology (Savage 2006). So, ethnography played a major role in informing 

and improving the management process of healthcare institutions and practice.  

3.6. Chapter summary 

This chapter has discussed the methodological framework, focused ethnography, for this study 

and explained its appropriateness and how it fits within an interpretive paradigm. The 

researcher has been open about his assumptions (Section 1.9) and experiences (Section 3.3), 

and the researcher is aware that he has to guard against bias and therefore limit his approach to 

the ethnographic observations and analysis of the research undertaken. The next chapter 

discusses the research design for this study, which takes account of the paradigm discussed in 

this chapter. 
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Chapter 4: Methods 

4.1. Introduction  

Following on from Chapter 3 on the methodology of this study, this chapter provides detailed 

information about the methods used to conduct this study. Comprehensive information 

regarding study design and settings, participants, ethics, data collection and analysis, and issues 

of trustworthiness and the quality of the findings is provided.  

4.2. Study design  

This study adopted the methodology of focused ethnography. This study design focuses mainly 

on studying cultures and cultural contexts, and its essence lies in researchers living with 

participants in their contexts (Broussard 2006; Hammersley & Atkinson 2007; Polit & Beck 

2010). Therefore, the fundamental data collection methods in focused ethnography are 

fieldwork and observations of participants in their contexts (Broussard 2006; Hammersley & 

Atkinson 2007; Polit & Beck 2010).  

The adoption of this study design was guided by the aim and objectives of this research. 

The aim was to understand how workplace culture influences the CPD of EMS providers within 

a healthcare institution that provides EMS in Saudi Arabia. The objectives to achieve this aim 

were: 

• to identify the organisational structures that influence CPD for EMS providers;  

• to identify the activities and resources that are available to support CPD for EMS 

providers; 

• to identify and outline the roles and responsibilities of each participant group; 

• to explore the attitudes of EMS providers on whether CPD makes a difference to their 

professional practice, self-confidence and job satisfaction; and 

• to identify and explore the attitudes of each participant group towards CPD. 
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This study was conducted in four stages: 

1) Preparation to enter the field; 

2) Phase 1: online survey;  

3) Phase 2: focus groups and semi-structured individual interviews; and 

4) Phase 3: observations and document collection. 

Figure 1 summarises these stages. 

 
Figure 1: Research stages 

4.2.1. Preparation to enter the field 

The preparation stage involved obtaining the necessary ethics approvals and seeking 

permission to access the research sites. Achieving full and successful access to an ethnographic 

research field requires not only gaining permission from formal leaders and managers, but also 

finding an informal intermediary from the group who can facilitate introducing the researcher 

to the group in a positive way (Fetterman 2010; Green & Thorogood 2018). Gaining permission 

to access the intended research site and group was one of the most challenging phases in this 

study. Ethnographic studies do not have clear-cut guidelines; rather, this phase depends mainly 

on the researchers’ negotiation skills and ability to establish relationships (Creswell 2013; 

Gobo & Molle 2017; Roper & Shapira 2000). However, obtaining permission does not 

guarantee the researcher will achieve the group’s cooperation (Liamputtong 2013). Once 
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researchers access their intended sites, they need to gain participants’ trust and convince 

participants that their presence is not threatening, to achieve positive and effective cooperation 

with the study (Gobo & Molle 2017; Liamputtong 2013). 

4.2.1.1. Gatekeeping 

After obtaining the required approvals to conduct this study, the researcher contacted 

some colleagues in the region. The aim of this process was to find a potential ‘gatekeeper’ 

between the researcher and leaders in the regional administration. One of the researcher’s 

colleagues had access to the regional director, so he facilitated the communication process. 

Another ‘gatekeeper’ was the coordinator who was formally assigned to the researcher, as one 

condition of conducting the study, who happened to be a former colleague of the researcher. 

This chain of collegial relationships enabled positive negotiations and connections. The 

regional director assisted and provided support for this research because he believed that his 

workplace would benefit from the findings of this study. This assistance and support was 

provided via granting the researcher smooth and unrestricted access to any required facilities, 

departments or data and advised all leaders in the regional administration to support this 

research. This was achieved through selecting and accessing the appropriate key ‘gatekeepers’ 

within the participating institution who enabled persuasive communications with the regional 

director. Having gained access to the participating study setting, data collection commenced. 

Data collection formed the remaining three phases of the study, which will be explained later 

in this chapter.  

4.3. Study setting 

The study was conducted in one of the main institutions that provides public EMS to the 

community in the Aseer region within Saudi Arabia (Figure 2). The central administration of 

this institution is located in Riyadh, the capital of Saudi Arabia, and there are 13 subordinate 
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regional administrations distributed across Saudi Arabia. These regional administrations report 

to the central administration. Each regional administration has an administrative department 

which manages all administrative, technical, professional and clinical aspects of EMS in their 

region. Also, the regional administrations oversee a number of EMS centres distributed across 

all areas of the regions to provide clinical EMS to their community.  

 
Figure 2: The location of the participating regional administration (Source: Youssef et al. 

2016) 

Saudi Arabia is divided into 13 administrative regions (Ministry of Foreign Affairs 

2010). Aseer is one of these regions, and is located in the south-western part of the country. 

The headquarters of its emirate (the governing body of the region) is located in Abha (Emirate 

of Aseer Province at the Ministry of Interior 2017). The area of Aseer is about 81,000 km², and 

its population is estimated at 1,563,000 individuals (Emirate of Aseer Province at the Ministry 

of Interior 2017). According to the national regions Act, the director of the research setting is 

a member of the regional council in Aseer region. However, the regional councils have no 

  Aseer 
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influence on the organisational structure of this setting. Each city, town or village in the Aseer 

region has an ambulance centre. The large cities, such as Abha and Khamis Mushait, have more 

than one ambulance centre.  

4.4. Participant groups 

Three groups of participants were included in this ethnographic study. The main targeted 

participant group, or the social group, to be studied were non-physician EMS providers. The 

estimated total population of this group in the participating region was 350 based on 

information provided by the central administration of the participating institution. The other 

two groups of participants were administrative and training staff. These two groups were 

included because their roles and positions within the study setting influenced the CPD of the 

EMS providers. The administrative leaders were in the position to make decisions or develop 

policies that could affect CPD, and the training staff were responsible for planning, 

implementing and evaluating all training and education programs and activities. Each phase of 

the study had specific participant groups. The participants in phase 1 were the non-physician 

EMS providers only, while phases 2 and 3 involved all three groups. The participants’ 

distribution in the study phases is outlined in Table 5.  

Table 5: Included and excluded participants in each phase 

Data collection 
phase Included participants Excluded participants 

Phase 1 • Non-physician EMS 
providers 

• The pilot participants 
• Physician EMS providers 
• Administrative staff 
• Training staff 

Phase 2 

• Non-physician EMS 
providers 

• Administrative staff 
• Training staff  

• Physician EMS providers 
• Administrative staff who were non-

policymakers; worked in non-decision-making 
positions such as clerks, receptionists or 
drivers; or provided roles that did not influence 
CPD 

Phase 3 
• Non-physician EMS 

providers 
• Administrative staff 

• Physician EMS providers. 
• Administrative staff who were non-

policymakers; worked in non-decision-making 
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• Training staff  positions such as clerks, receptionists or 
drivers; or provided roles that did not influence 
CPD 

4.4.1. Participant selection 

4.4.1.1. Inclusion criteria  

The participants could be of any nationality, any gender and fluent in either Arabic or English 

language. The age of the participants ranged from 20 to 65 years old, which matched the 

employment age requirement in the participating workplace. Each participant group had 

specific inclusion criteria.  

4.4.1.1.1. Group 1: EMS providers 

All non-physician healthcare professionals at any professional or speciality level who provided 

clinical EMS roles in the participating region were eligible to participate. This included 

paramedics (EMS specialists), EMS technicians, pre-hospital emergency nurses, and any 

healthcare professional providing clinical EMS roles at any specialty level ranging from non-

physician consultants to health assistants.  

4.4.1.1.2. Group 2: The administrative staff 

The eligibility criteria for this group were that they needed to be policy makers, decision makers 

or leaders at any leadership or managerial level whose roles affected EMS providers. 

4.4.1.1.3. Group 3: The training staff 

The included training staff needed to be in positions that involved planning, implementing, 

reviewing or providing training or educational activities or programs to EMS providers.  
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4.4.1.2. Exclusion criteria 

4.4.1.2.1. Group 1: EMS providers 

The main exclusion criterion for the EMS providers’ group was being a physician EMS 

provider. Physicians were excluded because they have a higher level of education and they are 

medically qualified. Physicians also provide formal training activities to the EMS providers 

such as lectures and workshops, as well as informal clinical discussions.  

4.4.1.2.2. Group 2: The administrative staff 

The exclusion criteria for the administrative staff included non-policymakers; those working 

in non-decision-making positions such as clerks, receptionists or drivers; or those providing 

roles that did not influence the CPD of EMS providers.  

4.4.1.2.3. Group 3: Training staff 

There were no exclusion criteria. 

4.5. Data collection 

The process of ethnographic data collection and analysis is not linear; rather, it is iterative or a 

spiral, in which researchers keep circling around collecting and analysing data until they 

achieve their projects’ aims (Holloway & Galvin 2015; LeCompte & Schensul 2013). This 

study involved three phases of data collection. 

4.5.1. Phase 1: The online survey 

This phase aimed to provide the researcher with an introductory overview of the EMS providers 

in the region, the processes and approaches to CPD in the participating workplace, and the 

perceptions of EMS providers about these processes and approaches. This phase assisted the 

researcher to plan the subsequent phases of data collection.  
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A bilingual online questionnaire was utilised in this phase. The expected time to 

complete this questionnaire was approximately five minutes or less. This questionnaire 

consisted of three parts: demographic questions; two groups of CPD questions; and five open-

ended questions related to CPD and workplace culture (Appendix 1). This questionnaire was 

transformed to an online format using Survey Monkey. The development of this questionnaire 

was guided by the literature related to CPD and workplace culture (Collin et al. 2012; Knox et 

al. 2015; Schostak et al. 2010), as well as consultations with senior academics at the University 

of Adelaide. The aim of these consultations was to ensure the validity and reliability of the 

questionnaire content and to identify the appropriate statistical tests for analysis. These 

consultations also assisted in ensuring that the questionnaire complied with, and was able to 

achieve, the aim of the study.  

The researcher developed this questionnaire and did not use other questionnaires 

because there were no suitable identified questionnaires relevant to the context of this study. 

This was in line with Fetterman (2010), who elucidates that questionnaires utilised in 

ethnographic studies need to be relevant to the culture or subculture being studied, and adapted 

based on researchers’ knowledge about this culture. Also, Creswell (2014) reports that 

qualitative researchers are unlikely to utilise instruments or questionnaires that have been 

created by other authors. Most importantly, these questionnaires do not need to involve scales 

that have been nationally validated or tested; instead, they are validated locally by testing them 

on the particular research site and group (LeCompte & Schensul 2013).  

4.5.1.1. Piloting 

The questionnaire was piloted by participants outside the researched region to ensure that the 

items and the questions were understandable. The total number of participants in the pilot was 

nine. The eligible participants in the pilot were all EMS providers working at any regional 
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administration within the participating institution, excluding the participating region. The pilot 

participants received the questionnaire in an email from the Research Department at the central 

administration. 

The pilot participants were asked to complete the questionnaire and comment on the 

time that they took to complete the survey; the vocabulary and language used; the overall 

format and flow of the questionnaire; difficulty with any of the questions; and any questions 

that they thought needed to be deleted or added. They were also asked to be mindful that these 

questions need to be related to the aim and objectives of the study. Their responses were 

analysed to formulate the final draft of the questionnaire. Their comments included only minor 

amendments, such as changing the wording of the first question and adding an open-ended 

question about the support that EMS providers receive for development.  

4.5.1.2. Surveying the actual participants 

Having refined the questionnaire, the researcher recruited participants for phase 1. The 

recruitment materials encompassed emails containing a link to the questionnaire (Appendix 2), 

participant information sheets (Appendix 3), invitation letters (Appendix 4), posters (Appendix 

5) and information sessions. These recruitment materials were distributed to the proposed 

participants in both Arabic and English languages. The researcher translated these materials to 

ensure that Arabic and non-Arabic participants could understand their contents. 

The participants received an email that contained the information sheets, the invitation 

letters and the link to the questionnaire from the coordinator. The researcher printed out the 

posters in different sizes (i.e. A3 and A4) and the invitation letters, and visited all EMS centres 

in the region to post them in the main areas of each centre, such as noticeboards, entrances, 

staff lounges and corridors. During these visits, the researcher ran information sessions for the 

EMS providers in each centre to explain the aim and the objectives of the study. The EMS 
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providers then had the opportunity to ask about, and discuss, many aspects of the study with 

the researcher.  

The process of visiting the EMS centres enabled the researcher to perform descriptive 

observations (Figure 3) in all EMS centres in the region. This is based on the process of 

observations in ethnographic studies which will be detailed later in this chapter. These 

descriptive observations enabled the researcher to have an overview of the EMS and CPD 

contexts. This facilitated determining the eligible EMS centres for the focused and selective 

observations (Figure 3). That is, during these visits some EMS providers in different EMS 

centres discussed many aspects of and challenges related to the researched phenomenon with 

the researcher, either face-to-face or over the phone. These aspects were documented as 

preliminary field observation notes and as phone interviews, and used as data.  

The online questionnaire remained opened for four weeks then closed for the analysis. 

The reason for keeping the questionnaire open for four weeks was to ensure flexibility in 

completing the questionnaire by providing the participants adequate time. This is to avoid 

burdening them in addition to their workload. Another reason was to enable the online 

questionnaire to reach to the maximum number of EMS providers, specially some of them 

might be off-duty or on holiday when the questionnaire was sent. During these four weeks, the 

EMS providers received two reminder emails. The total number of participants in the online 

survey was 133 out of 332, which constituted a 40% response rate. Then a preliminary data 

analysis was performed to guide the next phases of data collection. 

4.5.2. Phase 2: Focus groups and individual interviews  

Phase 2 of the study involved conducting focus groups and individual semi-structured 

interviews. The duration of each focus group ranged from 30 to 90 minutes, and the semi-

structured individual interviews ranged from 30 to 60 minutes. The plan of this phase was 
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refined based on the preliminary analysis of the online questionnaire and the notes of the 

descriptive field observations. This was through focussing on the elements of the questionnaire 

that have issues or challenges after performing the preliminary descriptive statistical analysis.      

A data collection guide was developed and used in this phase, and in phase 3, which 

involved brief points of the discussion in the focus groups and semi-structured interviews, and 

the protocols to guide the observations (Appendix 6). This guide was developed from the 

literature that discussed CPD and workplace culture (Knox et al. 2015; Schostak et al. 2010) 

and was used flexibly. That is, these dot points were used as a guide, while the discussions 

during the focus groups and interviews and participants’ input triggered further discussion 

points. To refine the researcher’s skills in managing focus groups and interviews, he conducted 

trial focus groups and interviews using this guide with his supervisors and colleagues. 

The researcher recruited participants in this phase with the assistance of the coordinator. 

The recruitment materials included emails (Appendix 7), participant information sheets 

(Appendix 8), invitation letters (Appendix 9) and posters (Appendix 10). All these materials 

were provided in the Arabic and the English languages, and included full details about this 

phase. The coordinator, who was a ‘gatekeeper’, distributed these materials to all relevant staff, 

as this phase involved all the three participant groups. 

Staff who were interested in participating in a focus group, from each participant group, 

contacted the researcher to arrange a convenient time and location. Though the recruitment 

materials involved details about this phase, the researcher also provided these details face-to-

face to participants before each focus group and interview to ensure comprehensive 

understanding. The researcher handed over a consent form (Appendix 11) to each participant 

before commencing any discussion. All focus groups and semi-structured individual interviews 

were audio-recorded using two recording devices, which was explained clearly in the consent 
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form. A total of five focus groups were conducted with a total of 23 participants from all 

participant groups. The description of these focus groups is provided below in Table 6. 

Table 6: Description of the group for each focus group 

Focus group Description of the group 

Focus group 1 
4 training staff participated in this focus group. They played an 
important role in CPD as they were responsible for conducting 
training activities to EMS providers in the region.   

Focus group 2 

5 administrative staff participated in this focus group. They were 
responsible of processing the financial requirements, flight tickets 
or any administrative procedure related to training and CPD and 
submit them to the central administration for final decision. 

Focus groups 3 and 5 

7 EMS providers from one of the metropolitan EMS centre 
participated in focus group 3, and 3 EMS providers from a remote 
EMS centre participated in focus group 5. EMS providers were the 
targeted participants by the study. Focus group 5 was conducted as 
per the participants’ request. 

Focus group 4 

4 leaders from the Medical Administration, the Quality 
Department and the Ambulance Affairs Department participated in 
this focus group. They play a key role in EMS providers’ CPD as 
they were the leaders who manage all clinical, professional, and 
quality processes of EMS in the region. They monitored and 
supervised the performance and competencies of EMS providers 
in the region. This focus group was conducted based on 
recommendations from the participants of focus group 1. 

The study also involved semi-structured individual interviews with all participant 

groups. The semi-structured individual interviews enabled participants to add some 

information freely away from the group, which provided them an opportunity to add their own 

thoughts especially if they are unable to attend the focus group (Baillie 2019). The questions 

that were discussed in the semi-structured individual interviews were guided by focus group 

inputs. This was through enlightening the researcher on some new points that were not 

considered previously. There was a total of 13 individual interviews from all participant groups 

distributed as follows: six interviews with the EMS providers group, four with the 

administrative staff and three with the training staff. The reason for interviewing different 
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groups is to have a comprehensive understanding of the researched phenomenon from different 

perspectives, because each group had a key role in influencing CPD for EMS providers as 

detailed in section 4.4. Each focus group and individual interview was given a code number.  

As the researcher’s contact details were provided in all recruitment materials, some 

participants preferred to contact him anonymously to provide information related to the 

researched phenomenon. For example, an EMS provider rang the researcher and provided him 

some information related to CPD. An administrative leader documented some notes about CPD 

in the region, photographed these notes and sent them to the researcher. All focus groups, semi-

structured individual interviews, phone calls and the provided notes were categorised into three 

groups based on the participant groups (Table 7).  

Table 7: Categorisation of the focus groups and interviews (FG = focus group) 

Category Focus group & interview codes Number Total 

EMS providers 

FG3-EMS, FG5-EMS, Interview5-
EMS, Interview7-EMS, Interview8-
EMS, Interview10-EMS, Interview11-
EMS, Interview12-EMS and the phone 
call from an EMS provider 

FG = 2 

Interview = 6 

Other = 1 (the phone call) 
9 

Administrative 
staff  

FG2-Admin, FG4-Admin, Interview3-
Admin, Interview4-Admin, 
Interview9-Admin, Interview13-
Admin, Interview14-Admin and the 
notes from an administrative leader 

FG = 2 

Interview = 4 

Other = 1 (the leader’s 
notes) 

7 

Training staff  
FG1-Train, Interview1-Train, 
Interview2-Train and Interview6-Train 

FG = 1 

Interview = 3 
4 

4.5.3. Phase 3: Focused and selective field observations and document collection 

The last phase of the study was the focused and selective field observations (Figure 3). These 

observations were performed last because by this time the researcher had an overview of the 

context of CPD and workplace culture in the participating workplace and the staff had become 

familiar with, and trusted, the researcher.  
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Field observations in ethnographic studies are performed through three main stages: 

‘descriptive’, ‘focused’ and ‘selective’ (Spradley 2016b). ‘Descriptive’ observations is the 

initial stage, which is characterised by broad and non-systematic observations aiming to 

explore the context and identify which events need more focus (Roper & Shapira 2000; 

Spradley 2016b). So, the descriptive observations for this study were performed when 

distributing the recruitment and participation materials for phase 1. Then, ‘focused’ 

observations are more focused, during which a researcher attends to the significant aspects in 

the environment and ignores others that are not important (Roper & Shapira 2000; Spradley 

2016b). For example, attending and observing some training activities or clinical discussions 

between EMS providers while ignoring their personal conversations. ‘Selective’ observations 

are the final stage, involving narrower and sharper observations by concentrating on certain 

attributes of events (Roper & Shapira 2000; Spradley 2016b). The reason for performing 

selective observations at this phase was to enable collecting rich and concentrated data as the 

researcher became more familiar with the research setting, the participants, and their roles with 

relation to the researched phenomenon. Figure 3 summarises these phases.  
 

Figure 3: Participant observation phases based on Roper and Shapira (2000), and Spradley (2016b)  

The plan of this phase was refined based on the data obtained from the previous phases. 

While there were no identified observation tools or checklists relevant to the context of this 

study, the researcher developed a data collection guide (Appendix 6) that guided the 

observations and the types of workplace documents that needed to be collected. The 

observations were unstructured, and the data were documented in the form of descriptive notes 

arranged chronologically and some photos. The participants were informed and consented 

(Appendix 11) that the researcher would observe their centres and obtain de-identified photos. 
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There were three places that had been observed in this phase: the administrative 

department, the training centre and EMS centres. The EMS centres included one metropolitan 

and one remote centre. The total time of the observations was distributed between all these 

departments by spending 20% of the total observation time in the administrative department, 

40% in the training centre and 40% in the EMS centres (20% in the metropolitan and 20% in 

the remote centre). The ‘remote’ EMS centre was not situated in a geographically isolated area; 

the word ‘remote’ just means that this centre was far from the administrative department. The 

basis of this time distribution was the significance of these departments in the researched 

phenomenon based on the notes of the descriptive field observations; the preliminary analysis 

of the online questionnaire; and the input of the focus groups. Involving all these departments 

in the observations ensured that the researcher became immersed in the culture of CPD for 

EMS providers from different perspectives.  

The observations in this phase included morning and night shifts; weekdays and 

weekends; and public holidays such as the national day. This was to ensure the availability of 

the researcher in the field during different events and circumstances.  

During the observations in the administrative department, the researcher was situating 

in the offices of the targeted staff. For the training centre, the researcher observed the training 

rooms and storerooms, and the staff. When observing the EMS centres, the researcher was 

locating in the staff lounge, as it was the main place in each EMS centre where EMS providers 

spent their time. The researcher also rode in an ambulance with EMS providers, observing their 

informal learning discussions.  

A total of 300 hours of focused and selective field observations were performed 

throughout nine weeks. These included observing and attending some training sessions, 

observing the participants’ routine activities in relation to CPD, and having some discussions 
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with them about CPD. The participants’ discussions between each other, their workloads and 

their activities during their free time were also observed. During this phase, the researcher also 

conducted some informal discussions with the participants about some aspects of the 

researched phenomenon. The overall workplace environment, such as the availability and the 

status of the resources and facilities that were available for CPD, were also sighted. The data 

from this phase included a document of 97 pages of observation notes and a great deal of 

workplace photos.  

4.5.3.1. Workplace documents (written artefacts) 

During observations, some non-confidential workplace documents that were relevant to the 

researched phenomenon were collected from the observed places, that is, the administrative 

department, the training centre and the metropolitan and remote EMS centres. The collected 

workplace documents included details of the organisational structure; some statistical reports 

about EMS staff, centres and care provided in the region; some policies and procedures about 

general financial matters; some letters related to CPD; a collaboration agreement for training 

with a university in the region; different forms related to EMS practice; and a manual of EMS 

protocols. 

4.6. Ethics approval and ethical considerations for the study 

Before commencing the study, ethics approval was obtained from the Human Research Ethics 

Committee at University of Adelaide (Appendix 12). Similarly, approval was obtained from 

the central administration of the participating institution (Appendix 13). The approval from the 

participating institution came with the condition that a coordinator would be assigned who 

would accompany and assist the researcher throughout all phases of the data collection. These 

approvals were granted after assessing all likely ethical considerations such as maintaining and 

ensuring safety, confidentiality, anonymity, privacy and autonomy for participants. 
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There were some general ethical considerations shared across all phases of the study 

that were considered and protected, complying with the advice of the National Health and 

Medical Research Council (National Health and Medical Research Council, Australian 

Research Council & Universities Australia 2019). Participation in all phases of the study was 

voluntarily. Participants were informed that they had the right to withdraw from the study at 

any time without concern for any consequences. There were some specific ethical 

considerations concerned with each phase of the study.  

4.6.1. Ethical considerations for phase 1 (the online survey) 

The likely burden on participants was the time that they spent completing the questionnaire. 

To mitigate this burden, this approximate time was explained in all recruitment materials. Also, 

participants were provided three weeks to answer the questionnaire and they were offered an 

option to save and continue the questionnaire at a later date within these three weeks. This was 

to ensure the flexibility of completing the questionnaire. 

The participants’ anonymity and privacy were protected. The online questionnaire did 

not include questions that required participants to disclose any personal or identifiable 

information. 

4.6.2. Ethical considerations for phase 2 (the focus groups and interviews)  

The burden of participating in focus groups and interviews was the time that participants spent 

attending any of these activities. To reduce the burden, the required duration of these activities 

was clarified in all recruitment materials, and participants were provided the opportunity to 

schedule the time of their focus groups and interviews. This was to avoid impacting on the 

work, social or family commitments of participants. As the questions in the focus groups and 

interviews were general, it was not expected that any participant would become distressed. 

However, participants were informed that if they did become upset then they could withdraw 
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from the discussion. If these participants required further support, the researcher and the 

coordinator discussed what to do based on the institution’s policy.  

The participants’ confidentiality, anonymity and privacy were protected. The focus 

groups and semi-structured individual interviews were conducted privately. The real names of 

participants in the focus groups and semi-structured individual interviews were not provided; 

instead, they were replaced with code numbers which were used to present the findings. Due 

to the large amount of audio-recorded focus groups and interviews, assistance was required 

from an external transcriber. The transcriber was required to sign a bilingual confidentiality 

agreement (Appendix 14) before proceeding. This process was clarified in the ethics 

application. 

The participants’ informed consent was obtained voluntarily. The researcher asked the 

participants to sign consent forms and reminded them that they could choose to leave at any 

time if they did not want to participate without any consequences. 

4.6.3. Ethical considerations for phase 3 (the observations) 

There were no safety issues during the observations. The observations were performed in a safe 

environment where the researcher did not impede any staff who provided patient care. The 

researcher did not access any confidential, unsafe or private zones that he was not permitted to 

enter, complying with the advice of Angrosino (2007).  

For participants’ privacy, the data and the photos that were obtained during the 

observations were not presented in a way that could identify any individuals. During 

observations, the researcher maintained a respectful distance. In addition, the researcher did 

not criticise, evaluate or interfere with the participants’ work performance. The researcher did 

not observe any clinical provision of EMS. 
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As for the documents, they were non-confidential and did not identify any individuals. 

The voluntary collection of these documents was explained clearly to the central administration 

of the participating institution in the ethics application. Also, the researcher sought permission 

from the administrative department and from each department or centre before collecting any 

documentation. 

4.7. Verbatim transcribing of the focus groups and interviews 

All focus groups and individual interviews were transcribed into written texts by an external 

transcriber. The researcher reviewed all transcribed texts by listening to each recording and 

comparing it with its transcribed text. All transcribed interviews were returned to their 

participants to provide them an opportunity to read the texts and confirm that what had been 

transcribed reflected their thoughts. This was to ensure the credibility of data as advised by 

Thomas and Magilvy (2011), which will be explained later in this chapter (Section 4.10.1). 

Participants were notified that they had two weeks to respond, and participants who did not 

reply implied their confirmation. 

4.8. Translation and language aspects 

The observation notes were documented by the researcher in the English language. The focus 

groups and interviews were conducted and transcribed in the Arabic language, which is the 

native language of the researcher and participants. This process enabled the participants to be 

comfortable, natural and fluent in expressing their exact thoughts without having to deal with 

language barriers. That was because they were communicating and being communicated in 

their native language. This increased the quality of data because participants did not avoid 

expressing significant data by searching for, and using, familiar English expressions due to 

language issues. 
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The transcribed focus groups and interviews were coded in the Arabic language. 

Selected excerpts were translated into the English language by the researcher, as he is an 

Arabic-English bilingual. There was no literal translation of the entire texts. Al-Amer et al. 

(2016, p. 155) recommended researchers who interview participants in the Arabic language to 

analyse their data in the source language and ‘and carry out translation at a higher level such 

as the thematic level’. This process was essential to maintain the essence of the data and to 

avoid the possibility of altering or missing the participants’ significant meaning when the ‘the 

whole narrative’ was translated initially (Al-Amer et al. 2016). The researcher ensured the 

validity of the translated excerpts by asking an independent translator to compare them with 

the original texts, complying with the recommendations of Sperber (2004). 

4.9. Data analysis 

The process of analysing ethnographic data is challenging and complex, because it is time 

consuming (Roper & Shapira 2000), as ethnographic records involve a massive amount of field 

observation notes (Leininger 2006; Murchison 2010; Roper & Shapira 2000). The ethnographic 

literature did not identify explicit, compatible and unified formulas, instructions or methods to 

guide this process (Angrosino 2007; Gobo & Molle 2017; Hammersley & Atkinson 2007; 

Jones & Watt 2010; Leininger 1985; Roper & Shapira 2000). Therefore, data analysis can be 

performed in various ways by adopting different theoretical frameworks, procedures or 

methods. That is, ethnographic data can be analysed by a coding and thematic analysis 

approach (Jones & Watt 2010; LeCompte & Schensul 2013; Leininger 1985; Murchison 2010; 

Roper & Shapira 2000); discovering cultural themes through domain, taxonomic and 

componential analysis (Spradley 2016b); using descriptive analysis to identify patterns 

(Angrosino 2007; Fetterman 2010); or adopting ‘theoretical analysis’ (Angrosino 2007).  
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4.9.1. Analysis of phase 1: the online questionnaire 

The online questionnaire was analysed using descriptive statistics and computed via SPSS 

(Statistical Package for the Social Sciences) version 25. There was no intention to provide more 

advanced or highly developed statistical tests and analyses based on the aim of this 

questionnaire, which complied with the purposes of utilising questionnaires in ethnographic 

studies, as explained previously (see Section 4.5.1, pages 53 & 54). This meant that there were 

no other forms of statistical tests applied in this research. An accredited statistician at the 

University of Adelaide assisted in analysing this questionnaire.  

4.9.2. Data analysis of phase 2: the focus groups and interviews  

Thematic analysis was used to analyse the focus groups and individual interviews by following 

the steps set out by Holloway and Galvin (2015). Holloway and Galvin (2015) listed structured 

steps for analysing and interpreting ethnographic data. These steps are: (1) ordering and 

organising the data; (2) reading data several times and thinking about them; (3) coding the data; 

(4) summarising the codes into larger groupings; (5) searching for patterns in the data and 

recognising themes; (6) revealing disparities in the data that are not compatible with the rest; 

and (7) integrating the final findings with the related literature. These steps help with organising 

the immense amount of collected data, which assisted the researcher to become immersed in 

them. This facilitated interpreting meanings of this data. These steps were also utilised to 

structure the data from phase 3 to contextualise the social situation. The process of data analysis 

was as follows.  

4.9.2.1. Ordering and organising the data 

In this step, the files of the transcribed focus groups and individual interviews were named with 

their code numbers, as explained previously in Table 7. The data for each group were saved in 

a computer folder labelled with the name of the group. The observation notes were arranged 
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and organised in a Word document. When documenting the observation notes, the researcher 

reflected on them, which facilitated the coding process by developing a profound 

understanding. The observation photos were saved in folders that were organised and named 

based on the place and time that these photos were taken. Each workplace document was given 

a code number, which was documented on a sticky note and attached to the top of each 

document.  

4.9.2.2. Reading data several times and thinking about them 

The next step after ordering and organising data was reading them several times. Though the 

researcher had an overview of the data as he reviewed all transcribed focus groups and 

interviews and documented the observation notes, this step was to ensure immersion in the 

data. While reading the data, the researcher wrote comments and notes on the margin of each 

document to facilitate the coding process by developing preliminary ideas about the codes. 

4.9.2.3. Coding the data  

After becoming immersed in the data and developing ideas about the codes, all data then were 

coded. Each focus group and individual interview, and the observation notes were coded line 

by line individually, sometimes using MAXQDA software and sometimes manually. This 

software facilitated coding Word documents as well as photos. After completing the coding for 

each type of data, the codes were exported into Excel sheets. The coding step resulted in several 

themes. 

4.9.2.4. Summarising the codes into larger groupings  

The next step was summarising the themes from the previous step into larger groupings. Within 

each type of data, the themes that were repeated and shared common aspects were combined 

into one larger theme. For example, the themes ‘centralisation of training activities’ and ‘distant 

locations of CPD activities’ were two different themes. However, they were combined into one 
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larger theme because they shared the same idea, which was centralisation. Then, these larger 

themes from each group of participants were merged together. This process was performed for 

all of the data. These groupings represented the sub-themes in the findings. 

4.9.2.5. Searching for patterns in the data and recognising themes  

After grouping the themes, patterns in the data were identified. Patterns are commonalities that 

are repeated across the data. The achievement of data saturation earlier in the data collection 

assisted in identifying these patterns. Data saturation is the adequacy of data where no new 

ideas or information emerge from data, which is described to be a ‘gold standard’ for the quality 

of qualitative research (Hancock et al. 2016). For example, earlier in the data collection in this 

study, the issue of centralisation of training activities and the positive attitudes of all 

participants towards CPD appeared frequently. The identified patterns were coded to be the 

major themes in the findings.  

4.9.2.6. Revealing disparities in the data that are not compatible with the rest 

The outlier data were identified. These outliers represented individual experiences and were 

not compatible with the rest of the data. For example, a participant in one of the interviews 

indicated that he was not convinced about the importance of training courses because he 

thought that these courses were purely theoretical with no practical benefits for EMS practice 

(Interview 5). Whereas the rest of the data indicated that all other participants, across all groups, 

were aware of the value and the significance of training. Such data were identified critically 

and excluded from the findings. 

4.9.2.7. Integrating the final findings with the related literature  

This phase was applied in the discussion when the findings of this study were compared to the 

literature.  
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4.9.3. Data analysis of phase 3: the observation notes and documents 

Having structured the data from phase 3 using the steps of Holloway and Galvin (2015), the 

framework of Spradley (2016b) was then utilised to contextualise the social situation of the 

participating workplace. The social situation was presented using the dimensions developed 

by Spradley (2016b), as explained in Section 1.8. Presenting the social situation of this study 

using the framework of Spradley (2016b) enables readers to understand and engage with the 

cultural context of this study. 

4.10.  Appraisal of quality in ethnographic studies 

It is important to assess the quality of ethnographic studies, like any other qualitative studies, 

to ascertain the trustworthiness of their findings based on appropriate justifications for utilising 

the methodology and methods (Antwi & Hamza 2015; Thomas & Magilvy 2011). A number 

of models and frameworks have been developed to critique the quality of such studies (Clissett 

2008; Thomas & Magilvy 2011). Each framework assesses whether a study has achieved a 

number of criteria and principles. Some of these principles are credibility, transferability, 

dependability and confirmability (Clissett 2008; Thomas & Magilvy 2011). Triangulation and 

reflexivity are also reported to be part of these principles (Cruz & Higginbottom 2013; Polit & 

Beck 2010; Whittemore, Chase & Mandle 2001). 

4.10.1. Credibility 

Credibility is the principle of truth value (Schou et al. 2012; Thomas & Magilvy 2011). This 

principle is defined by Polit and Beck (2008, p. 751; 2010, p. 551) as ‘the criterion for 

evaluating integrity and quality in qualitative studies, referring to confidence in the truth of the 

data; analogous to internal validity in quantitative research’. Credibility indicates the 

genuineness and reliability of the qualitative research (Liamputtong 2013). Qualitative research 

is deemed credible when the descriptions and interpretations of participants’ data are presented 
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precisely and participants are able to immediately recognise that their viewpoints have been 

reflected (Clissett 2008; Thomas & Magilvy 2011).  

The credibility of the individual interviews was ensured by returning the transcribed 

interview texts to the participants for feedback. This process enabled the participants to confirm 

that the transcribed texts reflected their real experiences and gave them an opportunity to 

provide further feedback. Also, the descriptive observation notes were documented 

immediately in a chronological way, so the data were collected in a timely basis to avoid 

missing any significant data.  

4.10.2. Transferability 

Transferability is the principle of applicability (Schou et al. 2012; Thomas & Magilvy 2011), 

which is equivalent to generalisability in quantitative research (Liamputtong 2013; Polit & 

Beck 2010). Transferability is defined as the usefulness of applying the study findings in other 

contexts, settings or to other groups (Clissett 2008; Green & Thorogood 2018; Liamputtong 

2013; Polit & Beck 2010; Thomas & Magilvy 2011). Transferability is achieved by providing 

intensive details about the population involved in the study through describing the 

demographics of the participants and the geographic characteristics of the research (Thomas & 

Magilvy 2011). Also, the setting, time and culture where the study has taken place need to be 

reported with rich description (Clissett 2008).  

An intense description of the study settings, participants and their routine activities in 

relation to the researched phenomenon is provided in Section 5.3. This process will assist 

readers to determine the usefulness of transferring the findings of this research into their 

contexts based on the thick description reported about the informants, the context of the study 

and the time of conducting the study.  
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4.10.3. Dependability 

Dependability is the standard of consistency, stringency or stability (Polit & Beck 2008, 2010; 

Schou et al. 2012; Thomas & Magilvy 2011). Dependability means consistent findings would 

be achieved when replicating the research in similar contexts with similar informants (Clissett 

2008). To achieve dependability, researchers need to take into account a question: would the 

research findings be replicated if the study was repeated in a similar context with similar 

participants (Polit & Beck 2008, 2010)? To do so, researchers need to report, and justify, the 

utilised methodology, which needs to be presented in thick descriptions to enable readers to 

track the process (Clissett 2008; Liamputtong 2013). So, the methodology and the methods of 

this research have been presented in dedicated chapters with justifications.  

4.10.4. Confirmability 

Confirmability is the criterion of objectivity or neutrality in interpreting the data from 

qualitative studies, which means the degree to which the data are reflected in the findings and 

conclusion of a study (Clissett 2008; Polit & Beck 2010). This makes it clear that 

interpretations and findings are undoubtedly linked to the data and do not stem from 

researchers’ imaginations (Liamputtong 2013). For confirmability to be achieved, informants’ 

voices and the conditions of the research question must be reflected in the findings rather than 

researchers’ perspectives and biases (Polit & Beck 2008, 2010). Confirmability was ensured in 

this study by identifying and describing the researcher’s perceptions and background about the 

researched phenomenon; clarifying which theorists and theories inspired the data analysis; and 

ensuring that the themes emerged from the data rather than being prepared in advance, which 

is in line with the steps of Schou et al. (2012). 
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4.10.5. Triangulation 

Triangulation refers to the process of utilising more than one method to gather and interpret 

data about the same phenomenon to provide a representative and accurate coverage of reality 

from different perspectives (Polit & Beck 2008, 2010). The idea of triangulation stems from 

the notion that reading from two sources enables us to identify the truth more precisely than 

from one (Green & Thorogood 2018). Triangulation is a core and a powerful process to 

consolidate the validity, credibility and the authenticity of qualitative studies by covering 

various sources of data and perspectives, and offering extra ways of creating evidence 

(Creswell 2014; Fetterman 2010; Liamputtong 2013; Nelson, Abendroth & Lynch 2014). 

Triangulation is also utilised to overcome biases and to ‘offset’ any weaknesses in data if a 

single perspective or method of data is relied upon (Green & Thorogood 2018). This enables 

‘richness’ of data description to create valid and credible meaning (Whitehead 2013). 

The common forms of triangulation espoused in social sciences and health research 

include triangulation of methods, data or sources, theories and researchers (Liamputtong 2013). 

Triangulation of methods implies utilising different data collection techniques such as 

observations and interviews (Polit & Beck 2010, pp. 497–498). The triangulation of data 

indicates collecting data in different points in time from multiple places and diverse levels or 

types of people about the same phenomenon (Polit & Beck 2010). Generally speaking, 

triangulation can be achieved by applying multiple data collection activities in a number of 

contexts in one study (Nelson, Abendroth & Lynch 2014). In terms of ethnographic research, 

Roper and Shapira (2000) ascertained that, if ethnographic studies involve data from 

observations, participant interviews and written documents, their findings are deemed to be 

triangulated.  
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There were a number of triangulation methods applied in this study. The first was 

triangulation of places, as the data were collected from three places: the administrative 

department; the training centre; and the metropolitan and the remote EMS centres. Secondly, 

there was triangulation of participants, as three categories of participants were involved: the 

administrative staff; the trainers; and the EMS providers. The third level of triangulation was 

the collection of various types of data, encompassing quantitative data, which was the online 

questionnaire, as well as qualitative data, which involved focus groups; semi-structured 

individual interviews; observation notes and photos; and workplace documents. The last level 

of triangulation was time, as the studied field was observed in different points in time, as 

explained in the data collection section (see Section 4.6.3).  

While this study involved different types of data, certain steps were followed for each 

type to ensure rigour. Table 8 summarises how the rigour of different types of data was ensured 

in this study. 

Table 8: How the rigour of the data was ensured in this study 

Type of data How 

Online questionnaire 

• Obtaining the questions and the items from the literature 

• Including closed as well as open-ended questions 

• Asking succinct, direct and clear questions 

• Providing explanations and examples of unclear statements 

• Providing a mix of positively and negatively worded statements 

• Providing spaces for alternative responses 

• Consulting senior academics 

• Pilot testing of the questionnaire 

Observations  

• Providing intense description of the study settings, participants and 
activities. 

• Documenting the observation notes immediately in a chronological 
way 
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• Triangulating time (i.e. attending morning and evening shifts; 
workdays and weekends; and public holidays) 

• Triangulating places (i.e. observing the administrative department; 
training centres; and metropolitan and remote EMS centres) 

• Triangulating participants (i.e. EMS providers, administrative leaders 
and training staff) 

Focus groups and 
semi-structured 
individual interviews 

• Preparing discussion points based on the study aims and objectives, 
which were obtained from the literature 

• Returning the transcribed texts of the individual interviews to the 
participants for confirmation and feedback. 

• Triangulating participants. 

 
Workplace 
documents 
  

• Collecting workplace documents relevant to the study 

4.10.6. Reflexivity 

Reflexivity is essential in qualitative research so that researchers are aware that their 

backgrounds, perceptions, assumptions and identities have an influence on the research process 

as they become part of the data they are collecting (Lathlean 2015; Polit & Beck 2008; Thomas 

& Magilvy 2011). Draper (2015) explains that qualitative research cannot be devoid of the 

influences of researchers’ assumptions, values and beliefs about the researched phenomena. 

Therefore, qualitative researchers must acknowledge and disclose their experiences, personal 

history and perceptions about the researched phenomenon that could affect their research ‘up 

front’ (Draper 2015; Liamputtong 2013). This increases the credibility of the findings by 

disclosing intellectual and personal biases explicitly (Liamputtong 2013). 

Reflexivity is relevant in qualitative healthcare-related research studies, especially if 

the researchers have healthcare backgrounds (Lathlean 2015). That is because researchers are 

considered as discerning and valuable research tools in the process of data collection and lenses 

for interpretation (Draper 2015; Hodgson 2000). Although this may result in subjectivity and 

bias, which may compromise the rigour of the research, it enables the data to be evaluated 
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(Hodgson 2000). Researchers’ standpoints in terms of their demographics, past experiences or 

ethical worldviews can influence the research outcomes in three main areas: the researched 

phenomenon, the context and the participants (Gullion 2016). So, the researcher’s assumptions 

about the study (Section 1.9), and the ontological and epistemological positions that informed 

the design of this research (Section 3.3) have been declared. 

4.11. Chapter summary 

This chapter has provided detailed descriptions of the methods used for this study. This study 

was conducted in four phases using a focused ethnographic design. The study was conducted 

in one of the main institutions that provides EMS to the community in Saudi Arabia. There 

were three groups of participants: EMS providers, and administrative and training staff. Ethical 

considerations were respected by obtaining the required ethics approvals. Having obtained 

these approvals, the researcher obtained permission to access the research settings to collect 

the data. The data collection process was performed in three phases. The first phase was an 

online survey, including a piloting phase. The second phase involved focus groups and 

individual interviews. The last phase was performing field observations and collecting some 

non-confidential workplace documents. All phases complied with the philosophical 

underpinnings of ethnographic data collection. The quantitative data from the online survey 

were analysed using descriptive statistics, and the qualitative data were analysed using the steps 

set out by Holloway and Galvin (2015) and the framework of Spradley (2016b). The quality of 

this research was appraised using the principles of credibility, transferability, dependability, 

confirmability, triangulation and reflexivity. The next chapter presents the findings of this 

study. 
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Chapter 5: Findings 

5.1. Introduction  

Having collected and analysed the data, this chapter now presents the findings from the study. 

The findings are presented in four sections. These sections are: (1) statistical overview of data 

from phase 1; (2) social situation based on data from phase 3; (3) perspectives of the 

administrative and training staff on EMS providers’ CPD based on data from phases 2 and 3; 

and (4) the EMS providers’ perspectives on their practice and workplace environment based 

on data from phases 2 and 3. The social situation section has been presented second, even 

though it is based on data from phase 3 of the study, to provide a cultural overview of the 

context of the study, which then enables the reader to understand and become engaged in this 

context. The presentation of these findings uses a framework from the work of Spradley 

(2016b), and Holloway and Galvin (2015), as detailed in Section 4.9.2 and Section 4.9.3. At 

the end of the chapter all the findings sections will be synthesised. 

5.2. Statistical overview of data from phase 1 

This section reports the results of the online questionnaire. This questionnaire was analysed 

using descriptive statistics. 

5.2.1. Demography of the participants 

The total number of non-physician EMS providers in the region was 332. From those, the 

number of participants who completed the online survey was 133, which constitutes a 40% 

response rate. The data has been cleaned to remove outlier results. A total of 107 participants 

(32%) were included after cleaning the data. 

All participants were male, because there were no females providing EMS roles in the 

participating institution. The EMS centres in the participating region were divided into 

metropolitan and remote based on their distance from the administrative department. There 
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were similar numbers of participants from metropolitan centres (n = 57, 53.3%) and remote 

centres (n = 50, 46.7%). As for their qualifications, the majority of the participants (n = 70, 

65.4%) had diplomas in EMS, and only 12 (11.2%) had bachelor’s degrees, either in EMS or 

in nursing. Some of the participants (n = 22, 20.6%) had associate degrees, also either in EMS 

or in nursing.  

Because the highest educational level for most of the participants was a diploma, most 

of them were employed at the professional level of technician, either emergency medical 

technicians (EMTs) (n = 81, 75.7%), or nursing technicians (n = 11, 10.3%). Only 6 participants 

(5.6%) were categorised as paramedics, or so-called EMS specialists, and only 1 participant 

(0.9%) was categorised as a nursing specialist who provided an EMS role. The majority of the 

participants (n = 106, 99.1%) had more than 1 year of professional experience. That is, 36 of 

them (33.6%) had between 1 and less than 5 years’ experience, and 36 (33.6%) had 5 to 10 

years’ experience. The number of participants who had more than 10 years’ experience was 34 

(31.8%). Table 9 summarises the demographic characteristics of the participants.  

Table 9: Demographic characteristics of the participants 

Demographic information n (%) 
Centre type  
   Metro 57 (53.3%) 
   Remote 50 (46.7%) 
 
Gender 

 

   Male 107 (100.0%) 
 
Education level 

 

   Diploma 70 (65.4%) 
   Associate degree 22 (20.6%) 
   Bachelor’s degree 12 (11.2%) 
   Other 3 (2.8%) 
 
Professional level 

 

   Paramedic 6 (5.6%) 
   Nursing specialist 1 (0.9%) 
   Emergency medical technician (EMT) 81 (75.7%) 
   Nursing technician 11 (10.3%) 
   Other 8 (7.5%) 
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Years of experience 
   Less than 1 year 1 (0.9%) 
   1 to 5 years 36 (33.6%) 
   5 to 10 years 36 (33.6%) 
   More than 10 years  34 (31.8%) 

5.2.2. The participants’ views about the opportunities and types of CPD within their 

workplace 

Most of the participants (n = 71, 66.4%) had no idea about the required number of CPD hours 

per year (Figure 4). As a result, 58.4% of the participants responded that they ‘never 

participated’ in a wide range of CPD activities during the last year, which was (2016) (Figure 

5). This implies that the participants had few opportunities to participate in various types of 

CPD activities. The possible CPD activities that the participants reported that they never 

participated in during 2016 included: lectures 47 (43.9%); workshops 68 (63.6%); conferences 

84 (78.5%); online CPD activities 65 (60.7%); writing papers for journals 101 (94.4%); and 

reviewing case studies 83 (77.6%). Table 10 provides details about this result.  

 
Figure 4: Participants’ ideas about the required CPD hours 
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Figure 5: The frequency of participants’ engagement in CPD activities in the last year (2016) 

 

Table 10: The participants’ engagement in various types of CPD activities in the last year (2016) 

Participation in various types of CPD 
activities  

Frequency (%) 

Question 7 
What types of CPD activities have you participated in in the last year?  
 
Lectures 

 

   Never participated 47 (43.9) 
   1 to 5 times 53 (49.5) 
   6 to 10 times 5 (4.7) 
   More than 10 times 2 (1.9) 
 
Workshops 

 

   Never participated 68 (63.6) 
   1 to 5 times 37 (34.6) 
   6 to 10 times 1 (0.9) 
   More than 10 times 1 (0.9) 
 
Conferences 

 

   Never participated 84 (78.5) 
   1 to 5 times 22 (20.6) 
   6 to 10 times 1 (0.9) 
   More than 10 times 0 (0.0) 
 
Writing for journals 

 

   Never participated 101 (94.4) 
   1 to 5 times 5 (4.7) 
   6 to 10 times 1 (0.9) 
   More than 10 times  
  



Chapter 5                                                                                                                        Findings  

80 

Case studies review 
   Never participated 83 (77.6) 
   1 to 5 times 18 (16.8) 
   6 to 10 times 3 (2.8) 
   More than 10 times 3 (2.8) 
 
Online CPD activities 

 

   Never participated 65 (60.7) 
   1 to 5 times 29 (27.1) 
   6 to 10 times 7 (6.5) 
   More than 10 times 6 (5.6) 
 
Question 7 summary 

 

   Never participated 687 (58.4) 
   1 to 5 times 402 (34.2) 
   6 to 10 times 45 (3.8) 

The clinical roles of EMS practice were reported to be one of the workplace factors that 

inhibited some of the participants (n = 56, 57.2%) from active engagement in CPD. This result 

was calculated by combining the responses of ‘agree’ and ‘strongly agree’ about this statement 

as they represented the participants’ agreement (Figure 6). Some participants (n = 63, 64.3%) 

reported that their workplace did not provide access to online evidence-based learning 

resources. The responses of ‘disagree’ and ‘strongly disagree’ were combined as they 

represented the participants’ disagreement with this statement (Figure 7).  

 
Figure 6: The influence of the clinical roles of the participants on their CPD 
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Figure 7: The ability of the participants to access online evidence-based learning resources 

This statistical overview has outlined the researched phenomenon within the context of 

the participating institution. The meaning of these statistical results will be interpreted through 

the qualitative data in the following sections of this chapter. 

5.3. Social situation based on data from phase 3 

Having provided a statistical overview of the researched phenomenon, this section presents 

extensive and detailed descriptions of the social situation of the participating workplace. 

Describing this social situation enables the reader to understand and feel engaged with the 

culture of this workplace. As outlined in the Chapter 4, the study was conducted in the main 

institution that provides public EMS to the community in Aseer region in Saudi Arabia. 

However, this institution reports to a central administration that possesses higher authority and 

is located in the capital city Riyadh. The social situation of the participating workplace is 

presented under three main dimensions: the places, the actors and the activities, which are 

based on the observed places. Figure 8 illustrates the social situation of the study. 
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Figure 8: The social situation based on the observed places within the participating workplace 

5.3.1. The places 

This section provides details about the physical and organisational aspects of the participating 

institution. There were three different places within this institution where data was collected. 

These places were the administrative department, the training centre and EMS 

centres/ambulance stations. The organisational and physical structures of these places are 

described here to demonstrate the physical communications and the authority lines within them. 

The resources and facilities that contribute to CPD are also highlighted. 

5.3.1.1. Place 1: The administrative department 

The administrative department of the participating institution possessed administrative 

authority over all staff in the region, including the EMS providers. This administrative 

department comprised the regional director as well as the administrators, departments and units 

that manage all administrative, financial, professional and technical aspects of EMS in the 

region.  
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The Medical Administration and the Ambulance Affairs Department are the 

departments that manage the professional and technical aspects of EMS within the participating 

institution. Therefore, the activities of the actors in these departments have the potential to 

influence the CPD of EMS providers. During the data collection, the participating institution 

had no definite organisational structure. This institution was in the process of developing an 

organisational structure and they had a tentative one (Document 20). This tentative 

organisational structure showed that the director of the regional administration was the head of 

the organisational hierarchy in the region. Figure 9 shows the chart of this tentative 

organisational structure, which is a translated version of Document 20. 

 
Figure 9: Organisational structure chart 

The physical building of the administrative department was located on one of the main 

roads in the capital city of the region. The offices of the regional director, the Ambulance 

Affairs Department and the Medical Administration were located in this building (Observation 

notes, July 2017, p. 1). This building did not have any training or lecture rooms. In terms of 
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CPD resources and facilities, neither the Ambulance Affairs Department nor the Medical 

Administration had learning resources and facilities such as books or journals.  

5.3.1.2. Place 2: The training centre 

The second observed place was the training centre. The participating institution had only one 

training centre for all EMS providers in the entire region. This training centre started operating 

in 1409 AH (1988–1989). There was no specific building dedicated particularly for the training 

centre. That is, this training centre was situated in a building that was dedicated for an EMS 

centre, which was located in an outer suburb of the capital city of the region. This training 

centre was approximately 28 kilometres away from the administrative building (Observation 

notes, August 2017, p. 22). 

The building of the training centre contained three offices and two training rooms. The 

first training room was allocated for lectures and accommodated 20 attendants. This room was 

equipped with 20 chairs, 1 computer, 1 whiteboard, 1 projector and 1 projector screen 

(Observation notes, August 2017, p. 22). The second training room was allocated for 

workshops and accommodated 32 attendants. This room was equipped with 32 chairs, 2 big 

tables and 2 small tables (Observation notes, August 2017, p. 22). There was also an empty 

room in the training centre that was allocated for intubation training; however, this room was 

not equipped with any training materials (Observation notes, August 2017, p. 22). Photos 1, 2 

and 3 were taken at the training centre to demonstrate the status and the resources in these 

training rooms. 
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Photo 1: Training room 1 (the lecture room) 

 
Photo 2: Training room 2 (the workshop room) 

 
Photo 3: The training room dedicated for intubation 
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There were no lecture theatres, simulation laboratories or libraries in the training centre 

that were identified during the field observations. There was only a cabinet located in one of 

the offices that contained some textbooks related to different healthcare sciences in the English 

language, as displayed in Photo 4 (Observation notes, August 2017, p. 33).  

 
Photo 4: The books cabinet 

5.3.1.3. Place 3: The EMS centres 

The last observed places were the EMS centres, which were the workplaces of the EMS 

providers. These EMS centres were also referred to as ambulance stations. The participating 

institution had 33 EMS centres spread over all the cities, towns, villages and areas of the region 

(Observation notes, August 2017, p. 13). One metropolitan and one remote EMS centre were 

involved in the focused and selective field observations. 

5.3.1.3.1. The metropolitan EMS centre 

The metropolitan EMS centre was located on a main road in one of the urban contemporary 

districts in the capital city of the participating region. The location of this centre was within a 

few kilometres of the administrative department building. The building of this centre 

accommodated two EMS centres merged in the same building. The staff of both centres shared 
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the facilities of the building; however, each centre had its own staff members. Although the 

metropolitan centre was close to the administrative department building, it was away from the 

training centre because the training centre was outside the city (Observation notes, September 

2017, p. 53).  

The building of this EMS centre did not include offices for the EMS providers or 

training rooms. The staff lounge was the core place where the EMS providers spent all their 

time when they were not attending cases. This lounge was large in size; however, it was not 

equipped with facilities to conduct CPD or training activities (Observation notes, September 

2017, p. 53). Photos 5 and 6 show the facilities that were available in the staff lounge of this 

centre. 

 
Photo 5: The staff lounge of the metropolitan EMS centre 
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Photo 6: Another view of the staff lounge in the metropolitan centre 

5.3.1.3.2. The remote EMS centre 

The remote EMS centre was located in a city at the far north of the participating region. This 

EMS centre was not located in a geographically isolated area, as the city contained a university, 

a central hospital, a domestic airport and all government agencies. However, this city was 

considered remote because it was more than 300 kilometres away from the regional 

administrative department and the training centre (Observation notes, September 2017, p. 74).  

The building of this EMS centre consisted of two levels. The ground level included the 

staff lounge and an office for the EMS providers that contained basic medical supplies. The 

second level included a training room as well as the office of the centre’s director. This training 

room was dedicated and equipped to train community members only. The facilities and the use 

of the staff lounge of this centre was similar to the metropolitan centre, and it was not equipped 

with facilities and resources that enhance CPD. The office of the EMS providers was also not 

prepared with facilities and resources to enhance CPD as it was used to store basic medical 

supplies (Observation notes, September 2017, p. 74). Photos 7 and 8 show the facilities in the 

staff lounge of this EMS centre. 
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Photo 7: Staff lounge in the remote EMS centre 

 

 
Photo 8: Another view of the staff lounge in the remote EMS centre 

Having detailed the places through highlighting the structures and the resources of the 

departments and the units, now the participants from these places will be described in the actors 

section. 

5.3.2. The actors  

This study involved three groups of actors: the administrative staff, the training staff and the 

EMS providers. The majority of the staff within the participating institution were male, except 
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for three female staff with nursing backgrounds who worked under the management of the 

training centre; they were not practising clinical EMS (Observation notes, August 2017, p. 13). 

5.3.2.1. Actors group 1: The administrative staff 

The administrative staff actors included the directors or the heads of departments, and the 

support staff in the administrative department. The directors of all EMS centres in the region 

were also part of this group. There were 1 physician and 19 EMS technicians and healthcare 

assistants working in the administrative department to provide administrative roles 

(Observation notes, July 2017, pp. 10, 13). Only staff who played a role in CPD, either in a 

direct or indirect way, were included in this study.  

The staff in Ambulance Affairs Department and Medical Administration were included 

in this actors group. There was one director and three support staff in the Ambulance Affairs 

Department. Their qualifications included associate degrees or diplomas in different healthcare 

fields including nursing, paramedicine and anaesthesia technology. None of them had a 

bachelor’s degree or higher. There was one director and one support staff in the Medical 

Administration. The director was an emergency physician and the support staff was an EMS 

technician (Observation notes, July 2017, pp. 10, 12). 

There were a number of administrative support staff from non-healthcare backgrounds 

working in other departments of the regional administrative department. This included the staff 

in the Finance Department and the Quality Department. These staff played a role in influencing 

CPD, as will be explained in the activities section. The Quality Department had only one staff 

member. However, the regional director had experience in quality, so they worked as a team 

(Observation notes, July 2017, p. 7; Notes of the initial visit to the participating institution, 

May 2017, p. 1). 
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5.3.2.2. Actors group 2: The training staff 

This group included the director, the trainers and the support staff who worked in the training 

centre. The total number of this group was five staff members (Observation notes, August 2017, 

p. 22). All these staff members had healthcare backgrounds including nursing and anaesthesia 

technology, but none of them had a bachelor’s degree or higher. Of these staff, there were only 

two accredited trainers who had obtained additional training qualifications. The director of the 

training centre was one of these accredited trainers (Observation notes, August 2017, p. 22). 

One of the staff was assigned to an administrative support role, as he was a trainer but his 

training licence had expired. The remaining two staff members were not providing any training 

roles because they were new in the training centre (Observation notes, August 2017, p. 22).  

5.3.2.3. Actors group 3: The EMS providers 

The EMS providers were the healthcare staff who provided clinical EMS roles to patients and 

injured people. EMS providers in the context of this study were either physicians or non-

physicians. The total number of non-physician EMS providers in all EMS centres in the 

participated region during the data collection period was 332. Amongst them, there were three 

paramedics who held a bachelor of paramedicine, and five nursing specialists who had a 

bachelor of nursing. The remaining 324 EMS providers were technicians with either EMS or 

nursing backgrounds (Observation notes, August 2017, p. 13). 

Now the focus will be on the EMS centres included in the observations. The 

metropolitan EMS centre had 20 EMS providers. The three paramedics in the region were 

assigned to this EMS centre, and they were called a ‘medic team’ because they provided a rapid 

emergency response as one of their main roles (Observation notes, August 2017, p. 14; 

September 2017, p. 53). The remote EMS centre had 12 EMS providers and all of them were 

technicians and healthcare assistants (Observation notes, September 2017, p. 74). 
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Having illustrated the actors who were the study participants, now the activities of these 

actors that had some influence on the CPD of EMS providers are described below. 

5.3.3. The activities  

The activities of these actors that were observed in the places and had an influence on the CPD 

of EMS providers will be described. These activities include what these actors said, what they 

did and what they used, which had potential influences on CPD.  

5.3.3.1. The activities of the administrative actors 

The director of the Ambulance Affairs Department approved the duty rosters of all EMS 

providers in the region, which were prepared by the directors of each EMS centre on a monthly 

basis. The Ambulance Affairs Department support staff approved the holiday breaks of the 

EMS providers and any amendments to the duty roster; organised the leave and relief staff of 

the EMS providers who needed to attend training activities outside their region; visited the 

EMS centres in the region frequently to supervise the EMS workflow; and reviewed the 

numbers of the EMS centres and providers (Observation notes, July–August 2017, pp. 11–16). 

The director and the support staff of the Medical Administration reviewed and analysed 

the EMS reports that were completed by the EMS providers for each patient to determine any 

issues or errors committed by the EMS providers, which may indicate training needs. As a 

training role, the director of the Medical Administration was required to provide lectures to 

EMS providers by coordinating with the training centre. The director of the Medical 

Administration visited the EMS providers frequently and went into the field with them to 

supervise and evaluate their EMS clinical performances. The director of the Medical 

Administration also provided supportive clinical guidance when EMS providers faced 

difficulties when dealing with patients and injured people (Observation notes, August 2018, p. 

13). 
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Quality was an emerging department and a new concept for the participating institution, 

as the Quality Department started operating in 1438 month 6 (February–March 2017). As this 

department was newly created, it was in the process of developing its roles (Observation notes, 

July 2017, pp. 3, 8).  

The support staff in the Finance Department and Personnel affairs processed the flight 

ticket applications and ‘the assignment allowance’ for EMS providers who would attend 

training activities outside their region (Observation notes, July 2017, p. 4). The ‘assignment 

allowance’ is a full-day salary paid to any staff who travels 80 kilometres or more from his/her 

workplace to carry out any job-related assignments, including training activities, for each day 

spent in this assignment (Observation notes, August 2017, p. 38). During the field observations 

in the Finance Department, the financial support staff stated that there were no special financial 

rules or legislation dedicated to CPD or training of EMS providers (Observation notes, July 

2017, p. 4). 

5.3.3.2. Activities of the training actors 

The main activities of the training actors were conducting training activities for the EMS 

providers, community members and non-healthcare organisations. The training activities for 

EMS providers were conducted in the training centre, while the training activities for 

community members were conducted either in the training centre or in the site of the 

organisations that requested this training activity. During the field observations, no training 

activities for the EMS providers were noted. Most of the activities were either administrative 

tasks or training targeted at community members or non-healthcare organisations (Observation 

notes, August 2017, pp. 24, 29–32, 47). 



Chapter 5                                                                                                                        Findings  

94 

5.3.3.2.1. The training activity for community and non-healthcare organisations: 

The ‘Prince Naif’ training program 

‘Prince Naif’ was a six-hour training program in first aid and basic life support (BLS) including 

theoretical lectures and practical workshops (Document 21; Observation notes, July 2017, p. 

10). This training program was designed and prepared by the central administration and 

targeted community members with non-healthcare backgrounds (Observation notes, July 2017, 

p. 10). The role of the training actors in the participating region was to organise and conduct 

sessions of this training program (Observation notes, August 2017, p. 47). 

5.3.3.2.2. The training activity for the EMS providers: The refresher course 

The refresher course was a one-week condensed and comprehensive educational program 

conducted for healthcare staff providing clinical EMS fieldwork (FG1-Train). This course was 

later modified and renamed the ‘EMS protocols course’ (FG1-Train; I6-Train). This course had 

a specific curriculum that covered general, medical and trauma treatment protocols and skills. 

The curriculum and the education materials of this program were ready-made by the central 

administration. During the last day of this course, there was a theoretical and practical exam 

based on the course curriculum and materials (FG1-Train). Attending this course and passing 

the exam were mandatory to achieve an incremental promotion (FG1-Train). 

5.3.3.3. Activities of EMS provider actors 

The EMS providers in the region had similar daily routine activities. This routine included 

receiving calls from the operations centre, attending patients, providing them with essential 

clinical EMS, and transporting them to healthcare facilities when required (Observation notes, 

September 2017, pp. 54, 57, 58, 60, 62, 77, 80, 85). At the beginning of each morning shift, an 

EMS provider in each centre was assigned to inspect the ambulance vehicles for medical 
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supplies and mechanical status (Observation notes, September 2017, p. 68) using an official 

checklist (Document 15). 

When EMS providers were available in their centres and had free time, they were 

observed eating, playing cards, playing multiplayer phone games, talking and joking with each 

other, lying down to rest, sleeping and watching movies (Observation notes, September 2017, 

pp. 54, 55, 56, 57, 59, 60, 61, 64, 77, 79, 83). As the metropolitan EMS centre had a physician 

and a number of EMS specialists, active informal learning discussions were observed 

occasionally between the physician and some EMS technicians to explain some EMS 

procedures such as inserting a chest tube (Observation notes, September 2017, pp. 55, 56). 

However, there were no educational or CPD activities observed among the EMS providers in 

the remote EMS centre such as learning discussions or reading either textbooks or online 

evidence-based resources (Observation notes, September 2017, p. 60). 

Having provided a rich description about the social situation, the following sections 

present the findings of data from phases 2 and 3, classified based on groups of actors.  

5.4. Perspectives of the administrative and training staff on EMS providers’ CPD based 

on data from phases 2 and 3 

This section reports the perspectives of the administrative and training actors on the CPD of 

EMS providers. These perspectives are based on the thematic analysis of the data obtained in 

phase 2 and 3 from the administrative leaders located at the administrative department, and the 

training staff located in the training centre. The participating administrative and training staff 

were EMS providers who occupied different administrative, leadership and training positions 

in the participating institution. 

The administrative group included staff from the Ambulance Affairs Department, the 

Medical Administration, the Quality Department and directors of some EMS centres in the 



Chapter 5                                                                                                                        Findings  

96 

participating region. The participating training group included the director of the training centre 

and the training staff. In this phase of the study, data was collected from one focus group and 

five individual interviews conducted with the administrative group; and one focus group and 

three individual interviews with the training staff. Also the observation notes, photos and 

documents from both groups were included. 

The qualitative data from the administrative and training groups have been analysed 

together because they both provided supporting data that enabled a comprehensive 

understanding of the context of the CPD culture in the participating workplace. That is, the 

administrative and training groups were complementary to each other in terms of influencing 

CPD for EMS providers, as explained by these participants from the training centre: 

the Medical Administration reviews the case reports that EMS providers used to write 

about each case, so they know the professional deficiencies [of each EMS provider]. For 

example, is it [the deficiency] related to using specific equipment, administering fluids 

or applying splints? As such we focus the training on aspects that have many comments. 

(Interview1-Train, p. 10) 

to be clear with you, we [training centre] are directly associated with the Ambulance 

Affairs Department and I cannot accept anyone [in a training course] unless they are 

nominated by them [the Ambulance Affairs Department]. (Interview6-Train, p. 4) 

the Medical Administration has a role [in training and developing EMS providers]. They 

participate with us. We call the medical director and other colleagues from the field 

command ... we seek their assistance during training courses. There is [name] who is an 

accredited trainer and [name] from the Medical Administration. They all participate 

with us. (FG1-Train, p. 8)  

The data revealed that both groups provided similar views.  
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Three major cultural themes emerged from the analysis of these groups. These cultural 

themes are: the effect of the administrative systems and procedures; lack of appropriate 

resources to support accessing CPD; and the attitudes of administrative leaders and training 

staff. Each of these themes has a number of subthemes which will be presented in this chapter. 

Figure 10 provides details about these themes and their related subthemes.  

 

Figure 10: Themes and subthemes that emerged from the administration and training staff data 

5.4.1. The effect of the administrative systems and procedures 

There were some administrative systems, processes and procedures that have been adopted by 

the participating administrative and training staff that influenced the CPD of EMS providers. 

This theme is concerned with aspects of the administrative systems that influenced CPD, and 

will be discussed and presented under four subthemes: centralisation of CPD activities; lack of 

a management system to organise CPD; lack of support for formal professional development 

for EMS providers; and restrictions on the pursuit of academic education. 

• Centralisation of CPD activities
• Lack of a management system to organise CPD
• Lack of support for formal professional development for EMS 
providers

• Restrictions on the pursuit of academic education

The effect of the 
administrative 
systems

• Significant shortages in the workforce
• Lack of material resources for CPD
• Language barriers to access learning resources
• Lack of financial investment in CPD

Lack of 
appropriate 
resources to 
support accessing 
CPD

• Focus on restricting rather than developing EMS providers
• Positive attitudes towards CPD
• Facilitating informal learning initiatives
• Fostering a culture of cooperation to enable CPD 

The attitudes of 
administrative 
leaders and training 
staff
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5.4.1.1. Centralisation of CPD activities 

The actors revealed that CPD had been centralised by the central administration in Riyadh. 

That is, designing and planning CPD activities took place in the central administration. 

Therefore, the administrative leaders and the training staff in the participating regional 

administration provided these established CPD activities without any modifications relevant to 

regional needs. The training programs that EMS providers attended outside their institution 

were not accredited for them, as these participants stated:  

but unfortunately, they [training and professional development programs] are not that 

much. That is, there are no programs, and if there are programs the number of attendants 

is very limited … that is because the programs are centralised; they are issued via the 

central administration in Riyadh and they are the ones who distribute the programs. 

(FG4-Admin, p. 1) 

Most of these courses [the refresher course, ACLS and Pre-Hospital Trauma Life 

Support (PHTLS)] have been centralised until now, and the regional training centres 

are not equipped with either trainers or the essential resources for each course. 

(Interview6-Train, p. 9) 

now there is a rule issued stating that any certificate [for training courses] will not be 

accepted if it is from outside the authority [the participating institution]. The required 

training courses for all fieldwork healthcare providers and technicians [EMS providers] 

must be obtained from the authority; if it is not from the authority the course will not be 

accepted. (FG1-Train, p. 13)  

Because the training activities were centralised by the central administration, the 

administrative leader actors agreed with the training actors that they lacked independence in 

conducting their training activities. That is, the training staff were required to obtain approval 
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from the central administration before conducting any training course, yet the approvals were 

difficult to achieve, as these participants explained: 

OK, can they, as a training centre, conduct a one-day training activity in intubation? 

They will say no, we cannot; we need to obtain an approval from the main training 

administration. (Interview4-Admin, p. 11) 

the main problem in [name of institution] is centralisation, generally. This problem 

affects training particularly. That is, certificates are from Riyadh, training activities are 

from Riyadh, we cannot conduct any training course unless we obtained an approval 

from Riyadh, and we cannot produce any output unless we obtained an approval. These 

approvals are difficult to get. (Interview2-Train, p. 5)  

as for training the EMS providers, we never have the freedom. ... To conduct any training 

activity, we need to obtain an approval from the central administration; they have the 

authority. (Interview1-Train, p. 8) 

The training actors reported that the centralisation of training activities has restricted 

their authority to design appropriate training activities for the EMS providers in the region, 

because these activities come ‘ready-made’ from the central administration, as mentioned in 

the following excerpts: 

The policy [of training] is centralised. We receive them [training activities] ready-made 

and then we implement them. (Interview1-Train, p. 19)  

All [learning content] for training courses comes from the central administration in 

Riyadh. (Interview6-Train, p. 12) 

Due to the centralisation of training plans, we have no free choice to plan. Things come 

from Riyadh and we implement only. We are instructed to implement. But for us to plan 

[for training] or share in planning, this is not allowed. (Interview2-Train, p. 9) 
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The sites where CPD activities were held have been centralised by the central 

administration. That is, the central administration has approved only a very limited number of 

centres to offer some core CPD courses for the EMS providers in the entire country. These core 

CPD courses include Pre-Hospital Trauma Life Support (PHTLS), International Trauma Life 

Support (ITLS) and Advanced Cardiac Life Support (ACLS). As such, most of these core CPD 

activities have been conducted in locations that are geographically distant from the region of 

the participants. The following quotations explain this: 

but now they [the central administration] have centralised these courses. This means that 

once they [EMS providers] need to attend, for example ACLS course, they [EMS 

providers] have to go Riyadh [to the central administration]. (FG4-Admin, p. 2) 

the courses’ locations are distant. To enable an EMS provider to attend a course you 

will find these courses either in Tabouk [a city in the far north of Saudi Arabia] or in the 

Eastern Province. (FG4-Admin, p. 4) 

or for example they [EMS providers] go from distant regions like here or the Northern 

Province to Riyadh, Jeddah or Eastern Province to attend a training course. (Inteview3-

Admin, p. 13) 

The actors considered the centralisation of CPD as a deficit in the administrative system 

that prevented the EMS providers from having convenient access to CPD. The distances that 

needed to be travelled and the time required were disincentives for the EMS providers to access 

CPD.  

5.4.1.2. Lack of a management system to organise CPD 

The actors highlighted that there were some management issues related to organising CPD and 

the attendance of EMS providers. These management issues included: the lack of policies that 
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regulated the required attendance at CPD; the irregular timing of CPD activities; and the lack 

of a wide range of CPD modules. 

The participating administrative and training actors declared that there was no policy 

that required EMS providers to attend training that is relevant for their role and context of 

practice. There was no system to monitor the amount, the category and the quality of the 

courses that EMS providers were attending. As such, the EMS providers could attend CPD 

activities that were not related to the area of their practice, as explained by the following 

participants:  

The policies [for the EMS protocols training course] are still not clear until now. We are 

still waiting to know if it [the EMS protocols training course] is mandatory for 

incremental promotions for the fieldworkers [EMS providers]. Still we have not received 

clear instructions neither from the Ambulance Affairs Department, employees’ affairs 

department nor from the Central Training Administration. (Intreview6-Train, p. 2)  

there are no particular policies [for training], except during incremental promotions for 

the EMS providers, in which they are required to attend a refresher course. Now I think 

that the only requirement is the BLS course, depending on the professional level of the 

EMS providers. (Intreview9-Admin, p. 8)  

The administrative actors discussed the need for a systematic administrative approach 

that monitors the participation of EMS providers in CPD. This was to ensure that these 

providers were attending CPD activities that were relevant to their practice, as described in the 

following statement:  

yes, the lecture might be related to dentistry, but they [the EMS staff] could register in 

this lecture and get its CPD hours from the Saudi Commission for Health Specialties, 

even if it is not related to their [EMS providers’] practice. Sometimes they [CPD 

activities] are related to gynaecology or plastic surgery. OK, so what is the relationship 
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of the EMS providers with plastic surgery? ... there are no rules, no rules. (FG4-Admin, 

p. 3) 

There was a lack of regular rostering of CPD activities for the EMS providers in the 

administrative system, which delayed the periods between activities. The participating 

administrative actors articulated that the EMS providers were rostered to attend specific 

training activities only for the purpose of incremental promotions, which occur once every four 

years. For example, the refresher course and BLS were mandatory courses required to achieve 

incremental promotions rather than CPD. Within these four years, the majority of EMS 

providers did not attend any CPD activities, as mentioned below:  

there is a course conducted for every EMS provider only once every four years. To 

achieve an incremental promotion from one level to the next, they should attend a course 

called a refresher course for EMS providers for one week ... can you imagine a course 

for one week over four years? (FG4-Admin, p. 2) 

This means that they will attend this course [the refresher course] once every four years, 

which is a long period to be four years without training course ... as I have said, this 

course is conducted every four years but attendance is limited to those who are due for 

an incremental promotion. (Interview4-Admin, p. 5) 

there was a refresher course; BLS and refresher course for those who are entitled to an 

incremental promotion after four years. So, during this four-year period they will not be 

aware of updates in knowledge. I suggest that if [EMS providers] attend this one-week 

course every year it will be better ... Now, the staff [EMS providers] are not able to 

attend training courses unless they are due for an incremental promotion from one level 

to the next. That is, they will stay four years ‘frozen up’. (Interview13-Admin, pp. 2, 5) 

The administrative and training actors highlighted that the EMS providers were not 

provided with a wide range of CPD modules in their region. That is, training courses that 
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focused on developing EMS practice, such as the management of injuries, scene safety or 

managing women in sudden onset of labour were not available. Furthermore, advanced courses 

such as ACLS, ITLS, and PHTLS were also not provided in the researched region, as explained 

in the following quotations: 

we provide only the EMS protocols course, which is the alternative to the refresher 

course ... there are other courses called short courses such as ACLS, ITLS and PHTLS 

courses. We cannot conduct these courses here, because we do not have suitable 

materials and proper infrastructure. (Interview6-Train, 11) 

but as for EMS providers, they need training courses in, for example, head injuries. In 

other words, any cases that are related to their practice and could benefit them. But 

unfortunately, these courses are not available. I mean, the short courses that are EMS-

practice focused are not available! (Interview4-Admin, p. 6) 

there are no courses about personal or scene safety. We have studied these things at 

college and in books only, but we have not experienced these things in real life. ... and 

the [name of institution] have not focused on providing training courses related to this 

matter. (Interview9-Admin, p. 13) 

Yes, training courses on giving birth should be more intensified. Most EMS centres have 

not dealt with such cases previously; they might have studied but not practised such 

cases. (Interview13-Admin, p. 10) 

The participants believed that there was a lack of management systems to monitor CPD 

activities and provide diversity of learning modules on a regular basis for the EMS providers 

within their region. 
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5.4.1.3. Lack of support for formal professional development for EMS providers 

The training actors confirmed that the central administration focused on providing ‘continuing’ 

training programs for community members in first aid skills and BLS and disregarded the 

training needs of the EMS providers, as illustrated in these excerpts: 

really, training courses for the community has impacted [on training the EMS providers]. 

There was more attention on the community, which is assumed to be more on EMS 

providers as they need more training. (Interview1-Train, p. 22) 

now what we have basically is something called Price Naif program for first aid, which 

targets the community. (Interview2-Train, p. 5) 

There is another aspect which is training the community. The authority [the participating 

institution] is keen on this aspect by conducting training courses continuously. (FG1-

Train, p. 3)  

Due to this focus, the training and administrative actors affirmed that there were some 

training units within some EMS centres in the region, but these units were established and 

equipped to provide training activities to community members instead of EMS providers, as 

the following participants described: 

We have training units responsible for awareness activities [for the community] and 

Prince Naif program, but not for training the EMS providers. These units have nothing 

to do with the EMS providers. (Interview6-Train, p. 14) 

There will be [training] centres, two centres: one in [name of centre] and the other in 

[name of centre]. They will be established to be a small copy of the training [centre] here, 

but unfortunately, the EMS providers will not benefit from these centres; the benefits of 

these centres will be for the community … for educating the community only! Yes, 

awareness courses for the community only. (FG4-Admin, p. 5)  



Chapter 5                                                                                                                        Findings  

105 

For example, [name of centre] is in Tihamah [a big area in the region] which has a 

training unit, but this unit cannot be used by the EMS providers; instead it is dedicated 

to the community. (Interview9-Admin, p. 5)  

[Name of centre] is entitled to a training unit, which should have been launched. But, 

who is this unit for? It is for the community members and schools. (Interview13-Admin, 

p. 8) 

The training and administrative actors stated that their workplace had only one training 

centre; however, this centre was not certified by the appropriate training bodies to conduct 

accredited training activities:  

at the level of the authority [the participating institution], there are no [training centres 

in this region other than this centre]. (Interview6-Train, p. 14) 

but we will say it again, training centres in the regions are very important. If these 

training centres have been developed and equipped well, believe me that each day there 

will be a course. (FG4-Admin, p. 8) 

I remember that we have discussed this matter in various meetings in the central 

administration in Riyadh, which is accrediting a number of training centres in the 

regions. For example Aseer region; we have qualified trainers and we have a training 

centre. What is the problem for them to accredit this training centre?!! (FG4-Admin, p. 

2) 

the second aspect is that there are no accredited and licensed training centres to conduct 

training courses; there are no accredited centres ... so our training has not been certified 

by the Saudi Commission for Health Specialties. (Interview4-Admin, pp. 19, 20) 

As shown above, the central administration retained a strong focus on training 

community members and less focus on the EMS providers’ CPD, so their training needs were 

overlooked. That is, the EMS centres in the participating region lacked training units that were 
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dedicated for the EMS providers. It was noted that the one training centre in the region was not 

licensed to provide accredited CPD activities for the EMS providers. Consequently, the EMS 

providers were not able to claim any CPD points. This reduced their inclination to attend CPD 

courses. 

5.4.1.4. Restrictions on the pursuit of academic education 

The training actors deemed pursuing academic education as an integral part of CPD: 

Indeed it [pursuing academic education] is considered an essential part of CPD, but 

unfortunately it is not supported at all. The first reason is the urgent need for EMS 

providers because if they left [to study] who will fill their positions? (Interview1-Train, 

p. 29) 

However, the training and administrative actors stated that the administrative processes 

and procedures hindered the EMS providers from pursuing academic education. This was due 

to some strict conditions the EMS providers were required to fulfil as part of their application 

to study. They were required to study full-time and needed an official exemption letter for work 

release. However, these requests were usually rejected, as these participants stated:  

but instead, they [EMS providers] confront hostility in this aspect; they are being 

prevented from continuing their education by the central administration in Riyadh via 

complex conditions and conditions. (Interview2-Train, p. 20)  

as for ceasing the international scholarships, I see it really caused a defect, a big defect, 

in the professional development of the EMS technicians ... I know some [EMS 

technicians] who study in colleges using their own money and time. Such professionals 

require release from their work because they want professional development. So, I [as a 

workplace] must not be against supporting their professional development. This is what 

should happen in the [name of institution], but unfortunately it is not happening 

nowadays ... they could obtain approvals to study ... but then they confront a list of 
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conditions. How can I [as a workplace] maintain their professional development? 

(Interview6-Train, p. 18)  

I have tried [to continue my education]. I, myself, was trying but I could not, because it 

had specific conditions including that I have to be released from the work, and the work 

never releases. ... the private health institutes and colleges were opening in the evenings, 

so for example I could work in the morning and study in the evening. They [name of 

institution] refused and asked us for a release letter. (Interview9-Admin, p. 10) 

For example here in Aseer region, it is impossible [for the EMS providers] to be released 

from their work if they want to continue their education in a college. (Interview13-

Admin, p. 6) 

The regulations for nominating staff for national or international scholarships to pursue 

academic education were obtained during the field observation (Document 10). The conditions 

for receiving national or international scholarships confirmed that the applicants have to be 

released from their work to be full-time students at an accredited national or international 

university or college without affecting the workload of other EMS colleagues (Document 10). 

The rules of the administrative system were strict on the release of staff and lacked the 

flexibility to allow the EMS providers to pursue any suitable academic programs.  

5.4.2. Lack of appropriate resources to support accessing CPD 

Conducting accessible CPD requires some essential resources including human resources, 

learning facilities and financial investment. The data showed that the participating workplaces 

were lacking in most of these resources, as described under the following subthemes: 

significant shortages in the workforce; lack of material resources for CPD; language barriers 

to accessing learning resources; and lack of financial investment in CPD. 
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5.4.2.1.  Significant shortages in the workforce 

The actors discussed that their institution experienced significant shortages in their workforce 

including EMS providers, registered EMS specialists, expert trainers and administrative 

leaders. From an administrative perspective, the significant shortages in EMS providers 

prevented them from being released to participate and engage in CPD activities because there 

was no relief staff available, as presented in these comments: 

especially here in the [name of region], there is a severe shortage of EMS providers ... 

and I am not happy to shut down an EMS centre in order to send the available two EMS 

providers to attend a course ... each shift is staffed with [only] two EMS providers ... 

there is a severe shortage of EMS providers, so each EMS centre is staffed with a 

minimum occupancy ... we would like all EMS providers to attend training courses; but 

the problem is that there is a shortage. (FG4-Admin, pp. 3, 4) 

our problem is staff shortages … for example ... This year we have approximately five 

EMS providers who will be handed off from their job [not able to work due to disciplinary 

procedures] … there is another aspect which is the annual holidays in addition to the 

sick and emergency leave. … Another challenge confronting the EMS workforce is 

retirement. We have approximately seven EMS providers who will retire without any 

relief. (Interview4-Admin, pp. 3, 5). 

So if I have released two or three [EMS providers] from our centre [to attend CPD], how 

many staff members remain? A relief staff member has to be assigned. (Interview13-

Admin, p. 6) 

The issues that have negatively impacted on CPD include shortages in the workforce [of 

EMS providers]. As a result, we will not be able to release them to attend continuing 

training courses without impacts on other aspects such as the arrangement of their shifts. 

(Interview14-Admin, p. 2) 
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From a training perspective, the severe shortage of EMS providers hindered the training 

staff from continuously conducting activities due to the low number of attendees. This was 

because the EMS providers were not released to attend these activities. This is explained further 

in these quotations:  

we cannot conduct training courses due to personnel shortages in some EMS centres. 

About ten EMS centres do not have an adequate number of EMS providers. This means 

about a third of the total centres in the region. (FG1-Train, p. 12) 

the Ambulance Affairs Department often apologises by saying we cannot [send EMS 

providers for training]. For example, if we ask for ten EMS providers to attend training, 

they send only five because some EMS centres cannot [nominate] as they do not have 

relief staff ... the main cause [of insufficient training] is the shortages in the number of 

EMS providers. (Interview1-Train, pp. 8, 9, 11) 

We are able to conduct the EMS protocols training course but, as I have told you, the 

problem is the [EMS staff] shortages in the EMS centres. The shortages aspect really 

caused a defect [in training]. (Interview6-Train, p. 9) 

Shortages in the EMS workforce were further evidenced from the field observations 

and documents (statistical reports) sighted while undertaking observations, highlighting the 

inequity in staff distribution across the region (Documents 16 and 17; Observation notes, 

August 2017, pp. 13, 14). The statistical report showed that the total number of the cases that 

were attended by all EMS centres in the region was 35,030 in 1437 (October 2015 – October 

2016) and 14,754 cases in the first six months of 1438 (October 2016 – March 2017), with a 

total number of 332 EMS providers in the region (Documents 16 and 17; Observation notes, 

August 2017, p. 13). However, the distribution of these EMS providers among the centres did 

not consider the workload of each centre. That is, in 1437 one centre attended 142 cases and 
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another attended 3474 cases (Document 16); however, the two centres were staffed with a 

similar number of EMS providers (Observation notes, August 2017, p. 14).  

Both administrative and training actors agreed that the shortages of EMS providers 

impacted on the staff’s time dedicated for CPD. EMS staff focused on their clinical work 

responsibilities, leaving no time for CPD. Consequently, the EMS providers were required to 

attend CPD activities outside of work hours, as these statements illustrate: 

yes the EMS providers are compelled; the Ambulance Affairs Department here compels 

the EMS providers to attend their training courses during their off-duty times ... and 

also, for example, the Basic Life Support course, which is BLS, the EMS providers have 

to manage when to attend it themselves. (FG1-Train, p. 12)  

really the last courses had big issues because the nominated EMS providers were not 

released from their duties [to attend the courses]. So, I had to wait. Sometimes those 

whose duties finish at 8 am were attending cases at 7:30 am, so they were not able to 

come here before 9 am. So instead of starting the course at 8 am I had to delay it to 9 or 

9:30. (Interview6-Train, p. 4)  

Sometimes they [EMS providers] were required [to attend CPD] during their off-time, 

especially during summer when there is a high workload, so they were required to attend 

during [their] off-time. (Interview3-Admin, p. 16) 

Instead, they [EMS providers] need courses; they are willing to develop their skills, but 

there is no time. If they want to watch a learning video or a CD-ROM [provided by the 

training centre], there is no time. If the staff [EMS] number is enough, they will be able 

to find time for such activities. (Interview13-Admin, p. 6) 

In addition to the shortages of EMS providers, the participating institution also had a 

limited number of registered EMS specialists and physicians who would be available for 

mentoring, as these participants mentioned: 
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I was surprised in the last meeting that the Field Commander in all or most of the main 

regions are physicians; in our region no physician [as a Field Commander] ... it is 

necessary to have a physician because they mentor EMS providers in the field once they 

face any issue ... the medic team [EMS specialists] are only here in [name of city]. At 

the level of the entire [name of region], the medic and rapid response team are available 

here in [name of city] but other cities no. (FG1-Train, p. 11)  

instead, most of them [the available EMS providers] are EMS technicians. ... We have 

only … eight EMS specialists [he mentioned their nationalities] and two EMS physicians 

for the centres in the entire [name of region] region! (Interview4-Admin, pp. 15, 16) 

also there is a need to have an EMS specialist, at least one specialist in each squad or 

in each two squads. This EMS specialist is essential to discuss different topics with the 

EMS providers and also to educate them about the equipment. (Interview13-Admin, p. 

11) 

There was a significant shortage of expert trainers in the participating region. The 

training actors stated that the training activities in the entire region, for community members 

and EMS providers, relied on only two accredited trainers. However, there were volunteer 

trainers who were external to the management of the training centre, as explained by these 

participating training staff: 

part of the problems that we confront is the shortage of staff working here in the training 

centre. That is, the training centre in the entire region of [name of region] depends on 

this person and that person [pointing to two of the trainers]. There are just only two 

trainers ... as we have told you, our problem is the number of the trainers and the 

building. If these two things were offered, I guarantee that we would be the best centre 

in the entire kingdom. (FG1-Train, pp. 5, 14)  

our total number is five. The director, [the names of the other three] and me. But as for 

the actual training, [name] is an old man and cannot train. [Other name] was assigned 
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to do the administrative work of the training centre. So, it is only me and [other name] 

who are actual trainers ... our number is not enough at all, not enough at all. 

(Interview1-Train, pp. 5, 6) 

‘a person can’t give what s/he doesn’t have’; I do not have many trainers. There are 

only two at the level of [name of region]. There are other volunteer trainers within the 

authority [the participating institution], but they are not under my jurisdiction and I 

cannot take them from their original work. (Interview6-Train, p. 6)  

the actual trainers are only two, yes, at the level of [name of region]. There are external 

cooperating trainers, about five, but they are outside our centre – only cooperating ... 

indeed it is not enough and even if this number is multiplied by ten, because there is work 

overload really. (Interview2-Train, pp. 3, 4)  

There were significant shortages in the number of EMS administrative leaders in the 

researched region. These administrative leaders also required CPD to be competent in 

managing all aspects of EMS practice, including CPD of EMS providers. This would enable 

creating a workplace culture that support CPD for EMS providers. However, the limited 

number of these leaders in the region affected their ability to access CPD, because there were 

no relief staff, as explained by this participant:  

but the problem is … the shortages in the workforce, even here in the administration. 

Look, even here in Ambulance Affairs Department, [the staff here include] just me and 

my colleague [name], if one of us has left the other must be available. (Interview4-

Admin, p. 13)  

5.4.2.2. Lack of material resources for CPD 

The training centre for the region did not have adequate learning and teaching resources such 

as lecture rooms or computers. These resources were essential to enable CPD, provide access 

to electronic evidence-based resources and prepare presentations. However, the actors 
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explained that their institution did not provide or equip rooms appropriately for CPD activities. 

This problem is substantiated by these statements: 

we hope that each EMS skill or procedure has their particular equipped room. For 

example a room for intubation; a room for cardiopulmonary resuscitation equipped – 

equipped and prepared. ... the numbers and the size of the training rooms are really not 

enough. The rooms are small, and the participants get really annoyed. (Interview1-

Train, pp. 12, 13) 

We do not have equipped rooms, really. So we put in personal effort to prepare this 

room. But if you look at the entire situation here, it has nothing to do with training. 

(Interview6-Train, p. 10)  

There is no [appropriate] infrastructure at all. It [the training centre] is not prepared to 

be a training centre. There are no preparations; it [the lecture room] is a room in a 

rented house which was a kitchen then converted to [a room] ... when you see the rooms, 

they are cramped ... all that we can do is provide chairs and tables. (Interview2-Train, 

p. 9)  

Some photos of the training rooms were taken during the field observations. These 

photos confirm the comments by the participating training actors about the small size and the 

limited equipment of the training rooms (Photos 9 and 10). 

          
Photo 9: Lecture room in the training centre             Photo 10: Lecture room in the training centre 
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Some directors of the EMS centres in the region made a personal effort to equip rooms 

within their centres to be appropriate for CPD, as mentioned by this participant:  

The preparation of this lecture room was all personal effort from me and from the 

director of the training unit. We have obtained the chairs and the tables from the 

technical institute [of health] and from the university. … We did what we could. 

(Interview9-Admin, pp. 6, 19) 

The administrative actors clarified that their institution had very few computers that 

could be utilised for CPD, as illustrated by this participant: 

The directors have computers as they are directors, but not for the purpose of knowledge 

or things like this; instead, they are personal computers for the directors of the centres, 

and usually used for correspondence and things like this. (FG4-Admin, pp. 12, 13) 

The participating institution lacked some essential material resources, which was a 

barrier to the EMS providers accessing lectures or technology for learning.  

5.4.2.3. Language barriers to accessing learning resources 

Accessible evidence-based learning resources, such as peer-reviewed journals or textbooks, are 

essential for supporting CPD. For scientific evidence-based learning resources be accessible to 

the EMS providers, they need to understand the language of these resources. Most medical and 

healthcare evidence-based learning resources are offered only in the English language. 

However, the administrative actors believed that the EMS providers had very limited English 

language skills. Therefore, the actors described language as a major barrier to accessing 

contemporary evidence-based resources. This issue is clarified by the following quotations: 

The international journals are in the English language. How could they [EMS providers] 

read and understand them? ... they do not have English language skills; all their studies 

were in the Arabic language. (FG4-Admin, p. 12) 
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the problem is that most books are in the English language, and the English language 

skills among EMS providers are less than low! ... so it is difficult for them to search for 

information on international websites or even in the official EMS books ... the most 

challenging barrier is the language; the language is most challenging ... so why have 

they [name of institution] conducted the refresher course? Because it is in the Arabic 

language. [The refresher course is] A number of courses that are grouped to be Arabic 

chapters, for example, the respiratory diseases, but all their references are in the English 

language. (Interview4-Admin, pp. 18, 19) 

The training actors agreed with the view of the administrative actors and confirmed 

that the English language is fundamental to understand contemporary evidence-based research. 

However, the majority of the EMS providers in the region lacked proficiency in the English 

language, as pointed out in these comments: 

the problem is that most of the EMS providers, about 90% of them, have no [English] 

language ... it [the English language] is the official international language for medical 

professions now. (FG1-Train, p. 10) 

there are many things that influence the CPD of the EMS providers. From what I know, 

but am sure of, is that most of them [EMS providers] have very weak English language 

proficiency. You know that all updates in the [knowledge] are in the English language 

globally. (Interview6-Train, p. 15)  

These books [pointing to the books cabinet (Photo 4)] are 100% for show only ... most 

of them are in the English language. (Interview2-Train, p. 14) 

The lack of proficiency in the English language hindered the EMS providers from 

accessing understandable learning resources and materials. That is, most of the available 

international health-related learning resources and evidence-based materials are presented and 

published in the English language. 
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5.4.2.4. Lack of financial investment in CPD 

Both administrative and training actors outlined that their workplace did not have a budget that 

was clearly dedicated for CPD, as these participants illustrated: 

Really the financial aspects have many problems, either in the procedures or in the 

provision of the funds [for CPD]. (Interview1-Train, p. 23)  

There is no budget specified for training. But now we have something called ‘loan’ ... 

this is a loan, deemed as a loan to manage training aspects ... but there is no budget 

specified for training at all. (Interview6-Train, p. 10)  

and also there is a department for training, of course, which is staffed with people who 

are explicitly competent and excellent; but however, they lack many financial and human 

resources. (Interview9-Admin, p. 3) 

As a result, the training actors remunerated some of the training expenses from their 

own pockets. This issue is illustrated by these quotations: 

really from the year 1434 [November 2012 – November 2013] until last year I was 

paying [the training expenses] from my own pocket. (FG1-Train, p. 4) 

there is no budget unfortunately, especially [name of region]. … Most of the expenses 

for Prince Naif courses are paid from our own pockets. (Interview2-Train, p. 8)  

as for the financial investments [in CPD], I do not think that they are sufficient ... I 

remember that the director of the training centre was paying [training expenses] from 

his own pocket ... truly the financial resources are very weak. (FG4-Admin, p. 13) 

The administrative actors mentioned that there was a fund to support CPD indirectly. 

This was in the form of an assignment allowance; however, they expressed the view that their 

institution did not utilise this fund cost-effectively, as this participant clarified: 
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if there is a training course in Riyadh, they [name of institution] will assign the EMS 

providers to attend in Riyadh for three days and they will get paid their assignment 

allowance for these three days. Their daily assignment allowance is 450 SR [167 AU$] 

multiplied by three days; it will be more than 1200 SR [447 AU$] plus flight tickets [from 

the region of the participating institution to Riyadh] which cost about 580 SR [216 AU$]. 

Now it is nearly 2000 SR [745 AU$]. So, why doesn’t [name of institution] pay 800 SR 

[299 AU$] and allow the EMS providers to attend the course [at any approved institution 

in the region]? How much money would they [name of institution] save? They would 

train two EMS providers for the same cost as one [attending in Riyadh]. (Interview4-

Admin, p. 20) 

Another aspect of the lack of financial investment in CPD reported by the participants 

regarded providing financial incentives. This was either for the volunteer trainers, to retain 

their training services, or for EMS providers, to encourage them to attend training courses, as 

outlined by these training and administrative staff: 

now we have started a program called the volunteer trainer which has incentives for 

about 500 SAR [$190 AUD] for each course they provide. But unfortunately, I have not 

heard that any of these trainers have received any of these incentives yet. (Interview6-

Train, p. 16)  

there are no rewards or incentives, or any motivation that encourage them [EMS 

providers] to come to the training centre to attend a training course. (Interview2-Train, 

p. 6)  

some other institutions, not [name of institution], for example … those who have 

computer course are eligible for 10% increment in their monthly salary. Also those who 

attend five courses a year are eligible for 5% increment in their monthly salary. As such, 

all of their staff were keen to attend courses. Why doesn’t [name of institution] apply the 

same? For example, offering 3% increment for those [EMS providers] who do the ITLS 
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course. As such, they [EMS providers] will be keen to attend this course whatever the 

circumstances. If they [name of institution] used this system, everyone [EMS providers] 

will be interested in attending these courses. (Interview4-Admin, p. 26) 

A review of the financial system documents of the participating institution supported 

the actors’ experience, because the documents disclosed that there were no clear and specified 

instructions, items or procedures for financial investment in training and CPD (Documents 18 

and 19). The financial instructions for training and CPD were presented in one item only, which 

was summarised in a small section (Document 18). This section mainly focused on the 

administrative requirements (Document 18) and forms (Document 19) for processing the 

assignment allowances. However, the financial budgets, dues, processes or procedures of 

training and CPD activities that are conducted within the participants’ workplace were not 

captured within the financial systems documents. 

5.4.3. The attitudes of administrative leaders and training staff 

The final theme that emerged from this group is the different attitudes of administrative and 

training actors towards the EMS providers and their CPD as well as the nature of EMS practice. 

These attitudes had a strong influence on the CPD of EMS providers in the region. This theme 

will be presented under four subthemes: focus on restricting rather than developing the EMS 

providers; positive attitudes towards CPD; facilitating informal learning initiatives; and 

fostering a culture of cooperation to enable CPD.  

5.4.3.1. Focus on restricting rather than developing the EMS providers 

The actors described that they, as administrative leaders, had adopted a leadership style in 

which they focus on disciplining the EMS providers instead of developing them. These 

participants revealed that:  
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instead of developing the EMS providers in the fieldwork, our direction has been shifted 

to more disciplining them. … So the focus of the [name of institution] is to strictly manage 

the duties of the EMS providers … more than developing them. (FG4-Admin, p. 5) 

and I remember when I was in the follow-up department that some staff [EMS providers] 

have been reported [to us] from Riyadh [the central administration] as they have not 

attended a course. These staff have been investigated for not attending this course. 

(Interview3-Admin, p. 16) 

The training actors also had a similar view that the EMS providers must be compelled 

to attend some training courses by force. This could include making these courses a 

requirement to achieve incremental promotions. As such, the EMS providers will be obligated 

to attend these training courses, as illustrated in these excerpts: 

it [the refresher course] is linked with the incremental promotion ... I see that it should 

be mandatory, because if it is not mandatory no one will come ... the last course was 

semi-optional, so the number of attendees was very low, but after it became mandatory 

all of them [EMS providers] were racing to attend. (FG1-Train, p. 9)  

but if these courses are compulsory and associated with the incremental promotions and 

salary, they [EMS providers] will attend coercively. (Interview6-Train, p. 2)  

so training courses were associated with the incremental promotions. That is, they [EMS 

providers] were not entitled for a promotion from one level to the next unless they attend 

the refresher course, Basic Life Support and many other courses. (Interview2-Train, p. 

6)  

The administrative actors’ focus on disciplining the EMS providers has contributed to 

a lack of recognition and acknowledgment of the professional development achievements of 

some EMS providers, as these participants stated: 
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I see that they [EMS providers] have to be motivated. That is, for example, anyone who 

obtains distinctions and high marks [in the refresher course] will be rewarded, may be 

given a few days off or an additional allowance. Unfortunately they [EMS providers] did 

not have these kind of motivations really. (Interview6-Train, p. 7) 

at some point of time there were some distinguished [EMS staff] at work. There were 

two or three EMS technicians who wrote books related to [first aid] awareness 

promotion ... but if there were any type of encouragement and motivation such as 

certificates of appreciation or any type of celebrating them. I think that these staff have 

not received even honouring. This is important. (FG2-Admin, p. 5) 

the second thing is the motivation [for CPD] through recognising distinctions. For 

example, whoever [EMS providers] obtain specific courses should be entitled to such 

distinctions. (Interview9-Admin, p. 11) 

5.4.3.2. Positive attitudes towards CPD 

While the administrative actors had adopted a disciplinary leadership style towards the EMS 

providers, they admitted that they do have positive attitudes towards CPD. That is, they 

appreciated its significant value. This point was frequently declared by the majority of the 

administrative actors, as presented in these statements: 

Continuing education is very important. (FG4-Admin, p. 3) 

I do not think that there is a sane person saying that training is not good; instead, any 

organisation that does not have training and development will shut down after a period 

of time. It [training] is very important. Particularly on-the-job training, it is core for 

development … It is important that training, development and education are ongoing … 

so training and development are important, continuing education is important, and 

continuing and ongoing learning is important. No matter how much knowledge you have, 

you still need more. Every day you gain new knowledge. Even if you read the same 
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chapter, every time you will understand it in different ways and gain new knowledge 

from it. (FG4-Admin, pp. 6, 7) 

I see it [training] as very important and on a continuing and ongoing basis, because 

forgetfulness is easy. All of us have studied, for example English or computers, and if we 

have not practised or kept reviewing we will forget. So training is very, very important 

and it should be continuing and ongoing, and not only once or twice; instead, it should 

be continuing because knowledge is updating. (Interview3-Admin, p. 15) 

I see it as fundamental to their [EMS providers’] work, which is the aspect of training 

and development. This means that training is very important for developing some of their 

skills and procedures. If they have not been trained on these aspects, their work will have 

an old-fashioned rhythm despite the innovations, the new skills, etc. ... they have to be 

trained in these things. ... There are some skills that are rarely practised and if they 

[EMS providers] have not refreshed these skills they [EMS providers] will lose them. So 

the importance of training is not arguable. (Interview4-Admin, p. 1) 

training is an essential pillar for development. If there is no training there will be no 

development. This is a rule, because training is the basis for development, for education 

and for CPD. So training is a fundamental pillar for the work whatever the 

circumstances. (Interview9-Admin, p. 2) 

sometimes they [EMS providers] confront cases in which they lack the experience or 

knowledge in dealing with these cases, so training is very essential, and it should be 

continuing. Each one [EMS provider] must attend a refresher course for about a week 

or two weeks each year. (Interview13-Admin, p. 2) 

Likewise, the training actors considered training and professional development as a 

vital component for EMS providers to practise their profession competently. The training staff 

believed that EMS providers need to keep learning from the fieldwork experts continually and 
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not rely merely on the knowledge that they have learnt in universities or institutes. This view 

is demonstrated in these quotations: 

Training and professional development for EMS providers is fundamental ... if the staff 

[EMS providers] are trained well their output will be very good, and if they are not 

trained well they will have no [good] output. (Interview2-Train, p. 15)  

I see that the success of any organisation is based on the success of their training. If 

training is successful, the organisation will succeed 100%. Similarly, the failure of any 

organisation starts from the failure of their training. (FG1-Train, p. 4) 

From my fieldwork experience, training is very important, and it is not enough to learn 

in a university or institute and rely only on this learning in providing fieldwork. There 

might be some [fieldwork] experts who can provide better methods of applying 

knowledge. (Interview1-Train, p. 25) 

Training and professional development is a basis to succeed at any work. (Interview6-

Train, p. 6) 

As part of valuing CPD, the training and administrative actors believed that CPD 

enhanced the clinical decision-making skills of the EMS providers, as described below: 

if there is any error in the EMS clinical fieldwork, the beginning of this error is from 

here [training centre]. (FG1-Train, p. 8)  

some of them [EMS staff] argued that the same courses and same information are been 

repeated. OK, ... as EMS providers, [they are] unlike the hospital staff who can ask for 

laboratory tests and sonography results and based on these tests they could undertake 

their decisions after half an hour or two hours, or even they could ask for a consultation. 

They [EMS providers] are working in the field and they should make a decision within a 

few minutes, sometimes within ten minutes they should have made their decision. So 
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repeating information prepares them to make an appropriate decision. (FG4-Admin, p. 

7) 

as for training and development, I consider it fundamental for any individual at any 

work; particularly EMS, as it [EMS practice] deals with people’s lives. Sometimes the 

staff forget some aspects of their profession because they spend some time without 

attending particular cases. So, I think that training is necessary and should be 

continuing. (Interview3-Admin, p. 1) 

Furthermore, the administrative actors were aware that CPD could reduce workplace 

stress for EMS providers. This aspect is clarified in the following quotations:  

the more CPD that EMS staff have, the more their fieldwork stressors will be alleviated. 

(FG4-Admin, p. 7) 

So now the stressors on them [EMS providers] become more and more and more, so they 

need more development, more training courses, more counselling, and more discussion 

sessions. (Interview13-Admin, p. 4) 

In addition, the administrative actors acknowledged that CPD fosters the self-

confidence of EMS providers, as illustrated by these participants: 

and also self-confidence in the fieldwork. Indeed they [EMS providers who attended 

CPD] will not be like those who know nothing in the fieldwork; they become puzzled at 

any circumstance. (FG4-Admin, p. 7) 

[The workplaces] are training them [EMS providers] in order to develop them. So this 

will increase their self-confidence, which in turn increases their sense of belonging to 

their work and consequently achieving job satisfaction. (Interview9-Admin, p. 14) 

Thus, providing opportunities for CPD assists EMS providers to feel that their 

workplace values them, as this participant explained: 
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most EMS providers do not have infection control [experience], while the most 

confronting issue for them is infections or getting infected. So if they have been trained 

in how to control infections or deal with infected patients, they will feel that their 

workplace is worried about them or trained them to be protected when they perform their 

fieldwork ... also if they [EMS providers] have been provided courses about crisis and 

disaster management, they will feel that their administration is concerned about them 

when they do fieldwork. (Interview9-Admin, pp. 11, 12) 

if the EMS providers are being trained and their knowledge is being updated, they will 

feel that their workplaces value them. As such, their workplaces foster their self-

confidence. (Interview9-Admin, p. 17) 

The training and administrative actors had a strong positive attitude towards training 

and CPD. That is, they believed that these activities maintained the knowledge and skills of the 

EMS providers, which enabled them to make immediate, accurate and appropriate clinical 

decisions, as the context of their practice required this skill.  

5.4.3.3. Facilitating informal learning initiatives 

As identified previously, the administrative actors valued the importance of CPD. Some 

administrative leaders had adopted informal CPD activities to overcome the barriers described 

above and to foster professional development. For example, one of these informal activities 

that supported CPD was the distribution of questions in the form of written quizzes to EMS 

providers to encourage them to read and search for answers, as these participants mentioned:  

I remember that before, maybe four years ago, we have tried to implement an idea … 

This idea ... is distributing questions which are a refresher [for the EMS providers]. They 

were free to read or ask other colleagues and then return the answers back to us. … If 

this initiative has continued it will be good as the EMS providers will keep searching, 
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because if they search for the answers they will never forget them, but if you give them 

ready-made information they will forget them. (FG4-Admin, pp. 4, 5) 

previously, there was an informal written quiz distributed to EMS providers [in the 

region]. This quiz involved questions about EMS practice or trauma. The EMS 

[providers] were free to search either online or in books. Some [EMS providers] were 

interested in this quiz and answered the questions, but many others were not. 

(Interview3-Admin, p. 29) 

I conducted a self-leaning activity some time ago. We asked questions, three pages of 

them, and distributed them to all EMS centres. … The questions were distributed to all 

[EMS providers]. Some of them returned the answers and many others did not ... we 

endeavoured with the directors of the EMS centres to encourage the EMS providers to 

participate. It was good as it stimulated them [for self-learning]. (Interview4-Admin, pp. 

16, 17) 

Another form of informal learning involved encouraging group discussions led by EMS 

providers. These discussions included case report presentations: 

So I have suggested that we could meet once a month to discuss some of the cases that 

they [EMS providers] have attended. … We have met, actually, several times and 

discussed some road traffic accident cases that they have attended. For example, one of 

the colleagues attended an amputation case and he discussed how he managed the case. 

As such, the colleagues will exchange their experiences. This [discussion] is considered 

part of training … I have suggested this idea [of discussions] to our colleagues and they 

have accepted it. Sometimes, five or six EMS providers have met during the handover 

and discussed some of their cases in the previous shift. As such, they exchange their 

experiences. Really we have some good expert EMS providers in this centre so our novice 

colleagues have benefited from their experiences. (Interview9-Admin, p. 7) 

Sometimes these informal discussions included practising EMS skills: 
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One time, I brought a splint; some of our colleagues did not know what it was, and some 

others simulated its application on their colleagues several times. (Interview13-Admin, 

p. 11) 

Another informal learning initiative adopted by the training actors was to establish peer 

evaluation of EMS providers’ performance with other EMS leaders throughout the region. To 

achieve this, a team of EMS leaders and trainers visited the EMS centres to evaluate the clinical 

performance of the EMS providers. Based on the outcome of the performance evaluations, 

further informal CPD activities were initiated, as demonstrated in these extracts from the 

training actors:  

we have formed a committee from the Medical Administration, Training Centre and the 

Ambulance Affairs Department; about three or four people, who accompany EMS 

providers to evaluate them in order to aid their professional development. (FG1-Train, 

p. 14) 

from the plans [for training and professional development] we visit a specific centre and 

stay with them for a shift or about eight hours. Me as a training delegate – an accredited 

trainer – and another one or two delegates from the Medical Administration. We 

accompany the EMS technicians and see how they deal with the cases ... if they need 

professional development we solve their issues ... for example if they did not know how 

to deal with a giving birth case due to lack of either knowledge or skill, or confusion, we 

develop their professional competence. (Interview6-Train, p. 6)  

we have suggested in the past years that instead of keeping training at one place, [we] 

move, for example to visit a specific EMS centre each week and work with the EMS 

providers to look at their learning needs and discuss cases after returning to the EMS 

centre ... when the trainer accompanies the EMS provider in the field, they will be close 

to them. Both the EMS provider and the trainer will have the same uniform and 

appearance ... the trainer documents notes about the performance of the EMS providers 
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to discuss with them and correct any errors, if there were any errors. (Interview1-Train, 

pp. 10, 27)  

Quizzes, group discussions and training and administrative staff accompanying the 

EMS providers in their fieldwork were deemed to support informal CPD activities. 

5.4.3.4. Fostering a culture of cooperation to enable CPD 

Some administrative actors were mindful that attending training could be challenging for EMS 

providers. To enable more attendance, the administrative actors encouraged the EMS providers 

to support their colleagues by covering each other’s shifts. This approach fostered a culture of 

cooperation that allowed attendance at CPD activities, as these participants discussed: 

But, in fact, any work without cooperation will not be successful. So, if each EMS 

provider refused [to fill in for their colleagues who sought to attend CPD] they [EMS 

providers who seek to attend CPD] will not get the benefit and the other staff also will 

not get the benefit, and eventually the goal will not be achieved. So, the directors of the 

centres reschedule the shifts of their staff to ensure the shifts of the released staff are 

covered. (Interview4-Admin, p. 5) 

there are some solutions. For example, for the training courses that they [EMS 

providers] will attend, we ask some staff to cover the shifts of those who will attend 

courses, or we ask the centre to change the working system of the centre by reducing the 

number of squads from four to three squads. (Interview4-Admin, p. 15) 

There is cooperation among the [EMS] colleagues. Thankfully we work as one team; 

gratefully ... We motivate any staff [EMS] who found a training course [that could benefit 

them] by covering their roles ... we have organised the roles of our colleagues in the 

past. ... there were four or five EMS providers who studied [at college], so we have 

adopted a coordinating strategy in which EMS providers who are not studying need to 

fill in for those who are studying during their exams, but once we need them they have 
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to assist. So, we have motivated them until they have finished their studies and been 

certified as EMS technicians. This was achieved through internal coordination among 

us. (Interview13-Admin, pp. 5, 7) 

A culture of cooperation among the EMS providers was fostered by the administrative 

leaders. As a result, each EMS provider accepted responsibility for taking over the shifts of 

their colleagues so that they could attend CPD activities or academic studies. 

5.5. The EMS providers’ perspectives on their practice and workplace environment 

based on data obtained in phases 2 and 3 

This section presents the findings from the perspective of EMS providers based on the thematic 

analysis of the data from this actors group during phases 2 and 3 of the study. There were two 

focus groups, six individual interviews, and one phone interview conducted with a participant 

from this group. The observation notes, photos and documents from this actors group were 

also included.  

The aspects of workplace culture that influenced the CPD of EMS providers that 

emerged from this group are presented under three major cultural themes: organisational and 

professional dynamics; lack of appropriate resources to support accessing CPD; and the 

positive attitudes of the EMS providers. Figure 11 illustrates these themes and their associated 

subthemes.  
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Figure 11: The themes and subthemes of the EMS providers group 

5.5.1. Organisational and professional dynamics 

The culture of the participating workplace had some issues related to organisational dynamics 

including leadership, administration and management processes related to CPD; as well as the 

nature of practising EMS in the participating region. These issues had great influence on CPD 

for EMS providers. This theme will be presented under four subthemes: unsupportive leaders; 

administrative system issues; lack of appropriate management of the provision of and 

attendance at CPD; and physically and psychologically exhausting EMS practice.  

5.5.1.1. Unsupportive leaders 

The EMS provider actors believed that their administrative leaders were not interested in 

maintaining them with professional development opportunities. These actors concluded that 

the aim of their administrative leaders was only to maintain a sustainable workflow in the EMS 

centres without supporting the professional development needs of the EMS providers. That is, 

the administrative leaders discouraged the EMS providers who were interested in CPD such as 

studying or attending training activities, as these participants identified:  

• Unsupportive leaders
• Administrative issues
• Lack of appropriate management of the provision of and 
attendance at CPD 

• Physically and psychologically exhausting EMS practice

Organisational and 
professional dynamics

• Significant staff shortages
• Lack of rooms and material resources
• Lack of time dedicated for CPD
• Language barriers to accessing learning resources

Lack of essential 
resources to support 
accessing CPD

• Positive attitudes towards CPD
• Positive collegial relationships
• Active mentoring roles among EMS providers

The positive attitudes of 
the EMS providers
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they [the administrative leaders] used to ask us: ‘Why do you want to study? Why? Be as 

you are; work as a technician or something like this even if you are a driver but we want 

you to be as you are. We want you to be as you are! We want you to perform your work 

and keep it going’. That is it! The [professional] development is zero! (FG3-EMS, p. 25) 

unfortunately I have requested from our administration, many times, that I need a 

specific training course but my requests were rejected … they [the leaders] say that my 

attendance at training will affect the workflow. (Interview12-EMS, p. 12) 

and they [the administrative leaders] did not like the EMS providers to have professional 

development, and the evidence is that they did not facilitate any way for them to receive 

professional development. (Interview7-EMS, p. 11) 

Furthermore, the actors identified that, instead of promoting their professional 

development, their administrative leaders used to annoy, intimidate and harass them. The EMS 

providers described their administrative leaders threatening them and tracking their errors 

without looking after their professional development needs, as these participants explained:  

the [name of institution] is, instead, not looking after the EMS providers; but even more, 

they upset the EMS providers. It is not only neglecting the EMS providers, but also 

upsetting them. (Interview7-EMS, p. 10) 

the [leaders in] Ambulance Affairs Department never, never support us to participate in 

training courses; instead, they used to deal with us using threatening language. 

(Interview10-EMS, p. 17) 

as for the regional administration in [name of region], ... we started to believe that they 

[the leaders] track any error committed by EMS providers, looking for any minor error 

that has been committed by any EMS provider. (Interview12-EMS, p. 6) 
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we wanted to improve ourselves professionally, but no one [leader] would listen to us; 

rather, I am worried that if I explain this aspect, I might be disciplined. (Phone 

Interview1-EMS, p. 1) 

The above excerpts demonstrate that the administrative leaders did not support the CPD 

of the EMS providers. That is, CPD was not an objective for these administrative leaders. They 

aimed to maintain the EMS workflow in the centres by asking the EMS providers to only 

perform their clinical EMS roles without encouraging them to engage in CPD. These leaders 

appear to have undermined the importance of CPD as well as adopting a leadership style that 

focuses on tracking the errors of the EMS providers rather than developing them professionally. 

5.5.1.2. Administrative system issues 

It was not only the leaders of the participating institution who impacted on the CPD of the EMS 

providers; there were also some administrative system issues. The actors believed that they 

were not provided with job descriptions and their scope of practice. Some EMS providers did 

not even understand what a job description or scope of practice was, as shown in the following 

extracts: 

Do you mean a full memo came from the central administration? [The researcher said: 

No, it is not a memo; it is something called a ‘job description’.] Is it the way of making 

the duty roster? [The researcher said: No, no, it is not the duty roster; it is a description 

of your duties.] Nature of our work? [The researcher said: Yes, it is the nature of your 

duties.] Do you mean something that is specific and official? [The researcher said: Yes.] 

(FG3-EMS, p. 21) 

[The researcher said: Each EMS staff category has a scope of practice ... please tell me 

about yours.] I am sorry I did not understand this topic; I could not get this point. 

(Interview7-EMS, p. 6) 
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Never [has the workplace provided a written official scope of practice]. They [the 

workplace] have employed us and told us that this is your job. Even, we have learned 

our job more from our previous colleagues; not from them [the workplace]. (Interview8-

EMS, p. 5) 

no, I do not know the scope of practice. We do not have this thing [scope of practice]. 

We follow the EMS protocols of [name of institution] … really, it is the first time that I 

have heard scope of practice. (Interview12-EMS, p. 17) 

The field observations further confirmed this point. That is, no documentation related 

to job descriptions or scope of practice were located throughout the entire observation period.  

The administrative system rules have restricted the EMS providers’ opportunity to 

pursue their academic education. This issue emerged in the data from the administrative and 

training actors (see Section 5.4.1.4), and was further identified by the EMS providers. The 

actors illustrated that there were strict conditions for obtaining approvals to continue academic 

education, either nationally or internationally, which were challenging and restricting. Those 

who did succeed in obtaining the approvals were notified that they would not achieve any 

professional advantages after completing their studies, which was discouraging for them, as 

these participants stated: 

I have done every possible thing to either study nationally or internationally. No hope! 

It was stopped for many years. So we have studied and paid for our studies; ... additional 

to that they almost gave me an approval to study, but with conditions, conditional 

approval. What are their conditions? The study should not influence my work. This is 

something that is agreed upon and there was no problem. The second condition was that 

I should not ask for professional advantages after completing my study. This means that 

I am a technician and I should not ask to be a specialist! (FG3-EMS, pp. 24, 25) 
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I wanted to continue my academic education. I sent my paperwork through the director 

of our centre; ... They [the central administration] refused and they said that you can 

continue your education but it should not conflict with your work. How can I study daily 

without it conflicting with my work while I have a duty every three days! (FG5-EMS, p. 

7) 

we have one of our colleagues here. He ... joined [name of college]. Now this is the 

second year that he has sought approval to study in this college. The approval means 

that the central administration knows that he is studying in the college only; it does not 

mean that they [the central administration] will exempt him from his shifts or provide 

him with leave; only they know that he is studying. But they refuse! ... Just they refuse to 

let him continue academic education for no reason. (Interview7-EMS, pp. 11, 12) 

The EMS providers considered pursuing their academic education as one of the main 

contributors to their professional development. That is, further education would enable them 

to expand and develop professionally, as these participants highlighted: 

it is [continuing academic education] part of the [professional] development. 

(Interview7-EMS, p. 12) 

of course continuing academic education is linked with CPD. That is, instead of being 

an EMS technician I will be an EMS specialist. So the ACLS course will be part of my 

role. Furthermore, once I am an EMS specialist I will able to administer medications 

and intraosseous infusion, and read the electrocardiogram. So our roles in EMS practice 

will be developed. (Interview8-EMS, p. 7) 

why didn’t they [the workplace] send the EMS providers to colleges of health sciences 

to study a bachelor of EMS? If they [the EMS providers] obtained bachelor’s degrees, 

they will be specialists so they will broaden their roles. (Interview12-EMS, p. 16) 
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Centralisation of training was also raised as an issue by the administrative and training 

group (see Section 5.4.1.1). Similarly, the participating EMS providers revealed that the 

centralisation of training activities has decreased the number of training courses available to 

them in their region. Also, centralisation required the training centre in the participating region 

to seek approvals before conducting any training course, which delayed CPD, as demonstrated 

in the following: 

we here in [name of region] do not have courses that develop the EMS providers, really. 

The advanced courses that develop the EMS providers professionally are not available 

in [name of region]. (Interview10-EMS, p. 8)  

but also they [the training centre] report to a higher authority, which is the training 

centre in Riyadh; our training centre is not able to conduct any training courses without 

their approval. (Interview11-EMS, p. 7) 

The EMS provider actors agreed with the perspectives of the administrative and 

training actors that centralisation of training courses limited the opportunities of the EMS 

providers who work in remote and rural EMS centres from accessing training and CPD 

activities, as these participants reported:  

particularly we, as remote centres, we do not achieve a good proportion [of training] … 

because we are so far … probably they [the administration] neglect us as remote centres. 

Sometimes do not receive or know about the training courses; if there are courses. 

(Interview10-EMS, pp. 11, 13) 

also they [the training courses] are limited to the big cities and centres that are close to 

the training centre. So, the remote and rural areas do not receive their share of training 

courses. (Interview11-EMS, p. 8) 

The administrative systems issues identified by the participants included a lack of 

documents related to job descriptions and scope of practice. Job descriptions and scope of 
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practice inform staff about their roles and duties, which in turn helps to determine their CPD 

needs. Although pursuing academic education was deemed an essential aspect of CPD, the 

administrative system set challenging conditions that restricted the EMS providers from 

obtaining approval to pursue their academic education. Another issue was the centralisation of 

the training activities, which reduced and delayed the training courses in the participating 

region.  

5.5.1.3. Lack of appropriate management of the provision of and attendance at CPD 

The participating EMS providers indicated that their workplace had some management issues 

related to the provision of and attendance at CPD. This finding was congruent with the findings 

of the administrative and training actors (see Section 5.4.1.2). The EMS providers clarified 

that there was insufficient provision of training opportunities to support CPD in the 

participating region. The actors expressed that there were some training courses that were no 

longer available. As such they need more training courses, as the following participants 

declared: 

The development of the work cannot be achieved without the development of the staff 

[via] scholarships, or studies; here all these things are zero!! (FG3-EMS, pp. 24, 25) 

even the refresher course has been cancelled and we do not know the reason for its 

cancellation. (Interview5-EMS, p. 2) 

as for the training in [name of institution], we hope it will be better ... the training 

outcome is very little ... the training activities have stopped for the last two years. 

(Interview11-EMS, pp. 7, 10) 

The insufficient provision of training courses created a delay in the training activities 

that the EMS providers attended. The actors stated that they were scheduled to attend a 

mandatory training course only once every four years to achieve an incremental promotion. 
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They expressed that this is a very long period of time to remain without training or CPD to 

keep their practice up to date, as highlighted in the following excerpts:  

I did not remember that there were courses since a year or two years, except the course 

that we all know, which is BLS, but also it has been stopped. (FG3-EMS, p. 16) 

they [the administration] conduct the refresher course when we are entitled to an 

incremental promotion. If we do not have a promotion, for about three or four years, 

there are no courses. (Interview8-EMS, p. 3) 

after we have attended this refresher course, they [the workplace] did not provide any 

training courses afterwards. They provide training courses before the next incremental 

promotion; i.e. after the next four years they will provide us with another refresher 

course. (Interview12-EMS, pp. 3, 4) 

In addition, the actors explained that their institution failed to provide a variety of CPD 

modules or any advanced training courses for them. They mentioned that the most common 

CPD module implemented in their region was the refresher course and BLS, which were 

outlined in Section 5.3.3.2, as highlighted in the following excerpts:  

even the [name of organisation], I think it provides only the BLS and the refresher course, 

which is about how to deal with burns, fractures, lifting and moving patients; just only 

these things; nothing more than this is provided in the [name of organisation]. (FG5-

EMS, p. 6) 

now, it has been three years for me and the fourth year is approaching, I have not noticed 

[training courses] except the refresher courses. This is the main [training] approach that 

they [the workplace] have adopted. I have not noticed any other types of courses. 

(Interview8-EMS, p. 5) 

they [the workplace] only send us to attend training activities that are mandatory for 

promotion such as BLS and the refresher course ... as I have told you, these courses 
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[ACLS and PHTLS] are very rare and also not available in [name of region]. 

(Interview11-EMS, pp. 8, 9, 12) 

The EMS providers in the study indicated that they had limited opportunities to attend 

and participate in a wide range of CPD activities such as conferences or research seminars, as 

they were restricted to attending specific courses. 

The actors highlighted that there was some inconsistency between the provided and 

required CPD activities and their EMS practice. That is, they identified that they were required 

to attend an ACLS course as it was mandatory for incremental promotions, registration and 

renewal with the regulating body. However, the EMS technicians in the participating institution 

were not allowed to practise ACLS because the tasks of ACLS, such as administering 

emergency drugs or intraosseous infusion, were not part of their roles. This was because they 

were only allowed to provide basic EMS skills, as demonstrated in the following quotations: 

our work in the ambulance or in the [name of organisation] is basic, providing basic 

tasks only. If I have taken an ACLS course; what is the use of it? I do not need it, ... I do 

not need the ACLS because it involves medication administration ... and also we do not 

have nitroglycerin and morphine ... actually our practice does not require us to know 

how to use epinephrine because we do not have epinephrine; so then why do I have to 

learn it? (FG5-EMS, pp. 5, 6) 

knowing that they [the administration] have required us to attend an ACLS course, and 

of course we are, as EMS technicians, not doing ECG! ... they [the administration] have 

asked us to know intraosseous infusion as part of the ACLS course, while we are not 

doing intraosseous infusion. Also they [the administration] have asked us to know the 

drugs [medications] and we are not administering medications. In other words, we are 

required to attend an ACLS course just to renew our registration with the Saudi 

Commission for Health Specialties, but we are not getting any advantages in our real 
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practice ... all of the [medications] that I could administer are only three fluids: normal 

saline, dextrose 5% and Ringer’s lactate. I can only administer these three fluids as an 

EMS technician. However, in the course we are required to know adrenaline, 

epinephrine and so on while we are not using them, yet, we are not competent to 

administer them. (Interview8-EMS, p. 4) 

our workplace has compelled us to do an ACLS course. The ACLS course should be for 

staff who work in hospitals. I know and understand it very well but it will not benefit me 

in my EMS fieldwork. (Interview10-EMS, p. 10)  

As shown above, there were some management issues related to the provision of and 

attendance at CPD. Appropriate training courses were not provided on a regular basis in the 

participating region. The attendance of the EMS providers at training and CPD courses was 

also restricted by other issues, which were the long periods between CPD activities and 

inconsistency between the EMS roles and the training courses provided. 

5.5.1.4. Physically and psychologically exhausting EMS practice 

The physical and psychological exhaustion related to the nature of EMS practice was identified 

as another major barrier that hindered the participating EMS providers from engaging in CPD. 

They expressed that the nature of EMS practice and the shifts scheduling systems in their region 

were exhausting. The actors highlighted that they frequently felt tired and stressed because 

they routinely experienced a high workload. They believed that this routine of EMS practice 

exhausted them and reduced their motivation to undertake any CPD activities such as reading 

or attending training activities, as these participants stated: 

I think that with this work overload it is impossible to have the motivation [for 

development]. That is, we have four days to work then four days off. In these off days we 

want to catch our breath, so we cannot [attend training activities]. This is from my point 

of view. (FG3-EMS, p. 3) 
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 during all our 12-hour duty, we are overloaded, exhausted and tired. So we finish our 

duty to have some rest and come back again to the next duty and so on. This is our 

routine. ... this routine has kept us away from reading. (Interview7-EMS, p. 9) 

The [duty] system now is 12-hour shifts for four days. 12 hours in the morning shift for 

two days, then it turns to work in the night shift for two days, then four days off. So once 

we have our time off we are so tired and exhausted. (Interview11-EMS, p. 5) 

Furthermore, the actors expressed that this routine which caused exhaustion influenced 

their CPD by preventing them from being able to concentrate and engage with the learning 

resources. That is, they could not focus during CPD activities because their ‘brains’ and 

‘minds’ were affected and consequently were not able to respond to the learning materials, as 

illustrated by the following: 

imagine that this week we are working, for example, Sunday, today Monday and 

tomorrow Tuesday, I work from 8 am until 8 pm; then only four days off ... then return 

to work at night ... from 8 pm to 8 am; so how do you want our brains to respond [to 

CPD]? (FG5-EMS, p. 12) 

our biological clock is being affected by sleeping and then having a duty then having a 

duty then sleep. Having duties in the mornings then duties in the nights, how can our 

bodies afford this? Our minds and brains are affected. Staying awake overnight 

increases our psychological stress. Lack of sleep affects us. (Interview12-EMS, p. 14) 

However, the field observation notes show that the EMS provider actors performed 

various recreational activities during their free time to relieve their stress. These actors played 

cards or phone games intensively, joked with each other or just relaxed in the staff lounge 

(Observation notes, September–October 2017, pp. 55, 60, 64, 69, 79, 93) instead of using this 

time to participate in CPD, because this was their approach to relieving their stress. These 

activities were instead of participation in CPD.  
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The EMS providers were exhausted and stressed due to the frequent work overload and 

the system of scheduling their shifts, which affected their physical ability to attend CPD and 

their mental capacity to understand the learning activities. 

5.5.2. Lack of essential resources to support accessing CPD 

The organisational issues discussed above have resulted in some barriers to accessing CPD. 

The participating EMS providers articulated that they confronted a significant lack of essential 

CPD resources, which hindered them from being able to actively engage and participate in 

CPD. This viewpoint was consistent with that of the administrative and training actors. The 

second major theme analyses this issue under four subthemes: significant staff shortages; lack 

of rooms and material resources; lack of time dedicated for CPD; and language barriers to 

accessing learning resources. 

5.5.2.1. Significant staff shortages 

The significant shortages in the EMS workforce has been examined from the perspective of 

administrative and training staff (see Section 5.4.2.1). Likewise, the majority of the 

participating EMS providers identified that the significant staff shortages have strongly 

impacted on their EMS practice as well as their engagement and participation in training and 

CPD. Several participants identified this shortage of EMS providers as one of the major issues 

that impacted on CPD:  

the problem [with training and development] is summarised in: [the number of staff]. 

That is, if the number of staff increases, so many of the problems will be solved ... Yah, 

correct! But, if the number of the staff remains the same, the problem will not be solved. 

(FG3-EMS, p. 16) 

No doubt that the problem that has destroyed and limited the training, generally, is staff 

shortages. (Interview5-EMS, p. 24)  
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they [name of institution] have a problem which is the shortage in the workforce [EMS 

providers] in the EMS centres. When they release an EMS provider from a certain centre 

to attend a training course, his position should be filled. And there are no fill-in EMS 

providers. (Interview10-EMS, p. 4) 

The actors identified some factors that had contributed to the significant shortages in 

the number of EMS providers in the region. For instance, new EMS centres were launched in 

the region without recruiting the required number of EMS providers. That is, the central 

administration launched some new EMS centres in the region without employing EMS 

providers dedicated to work in these centres. Instead, the Administration exported some EMS 

providers from the current EMS centres to work in these new centres. Consequently, the 

number of EMS providers in the current centres was dramatically reduced, as this participant 

clarified: 

Suddenly, some EMS centres have been opened in the region such as [names of two EMS 

centres in the region]. Then, we found our centre with the minimum number of staff. ... 

Yes, they [EMS providers in this centre] have been distributed [to the new centres]. (FG3-

EMS, p. 16)  

The field observation notes confirmed that the central administration asked the regional 

administration to launch some new EMS centres in the region without employing EMS 

providers dedicated for these new centres (Observation notes, August 2017, p. 16). 

As the actors explained, the significant shortages of EMS providers affected CPD in a 

number of ways. For example, they could not be released to attend training or CPD because of 

the difficulties in finding EMS providers who could fill in for them.  
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5.5.2.2. Lack of rooms and material resources 

The observation notes revealed that the buildings of the EMS centres in the participating region 

did not contain any rooms that enable EMS providers to learn or share knowledge and 

experiences (Observation notes, September 2017, pp. 53, 74). Instead, it was observed that the 

EMS centres in the region had staff lounges as a main room in all EMS centre buildings 

(Observation notes, September 2017, pp. 53, 74). However, these lounges were not equipped 

with materials that facilitate learning; instead, they were constructed for the EMS providers to 

have their breaks. The EMS providers used to spend their time in the staff lounges having 

breaks, sleeping, or performing social activities such as playing cards or multiplayer online 

phone games, eating or joking (Observation notes, September–October 2017, pp. 54, 57, 59, 

62, 64, 65, 76, 79), instead of performing CPD activities. To acquire and share knowledge, 

EMS providers need rooms or places that enable them to gather and to learn from their 

experiences and each other’s knowledge through discussions or case presentations. To enable 

this process to occur, these rooms need to be equipped with materials that facilitate learning or 

sharing knowledge such as computers, projectors and projector screens. 

Although some EMS centres in the region had training units within their centres 

(Observation notes, September 2017, pp. 70, 72, 74, 75), these training units were established 

and equipped with learning materials that suited the community’s learning needs only 

(Observation notes, September 2017, pp. 70, 72, 76). The participating EMS providers 

discerned that there were some training units in the region, but these training units were used 

to conduct training activities to increase the awareness of community members regarding first 

aid and basic life support rather than furthering the EMS providers’ professional development. 

This view was congruent with the perspective of the administrative and training actors, as 

illustrated in the following:  
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the training unit in [name of centre], all it does is increasing the community’s awareness 

through conducting the Prince Naif training program and awareness lectures to schools 

and different government departments. (Interview10-EMS, p. 2) 

we have a training unit here upstairs. There are courses, ... approved courses of the 

Prince Naif training program ... for the community and the government or private sectors 

who request these programs. (Interview11-EMS, p. 10) 

In addition to the lack of rooms, it was observed that the EMS centres had limited 

material resources that support CPD such as computers, projectors or projector screens 

(Observation notes, September 2017, pp. 53, 76). The EMS providers confirmed this issue in 

the focus groups and interviews, as stated in the following excerpts: 

A computer?! I wish that I could see a computer for us EMS providers, but there is no 

computer … the resources that we lack include a projector – we do not have a projector 

– there is no projector screen, there is no laptop. (Interview12-EMS, p. 9) 

Our centre lacks essential education materials such as computers, manikins, internet. 

(Phone Interview1-EMS, p. 2) 

Also, there was a lack of educational manikins. During field observations, it was noted 

that a physician in one of the EMS centres discussed with EMS technician colleagues how to 

perform different emergency procedures by using their bodies instead of manikins 

(Observation notes, September 2017, p. 56).  

The EMS centres of the participating institution not only lacked rooms that facilitate 

learning and sharing knowledge but also had limited material resources that fostered this 

process. Though there were some training units in the region, the participating EMS providers 

noted that these training units were used for community members rather than the training needs 

of EMS providers.  



Chapter 5                                                                                                                        Findings  

144 

5.5.2.3. Lack of time dedicated for CPD 

The participating EMS providers’ views were congruent with the administrative and training 

actors in that they could not find any time for CPD or on-the-job training or learning activities. 

This was because they were required to perform clinical EMS roles only without being granted 

time dedicated to CPD or training activities, as these participants declared: 

But if the courses are others [not the refresher course], we are not released [from work 

to attend]. We may work for 12 hours night shift then we have a training course the next 

morning, so they [the administration] tell us to attend this course without sleeping. Even 

if we told them that we need to be released to attend this course, they said that there is 

no potential for release. (Interview8-EMS, p. 2) 

as I have told you, the issue [of CPD] is circling around the time factor. In fact we do 

not have time to read anything. Also we could not do on-the-job training as there is no 

available time. (Interview11-EMS, p. 10) 

there is no time [for CPD], in fact there is no time. … they [the administration] notify us 

that we have a specific course at a specific time, but they do not prepare us for this 

course by having time to rest. (Interview12-EMS, pp. 13, 14) 

Time constraints restricted the EMS providers’ opportunities to access CPD and 

learning activities, because they were expected to perform solely the clinical facets of their 

EMS roles without being conferred time for CPD. 

5.5.2.4. Language barriers to accessing learning resources 

The native language of the participants in this study was the Arabic language. The EMS 

providers identified that they had very limited support to improve their English language 

competencies. This was confirmed by the administrative and training actors who had reported 

that the EMS providers encountered language barriers to accessing learning resources such as 
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textbooks or peer-reviewed articles (see Section 5.4.2.3). This issue prevented them from 

accessing a significant number of learning resources, because these learning resources were 

rarely provided in their native language, as these participants indicated: 

I confront many challenges learning English language, you know it is the language of 

the medical and healthcare sciences books. (Phone Interview1-EMS, p. 2) 

and the courses are provided to us here in [name of institution] in English language 

without improving our English language … I see the language as an important aspect of 

training courses, or if I want to read either online or textbooks i.e. when I want to do 

self-professional development. We desperately need the language [English language]. 

(Interview10-EMS, pp. 8, 9) 

most EMS providers, and I am one of them, do not have English language competency 

… and [name of institution] did not support us in this area. (Interview7-EMS, p. 8) 

5.5.3. The positive attitudes of the EMS providers 

This last major theme explores the influence of the EMS providers’ positive attitudes towards 

their CPD and supporting their colleagues to undertake CPD under three subthemes: positive 

attitudes towards CPD; positive collegial relationships; and active mentoring roles among EMS 

providers.  

5.5.3.1. Positive attitudes towards CPD 

The participating EMS providers, as well as the administrative and training actors (see Section 

5.4.3.2), had strong positive attitudes towards CPD. That is, the EMS providers were aware of 

the significance and value of CPD in improving their EMS practices, as these participants 

stated: 

Indeed, CPD is essential and indispensable in our profession. There is nothing that can 

replace the importance of CPD for the EMS providers ... it [CPD] must be provided to 
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all EMS providers ... this is to enable us to practise our profession. In the healthcare 

field, knowledge is updating periodically, and healthcare concepts are changing from 

one year to another. (FG5-EMS, p. 1) 

It [training and CPD] is very essential in our work, ... so we need these things, 

particularly research studies and the topics that could develop our fieldwork, because 

our fieldwork requires research and evidence to develop it ... It [training and CPD] has 

many advantages such as developing our skills in the work, ... we need training and 

professional development because they remind us of the main protocols and the 

knowledge that we may have forgotten. That is, the cases that we confront in our 

fieldwork have specific protocols that we need to follow. ... So, the training reminds us 

of the essential aspects of our practice that we have forgotten while we need to know 

them continuously. (Interview7-EMS, p. 1) 

in any profession, particularly healthcare professions, continuing training is very 

important and necessary because the knowledge is updating worldwide. (Interview11-

EMS, p. 2) 

The positive attitudes of EMS providers towards CPD was not only about updating 

knowledge and EMS practice, but also improving self-confidence in their EMS fieldwork, 

according to these participants: 

training courses increase my self-confidence because I know that I am practising based 

on knowledge that has been updated, so I will be confident. … this means that I have 

gained updated knowledge which I need in my field practice. I have experienced this 

feeling. (Interview7-EMS, p. 13) 

training courses are good in that they reinforce us with new knowledge that we may need 

with any patient. The more professional development we have, the more our knowledge 

is updated, and our self-confidence is increased. (Interview8-EMS, p. 10)  
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any training course increases our self-confidence really. For example, the last course 

that I attended about infection control … now I could attend cases without wearing 

gloves unless I will touch the patients’ fluids or belongings as I have learnt in the course 

… I used to advise my colleagues about this because I have learnt it in a training course. 

Really this has increased my self-confidence as I have learnt many things … I trust that 

my knowledge is first-rate because I have attended a course. (Interview5-EMS, p. 28) 

Furthermore, the actors had a perception that training and CPD developed their 

professional practice through learning new skills to apply in their fieldwork, as these excerpts 

show:  

for example the scoop stretcher, I did not know how to use it. I have learnt how to use it 

in the refresher course. (Interview8-EMS, p. 10) 

for sure, training for CPD improves our skills. The more knowledge we gain, the better 

our skills will be. (Interview10-EMS, p. 19) 

so training courses help us in practising our fieldwork, so these courses were very 

helpful. We gain knowledge from any course. This knowledge is very beneficial to us and 

explains aspects that we may overlook. Gaining knowledge helps us practise them in the 

fieldwork. (Interview11-EMS, p. 11) 

The EMS providers were aware that CPD was an essential to improve their EMS 

practices as well as to increase their self-confidence via gaining updated knowledge and skills 

on a continuing basis.  

5.5.3.2. Positive collegial relationships 

The participated EMS providers benefitted from the cooperative culture that was fostered by 

the administrative leaders, which was illustrated by the administrative and training group (see 

Section 5.4.3.4). That is, the participating EMS providers declared that they had established 
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strong collegial relationships with their colleagues within the same centre. These relationships 

extended beyond being only professional or workplace colleagues to being personal friends. 

The actors believed that these relationships assisted them to overcome many issues, either 

work-related or outside work boundaries, which in turn assisted them to manage the challenges 

they faced, including accessing CPD, as these participants explained: 

We used to have discussions about some information after completing the required EMS 

to a certain [clinical] case. … Indeed, if I know, for example, that this colleague is 

experiencing difficult circumstances, I will come close to him and ask him what he needs 

and how I can assist him. ... so how about to share knowledge with him! For example, 

he might come to me and discuss what he has done with a certain case and the outcomes 

of his practice. (FG5-EMS, p. 13) 

For example, in these two centres [because there are two EMS centres merged in the 

same building] we have good and close collegial relationships with each other. This 

means that it’s OK and we could teach each other. (FG3-EMS, p. 11) 

Of course cooperation among the EMS providers in the centre has assisted in 

professional development; either for training courses or continuing academic education 

... we have two colleagues who study in [name of a college]. During their exams or 

quizzes we used to cover their shifts. This was a support from us to our colleagues. That 

is, if our colleagues are not supported by the administration, at least we cover their shifts 

to support them and cooperate with them. This is one of the points about how colleagues 

could support each other in training and CPD. (Interview7-EMS, p. 3) 

our colleagues are cooperative as one, and they lend a hand to support each other during 

all circumstances or problems. For example, if one of us confronts a problem, either 

work-related or not, they all gather around to support him. (Interview12-EMS, p. 6) 
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These positive collegial relationships fostered an environment of trust, which in turn 

assisted in building a culture of knowledge sharing in the workplace.  

5.5.3.3. Active mentoring roles among EMS providers 

The actors described that they had active mentorship roles, in particular between senior and 

junior EMS providers. As this participant described, senior EMS providers were pleased to 

mentor the juniors, and share their professional experience and knowledge with them: 

Our colleagues acquired most of the skills from the fieldwork and from their former 

colleagues. For example, the new EMS staff accompany seniors and learn from them the 

skills of the work and so on. So, they acquire skills and experience from their colleagues. 

So, the colleagues teach [mentor] one another; the seniors teach [mentor] the juniors. 

Actually, they do not refrain from teaching each other. Some of them started the job and 

they did not know even the basic skills, and after some time they became skilful. (FG3-

EMS, p. 3) 

Physicians and specialists took on some mentoring roles by discussing some clinical 

emergency cases, explaining physical examinations required during a pre-hospital emergency, 

and illustrating some aspects of EMS practice with EMS technicians (Observation notes, 

September 2017, p. 56). The participating EMS providers acknowledged that physicians played 

active mentorship roles, as explained here: 

this [reading and searching about cases] was done through the physician and the EMS 

specialists. But as for us, we used to ask them ... our reliance [in gaining knowledge] is 

on them, they research and teach us. (Interview7-EMS, pp. 7, 8) 

but after a physician has been assigned here in our centre, we rely on him, because he 

is helpful ... he likes to be asked and he provides comprehensive answers. Frankly, he is 



Chapter 5                                                                                                                        Findings  

150 

very useful and a blessing to our centre. Also, the EMS specialists are useful. 

(Interview8-EMS, p. 9) 

5.6. Synthesis of the findings 

5.6.1. Cultural aspects agreed upon 

The quantitative as well as qualitative data across all participant groups were congruent and 

supported each other. For example, the administrative restrictions that prevented EMS 

providers from pursuing their academic education, which were reported in the qualitative data, 

were further supported by the results of the questionnaire in which only 11.2% of the EMS 

providers in the region had bachelor’s degree, either in EMS or in nursing. In addition, the lack 

of clear policies and administrative approaches that regulated CPD resulted in 66.4% of 

participants having no idea about the required number of CPD hours per year. Furthermore, the 

barriers that hindered EMS providers from active engagement in CPD, such as the 

administrative, organisational and professional issues and the lack of appropriate resources, 

influenced their participation in CPD. That is, 58.4% of the total survey respondents ‘never 

participated’ in a wide range of CPD activities in 2016. 

Though the themes and subthemes from the administrative and training group and the 

EMS group were presented in different ways, they were congruent. The presentation of themes 

in this way was based on the way in which each group presented their data and the saturation 

of each group’s data. Both groups identified that there were some administrative, organisational 

and professional issues that hindered CPD. These issues included the centralisation of CPD 

activities, the lack of provision of a wide range of CPD modules, the delays in rostering EMS 

providers to attend CPD, and the administrative restrictions on the pursuit of academic 

education. Another administrative issue that was discussed among all groups was that the focus 

of training activities within their workplace was mainly on increasing community members’ 
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awareness of first aid and BLS instead of supporting CPD for EMS providers. These 

administrative issues resulted in EMS providers perceiving that there were inconsistencies 

between the required CPD activities and the actual roles and responsibilities of their practice.  

There was consistency in the views of the two groups that their workplace lacked 

resources that were essential to support CPD. That is, there were significant shortages of EMS 

providers which impacted on the time required for CPD because the available staff focused on 

the clinical facets of EMS, leaving no time for CPD. There was also a significant shortage of 

trainers, EMS specialists and physicians who could provide mentoring roles to EMS providers 

and facilitate CPD. In addition, both groups reported that there was a significant lack of 

material resources that support CPD such as lecture rooms, computers and projectors, either in 

the training centre or in the EMS centres. Furthermore, all groups agreed that the EMS 

providers had limited English language skills, which hindered them from accessing and 

understanding contemporary learning resources related to their practice.  

All groups had strong positive attitudes towards CPD. That is, they all strongly agreed 

that CPD is essential for EMS providers to provide safe EMS practices and to foster their self-

confidence. They also perceived that CPD improves EMS practices by enhancing clinical 

decision-making skills, which in turn develops their professional practice. 

The administrative leaders and training staff adopted a strict leadership style that 

focused on disciplining EMS providers without acknowledging their professional development 

achievements; this resulted in EMS providers believing that their leaders were not interested in 

maintaining their professional development. As such, the EMS providers considered that their 

leaders tracked their errors to annoy, harass and intimidate them rather than utilising these 

errors to further their professional development. So, they became aware that the aim of their 

leaders was to maintain a sustainable workflow in their centres. Furthermore, the administrative 
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and training group reported that they have fostered a culture of cooperation to enable CPD. 

This culture had a positive influence on EMS providers in that they established strong and close 

collegial relationship with their workmates in each centre. These collegial relationships assisted 

them to share knowledge and to cover the roles of those who attended CPD, and enabled the 

more experienced EMS providers to mentor the juniors.  

5.6.2. Differences 

While there was congruence in most of the findings, there were some points that were reported 

in one group but not reported in the other. For example, the EMS providers’ group reported 

that their EMS practice caused them to be exhausted, physically and psychologically, which 

impacted on their engagement in CPD. This fact was not reported by the administrators and 

trainers because they were not providing EMS fieldwork. Furthermore, the administrative and 

training group discerned that there was a significant lack of financial investment in CPD, which 

was not perceived by the EMS group. That is because the EMS group had neither control over 

nor responsibilities for any finances, because they were managed by the administrative leaders. 

Table 11 summarises this synthesis of the findings.  

Table 11: Synthesis of the findings 

Administrative and training 
group subthemes 

EMS provider group subthemes Support from online 
questionnaire 

Restrictions on the pursuit of 
academic education 

Administrative system issues – 
restrictions on the pursuit of academic 
education 

Only 12 participants (11.2%) 
had bachelor’s degrees 
 
Only 6 participants (5.6%) were 
categorised as EMS specialists, 
and 1 (0.9%) as a nursing 
specialist 

Lack of a management system to 
organise CPD – lack of policies 
and systematic administrative 
approaches that regulate attendance 
at CPD 

Lack of appropriate management of 
the provision of and attendance at 
CPD – inconsistency between the 
required CPD and EMS practice 

71 participants (66.4%) had no 
idea about the required number 
of CPD hours per year 

Centralisation of CPD activities 
by the central administration – 
lacked independence and authority 
to conduct relevant training 
activities 

Administrative system issues – 
centralisation decreased the amount of 
training 
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Lack of a management system to 
organise CPD – lack of a wide 
range of CPD modules 

Lack of appropriate management of 
the provision of and attendance at 
CPD – no variety of CPD modules or 
advanced courses  

In 2016, 58.4% of the total 
respondents ‘never participated’ 
in a wide range of CPD 
activities in 2016  

Lack of support for formal 
professional development for 
EMS providers – training units 
were established and equipped to 
train community members instead 
of EMS providers 

Lack of rooms and material resources 
– training units in the region were used 
to train community members  

 

Lack of a management system to 
organise CPD – the irregular 
timing of CPD activities; once 
every 4 years 

Lack of appropriate management of 
the provision of and attendance at 
CPD – delay in training activities; once 
every 4 years 

 

Significant shortages in 
workforce 

Significant staff shortages  

Significant shortages in 
workforce – impacted on time 
dedicated for CPD by focusing on 
clinical responsibilities 

Lack of time dedicated for CPD – EMS 
providers were required to perform only 
clinical EMS roles  

56 participants (57.2%) agreed 
that their clinical roles inhibited 
their participation in CPD 
activities.  

Lack of material resources for 
CPD – inadequate learning and 
teaching resources such as lecture 
rooms or computers 

Lack of rooms and material resources 
– the buildings of the EMS centres did 
not contain rooms for learning or sharing 
knowledge – limited material resources 
such as computers, projectors, projector 
screens 

 

Language barriers to accessing 
learning resources 

Language barriers to accessing 
learning resources 

63 participants (64.3%) reported 
that their workplace did not 
provide access to online 
evidence-based learning 
resources 

Focus on restricting rather than 
developing the EMS providers  

Unsupportive leaders  

Positive attitudes towards CPD Positive attitudes towards CPD  
Fostering a culture of cooperation 
to enable CPD 

Positive collegial relationships 
Active mentoring roles among EMS 
providers 

 

5.7. Chapter summary 

The findings of this study show that the workplace culture of the participating institution had 

a number of features that strongly influenced the CPD of the EMS providers. There were a 

number of administrative and leadership issues that impacted on the CPD of the EMS 

providers. These issues included the centralisation of CPD activities, and the lack of 

management of the provision of and attendance at CPD for EMS providers. The restrictions of 

the administrative systems and procedures on the pursuit of academic education was strongly 

identified in the findings. The participating institution experienced a significant lack of 

appropriate resources to support CPD. These resources included human resources, financial 
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investment in CPD and material resources that facilitated CPD. However, all participants 

agreed on, and were aware of, the significant value of CPD, which assisted them to support 

each other to engage in such activities. The next chapter discusses the significant findings.
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Chapter 6: Discussion 

6.1. Introduction 

This chapter discusses the significant findings identified by the study using the framework of 

Spradley (2016b). This framework was explained in Section 1.8. A conceptual illustration of 

the use of this framework is provided first. Then the aspects of workplace culture that supported 

as well as impeded continuing professional development (CPD) for emergency medical 

services (EMS) providers will be discussed. The consequences of the aspects of workplace 

culture that impede CPD will also be explored. The meaning of each issue and its consequence 

will be interpreted and their interrelationship with each other will be explored to provide a 

comprehensive understanding of their influence on the overall workplace culture of CPD. A 

brief summary will conclude the chapter.  

6.2. Conceptual framework for the discussion 

Spradley (2016b) indicates that ethnographic settings are shaped by nine core dimensions, as 

presented in Section 1.8. Identifying the relevant dimensions within ethnographic research, and 

interpreting their interrelations, facilitates understanding of the researched phenomena overall. 

This research aimed to provide a deeper understanding of the influence of workplace culture 

on the CPD of EMS providers within a major institution in one of the southern regions in Saudi 

Arabia that provides EMS to a community. The research question was: How does the 

workplace culture of emergency medical services providers influence their continuing 

professional development? 

Based on Spradley’s ethnographic dimensions, the participating institution was found 

to have some interrelated aspects of workplace culture that influence the CPD of the EMS 

providers. Some of these aspects of the culture were considered by all actors to encourage 

CPD. These included their positive feelings towards the concept of CPD and the helpful social 
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relationships they had with each other. However, there were other aspects that significantly 

discouraged building a workplace culture that embraced CPD. Barriers within the 

organisational, administrative and management systems were identified to be overarching 

features of the workplace culture that impacted on all other dimensions. These impacts on the 

other dimensions were interrelated and sequential. For example, the shortage of actors, which 

is a metaphor for staff, resulted in a high workload. The EMS providers therefore had no time 

dedicated for CPD. There was also a lack of places and objects that were essential to enable 

CPD to be provided. The goal for actors undertaking CPD was not their professional growth 

but instead a promotion. All these aspects and their interrelationships are illustrated in Figure 

12 using Spradley’s dimensions, and will be discussed in detail in this chapter.  

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 12: Conceptual illustration of the aspects of workplace culture that influence CPD 
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6.3. Aspects that would encourage CPD 

6.3.1.  Actors’ attitudes influenced a supportive workplace culture 

The findings indicate that the actors’ attitudes influenced a supportive workplace culture that 

would encourage CPD. These attitudes included their positive feelings towards the concept of 

CPD and their positive collegial and social networks in their workplaces.  

6.3.1.1. The positive feelings towards the concept of CPD 

The actors indicated positive feelings towards the concept of CPD, which was considered an 

aspect of the culture that would encourage CPD within the participating institution. The 

findings demonstrate that all actors in the study, across all groups, expressed that they were 

aware of the value of CPD. They understood the value of CPD in increasing knowledge and 

skills, self-confidence, job satisfaction, and to maintain professional registration. The EMS 

providers indicated a sense of commitment to and pride in their profession. They wanted to 

reflect a positive image of a competent EMS in order to gain the community’s trust in their 

profession. Lau et al. (2018) involved community paramedics from New York in a randomised 

controlled trail and identified similar positive attitudes of paramedics to acquiring skills and 

knowledge for successful provision of relevant EMS community care. 

The positive feelings of the actors in the current study towards the concept of CPD are 

consistent with findings internationally where new knowledge and skills could be obtained 

specifically for key groups in the community. In the United States, Glaeser et al. (2000) 

identified in their national survey that all EMS providers considered that continuing education 

is the main way to gain knowledge and skills related to paediatric patients. Subsequently in 

2009, Peterson et al. (2009) conducted a qualitative study and identified that EMS providers 

desired continuing education related to geriatric patients. Within both the Australian (Williams 

& Edlington 2019) and Irish (Knox et al. 2015) EMS contexts, paramedics value CPD as a 
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means of maintaining up-to-date practice. This common theme of EMS providers’ positive 

attitudes towards CPD keeps emerging in the contemporary literature from international 

perspectives and indicates that CPD is considered an essential process to enable EMS 

providers’ scope of practice to expand to meet the changing needs within the community safely 

and competently, such as paediatric or geriatric paramedicine. 

The positive feelings of the participants towards CPD influenced each group to adopt 

different approaches that they considered appropriate to try to support CPD. The findings show 

that some administrative and training actors at the regional administration level facilitated 

some informal continuing learning initiatives, such as developing written quizzes that evaluate 

the EMS providers’ level of knowledge and skills necessary to their practice. However, these 

initiatives were performed on an ad-hoc and individual basis rather than being formally 

structured and officially implemented by all administrative actors. This was because these 

administrative actors perceived that they did not have authority from the central administration 

to officially introduce formal CPD approaches, which will be explained later in this chapter. 

This interest of administrative actors in undertaking informal, ad-hoc learning initiatives 

demonstrates that they do value the benefits of CPD.  

The concept of informal learning in this research denotes non-systematic or non-

structured ways of learning or sharing knowledge among staff within their workplace. This 

process was undertaken unconsciously or incidentally, which afforded an informal learning 

environment, such as guidance from more expert co-workers. This explanation of the concept 

of informal learning was adopted in a study conducted by Bjørk, Tøien and Sørensen (2013) 

aiming to explore informal learning opportunities for nurses in a Norwegian health facility. 

Pettersson, Bolander Laksov and Fjellström (2015) concluded in their narrative study that 

informal learning in clinical settings enhances the professional skills of physiotherapists. Bjørk, 

Tøien and Sørensen (2013) highlighted the critical role of leaders in promoting a culture of 
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informal learning through facilitating and encouraging such practices in the workplace. This 

indicates that informal learning opportunities in a workplace are essential for healthcare 

providers from different backgrounds to foster their CPD.  

6.3.1.2. Actors’ positive collegial and social relationships 

The leadership that was demonstrated by administrative actors at the centre level who have 

direct contact on a daily basis with the EMS providers fostered a culture of cooperation and 

positive collegial and personal relationships. This is congruent with the findings of a systematic 

review by Davis, White and Stephenson (2016), who identified that supportive leaders and 

managers, and cooperative colleagues and mentors, are some of the factors that facilitate 

learning in the workplace. Such a culture enables involvement in CPD through informal 

arrangements, such as covering the shifts of the staff who are attending CPD activities and 

encouraging group sessions to discuss specific clinical cases between EMS providers, which 

are led mainly by EMS physicians. Bjørk, Tøien and Sørensen (2013) identified that 

discussions enable healthcare professionals to share their views and experiences regarding, for 

example, the use of some medical equipment. However, these discussions that took place in 

the participating institution were not integrated as they were not observed or reported to occur 

frequently or on a regular basis in all EMS centres in the region. Therefore, this is not 

considered a deeply ingrained part of their workplace culture. 

Another ad-hoc process found within this culture was informal mentoring among EMS 

providers. Tourigny and Pulich (2005) defined informal mentoring as the process of building 

mutual, personal and unstructured relationships among staff in a workplace to meet individual 

needs, on a long-term basis. Inzer and Crawford (2005) added in their literature review that this 

type of mentoring enables both parties – mentor and mentee – to support each other and share 

knowledge, insights and wisdom. This type of mentoring is provided on an individual basis 
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rather than being systematically organised. The findings of the current study show that some 

senior EMS providers and EMS physicians mentored the novice or less experienced EMS 

providers through engaging with them in informal clinical learning opportunities. However, 

mentoring was not embodied in their overarching workplace culture because, where there was 

a lack of such experienced providers, mentoring was absent. 

It was clearly noted that the EMS providers in each centre valued building solid and 

interconnected personal friendships and social networks in their centres that extended beyond 

the work boundaries. This indicates that socialising among EMS providers was strong and 

highly valued. The significance of building personal networks and collegial support in 

promoting informal CPD is supported by the literature. The realist synthesis case study 

conducted by Manley et al. (2018) highlights that collaborative relationships that are developed 

between staff and peers are no less important than formal organisational processes and polices 

in fostering professional development for frontline healthcare providers. Another pre-post 

mixed methods study by Pollock et al. (2017) that targeted occupational therapists stressed the 

importance of a peer networks approach in facilitating professional development. 

It is worth noting that establishing and maintaining personal and social friendships 

among staff in different Saudi Arabian workplaces is normal and common. This culture was 

demonstrated when the researcher observed EMS providers socialising together during their 

free time. Such a culture of gathering frequently would enable the EMS providers to be familiar 

with each other and thus support each other through discussions about their professional needs. 

This finding is supported by the cross-sectional quantitative study of Azim and Islam (2018) 

as they suggested that building social networks among Saudi nurses strongly influences their 

commitment towards their career, as they receive substantial support from each other. 

However, such a culture in the participating workplace did not influence the formal CPD of 

EMS providers as the resources and infrastructure in each EMS centre reinforced an 
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environment for social activities only and did not support the formal CPD process, which will 

be discussed in the places section later in this chapter. 

Working in such a cooperative and harmonious atmosphere that was built on collegial 

and personal relationships enabled the EMS providers to engage in some informal CPD. 

Though all actors valued the concept of CPD, this only translated to the provision of small 

pockets of ad-hoc informal educational opportunities; and did not influence change in the 

broader workplace culture in the provision of and access to formal CPD. A culture where 

informal learning occurs is important; however, to maintain and reinforce staff attitudes 

towards different approaches to formal continuing learning, Chiu and Tsai (2014) identified in 

their survey study that managers and organisations need to embed structural and systematic 

support. This support could be offered, for example, through tailoring organisational policies 

that reward and encourage staff to participate in workplace or web-based learning activities 

(Chiu & Tsai 2014). Another way of offering organisational structural support to promote 

professional development and learning, which is reported in the integrative literature review 

by Santos (2012), is empowering nurses to apply knowledge and skills they have acquired into 

practice. The workplace culture barriers that inhibited CPD in the current study will now be 

discussed.  

6.4. Aspects of workplace culture that discouraged CPD 

The findings show that the culture of the participating institution involved many significant 

barriers that impeded the EMS providers from delivering and accessing CPD. The EMS 

providers within this study were not alone in experiencing these barriers within their 

workplace, as identified in the international literature. The major identified barriers included: 

the lack of time and financial reimbursements dedicated for CPD, as highlighted by Williams 

and Edlington (2019) and Glaeser et al. (2000); and the unavailability of continuing education 
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topics related to specific clinical areas of EMS practice such as paediatrics, as identified by 

Glaeser et al. (2000). Another significant barrier which was reported by Peterson et al. (2009) 

was a lack of CPD in online formats, which if utilised could provide easily accessed CPD 

opportunities.  

6.4.1. Barriers from organisational, administrative and management system failures 

The administrative system influences the overall culture of the institution. The findings indicate 

that there were some failures within the administrative system of the participating institution, 

which created barriers to implementing and accessing effective formal CPD for EMS providers. 

These failures include a lack of organisational policies and documents, centralisation of the 

policy and decision-making process, administrative restrictions on the pursuit of academic 

education, and lack of engagement in institutional accreditation programs. 

6.4.1.1. Lack of organisational policies and documents 

The main barriers within the administrative system were the lack of organisational policies and 

documents that legitimise the employer’s requirements for formal CPD. Generally speaking, 

documents such as job descriptions and scope of practice are essential to clarify the role 

responsibilities of staff at all levels. For pre-hospital EMS providers, Clements and Mackenzie 

(2005) identified in their article published in the Emergency Medicine Journal that clarifying 

work roles for such healthcare providers is essential to define their required competencies, 

which therefore enables an overall growth of their profession. Brooks et al. (2016) explained 

in their article that reviewed the history of paramedicine in England that role descriptions of 

different levels and specialisations of paramedics provide guidance on the competence required 

to deliver the necessary standard of EMS practice. These documents can be used to identify the 

relevant competencies that form a CPD pathway from orientation through to advanced practice 

of the EMS providers within an organisation. Knox, Cullen and Dunne (2013) concluded in 
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their survey of registered emergency medical technicians (EMTs) in Ireland that the 

professional competence of EMTs increases as an outcome of engaging in multiple and 

effective CPD activities. Therefore, role requirements provide a clear map that can be used to 

plan effective formal CPD activities within an organisation to support EMS providers’ safe 

practice. Hence, role descriptions and CPD are inseparable components in EMS practice.  

Organisational policies related to CPD are essential to legitimise implementing and 

resourcing effective formal CPD that enables EMS providers to meet their scope of practice 

and job descriptions competently. Stewart (2014) defines a policy as a set of formal guidelines 

and rules designed, issued and implemented by the governing board of an institution to achieve 

a particular organisational goal which also specifies the required procedures. Sade and Peres 

(2015) concluded in their qualitative action research that organisational policies which have an 

interest in supporting ‘human capital’ are essential for financing and facilitating continuing 

education that can achieve the highest positive outcomes. This is because CPD is not only a 

personal, but also an organisational responsibility. Therefore, to formally support effective 

CPD, organisations need to embed policies that are resourced and supported by administrative 

staff to set up a culture where CPD is embedded.  

The regulating body of healthcare specialities in Saudi Arabia, the Saudi Commission 

for Health Specialties (SCFHS), has policy directions that require healthcare providers to 

demonstrate CPD to renew their registration, as explained in Section 1.2.3. These policies were 

designed to regulate all healthcare specialties including EMS. The participating institution’s 

policies specify the required CPD hours as established by SCFHS. However, there is no 

mechanism that enables training for EMS providers to meet the CPD hours within their work 

time. Also, the researcher observed a lack of awareness by the EMS providers of their scope 

of clinical practice that was provided by the institution. 
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A lack of such specific organisational policies for CPD resulted in some EMS providers 

attending training programs that were not related to their EMS roles, such as lectures related to 

dentistry or plastic surgery. This was because these EMS providers endeavoured to meet their 

mandatory CPD hours to maintaining their professional registration with the SCFHS. This 

finding is congruent with the qualitative study of Williams and Edlington (2019) who identified 

that some EMS providers attend learning exercises related to other healthcare professions 

because this is just the ‘quickest and easiest’ way to achieve the required number of CPD hours. 

Furthermore, it has been identified that the participating institution required the EMS 

technicians to attend training courses that were not related to their real EMS practice. For 

example, they were required to attend the Advanced Cardiac Life Support (ACLS) and 

Advanced Trauma Life Support (ATLS) courses, while they were not allowed to practise the 

clinical aspects of these courses in the real world. This would be due to the lack of tailored 

local organisational policies for CPD that are based on role descriptions of each EMS 

professional level. The lack of organisational policies for CPD at the local level could be a 

result of the policy of centralising decision making in the central authority, where decision 

makers may not be aware of the implications this has at the regional or local level on EMS 

providers’ professional development. The centralisation issue is discussed in detail next. 

6.4.1.2. Centralisation 

Another major administrative system barrier that has been identified by this study is 

centralisation, particularly for training activities. The process of overall planning and decision 

making related to CPD was undertaken by leaders and trainers with high authority located in 

the central administration. The middle and lower-level managers and trainers, and EMS 

providers working on the ‘ground’, had a passive voice in and influence on this process. This 

centralisation is reflective of the overarching culture ingrained in Saudi Arabia. Discussing the 
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family and social environment, Achoui (2006) identified that Saudi families can be described 

as ‘patriarchal’ where authority and power are generally possessed by fathers and grandfathers. 

At an organisational level generally, a study within public organisations (Alhaqbani et al. 2016) 

and the education sector (Meemar, Poppink & Palmer 2018) in Saudi Arabia indicated that 

centralisation of authority and decision making is a dominant feature. This implies that the 

power is vertically directed from the top of the hierarchy downwards. As such, the managers 

in the middle or lower levels have limited authority to question or influence systems. Instead, 

any influence or change in the system needs to be adopted and approved at the higher levels 

first. 

In a social constructive exploratory study about continuing medical education (CME) 

and quality improvement in Saudi Arabia, Alsabban and Kitto (2018) argued that having a 

central authority that manages and supports the process of CPD is essential and critical as it 

provides strong and clear-cut administrative instructions. However, Alsabban and Kitto (2018) 

clarified that such a central authority needs to recognise the role of the lower-level leaders and 

engage them in developing and implementing CPD. The problem with centralisation in the 

current study is that the higher-authority decision makers are rarely located on the ‘ground’ 

with the lower-level managers and the EMS providers to experience their real practices and 

needs. Instead, they work in isolation from such experiences. This results in an inconsistency 

between the planned and the required training activities. The administrative approaches that 

are required to manage this process are also disconnected. There is a scarcity of literature that 

discusses the influence of centralised administrative authority on CPD for healthcare 

professionals. 

The overall consequence of centralisation was the training actors at the regional level 

were prevented from planning the most appropriate formal training activities that suited the 

specific needs of EMS providers in their region. Also the lack of empowerment of the 
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administrative actors meant they could not adopt appropriate local administrative approaches 

or policies that would enable a better structured formal CPD process. A recent correlational 

study conducted by Drafahl (2020) found that, where nursing students felt that they lacked 

empowerment to be creative, innovative and critical thinkers, these crucial skills were 

negatively affected. This highlights the importance of empowerment of middle and lower-level 

managers as well as staff to foster a culture that embraces creativity and critical thinking. To 

empower such actors by reducing the centralisation of authority, a reform of the organisational, 

administrative and management system will be required.  

Reforms of healthcare systems and policies can be influenced by professional bodies. 

Whitmore and Furber (2006) define a ‘professional body’ as an entity that either acts to 

safeguard the interests of particular professionals or acts to protect the public by administering 

and maintaining a code of ethics and the standards of training required of the profession. In 

their integrative review, Benton et al. (2017) argued that the power of professional associations 

lies in advocating for a profession. In Saudi Arabia, there is an EMS professional association 

affiliated to the SCFHS named Saudi Association of Emergency Medical Services (SAEMS). 

However, the Saudi Commission for Health Specialties (2017) explained in their bylaws that 

the purpose of SAEMS is to promote scientific and professional facets of practice for its 

members. Yet, having searched to identify a SAEMS website and review the available CPD 

resources, no online evidence-based learning or educational resources were identified, as this 

association has no website on which to publish such resources and share them with its 

members. This association also has no power or influence over policy. AlShammari, Jennings 

and Williams (2017) reviewed the evolution of EMS practice in Saudi Arabia and highlighted 

that the SAEMS does not have any power to influence any organisational systems or policies. 
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6.4.1.3. Restrictions on the pursuit of academic education 

Gaining an academic degree fosters CPD, where the knowledge and skills of EMS providers 

are advanced via exposure to formal education processes. AlShammari, Jennings and Williams 

(2019b) added in their cross-sectional study that university education expands the professional 

roles, responsibilities and ethics of EMS practice. This therefore enables EMS providers to 

upgrade their professional level from being technicians to being specialists or higher, based on 

their academic degrees. The advantages of gaining an academic degree extend to the EMS 

providers’ colleagues by furthering informal professional development through sharing their 

gained knowledge and skills. 

Such an expansion and upgrade of professional roles and levels, in turn, entitles staff to 

earn a higher salary. This indicates that pursuing formal academic education for EMS providers 

is not supported by the authorities, to avoid expanding the roles of EMS providers and thus 

incurring the institution extra expense. This is in line with an editorial by Professor FitzGerald 

(2015), who was a Honorary Fellow of the Australian College of Ambulance Professionals, as 

he reported that some EMS industries were reluctant to support expanding the skills and the 

scope of clinical practice of paramedics because these industries were aware that this process 

would require more financial recognition. FitzGerald (2015) added that these industries were 

not prepared to invest in and therefore did not value advancing the clinical roles of paramedics. 

At the regional level, the findings indicate that the EMS technicians, who were the 

considerable majority of EMS providers in the participating region, were disadvantaged by 

administrative restrictions when they wanted to pursue their academic education. These 

restrictions continue despite the evolution of EMS academic education in Saudi Arabia. 

AlShammari, Jennings and Williams (2017) indicated that there are currently ten national 

private and government universities that offer bachelor programs in EMS within Saudi Arabia. 
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These academic programs are designed for undergraduate students who have no previous 

professional or academic experience. However, there is a dearth of literature about the 

availability of academic bridging programs in EMS that enable experienced providers to 

upgrade their qualifications from diplomas or associate degrees to bachelor’s degree. Such 

EMS providers require academic programs that are designed to meet their specific needs as 

they have previous experience, qualifications and competencies. Nevertheless, the participating 

EMS providers perceived that the administrative leaders within the region did not want them 

to upgrade their professional level, as indicated by a participant who stated that the 

administration wants them to ‘be as they are – technicians’. 

It is noteworthy that none of the EMS leaders or trainers in this region had gained a 

bachelor’s degree or higher. This could indicate that these leaders and trainers were also 

reluctant to support EMS providers to gain higher qualifications, because they may feel 

professionally threatened. This is similar to the findings of the two descriptive qualitative 

studies conducted by Tame (2011, 2012), who reported that some managers within 

perioperative nursing felt ‘threatened’ or ‘jealous’ that their staff gained qualifications that they 

themselves did not have. Thus, the current study found that the higher as well as the lower 

authority managers created many administrative obstacles to discourage the EMS technicians 

from pursuing their academic education. Yet, AlShammari, Jennings and Williams (2017) 

argued that the minimum qualification required to practise a healthcare profession is a 

bachelor’s degree as per the recommendations of the World Health Organization.  

6.4.1.4. Lack of engagement in an accreditation program 

Harvey (2004) clarified that the accreditation of institutions grants them ‘a licence to operate’. 

Accreditation of a healthcare institution is defined by the Saudi Central Board for Accreditation 

of Healthcare Institutions (2018a) as the process of certification of the institution by an 
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independent external agency following a comprehensive, rigorous and transparent evaluation 

process of its systems, processes and performance in order to ensure it meets the accreditation 

standards. One of the accreditation standards includes the provision of CPD for staff. A number 

of institutional accreditation standards such as those developed by the Accreditation Board for 

Speciality Nursing Certification (2019); the Accreditation Council for Continuing Medical 

Education (2020); and the Institute for Credentialing Excellence (2014) share a common 

criterion of requiring institutions to have a commitment to provide employer-funded CPD for 

staff to strengthen their professional development and maintain continuing improved 

competence. 

Internationally, there is a wide range of bodies, agencies and programs that award 

healthcare accreditation to professionals or institutions. They include the National Commission 

for Certifying Agencies and the Assessment-Based Certificate Accreditation Program, which 

are approved by the Institute for Credentialing Excellence (2020); the Australian Council on 

Healthcare Standards (2019); the Accreditation Council for Continuing Medical Education 

(2020); and the National Association of EMS Physicians, as identified in the expert witness 

review article of Maggiore, Kupas and Glushak (2011). In Saudi Arabia, there is an official 

non-for-profit agency authorised to accredit all government and private healthcare institutions 

named the Saudi Central Board for Accreditation of Healthcare Institutions (CBAHI) (Saudi 

Central Board for Accreditation of Healthcare Institutions 2018b). The overall aim of 

accreditation granted by this institution is to ensure quality and safety in patient care (Saudi 

Central Board for Accreditation of Healthcare Institutions 2018a), in which CPD plays a key 

role. 

However, the participating institution had not engaged in any nationally or 

internationally approved accreditation program. This is because the principle of quality 

improvement was a new and emerging concept within this institution, and was not applied 
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efficiently. Corrêa et al. (2018), after their empirical survey, followed by Tabrizi and Gharibi 

(2019) in a systematic review agreed that quality improvement and high-quality care are key 

components to achieve accreditation. Therefore, Alsabban and Kitto (2018) identified that the 

application of quality principles proficiently in practice is linked with the accreditation of 

healthcare institutions and implementation of effective CPD for healthcare staff. This indicates 

that there is still a long way to go before the participating institution applies for healthcare 

accreditation, which potentially means the status of CPD will not improve in the near future. 

6.4.2. Consequences of the administrative system failures for CPD 

The previously discussed administrative system failures created interrelated consequences for 

the actors, activities, time, goal, places and objects with relation to CPD, which were elements 

of ethnographic settings presented by Spradley (2016b). This indicates that impact on one 

element created an impact on another. These consequences created additional workplace 

culture barriers to implementing and accessing CPD within the participating institution. This 

will be discussed in detail next.  

6.4.2.1. The actors 

6.4.2.1.1. Significant shortages in all actors groups 

A major issue related to actors that was substantiated in the findings was the significant 

shortages of administrative staff, training staff and EMS providers. The participants reported 

that these shortages were due to a lack of recruitment strategies and processes, which were 

managed centrally by the central administration. The consequence of the lack of a recruitment 

strategy to fill positions for the new centres is inadequate staffing by EMS providers.  

Inadequate staffing has consequences for the provision of, and the attendance at, CPD. 

These consequences include the inability of EMS providers to attend formal training activities, 

because they cannot find replacement staff to cover their shifts. This, in turn, discourages 
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trainers from providing formal training courses as they feel that these courses are not valued 

because of the low attendance rate. The inadequate number of trainers also reduces their time 

to prepare their training materials. Furthermore, the insufficient number of trainers in the region 

prevents the EMS centres from being staffed with professionals who have the capacity and 

competence to deliver formal CPD within each EMS centre. In a systematic review, Davis, 

White and Stephenson (2016) stressed the importance of adequate staffing to create a positive 

workplace culture that supports CPD. This is because staff shortages are a major barrier to 

accessing CPD. This issue was reported concurrently in the qualitative naturalistic study of 

Raterink (2011), the survey study of Katsikitis et al. (2013) and the Delphi study of Cooper et 

al. (2017).  

6.4.2.1.2. Authoritarian leadership culture of administrative and training actors 

The findings of the current study indicate that the administrative and training actors, at the 

regional level, adopted an authoritarian or punitive leadership style. In adopting such a 

leadership style, the administrative actors took control over the routine work of EMS providers 

without considering or supporting their formal professional development. This leadership 

culture could have developed due to possessing administrative power due to their professional 

titles without having well-defined roles, responsibilities and accountabilities. There were no 

organisational structures or policies to manage the administrative power held by the 

administrative actors within the participating institution to influence a positive culture of CPD. 

This was evident by the lack of documented policies and job descriptions, as discussed earlier 

in this chapter. In addition, in a phenomenological study, Leggio (2014) concluded that there 

was a lack of formal support for EMS leadership in Saudi Arabia and the leaders were not 

exposed to adequate training relevant to leadership. These issues generated a punitive 

workplace culture where the leaders aimed to maintain a sustainable and proper EMS 

workflow. Therefore, the administrative actors ‘disciplined’ the EMS providers when they 
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committed any work-related errors or mistakes instead of assisting and enabling them to learn 

from these mistakes for their professional development. 

This authoritarian and punitive leadership profile had a consequence of creating an 

unsupportive environment for CPD through making the EMS provider actors frightened of the 

disciplinary acts of their leaders. As such, these EMS providers became submissive to their 

leaders and task oriented. This means that the EMS provider actors attended their shifts and 

carried out their clinical EMS duties as a routine job only, aiming just to satisfy their leaders. 

This is supported by literature from different fields of healthcare practice. The qualitative-

quantitative action research of Sim and Radloff (2008), who studied medical radiation science 

practitioners, and the systematic review of Nevalainen, Lunkka and Suhonen (2018) about 

nurses’ work-based learning reported that ‘task-oriented’ workplace cultures are characterised 

by instructing healthcare professionals to adhere to their practice protocols strictly and 

undermine their intellectual abilities, which accordingly makes critical reflection on, and 

examination of, practice a secondary priority. 

In case of the EMS provider actors in the current study, this punitive and submissive 

culture resulted in an extreme restriction on their skills of innovation, creativity, reflection and 

critical thinking. However, the incorporation of these skills into practice is crucial for fostering 

effective CPD. To nurture and maintain such crucial skills, Underwood et al. (2009) concluded 

in their mixed-methods study that involved policy makers and front-line nurses that workplace 

atmospheres need to support creative and autonomous healthcare practice by promoting a 

robust leadership that values the achievements of staff and invests in their learning and training. 

Petruik et al. (2017) also identified in their qualitative study that to enable healthcare social 

workers to maintain the skills for critical reflection on practice, their colleagues, leaders and 

the overall workplace environment need to embrace and support such skills.  
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In the present study, such a punitive and submissive workplace culture jeopardised the 

EMS providers’ confidence and curiosity in benefiting from their mistakes and utilising them 

as constructive learning and CPD opportunities. Carhart (2014) explained that instilling a sense 

of curiosity in EMS providers is the most efficient and intrinsic way to motivate them to engage 

in CPD and seek knowledge for the sake of learning. Therefore, EMS providers’ sense of 

curiosity should not be undermined by creating a workplace culture that blames them when 

they commit mistakes or errors. The inductive narrative study of Jantzen (2008) reported that 

mistakes of one’s own or one’s colleagues should not be considered absolutely negative 

situations, because these mistakes provide immense learning potential where the consequences 

of such mistakes are demonstrated for staff, which is a rich resource for developing knowledge 

and skills. The EMS providers in the current study tried to avoid mistakes as much as possible 

because they wanted to be safe from disciplinary procedures. 

6.4.2.2. The activities  

The activities that will be discussed in this section are EMS and formal CPD activities. The 

EMS activities include all facets of EMS practice that are required from EMS providers. As 

discussed above, there were significant staff shortages, which impacted on the EMS activities 

of the actors by increasing their workloads. Coventry, Maslin-Prothero and Smith (2015) 

concluded in their integrative review that a heavy workload significantly restricts CPD 

opportunities for healthcare professionals as patient care and safety are prioritised over staff 

CPD. Therefore, in the current study, this created a workplace culture in which staff were 

occupied with competing clinical demands and had no capacity for learning or engaging in 

formal CPD activities. The consequence of a busy clinical environment was exhausted EMS 

providers who had no energy, enthusiasm, capacity and time to participate in formal CPD 

activities. 
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In addition to this, there were very few formal CPD activities for the EMS providers in 

the region. For example, the researcher noted during the field observations that there was only 

one mandatory predesigned comprehensive training and educational program named the 

‘protocols course’. Offering such a comprehensive training and educational course is beneficial 

as it would boost the knowledge and skills of the attending EMS providers. However, there 

were some issues, downsides and consequences related to such a training course. Firstly, the 

researcher did not observe any sessions from this training program being carried out in the 

region throughout the data collection period.  

Furthermore, the participants expressed a view that the characteristics and the 

methodology of delivering the ‘protocols course’ were disappointing for them and added to 

their workload. That is because this program was presented in a school-like manner where 

attendance at the full course and passing a final exam were compulsory requirements. The 

consequences included restricting the participants to attend a predetermined program and 

inhibiting them from being independent, adult and self-guided learners based on their 

professional and learning needs. However, Carhart (2014) stressed the importance of 

embracing adult learning principles, specifically enabling learners to understand why and what 

they learn, in promoting a workplace culture that fosters CPD for EMS providers. Furthermore, 

Drude, Maheu and Hilty (2019) identified in their article that reviewed the value of CPD among 

healthcare professionals that CPD is commonly deemed to be a self-directed process where 

healthcare professionals plan personalised activities based on their needs. 

The other consequence is that this program is not considered real CPD, although it is 

one of the educational programs that EMS providers have to attend. This is because this training 

course lacked the essential characteristics and structure of CPD that were explained in Section 

1.3. That discussion indicated that CPD should not be provided by instructing staff to attend 

pre-set and ready-made training programs that lack the flexibility to diversify the methods, 
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methodologies and learning materials. Instead, CPD should be linked to identifying, planning, 

attending and reflecting on individual professional and learning needs. This program also was 

not provided to EMS providers frequently or regularly in the region.  

6.4.2.3. The time 

The previously discussed issues resulted in a lack of time dedicated for CPD, as identified in 

the findings. The consequence was that the EMS providers attended CPD activities only once 

every four years. This was because the ‘protocols course’ was a mandatory requirement to 

achieve an incremental promotion, which occurs every four years. This, in turn, does not enable 

the knowledge and skills of EMS providers to be maintained and updated in a timely manner. 

Additionally, the EMS providers were required to attend formal training courses in their own 

time when they were off duty. However, CPD needs to be allocated time during staff working 

hours, because CPD is a work-related task. This would avoid conflict with their family or 

personal commitments. Coventry, Maslin-Prothero and Smith (2015) identified a lack of 

dedicated time for CPD during working hours as one of the main reasons that inhibited nurses 

from attending either mandatory or non-mandatory CPD sessions. Within the EMS context, 

Williams and Edlington (2019) identified that lack of time dedicated for CPD was one of the 

barriers that prevented paramedics from participating in CPD. Davis, White and Stephenson 

(2016) considered time as an important organisational factor that enables attendance at and 

provision of CPD when it is scheduled regularly for staff. 

6.4.2.4. The goal 

The observations and interviews indicated that the explicit goals of the actors towards formal 

CPD were not lifelong learning to improve the profession, but to achieve personal gains such 

as fulfilling professional registration requirements and achieving promotions. Therefore, EMS 

providers attend any lecture just to gain CPD hours, as discussed earlier in this chapter. 
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Williams and Edlington (2019) found that the mandatory approach to CPD leads EMS 

providers to attend any CPD exercises without having predetermined goals for these exercises 

in terms of meeting planned learning needs. Though all actors in the current study across all 

groups have positive feelings towards CPD, as discussed previously, these feelings are 

translated into a willingness and interest to perform informal and ad-hoc learning activities. 

This is because the administrative system and the workplace culture do not foster these feelings 

by supporting formal CPD; instead, they create significant barriers. 

The findings have not revealed any documented requirements for EMS providers to 

have a CPD portfolio. A portfolio is defined by the Paramedicine Board of Australia (2018a) 

as a collection of information regarding planned CPD activities, and evidence about completed 

activities, and their impacts on practice, which are gathered electronically, in hardcopy or both. 

Martin (2006) added in his article that discussed the challenge of introducing CPD for 

paramedics that a portfolio enables evaluation and analysis of professional practices and 

learning, and encompasses reflections for the purpose of demonstrating CPD. Therefore, CPD 

portfolios assist EMS providers to plan their CPD based on their professional needs. This, in 

turn, enables EMS providers to achieve clearly determined professional goals. These portfolios 

also provide employers and health regulators with evidence of CPD activities. The use of 

portfolios enables staff to determine the types of CPD, and how much CPD, they require in a 

certain period of time. Thus, attendance at each formal CPD activity is dictated by their 

professional roles and needs, and must be reflected upon to achieve professional growth. Knox 

et al. (2015) explained that the utilisation of learning portfolios enables practitioners to identify 

areas of their practice that need improvement or professional development. Bernard et al. 

(2018) studied the professional development of ‘infection preventionists’, which is a new field 

in healthcare, and identified that it is essential to include portfolios as part of professional 

development programs to advance the practice of these professionals. The absence of CPD 
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portfolios in the participating institution highlights a lack of organisational policies for CPD, 

which was discussed in Section 6.4.1.1. 

6.4.2.5. The places 

The term places stands for any area that is utilised, or could be utilised, for CPD in the 

participating institution. For example, training centres, lecture rooms and libraries are 

considered CPD places. At the regional level, the training centre was geographically 

disconnected from the administrative department and also from the majority of the EMS centres 

in the region. However, this training centre was the only officially approved place to provide 

formal training activities in the region. This extends the discussion around centralisation. The 

issue is that when formal training opportunities became available, the EMS providers across 

centres in the region had unequal opportunities to attend. This is because the EMS centres were 

scattered around the entire region. This means that the staff working in EMS centres that are 

closer to the training centre have an advantage over the staff working in more distant EMS 

centres. The participants indicated that travelling to attend training activities is a burden as it 

takes them away from their family and personal commitments, despite the allowance that is 

offered to them when they travel more than 80 kilometres from their workplaces. This is 

supported by Glaeser et al. (2000) as they identified that travelling distance was considered a 

primary barrier that inhibited EMS providers from attending continuing education. Also, in a 

qualitative study, Nawafleh (2014) identified that nurses in the peripheral regions of Jordan 

were not satisfied with their CPD activities because they were required to travel away from 

their regions to attend CPD, as most of these activities were held in the capital city, which was 

similarly identified by Santos (2012). 

At the level of EMS centres, there were no places within the buildings of each EMS 

centre that could facilitate CPD. That is, there were no rooms or offices that were established 
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and equipped to enable teaching, learning, or searching for and sharing knowledge. Also, there 

were no libraries, bookshelves or simulation laboratories included within the EMS centres. 

Such places would provide the staff with zones inside their centres where they could engage in 

formal CPD without the need to travel to the training centre. The lack of such places indicates 

that there were no training activities easily accessible to the EMS providers within their local 

centres. This is because EMS centres were constructed without considering that formal CPD 

might take place inside these centres. Bjørk, Tøien and Sørensen (2013) detailed that the 

physical structures of a ward are a major factor that facilitates CPD opportunities, for example 

by designing rooms where healthcare providers from different backgrounds meet to discuss 

and exchange experiences and knowledge. Due to the lack of places that enabled easy access 

to formal CPD within the EMS centres, the staff did not have regular opportunities to 

participate in this process. 

It is of interest to note that the main places that were identified to be available in all 

observed centres were the staff lounges. These lounges were established for staff to have their 

breaks and socialise with their colleagues. The infrastructures of the EMS centres were home-

like places where staff could lie down, sleep or cook their food, rather than being professional 

places. These lounges were not equipped with teaching or learning facilities. The consequence 

was that these places fostered a culture of social activities and networking only rather than 

formal CPD, especially when staff had free time, as discussed earlier in this chapter. However, 

Nevalainen, Lunkka and Suhonen (2018) indicated that learning in healthcare workplaces is a 

social interaction but it needs shared physical spaces to occur, such as nurses’ offices, where 

staff are able to exchange knowledge and experiences, and reflect on and discuss their practices. 
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6.4.2.6. The objects 

The objects refers to the materials that are used to enable CPD to occur, for example, physical 

materials such as computers and projectors, financial resources, and learning materials such as 

textbooks and online databases or journals. 

The current study showed that the training centre and the EMS centres had a significant 

lack of physical objects that facilitate high-quality CPD, such as computers, projectors or 

simulation facilities. Bjørk, Tøien and Sørensen (2013) highlighted that computers are essential 

objects that foster learning in workplaces. This is because computers enable staff to search 

literature and the internet and prepare presentations using the most up-to-date evidence-based 

peer-reviewed research. Abelsson et al. (2014) described training using simulation in their 

integrative literature review as a valuable method for training and educating pre-hospital EMS 

providers as they are trained under simulated conditions where treatment and/or assessment 

procedures, equipment or protocols are copied similar to reality. In a mixed-methods survey 

which involved Irish paramedics and advanced paramedics, Knox, Cullen and Dunne (2014) 

explained that simulation is an effective modern methodology for imparting knowledge in an 

interactive way, which is highly satisfying for participants. The lack of such state-of-the-art 

educational and training objects therefore prevented the EMS providers from accessing 

education materials and library facilities, all of which are crucial in facilitating CPD. This 

indicates that the CPD performed in the participating institution is traditional and does not keep 

up with contemporary practice.  

There was no identified fund dedicated for the CPD of EMS providers. This is due to 

the lack of organisational strategic planning and policies for staff development. Such strategic 

planning and policies would commit the institution to investing in the development of EMS 

providers through CPD. Allocating a specific budget to support CPD was identified by 
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Coventry, Maslin-Prothero and Smith (2015), and Davis, White and Stephenson (2016) to be 

essential in assisting the continuing learning process of staff and preventing financial burdens, 

which were considered to be significant barriers to CPD. The current study identified that some 

actors incurred CPD expenses from their own pockets. Santos (2012) described the financial 

burden on nurses as one of the major barriers that inhibit their continuing learning due to either 

lack of reimbursement or the absence of a budget for education offered by employers. In 

addition, the lack of funding did not enable the participating institution to purchase the essential 

modern physical resources for CPD including access to databases and peer-reviewed journals. 

Peer-reviewed journals publish evidence-based learning resources that are essential for 

effective CPD.  

The present study identified that the EMS providers were unable to access the latest 

evidence-based learning materials. This was because either the institution had no access to 

peer-reviewed journals, or the EMS providers had language barriers that prevented them from 

accessing such materials. The participating institution adopts the native Arabic as the official 

language in all communications, documentation and in delivering the ‘protocols course’, as 

was explained earlier in this chapter. Language is the fundamental means to gain and 

understand knowledge. Consequently, this barrier significantly inhibited the EMS providers 

from accessing healthcare-related learning and evidence-based resources, because the vast 

majority of these resources are provided in the English language. Furthermore, the official 

language for all aspects of health care in Saudi Arabia is English. Also, all healthcare programs 

and courses in Saudi Arabian universities are taught in the English language. 

This finding is supported by literature related to non-English-speaking healthcare 

providers. The ethnographic study of Wickford, Edwards and Rosberg (2012) concluded that 

Afghan physiotherapists confront language barriers which impact on their learning for 

professional development. Khammarnia et al. (2015) conducted an analytical cross-sectional 
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study in the Iranian healthcare context; and Mahmoud and Abdelrasol (2019) conducted a 

descriptive study in the Egyptian healthcare context. Both studies found that nurses’ lack of 

English language proficiency, as well as the use of English as the predominant language for 

journals, are obstacles that prevent nurses from employing evidence-based practice. The 

consequence of this in the current study was that independent CPD was challenging for EMS 

providers because they faced difficulties in finding Arabic language evidence-based learning 

resources. 

6.5. Chapter summary 

This chapter discussed the significant findings of the study. There were a few aspects of 

workplace culture that supported CPD for EMS providers. These included the intrinsic 

motivations of all actors as they had positive feelings towards the concept of CPD. These 

feelings enabled them to engage in informal CPD. However, there were many workplace 

culture barriers that impeded access to formal CPD for EMS providers. These barriers included 

some failures within the administrative system of the participating institution. These failures 

had many consequences for the provision of and attendance at effective formal CPD for EMS 

providers. In brief, the participants reported significant staff shortages which, in turn, resulted 

in a high workload and staff reported that they frequently felt exhausted during their work. This 

reduced their opportunities and enthusiasm to dedicate time for CPD. The time when all actors 

made an extra effort to schedule formal CPD was when EMS providers were due for a 

promotion, which occurred every four years. No policies were identified that supported the 

importance of CPD, with the consequence that insufficient human, financial and material 

resources were available for accessing formal CPD. Also, the participants encountered 

language barriers when they wanted to access contemporary evidence-based healthcare-related 

teaching and learning materials. The findings of this study are supported by the literature, 

globally and from diverse healthcare contexts. The framework of Spradley (2016b) has 
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provided a lens to discuss these aspects utilising the dimensions of the ethnographic social 

situation. The next chapter will provide an overall conclusion for this study. 
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Chapter 7: Conclusion 

7.1. Introduction 

In the final chapter, the insights from this ethnographic study are highlighted as well as the 

limitations of this study. Recommendations for organisational change and future research are 

also presented. This chapter concludes by providing a reflection from the researcher on the 

utilised research paradigm and methodology, the strengths of the study and the challenges 

encountered. 

7.2. Major findings  

This study set out to answer the question: How does the workplace culture of emergency 

medical services (EMS) professionals influence their continuing professional development 

(CPD)? The aim was to provide a deeper understanding of the influence of workplace culture 

on the CPD of EMS providers within a specific healthcare institution that provides EMS in a 

particular region in Saudi Arabia.  

The conclusion of this study is relevant to the context in which it was undertaken, 

namely in a service within a region in Saudi Arabia. The study concluded that, even though the 

concept of CPD was valued across all participating groups, the workplace did not have 

sufficient supports in place to foster a culture that embraced formal CPD. This was due to the 

lack of integrated structures and systems that governed and promoted such behaviours across 

these participating groups. Also, the power relationships between different categories of actors 

within this environment significantly inhibited the provision of regular, sustainable and high-

quality formal CPD to all EMS providers in the participating region. The geographical location 

of the participating region is distant from the central administration and this, along with the 

centralisation policy, was observed to contribute to marginalising this region from training 

resources and support. All of these issues may impact on the sustainable growth and evolution 
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of the EMS profession and the ability to deliver safe EMS practices to patients. This implies 

that patient safety and the quality of EMS care provided to the critically ill patients in the 

participating region could be compromised.  

The actors in this study valued only the explicit and short-term advantages of CPD, 

such as achieving job promotions and professional registration. This attitude towards CPD was 

superficial and did not influence the wider workplace culture of EMS providers in the region 

to be supportive of formal CPD. There were many workplace culture barriers and challenges 

that significantly outweighed the supportive components of the culture. These barriers and 

challenges created small pockets of individual ‘workarounds’ by the actors to provide 

impromptu CPD, but they lacked the strategic leverage and power to influence formal 

approaches to CPD. 

The study highlighted that valuing personal relationships and social networks was an 

important characteristic of the culture of the participating workplace. However, it had no 

influence on formal CPD. Based on the study’s conclusion, further support is needed to 

formalise CPD for EMS providers to sustain this profession.  

7.3. Recommendations 

The recommendations suggested in this section are based on the study’s findings interpreted in 

view of the relevant literature. These recommendations are presented in two sections. The first 

section provides recommendations for practice improvement and refinement. The second 

section provides recommendations further research.  

7.3.1.  Recommendations for practice improvement and refinement 

Due to the complexity of the cultural issues identified by this study, a range of strategies need 

to be developed for practice improvement and refinement, all of which are equally important. 

This indicates that implementing a single recommendation will not guarantee a significant 



Chapter 7                                                                                                                    Conclusion    

185 

improvement in the overall workplace culture to support CPD. The suggested 

recommendations are grouped into three areas: improving leadership and administrative 

processes, enabling accessible CPD, and ensuring CPD is sufficiently resourced. 

7.3.1.1. Improving leadership and administrative processes 

The EMS leadership should adopt a stronger and more supportive focus on CPD. This requires 

the development of a strategic plan, connected to a financial commitment to implementing that 

plan and clear lines of responsibility and accountability. For this to take place, it is 

recommended that the participating institution:  

• Seek and apply for institutional accreditation, such as through the program of the 

Saudi Central Board for Accreditation of Healthcare Institutions (CBAHI). Being an 

accredited healthcare institution would encourage the participating institution to be 

aware of, and comply with, the CPD standards that are required by such an 

accreditation program. 

• Reduce the centralisation of authority in the central administration. This would 

empower the regional administration and the training centre in the region to plan, 

design, implement and adopt the relevant administrative approaches to carry out local 

training activities that suit the needs of the EMS providers in the region. 

• Design an integrated and consistent CPD system incorporated within the 

administrative systems and procedures. This system needs to present scope of practice 

and job descriptions through to a well-defined process to evaluate CPD outcomes. All 

staff groups should be aware of and clear about all details of this system. 
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7.3.1.2. Enabling accessible CPD 

Steps should be taken to improve the English language competency of EMS providers to assist 

them to access contemporary international evidence-based healthcare resources. This could be 

achieved through practising and applying the contemporary evidence-based principles of 

teaching English as a foreign language or teaching English as a second language. It is also 

recommended that the participating institution: 

• Diversify the approaches to formal CPD delivered to the EMS providers within their 

institution and allow them to attend diverse CPD modules at any approved and relevant 

organisations outside their institution. This would enable them to exchange their 

knowledge and experiences with other relevant healthcare providers in these external 

institutions. 

• Enable, encourage and assist all actor groups to pursue academic education to gain 

academic degrees. This would expand their knowledge, skills and professional roles 

and responsibilities. Also, it would enable them to attain the minimum qualifications to 

practise healthcare professions in Saudi Arabia set out by SCFHS. 

7.3.1.3. Ensuring CPD is sufficiently resourced 

Time and materials should be dedicated for formal CPD regularly and frequently. Time for 

CPD could be scheduled on the duty roster of the EMS providers either on a monthly or on a 

yearly basis. Also, it is recommended that the participating institution: 

• Staff the training centre and the EMS centres adequately with consideration to 

workload. Adequate staffing would lead to reasonable workloads, reduced exhaustion 

among staff, enough time, and staff being able to cover each other’s shifts. EMS centres 
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could employ staff who have the skills and competencies to deliver CPD inside their 

centres, either formally or informally. 

• Provide and equip each EMS centre with infrastructure, modern technology and 

contemporary evidence-based learning materials that are appropriate to support CPD. 

This, in turn, would enable the EMS providers to undertake CPD inside their centres, 

either independently or engaging with other colleagues. 

7.3.2. Recommendations for future research 

This research highlights a number of issues for further studies to explore. Firstly, the study 

could be replicated in the same organisation but in other Saudi regional administrations closer 

to the central administration. Such research could explore the influence of geographical 

distances from the central administration on the availability of resources and support for formal 

CPD. Secondly, research could be conducted to compare the findings of this study with the 

wider community of EMS providers internationally. This is because different cultural 

backgrounds, workplace contexts and religious beliefs in different countries may play a crucial 

role in influencing access to CPD. Another study could assess and evaluate the professional 

competencies of EMS providers and the quality of EMS practices provided to the community 

in the participating region. Such research would provide findings relevant to patient safety and 

the quality of EMS care. It could be also valuable to study burnout and resilience of EMS 

providers in the participating region, because they frequently reported heavy workloads. 

7.4. Limitations of the study 

This study has a number of limitations. One of the main limitations of this study is the complete 

absence of female voices in the findings. This is because EMS is a male-exclusive profession 

in Saudi Arabia. Furthermore, collecting the data from a single and specific context may be 

considered a limitation. This implies that the findings of this study could not be generalised or 
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applied to other regional administrations. Focusing the study in a specific context enables this 

context to be studied more deeply, which is underpinned by the philosophy of focused 

ethnography approach. However, the study could be replicated as indicated earlier. In addition, 

the time available for ethnographic fieldwork and observations was limited due to the 

timeframe of the PhD program. However, the triangulation and saturation of data supported 

the findings. It might be also argued that the close engagement of the researcher with the 

participating groups might lead to bias. However, the researcher was mindful of this during all 

phases of data collection and analysis, using regular meetings with the supervisors to explore 

any potential bias. 

7.5. Reflections on the research journey 

7.5.1. Reflection on the research paradigm and methodology 

Ethnography offers the philosophical underpinnings to understand cultures, which was the 

essence of this research. This research approach enabled entrance into the culture of the EMS 

providers in the participating region through observing, interacting with them and feeling their 

real-world experiences and practices. Therefore, it enabled the researcher to study this culture 

as an insider. The focused ethnography approach enabled studying CPD as a specific aspect of 

the broad area of workplace culture.  

The ethnographic approach informed the entire process of this research. The 

ethnographic cultural dimensions in the framework of Spradley (2016b), a prominent 

ethnographic scholar, provided a lens to set out the social situation of the study and discuss the 

identified significant aspects of workplace culture. To provide a comprehensive data analysis, 

the thematic analysis steps of ethnographic data set out by Holloway and Galvin (2015) were 

chosen as the most relevant approach to be utilised along with the framework of Spradley 

(2016b). 
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7.5.2. Strengths of the study 

This research has a number of strengths. The major strength is the triangulation of data through 

utilising five data collection strategies informed by an ethnographic approach. These strategies 

were a questionnaire, field observation notes, workplace documents, focus groups and 

individual semi-structured interviews. There was also a triangulation of participants, places and 

times, which enabled a holistic and deep depiction of the researched phenomenon to be gained 

from different perspectives. Another major strength of this research was that each type of data 

supported the findings of the other data. This means that what was indicated by the participants 

in the questionnaire was noticed frequently during the field observations, and was further 

supported in the workplace documents and repeatedly expressed in the focus groups and 

individual interviews by all categories of participants. Another strength was that the researcher 

became deeply immersed in the data by documenting the field observation notes; conducting 

the focus groups and interviews; transcribing them verbatim; and reading the transcripts several 

times. This, in turn, ensured the richness and the integration of data and thus supported the 

reliability and the weight of the evidence. 

Another area of strength is that all participants in all places engaged the researcher in 

their work and social lives and they considered him as part of the group. This assisted the 

researcher to live and experience their real-world practices. However, the researcher kept 

reminding the participants frequently about the research protocols and his role as a researcher.  

7.5.3. Challenges 

Although there were a number of strengths of this research, some challenges were encountered. 

A major challenge in undertaking this ethnographic study was the quantity of data collected 

throughout the field observations (using descriptive notes), document review and then the 

interviews. Some of this data had to be translated from English to Arabic and back to English. 
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This was very time consuming for the researcher. Furthermore, delivering the online 

questionnaire to all participants appropriately was challenging because there was poor 

communication between the administration and the EMS centres in the participating region. 

This was identified when the majority of participants notified the researcher during the initial 

field visits that they have not received any emails about an online questionnaire. This required 

the researcher to travel to all centres in the region to distribute the research recruitment 

materials. Travelling long distances to distribute the participation materials, recruit participants 

and perform the initial field visits was a challenge due to the great distances between the EMS 

centres scattered throughout the region. This included difficulty in finding accommodation for 

the researcher on each field visit. Another challenge was that data were collected at the busiest 

time of the year for the participating workplace, which was the holy month of Ramadan 

followed by the summer break. During Ramadan, some EMS providers in the region were 

deployed to work in Makkah (Mecca). During summer, a massive number of travellers visit 

the participating region because it is a famous tourist area due to its cool weather. 

7.6. Final summary 

This ethnographic study provides a rich and in-depth understanding of the Saudi Arabian EMS 

workplace cultural context and its influences on the CPD of EMS providers. The key message 

from this study is that such a workplace culture is not supportive of CPD to a great extent due 

to various aspects of the organisational culture and a lack of systems to support CPD. This poor 

support had a negative influence on the delivery and uptake of CPD by EMS providers. Since 

this is a major EMS-providing institution in the Saudi Arabian context, supporting CPD for 

EMS providers would influence the overall growth of the EMS profession nationally. This 

study provides managers and trainers, ranging from higher to lower levels of authority, deep 

insights about this phenomenon and thus can inform strategies, policies, systems and resources 
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for enhancing better CPD opportunities for EMS providers, which in turn will improve services 

to the community.  
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Appendix 1: A copy of the bilingual questionnaire 

 



Appendices  

193 

 

 



Appendices  

194 

 



Appendices  

195 

 



Appendices  

196 

 



Appendices  

197 

 



Appendices  

198 

 



Appendices  

199 

 



Appendices  

200 

 



Appendices  

201 

 

 



Appendices  

202 

Appendix 2: Invitation and reminder emails for phase 1 of data collection 
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Appendix 3: Participant information sheet for phase 1 of data collection1 

 

 

 
1 Appendices 3 to 7, 11 and 5 to 6 are available in Arabic from the researcher. 
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Appendix 4: Invitation letter for phase 1 of data collection  

 

 



Appendices  

212 

Appendix 5: Poster for phase 1 of data collection 
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Appendix 6: Data collection guide for phases 2 and 3 of data collection 
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Appendix 7: Invitation email for phase 2 and 3 of data collection 
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Appendix 8: Participant information sheet for phase 2 and 3 of data collection 
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Appendix 9: Invitation letter for phase 2 and 3 of data collection 
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Appendix 10: Poster for phase 2 and 3 of data collection  
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Appendix 11: Consent form for focus groups and individual interviews 

 

 



Appendices  

222 

Appendix 12: Ethics approval from the University of Adelaide 
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Appendix 13: Approval from the participating institution 
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Appendix 14: Bilingual confidentiality agreement with the transcriber 
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Appendix 15: Selected workplace documents 

Note: Document numbers are the codes obtained from the sticky notes as explained in Section 4.9.2.1  

 

Document 10: Regulations for nominating staff for national or international 

scholarships 
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Document 15: The official checklist for inspecting the ambulance vehicles for medical 

supplies and mechanical status  
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Document 16: The statistical report for the total number of the cases that were 

attended by all EMS centres in the region in 1437 AH (October 2015 – October 2016)  
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Document 17: The statistical report for the total number of the cases that were 

attended by all EMS centres in the region in the first six months of 1438 AH (October 

2016 – March 2017)  
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Document 18: The item that presents the financial instructions for training and CPD 
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Document 19: The form of the administrative requirements for assignment allowance 
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Document 20: The tentative organisational structure chart 
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Document 21: The curriculum and details of ‘Prince Naif’ training program  
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