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Section 1: Introduction
The Public Service Pay Commission (PSPC) was established in 2016 to advise the government
on public service remuneration policy across a range of sectors, including the Civil Service,
local authorities, non-commercial state agencies, and the health, education, justice and
defence sectors. In progressing its work, the PSPC uses and analyses existing datasets and
reports, as prepared and published by existing state and other agencies, as appropriate. The
first report1 of the Commission identified particular recruitment and retention issues within
the health sector, especially in filling consultant and non-consultant doctors’ and nurses’
posts, as well as posts involving a range of allied health professionals (e.g. radiographers,
psychologists and paramedics).
The Commission adopted a modular approach to the issues identified, and Module 1
examined recruitment and retention issues in respect of nurses, midwives, non-consultant
hospital doctors and hospital consultants in the public health service. The report2 of Module
1 contains the Commission’s conclusions and recommendations in relation to those
professional categories. The conclusions reached were based on the Commission’s
assessment of a very considerable body of evidence. The Module 1 of the Engage to Change
Study, the report3 of which has been published separately by the PSPC, was included as one
element of this body of evidence.
This current report is a continuation of the Engage to Change Study. It is focused on
presenting the findings on issues arising in respect of recruitment and retention for a
number of professionals included in the Commission’s Module 2 work. The overall aim of the
study is to carry out:
a nationally representative study on recruitment and retention of key professionals
within health services, namely dental surgeons, paramedics and individuals working
in the National Emergency Operations Centre (NEOC), psychologists and
radiographers.
A detailed scoping review of the literature was conducted to inform the Engage to Change
Module 1 study and is available in the published research report3 on Module 1. The review
highlighted a number of issues that recur in the literature and that are also relevant to this
study, including the national and international context for retention and recruitment, the
role of migration, and the impact of shortages of key personnel and turnover on the health
and wellbeing of staff and patients. The review also highlighted and considered issues
relating to recruitment.
A key purpose of the scoping review of the literature was to identify the ways in which issues
relating to retention and recruitment are measured. It considered a number of studies,
including national and cross-national surveys and systematic reviews of key areas
particularly in the context of the concepts measured. The review highlighted key issues
relating to the work undertaken by health services personnel (e.g. the type of work, the
workload); the work environment (e.g. the availability of supports); the organisational
context and culture (e.g. opportunities for development, interpersonal relationships); and
individual characteristics (e.g. age, gender). Impacts and attitudes of personnel (e.g.
burnout, engagement) were also identified as important, and these issues were considered
particularly in respect of reasons given for staying in or leaving a job, an organisation or a
profession.
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While the retention of nursing and medical staff in Ireland and internationally has been
subject to considerable review, this is not the case with the health professionals of interest
in this module. An initial search of the literature indicated a dearth of studies specifically on
the four groups of interest. Consequently, the content and focus of the Module2a surveys
were developed based on national policy and other documentation, in addition to initial
interviews with individuals from each of the four groups. These surveys, along with the
Module 1 surveys and conceptual framework, were used as the starting point for the work
on Module 2a.

Conceptual and analytic framework for the study
The impetus for this study emerged from significant concerns and challenges arising with
regard to retaining and recruiting health service personnel in Ireland. As set out in the terms
of reference for the study, its focus is on carrying out a comprehensive examination and
analysis of recruitment and retention issues in respect of dental surgeons, paramedics,
psychologists and radiographers. The PSPC’s terms of reference for the study identified a
number of additional potential areas to be taken into account in the study – specifically:




areas that can influence or have an impact on key aspects of work – for example,
satisfaction with aspects of the job, features of the job’s design (such as perceived
levels of autonomy and impact), features of the work environment and culture (such
as co-worker and manager support), levels of fit with the job’s group and
organisation; and how demanding the job is
outcomes themselves – for example, organisational commitment, intentions to
leave or search for another job, global job satisfaction, prior expectations and the
reality of the role, levels of work engagement and/or burnout, perceptions of other
employers, and other relevant HR practices and organisational issues.

In agreement with the PSPC, the dependent variable, referred to as the ‘outcome’ in this
study, is intention to leave or stay in the organisation.
The following conceptualisation was used to guide this study; it is based on the terms of
reference, the scoping review of the literature conducted for Module 1, the interviews with
personnel from each of the four professional groups and the conceptual framework
developed for Module 1. Figure 1 shows the conceptual framework for the study. Measures
are categorised into individual and employment characteristics, perceptions of the job and
the organisation, and impacts.






Individual and employment characteristics capture demographic information (e.g.
age, gender, highest level of qualification) and employment information (e.g.
employment grade, area of work, type of contract).
Perceptions of job and organisation capture respondents’ perceptions of various
aspects of their work, job and organisation (e.g. autonomy, impact, satisfaction with
pay, perceptions of co-workers, perceptions of manager). These in turn may drive
impacts.
Impacts are more global indicators of the quality of respondents’ working lives.
These include global job satisfaction, burnout and organisational commitment.
Outcomes measure turnover intent (i.e. intention to leave the organisation and
intention to leave the profession).
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Figure 1: Conceptual framework for the study

The theoretical framework underpinning the study is that:
Individual and employment characteristics lead to variations in perceptions of the job
and the organisation. These can drive impact measures, which in turn predict
intention to leave.
This framework guided the questionnaire design and the quantitative analyses. Since the
precise measures included under each component of the framework vary somewhat
between each of the four groups, the framework in Figure 1 provides examples rather than
being an exhaustive list of measures. This figure differentiates between the independent
variables (block 1: individual, employment and structural characteristics; block 2:
perceptions of the job and organisation; block 3: impacts) and the dependent variable of
intention to stay in or leave the organisation.
This report is presented in six sections. Section 2 describes the methodology used to conduct
this study, which adopted a multi-method sequential design using both online surveys and
semi-structured interviews with key stakeholders. Section 3 presents the quantitative and
qualitative findings relating to dental surgeons, according to characteristics of the job and
the organisation, and intentions to stay or leave, and it ends with a summary and set of
conclusions. Section 4 presents similar findings relating to paramedics and personnel from
the NEOC, Section 5 presents the findings relating to psychologists and Section 6 presents
the findings relating to radiographers. The report concludes with a list of the references
cited. The Appendix provides a full compendium of findings relating to each group.
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Section 2: Methodology
This section presents the methodology relating to the quantitative and qualitative studies in
this module. It includes the aim and objectives of the study, the overall approach adopted,
information on the research design (including on pilot testing and data collection), and some
limitations arising.

Aim and objectives of the study
The overall aim of the study was to carry out:
a nationally representative study on recruitment and retention of key professionals
within health services, namely dental surgeons, paramedics and individuals working
in the National Emergency Operations Centre (NEOC), psychologists and
radiographers.
The key objectives of this study were to:
1. describe key issues arising in respect of recruitment and retention among dental
surgeons, paramedics (including NEOC staff), psychologists and radiographers
2. take account of the wide spectrum of potential drivers that influence retention and
recruitment across a range of characteristics
3. provide a report to the Public Service Pay Commission (PSPC) on key findings
emerging from the study to assist in the identification of key policy options to
address any identified recruitment and/or retention difficulties for these personnel.

Overall approach adopted
This study used a mixed methods sequential explanatory design. Separate studies were
conducted with each of the four groups. An online survey methodology was used to collect
quantitative data from each group. In addition, focus groups and individual interviews were
conducted with participants from each of the four groups from a range of grades, regions
and contract types. An overview of the process is presented in
Figure 2. Figure 2: Key elements of the process used for Module 2a
Development of research design
Questionnaire development
Identification of a sampling frame for each group
Pilot studies
Main quantitative data collections
Analysis of quantitative data
Individual and focus group interviews
Analysis of qualitative data
Report on findings
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Research design
The research design was developed and agreed in consultation with, and with advice from,
the PSPC and its advisors (Professor Edel Conway and Dr Yseult Freeney, Dublin City
University Business School). The main elements included in the development of the research
design were:





key stakeholders to be included in the research
sampling strategy
topics to be addressed in the research
recruitment of key stakeholders.

Questionnaire development
While separate questionnaires were developed for the four groups, there was considerable
overlap between them. Questionnaires were developed through:





review and adaptation of the content of the Module 1 surveys
contact with the developers of previously validated scales and indexes
advice from researchers with expertise in the area (including the PSPC’s advisors on
this study)
pre-testing and interviews with individuals from each of the four groups.

Overview of questionnaires
The questionnaires were divided into four sections with an additional short fifth section for
respondents who had been in their current job for two years or less (‘new recruits’). This
fifth section was positioned at the end of the ‘about your job’ section of the survey:





Section 1: about your job
Section 2: about your workplace
Section 3: job intentions
Section 4: about you.

Questionnaires included, for the most part, previously tested and validated scales and/or
indexes. A small number of spaces for open-ended (text) responses were also included. Key
components of the questionnaires are presented in Table 1.
Table 1: Overview of the survey content for dental surgeons, paramedics and NEOC staff,
psychologists and radiographers
Dental
surgeons

Paramedics
/NEOC

Psychologists

Radiographers

42

47

45

45

Employment characteristics, e.g. grade, full-/parttime status, setting/location, managerial
responsibility

1

1

1

1

Your job

The three most positive aspects of the job and the
three aspects most in need of change (text
response)

1

1

1

1

Your job

Autonomy

1

1

1

1

Your job

Engagement

1

1

1

1

Section

Content

N/A

Total number of questions

Your job

9

Dental
surgeons

Paramedics
/NEOC

Psychologists

Radiographers

Impact

1

1

1

1

Your job

Satisfaction with pay

1

1

1

1

Your job

Job skills match

1

0

1

0

Your job

Perceptions of travel

0

1

0

0

Your job

Workload

0

1

0

0

Your job

Burnout

1

1

1

1

Your job

Job satisfaction (specific)

1

1

1

1

Your job

Job satisfaction (global)

1

1

1

1

Your job

Work–life balance

1

1

1

1

Your job

Effort–reward ratio

1

0

1

1

Your job

Responsibility overload

0

1

1

0

Your job

Information sharing

1

1

1

1

Your job

Working hours and schedule

1

1

1

1

Your job

Paid and unpaid overtime

1

1

1

1

Recruitment (new
recruits only)

Job expectations

1

1

1

1

Recruitment (new
recruits only)

Recruitment process

1

1

1

1

Your workplace

Perceptions of co-workers

1

1

1

1

Your workplace

Perceptions of manager

1

1

1

1

Your workplace

Employer support

1

1

1

1

Your workplace

Perceived quality of workplace

1

0

1

1

Your workplace

Perceptions of caseload and referrals

0

0

1

0

Your workplace

Satisfaction with referral process

0

1

0

0

Your workplace

Satisfaction with patient information

0

1

0

0

Your workplace

Paired colleague support

0

1

0

0

Your workplace

Work overload

0

1

0

0

Your workplace

Satisfaction with on-call rota

0

0

0

1

Your workplace

Training and promotion opportunities

1

1

1

1

Job intentions

Intention to leave organisation

1

1

1

1

Job intentions

Intention to leave profession

1

1

1

1

Job intentions

Intention to leave current job

1

1

1

1

Job intentions

Relevance of a range of factors to job intentions

1

1

1

1

About you

Years working in current profession, organisation
and job

1

1

1

1

About you

Demographics: age group, gender, place of birth,
highest educational qualification

1

1

1

1

About you

Usual time taken to get to work

1

1

1

1

Section

Content

Your job
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The scales, including brief descriptions and sources, are presented in Table 2, and scale
reliabilities for each group in the present study are presented in the Data Appendices
(provided separately; for more details see ‘Preparation and analysis of data’ below). A vast
majority of the scales display good to very good reliability (i.e. Cronbach’s alpha in the region
of .8 to .9).
The scales with lower than desired reliability (i.e. Cronbach’s alpha less than .7) are:





Dental surgeons: job satisfaction (specific) (Cronbach’s alpha = .643).
Paramedics and NEOC staff: job satisfaction (specific) (Cronbach’s alpha = .549);
responsibility overload (Cronbach’s alpha = .502).
Psychologists: reward (part of the effort–reward ratio measure) (Cronbach’s alpha =
.621); perception of caseload and referrals (Cronbach’s alpha = .616).
Radiographers: none (all scales had a Cronbach’s alpha exceeding .7).

All scales are reported on, with the exceptions of the two scales for paramedics and NEOC
staff, as their reliability was unacceptably low (below 0.6). However, descriptives for the
individual items making up these two scales are included in the Data Appendix for
paramedics and NEOC staff.
While most of the scales are positive, meaning that higher scores indicate a positive
outcome, some are negative, whereby higher scores indicate a less positive outcome. The
negative scales in the present study are responsibility overload, burnout, effort–reward
ratio, intention to leave organisation and intention to leave profession (Table 2).
The effort–reward ratio is unique in that it is a ratio of two indexes: effort divided by reward.
To calculate the effort–reward ratio, the sum of the three negatively scored effort items is
multiplied by 2.333 (since there are 2.333 more reward items) and divided by the seven
positively scored reward items. In this way, a ratio of 1.0 indicates that effort put in is
equivalent to reward received, a ratio above 1.0 indicates that effort exceeds reward, and a
ratio below 1.0 indicates that reward exceeds effort (Siegrist et al.5 give a detailed
description of how this measure is calculated).
The scales used can be classified as perceptions, impacts or outcomes, in line with the
conceptual framework of the present study:





Perceptions of job and organisation capture respondents’ perceptions of various
aspects of their work, job and organisation (e.g. autonomy, impact, satisfaction with
pay, and perceptions of co-workers and of manager). These in turn may drive
impacts.
Impacts may be considered important in their own right, and are more global
indicators of the quality of respondents’ working lives. They include global job
satisfaction, burnout and organisational commitment.
Outcomes consist of the two index measures that are relevant to the focus of the
study: turnover intent (i.e. intention to leave organisation and intention to leave
profession).

This classification of indexes is relevant when considering the results of the regression
analyses presented in Parts 4 and 5 of the results sections (Sections 3–6).
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Table 2: Index names, descriptions and sources
Index name

Description

Direction

Perception
/impact

Engagement

Degree of feeling enthusiastic
and inspired about job

Positive

Impact

Autonomy

Perception of freedom and
independence in day-to-day
work

Positive

Perception

Positive

Impact

Negative

Perception

Positive

Perception

Work–life balance
Responsibility
overload
Caseload

Level of balance between work
and out-of-work commitments
Degree of feeling of too much
responsibility in job
Extent to which caseload is dealt
with efficiently and effectively

Source
Utrecht Work Engagement
Scale6
Part of a multi-dimensional
measure of psychological
empowerment in the
workplace7
Copenhagen Psychosocial
Questionnaire8
New index, used successfully
in Module 1
New index, specific to
psychologists
Part of a multi-dimensional
measure of psychological
empowerment in the
workplace7

Impact

Degree of belief that job has a
significant impact in others’ lives

Positive

Perception

Satisfaction with
pay

Level of satisfaction with pay

Positive

Perception

Irish Civil Service Employee
Engagement Survey (CSEES)4

Positive

Perception

New index, specific to
radiographers

Positive

Perception

New index, specific to
paramedics and NEOC staff

Positive

Perception

New index, specific to
paramedics and NEOC staff

Positive

Perception

New index, specific to
paramedics and NEOC staff

Satisfaction with
on-call work
Satisfaction with
patient information
Satisfaction with
travel requirements

Level of satisfaction with pay,
conditions and organisation of
on-call work
Level of satisfaction with
timeliness and relevance of
information about service users
Level of satisfaction with travel
requirements of job

Job satisfaction
(global)

Perceptions of appropriateness
of referring service users to the
paramedic or NEOC services
Level of satisfaction with specific
aspects of job (physical working
conditions, flexibility of hours,
physical demands, quality of
care)
General/global level of job
satisfaction

Burnout

Feelings of work-related burnout

Information sharing
and decision
making

Recruitment
process (new
recruits only)

Perception of extent to which
information is shared and
decisions are communicated
Perceived level of effort put into
work; perceived level of reward
from work
Extent to which job demands
match skills and experience
Perceptions of the efficiency and
fairness of the recruitment
process

Job expectations
(new recruits only)

Extent to which job expectations
match job experiences

Positive

Perception

Work overload

Extent to which respondent feels
work overload

Positive

Impact

Appropriate referral
processes

Job satisfaction
(specific)

Effort–reward ratio
Job skills match

Copenhagen Psychosocial
Questionnaire8, with
adaptations to match specific
work contexts of the four
survey groups
Copenhagen Psychosocial
Questionnaire8
Oldenburg Burnout
Inventory9

Positive

Impact

Positive

Impact

Negative

Impact

Positive

Perception

CSEES4

Negative

Impact

Effort–Reward Imbalance
Questionnaire5

Positive

Perception

CSEES4

Positive

Perception

New scale based on the
recruitment lifecycle and the
work of Larson et al.10
New scale based on the
recruitment lifecycle and the
work of Larson et al.10
Scale measuring work role
overload (items 1–3 from
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Organisational
commitment
Training and
promotional
opportunities
Perceived quality of
workplace
Employer support

Beehr, 197611; items 4–6 from
Cammann et al., 197912)
Organisational Commitment
Scale13,14

Level of commitment to current
organisation

Positive

Impact

Perceived opportunities for
training and promotion

Positive

Perception

CSEES4, with minor
adaptations

Positive

Perception

New index, used successfully
in Module 1

Positive

Perception

CSEES4

Perceptions of the extent to
which the workplace delivers a
high-quality service
Perceived level of support from
employer

Workplace Affective
Commitment
Multidimensional
Questionnaire – subscale
from short form15
New index, specific to
paramedics and NEOC staff

Perceptions of coworkers

Perceptions of co-workers

Positive

Perception

Paired colleague
support

Perceptions of paired colleague
support

Positive

Perception

Perceptions of
manager

Perceptions of effectiveness of
immediate manager

Positive

Perception

Copenhagen Psychosocial
Questionnaire8

Intention to leave
organisation
Intention to leave
profession

Level of intention to leave
current organisation
Level of intention to leave
profession

Negative

Outcome

Turnover Intention Scale16

Negative

Outcome

Turnover Intention Scale16

Research implementation
The study used both quantitative (online surveys) and qualitative (structured interviews)
approaches. This combined approach aimed to capture nationally representative samples of
the four groups using the surveys, with interviews providing a deeper and richer
understanding of the key issues arising.

Sampling frame for dental surgeons
According to Health Service Executive (HSE) counts, in November 2017 it was employing 413
dentists.i Using these data, population fractions on the basis of grade were calculated.ii
The population and sample fractions are shown in Table 3. The weight is computed as the
population proportion divided by the proportion in the sample. This corrects for differences
in response rates on the basis of grade. Five respondents working in ‘other’ grades (4% of
the sample) were assigned a weight of 1.

i

This count excludes seven consultants in paediatric, restorative and special care dentistry as well as
eight dental technicians.
ii

We examined the possibility of computing weights on the basis of gender and full-/part-time status
within grade, but the overall small sample and population sizes did not permit this.
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Table 3: Survey subgroups (grades), sampling fractions and population fractions for the
computation of sampling weights for dental surgeons
Grade

Proportion Proportion
(sample)
(population)

Dental surgeon

0.49167

0.54237

Senior dental surgeon (clinical or admin)

0.26667

0.16465

Principal dental surgeon

0.15000

0.11380

Consultant orthodontist

0.02500

0.03390

Specialist orthodontist

0.06667

0.14528

Sampling frame for paramedics and NEOC staff
According to HSE counts, in November 2017 it was employing 1,788 paramedics and NEOC
employees. Using these data, population fractions on the basis of grade were calculated.iii
Note that the classification of grades in the HSE data did not permit a finer split of the
emergency medical technician, intermediate care operator, paramedic and advanced
paramedic grades for the purposes of weights.iv
The population and sample fractions are shown in Table 4. The weight is computed as the
population proportion divided by the proportion in the sample. This corrects for differences
in response rates on the basis of grade.
Table 4: Survey subgroups (grades), sampling fractions and population fractions for the
computation of sampling weights for paramedics and NEOC employees
Grade

Proportion
(sample)

Proportion
(population)

Student or intern

0.09832

0.11017

Emergency medical technician, intermediate care
operator, paramedic or advanced paramedic
Emergency call taker, medical controller or dispatcher

0.69904

0.66219

0.09232

0.08333

Supervisor

0.07553

0.10458

Manager

0.03477

0.03970

Sampling frame for psychologists
According to HSE counts, in November 2017 it was employing 1,188 psychologists.v Using
these data, population fractions on the basis of grade and (for the staff grades psychologist
and senior psychologist) full-/part-time status were calculated. The population and sample
fractions are shown in Table 5. The weight is computed as the population proportion divided
by the proportion in the sample. This corrects for differences in response rates on the basis

iii

We looked into making weight adjustments by full-/part-time status, but 99% of this group is
employed full-time, so this was not feasible.
iv

A more detailed categorisation of grade is used in analyses shown in the Data Appendix for this
group.
v

This count includes 110 trainee psychologists taking part in a pilot scheme.
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of grade and full-/part-time status. One respondent missing data on grade was assigned a
weight of 1.
Table 5: Survey subgroups (grades), sampling fractions and population fractions for the
computation of sampling weights for psychologists
Grade and whether full or part time

Proportion
(sample)

Proportion
(population)

Assistant psychologist

0.09880

0.09259

Psychologist in training

0.07485

0.14394

Staff grade psychologist, full time

0.30838

0.20623

Staff grade psychologist, part time

0.04192

0.08670

Senior psychologist, full time

0.30838

0.27778

Senior psychologist, part time

0.07784

0.12290

Principal psychologist (manager or specialist)

0.08982

0.06987

Sampling frame for radiographers
While the survey was distributed to 862 radiographers registered with CORU (the Health and
Social Care Professionals Council), the calculation of the weights is based on HSE data,
because during the course of the data collection it became clear that the survey was being
circulated more widely than those who received the link through CORU. In addition, some of
the information required to calculate the weights was not available through CORU.
According to HSE counts, in November 2017 it was employing 1,308 radiographers. Using
these data, population fractions on the basis of grade and (for the basic, senior and clinical
specialist grades) full-/part-time status were calculated. Note that the weights assume that
the distribution of radiographers across non-HSE settings is the same as in HSE settings.
The population and sample fractions are shown in Table 6. The weight is computed as the
population proportion divided by the proportion in the sample. This corrects for differences
in response rates on the basis of grade and full-/part-time status. Eight respondents missing
data on grade and/or full-/part-time status were assigned a weight of 1.
Table 6: Survey subgroups (grades), sampling fractions and population fractions for the
computation of sampling weights for radiographers
Grade and whether full or part time

Proportion
(sample)

Proportion
(population)

Basic grade radiographer, full time

0.282534

0.345830

Basic grade radiographer, part time

0.025685

0.071155

Senior grade radiographer, full time

0.270548

0.209640

Senior grade radiographer, part time

0.075342

0.114767

Clinical specialist radiographer, full time

0.193493

0.140780

Clinical specialist radiographer, part time

0.041096

0.056618

Radiography services manager 1

0.077055

0.038256

Radiography services manager 2

0.034247

0.022953
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Recruitment
The recruitment process for each stakeholder group varied; this section presents the
approaches adopted.

Recruitment of dental surgeons
All dental surgeons working in the HSE were invited to take part in this study. The Head of
Oral Health Services at the National Oral Health Office was asked to circulate the survey to
all dental surgeons and orthodontists. This included staff who worked full time and part
time, on either a temporary or a permanent basis, at all grades. This circulation was followed
up with two reminders, and relevant stakeholder organisations were asked to promote
engagement with the survey.

Recruitment of paramedics and NEOC staff
All paramedics working in the HSE and personnel working within the NEOC were invited to
take part in this study. The Head of the National Ambulance Service was asked to circulate
the survey to all relevant personnel. This included staff who worked full time and part time,
on either a temporary or a permanent basis, at all grades. This circulation was followed up
with two reminders, and relevant stakeholder organisations were asked to promote
engagement with the survey.

Recruitment of psychologists
All psychologists working in the HSE and in Section 38 organisations were invited to take part
in this study. The Heads of Psychology Services Ireland were asked to circulate the survey to
each principal psychologist for issue to all relevant personnel. This included staff who
worked full time and part time, on either a temporary or a permanent basis, at all grades.
This circulation was followed up with two reminders, and relevant stakeholder organisations
were asked to promote engagement with the survey.

Recruitment of radiographers
All radiographers registered with CORU who had agreed to receive information about
professional and research issues were invited to take part in this study. The registrar at
CORU agreed to circulate the survey to all radiographers who met those criteria. The
circulation was followed up with two reminders, and relevant stakeholder organisations
were asked to promote engagement with the survey. In addition, however, a number of
radiographers circulated the survey to their colleagues working within the HSE and this is
taken into account in presenting the response rates for radiographers.

Pilot testing (cognitive interviews)
Pilot testing for each group took place using a cognitive interview process. This approach
was agreed with the PSPC due to the small population size of each group and also because
many of the scales and indices included in the questionnaires had previously been tested for
reliability and validity with nurses and doctors.
The cognitive interviewing process employs a specific technique that can be used during the
development and testing of surveys and questionnaires to help identify whether survey
items generate the information that the investigator intends and, thus, to inform revisions17.
In this case, the purpose of the cognitive interviewing was to:
identify issues with the draft survey that could potentially influence the validity and
quality of responses.
16

Participants were recruited to take part in the cognitive interviews through snowball
sampling, where research participants taking part in the preliminary interviews were asked
to recruit a group (n = 4–6) of relevant participants. This approach was required as a more
formal sampling frame was not available at the time the questionnaire was developed.
The focus of the interviews was to identify sources of response error within the
questionnaire, particularly concentrating on new items and questions. Both spontaneous
and pre-planned probes were used and included:





Comprehension probes: e.g. ‘Does that make sense?’ and ‘How do you define the
differences between the categories?’
Paraphrasing probes: e.g. ‘You’re finding that hard, is that what I am hearing?’ and
‘Is it hard to identify the timeline in this question?’
Specific probes: e.g. ‘If there were another way of asking that question that could be
more accurate but easier, would you rephrase it in another way?, what would it
be?”’,
General probes: e.g. ‘So, what are you thinking at the moment?’

Changes were made to each of the questionnaire surveys in response to issues arising from
the cognitive interviewing.

Main survey data collection
The main data-collection periods were as follows:





Dentists: survey data were collected from dental surgeons from 16 to 30 July 2018
and interview data from 26 June to 4 August 2018.
Paramedics and NEOC staff: survey data were collected from paramedics and NEOC
staff from 1 to 14 August 2018 and interview data from 16 June to 16 August 2018.
Psychologists: survey data were collected from psychologists from 7 to 26 July 2018
and interview data from 19 June to 30 July 2018.
Radiographers: survey data were collected from radiographers from 6 to 26 July
2018 and interview data from 8 June to 19 July 2018.

All survey data were collected electronically using SurveyMonkey™.

Responses received
Table 7 shows the total number of responses received for each of the four surveys. Prior to
beginning analysis, records with a completion rate of less than 50% were deleted. Duplicates
were also identified and removed. The final column of Table 7 shows the number of records
in each of the four datasets used for the quantitative analysis in Module 2a. These totals
were used as a basis for calculating the response rates (and the weights were calculated on
the datasets after the deletion of responses with <50% completion and duplicates).
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Table 7: Total responses, incomplete responses, duplicate records and responses included
in the analysis for Module 2a
Group

Total responses
N

Dental surgeons

%

Incomplete (<50%)
responses
N

%

Duplicates
removed
N

Records included
in the analysis

%

N

%

169

100.0

42

24.9

2

1.2

125

73.9

1,136

100.0

266

23.4

35

3.1

835

73.5

Psychologists

447

100.0

109

24.4

3

0.7

335

74.9

Radiographers

820

100.0

228

27.8

0

0.0

592

72.2

Paramedics and NEOC staff

Response rates and characteristics of the sample: dental surgeons
As noted above, HSE counts from November 2017 show that 413 dental surgeons were
working in the public sector, and 125 of them responded to the survey (after removal of
duplicates and responses with <50% completion). This gives a response rate of 30.3%.
Table 8 compares the characteristics of the population with the (weighted) characteristics of
the sample. These comparisons indicate that the sample closely aligns with the population in
the distribution of individuals across categories of grade. Note, however, that there are
proportionately more full-time employees and males in the sample, and proportionately
fewer part-time employees and females in the sample, compared to the population. These
differences should be borne in mind when interpreting the results.
Table 8: Comparisons of population and (weighted) sample characteristics of dental
surgeons: grade, full-/part-time status and gender
Grade

Population (%)

Sample (%)

Dental surgeon

54.2

52.1

Senior dental surgeon (clinical or admin)

16.5

15.8

Principal dental surgeon

11.4

10.9

Consultant orthodontist

3.4

3.3

14.5

13.9

Other

0.0

4.0

Total

100.0

100.0

Specialist orthodontist

Full/part time

Population (%)

Sample (%)

Full time

54.1

69.4

Part time

45.9

30.6

100.0

100.00

Total
Gender*

Population (%)

Sample (%)

Males

11.3

27.5

Females

88.7

72.5

100.0

100.00

Total
*12.5% of survey respondents were missing data on gender.
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Table 9 provides additional information on the characteristics of the (weighted) sample of
dental surgeons, i.e. the percentages of respondents by community healthcare organisation
(CHO), new recruit status, age group, level of educational qualification and place of birth.
(These are not readily compared with the population; their purpose is to provide some
additional information on the characteristics of the respondents.)
Table 9: Demographic and employment characteristics of the (weighted) sample of dental
surgeons
Location

%

Age group*

%

CHO 1

12.2

40 years or younger

15.9

CHO 2

5.0

41–50 years

46.5

CHO 3

7.8

51 years or older

CHO 4

8.3

Total

CHO 5

16.5

Highest educational qualification*

CHO 6

11.5

Primary degree

CHO 7

15.7

Professional qualification (of degree status at least)

17.2

CHO 8

7.7

Both a degree and a professional qualification

16.5

CHO 9

7.7

Post-graduate certification or diploma

11.9

Other

7.6

Post-graduate (master’s) or doctorate (PhD)

Total

100.0

37.6
100.0
%
9.5

44.9

Total

100.0

In current job two years or less

%

Place of birth*

%

Yes

16.4

Ireland

71.1

No

83.6

Other EU country

23.4

Total

100.0

Other non-EU country

5.5

Total

100.0

*11.6% of respondents were missing data on these questions.

Response rates and characteristics of the sample: paramedics and NEOC staff
As noted above, HSE counts from November 2017 show that 1,788 people were working as
paramedics or in the NEOC, and 835 of them responded to the survey (after removal of
duplicates and responses with <50% completion). This gives a response rate of 46.7%.
Table 10 compares the characteristics of the population with the (weighted) characteristics
of the sample. These comparisons indicate that the sample closely aligns with the population
in terms of grade, full-/part-time status and gender.
Table 10: Comparisons of population and (weighted) sample characteristics of paramedics
and NEOC staff: grade, full-/part-time status and gender
Grade

Population (%)

Sample (%)

Student or intern

11.0

11.0

Emergency medical technician, intermediate care operator, paramedic or
advanced paramedic

66.2

66.2

8.3

8.3

10.5

10.5

4.0

4.0

100.0

100.0

Emergency call taker, medical controller or dispatcher
Supervisor
Manager
Total
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Full/part time

Population (%)

Sample (%)

Full time

99.0

97.7

Part time

1.0

2.3

100.0

100.00

Total
Gender*

Population (%)

Sample (%)

Males

76.8

77.9

Females

23.2

22.1

100.0

100.00

Total

*6.7% of survey respondents were missing data on gender and 0.8% indicated a gender other than male or
female. While the authors recognise and support individuals who identify as other genders, the HSE data only
include male and female so other genders are not included in the above comparisons.

Table 11 provides additional information on the characteristics of the (weighted) sample of
paramedics and NEOC staff, i.e. the percentages of respondents by area of work, new recruit
status, age group and level of educational qualification. (These are not readily compared
with the population; their purpose is to provide some additional information on the
characteristics of the respondents.)
Table 11: Demographic and employment characteristics of the (weighted) sample of
paramedics and NEOC staff
Region of work

%

Age group*

%

NEOC

10.8

21–30 years

11.1

North Leinster

34.9

31–40 years

31.8

South

24.0

41–50 years

36.5

West

30.3

51 years or older

Total

100.0

Total

20.6
100.0

In current job two years or less

%

Highest educational qualification*

%

Yes

25.5

Certificate (below degree level)

11.5

No

74.5

Diploma (below degree level)

38.9

Total

Primary degree

16.9

Place of birth*

%

Post-graduate diploma

21.9

Ireland

88.3

Post-graduate degree (master’s, PhD)

Other country

11.7

Total

Total

100.0

10.8
100.0

100.0

*6.4–7.0% of respondents were missing data on these questions.

Psychologists
As noted above, HSE counts from November 2017 show that 1,188 psychologists were
working in the public sector, and 335 of them responded to the survey (after removal of
duplicates and responses with <50% completion). This gives a response rate of 28.2%.
Table 12 compares the characteristics of the population with the (weighted) characteristics
of the sample. These comparisons indicate that the sample closely aligns with the population
in the distribution of individuals across categories of grade and full-/part-time status. Note,
however, that there are just slightly more males in the sample compared to the population.
This should be borne in mind when interpreting the results.
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Table 12: Comparisons of population and (weighted) sample characteristics of
psychologists: grade, full-/part-time status and gender
Grade
Assistant psychologist

Population (%)
9.3

Sample (%)
9.3

Psychologist in training

14.4

14.4

Staff grade psychologist

29.3

29.3

Senior psychologist

40.1

40.1

7.0

7.0

100.0

100.0

Principal psychologist (manager or specialist)
Total
Full/part time

Population (%)

Sample (%)

Full time

74.6

75.2

Part time

25.4

24.8

100.0

100.00

Total
Gender*

Population (%)

Sample (%)

Males

18.7

23.7

Females

81.3

76.3

100.0

100.00

Total

*10.2% of survey respondents were missing data on gender and 0.1% indicated a gender other than male or
female. While the authors recognise and support individuals who identify as other genders, the HSE data only
include male and female so other genders are not included in the above comparisons.

Table 13 provides additional information on the characteristics of the (weighted) sample of
psychologists, i.e. the percentages of respondents by area of work, new recruit status, age
group, level of educational qualification, place of birth, and whether they work with
children, adults or both. (These are not readily compared with the population; their purpose
is to provide some additional information on the characteristics of the respondents.)
Table 13: Demographic and employment characteristics of the (weighted) sample of
psychologists
Area of work
Acute hospital services

%
6.9

Age group*

%

21–30 years

18.6

Mental health services (including

38.3

31–40 years

40.6

Child
Primaryand
careAdolescent Mental
Health
Services)
Social
care

26.1

41–50 years

27.6

Intellectual disability

13.1

Multiple areas
Total

9.9
5.7
100.0

Work with children or adults

%

51 years or older
Total

13.2
100.0

Highest educational qualification*

%

Primary degree and/or professional qualification

24.6

Post-graduate certificate or diploma

24.4

Children

40.0

Doctorate (PhD)

51.0

Adults

35.3

Total

Both

24.7

Place of birth*

%

Total

100.0

Ireland

83.4
11.7

In current job two years or less

%

Other EU country

Yes

49.3

Other non-EU country

50.7

Total

No
Total

100.0

4.9
100.0

100.0
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*9.9% of respondents were missing data on these questions.

Response rates and characteristics of the sample: radiographers
As noted above, while the sampling frame for the survey was those radiographers who were
registered with CORU and who had agreed to be contacted by CORU about professional and
research issues (n = 862), the survey was distributed more widely. A total of 2,129
radiographers are employed in the HSE and given the wider circulation, this number is used
as the denominator; 592 responded to the survey (after removal of duplicates and responses
with <50% completion). This gives a response rate of 27.8%.
Table 14 compares the characteristics of the population with the (weighted) characteristics
of the sample. These comparisons indicate that the sample closely aligns with the population
in the distribution of individuals across categories of grade, gender and full-/part-time
status. Note that these comparisons are based on HSE data and assume that the distribution
of radiographers across grade and full-/part-time status is the same in non-HSE settings as it
is in HSE settings.
Table 14: Comparisons of population and (weighted) sample characteristics of
radiographers: grade, full-/part-time status and gender
Grade

Population (%)

Sample (%)

Basic grade radiographer

41.7

41.4

Senior grade radiographer

32.4

32.1

Clinical specialist radiographer

19.7

20.4

Radiography services manager 1

3.8

3.8

Radiography services manager 2

2.3

2.3

99.9*

100.0

Total
Full/part time

Population (%)

Sample (%)

Full time

74.9

75.8

Part time

25.1

24.2

100.0

100.00

Total
Gender*

Population (%)

Sample (%)

Males

16.7

15.3

Females

83.3

84.7

100.0

100.00

Total

*6.8% of survey respondents were missing data on gender and 0.3% indicated a gender other than male or
female. While the authors recognise and support individuals who identify as other genders, the HSE data only
include male and female so other genders are not included in the above comparisons. Columns does not add to
100% due to rounding

Table 15 provides additional information on the characteristics of the (weighted) sample of
radiographers, i.e. the percentages of respondents by setting, sector of work, new recruit
status, age group, level of educational qualification and place of birth. (These are not readily
compared with the population; their purpose is to provide some additional information on
the characteristics of the respondents.)
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Table 15: Demographic and employment characteristics of the (weighted) sample of
radiographers
Setting

%

Age group*

%

Model 1 hospital

2.6

21–30 years

24.6

Model 2 hospital

18.9

31–40 years

32.9

Model 3 hospital

47.8

41–50 years

28.5

Model 4 hospital

22.7

51 years or older

Breast check or mammography
Other or multiple settings
Total

14.0

4.7

Total

3.3

Highest educational qualification*

%

Primary degree

10.4

100.0

Sector

%

100.0

Professional qualification

8.4

HSE

78.6

Primary degree and professional qualification

11.1

Voluntary

13.1

Post-graduate certificate or diploma

38.9

Private

8.3

Total

100.0

Master’s or doctorate (PhD)
Total

31.3
100.1*

In current job two years or less

%

Place of birth*

%

Yes

27.3

Ireland

78.6

72.7

Other EU country

14.5

No
Total

100.0

Other non-EU country
Total

7.0
100.1*

*6.3–6.7% of respondents were missing data on these questions. *Column does not add to 100% due to rounding

Interview data collection
Participants who volunteered to take part in a telephone interview were provided with
supplementary information and were requested to complete a consent form agreeing that
they had read the information provided, had been given an opportunity to ask questions,
were freely and voluntarily taking part in the study, could withdraw at any time, could
volunteer to be contacted again if necessary, and knew that the interviews were being
audiotaped.
The number and types of interview are presented in Table 16.
Table 16: Number of participants and source of data
Group

N

Commentary

Dental surgeons

19

16 individual interviews; 1 focus group (n = 3)

Paramedics and NEOC staff

34

17 individual interviews with paramedics; 1 focus group (n = 4)
13 individual interviews with NEOC staff

Psychologists

22

17 individual interviews; 1 focus group (n = 5)

Radiographers

22

17 individual interviews; 1 focus group (n = 5)

Preparation and analysis of data
The data were exported from the internet survey provider (SurveyMonkey™) into IBM SPSS
(Statistical Package for the Social Sciences v24.0). Open-ended and unstructured question
responses were coded separately and re-merged into the original datafiles.
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Following usual and best practice in data processing, all items were checked for missingness.
Rates of missingness that exceeded 5% are noted in the relevant tables and figures. All
analyses are weighted using the relevant sampling weight.
Questionnaire indexes were constructed using the same methodology as in the 2017 Civil
Service Employee Engagement Survey report4 (pp.73–74). For each respondent, an index
score for each of the themes or relevant question sets included in the survey was calculated.
For example, the global job satisfaction index has three items, or statements. Each
respondent received an initial score as the average score across the five response options,
where ‘strongly disagree’ was equivalent to 0, ‘disagree’ was equivalent to 1, ‘neither agree
nor disagree’ was equivalent to 2, ’agree’ was equivalent to 3 and ‘strongly agree’ was
equivalent to 4. This initial score was then converted into a percentage, where a respondent
who selected ‘strongly agree’ for all three items received a score of 100%, while one who
selected ’strongly disagree’ for all three items received a score of 0%. An overall mean index
score of 50% would indicate that the same proportion of respondents answered a question
positively as the proportion who answered negatively; an overall index mean of 100% would
indicate that all respondents selected ‘strongly agree’ for all three questions; while an
overall index mean of 0% would indicate that all respondents chose ‘strongly disagree’ in
response to all three statements.
In some cases, items on the index had to be reverse coded. For example, the items on the
scale measuring burnout and the coding used to produce the burnout index are shown in
Table 17. In this example, higher scores on the burnout index indicate a more negative
outcome. For a majority of the indexes used in this study, higher scores indicate a more
positive outcome. Throughout the report and in the Data Appendices, the meanings of the
index scores (i.e. higher scores being positive or negative) are noted.
Table 17: Example of coding (including reverse coding) for the burnout index
Burnout: coding of items

Always

Often

Sometimes

Seldom

Never

Feel worn out at the end of the working day
(RC)

4

3

2

1

0

Exhausted in the morning at the thought of
another day at work (RC)

4

3

2

1

0

Feel that every working hour is tiring (RC)

4

3

2

1

0

Have enough energy for family and friends
during leisure time

0

1

2

3

4

Note. Items with ‘(RC)’ have been reverse coded to produce the index, meaning that low values were recoded to
high and vice versa.

The results for items on the indexes that examine recruitment and retention (i.e. job
expectations, recruitment process, intention to leave organisation, intention to leave
profession, relevance of a range of factors for intending to stay in current job, and relevance
of a range of factors for intending to leave current job) are presented in graphs in this
report. For ease of reporting and describing the results in graphs, responses have been
‘collapsed’ into fewer categories. For example, the original response options on the items
that form the index measuring perceptions of the recruitment process were ‘very
dissatisfied’, ‘dissatisfied’, ‘neither satisfied nor dissatisfied’, ‘satisfied’ and ‘very satisfied’.
For the purposes of displaying graphs of responses, however, these five response options
have been collapsed into three: ‘dissatisfied’, ‘neutral’ and ‘satisfied’.
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Data Appendices are produced in Excel format separately for the four groups in this study.
The Data Appendices contain five tabs, as follows:






demographic items: frequency tables of organisational and demographic
characteristics of respondents
Likert items: frequency tables of the Likert items organised according to the
questionnaire indexes to which the items belong
index descriptives: means and standard deviations for each of the questionnaire
indexes (expressed as percentages) for the sample overall and by key subgroups
(e.g. age group, grade)
scale reliabilities: scale reliabilities (Cronbach’s alpha) for the questionnaire indexes
scale intercorrelations: Pearson correlations between index measures, including
significance levels.

Qualitative data analysis
All of the interviews were audiotaped and transcribed. The anonymisation of the interview
data involved removing all personal information (e.g. names and locations) and the
assignment of pseudonyms. Where necessary, the qualitative data have been edited to
safeguard participants’ anonymity, but it has been ensured that this has not distorted their
data or changed the key messages that emerged.

Process of qualitative data analysis








Following all interviews, notes were written up within 24 hours, which provided an
opportunity to reflect on the process of the interview.
Each audiotape was listened to at least three times, which provided an opportunity
to become familiar with the nuances and content of each tape.
All tapes were transcribed, and memos were made at each stage as a means of
capturing ideas, views and intuitions at all stages of the data process.
Following transcription, each transcript was read through several times to get an
overall sense of the data.
The data were then imported into NVivo, where data coding took place. Open
coding, where a provisional name is given to each category, was used, and compare
and contrast were adopted as the two main tools to form categories, establish the
boundaries of the categories and assign data segments.
Following this, data related to each category were retrieved and a narrative around
each segment created.

The analysis of the focus group interviews took account of the interactions between
participants in addition to the content expressed.

Regression analysis
The regression analyses were guided by the conceptual and analytic framework of the study
(see Section 1: Introduction). Five sets of models are presented in later sections of this
report, one for each of dental surgeons, psychologists and radiographers, and two separate
models for paramedics and NEOC staff (due to the differences in the job characteristics of
paramedics and NEOC staff).
The outcome measure is the index of intention of staying or leaving current organisation.
The models were constructed using forward regression analysis with variables organised into
three ‘blocks’:
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Block 1, the control block, includes employment and demographic characteristics
that are relatively fixed, e.g. gender, age group and employment grade.
Block 2 contains index measures that relate to perceptions of the job and of the
organisation. Examples of these include perceptions of co-workers, perceptions of
manager, training and promotion opportunities, and impact.
Block 3 contains impact measures that are akin to the outcome measures that were
examined in the Civil Service Employee Engagement Survey report. In that study, the
outcomes considered were engagement, organisational commitment, wellbeing and
coping with change. In the present study, these measures are termed ‘impacts’ to
avoid confusion with the outcome or independent variable of intention to leave the
organisation. Impact measures included in the present study include engagement,
organisational commitment, global job satisfaction and burnout.

These blocks are analysed in three models:




Model 1 consists of Block 1, and shows the extent to which intention to leave the
organisation varies across individual and employment characteristics, before
accounting for perceptions or impacts.
Model 2 consists of Blocks 1 and 2, and provides estimates of the direct effects of
perceptions of the job and of the organisation on intention to leave the
organisation, after controlling for individual and employment characteristics.
Model 3 consists of Blocks 1 and 3, and provides estimates of the direct effects of
impact measures on intention to leave the organisation, after controlling for
individual and employment characteristics.

In regression analyses of intention to leave the organisation, variables were screened for
rates of missing data. Where missingness exceeded 5% (e.g. for gender and age group), a
missing indicator was constructed to avoid listwise deletion of these cases.
Following on from the regression analysis, a driver-type analysis was carried out. This
entailed taking the impact measures that were statistically significant from Model 3 and
regressing the perceptions of job and organisation measures on them (using forward
regression). In this second analysis, significant perception measures acted as ‘drivers’ of
impacts. The rationale for the driver-type analysis was to identify perceptions of the job and
the organisation that ‘drive’ impacts, which in turn predict the outcome of intention to leave
the organisation. This offers the beginnings of policy development in that those significant
drivers, if improved, have the potential to affect the impacts and, in turn, intentions to leave
the organisation.

Ethical approval
Ethical approval for this study was sought from, and granted by, the School of Nursing and
Midwifery Research Ethics Committee, Trinity College Dublin. Key areas considered in the
ethics application related to confidentiality, anonymity and the protection of data.

Limitations
All research has limitations. An online survey is both efficient and convenient. It allows a
short time frame for data collection and it enables a substantial amount of information to be
collected and easily prepared for analysis. However, the complex contexts in which
recruitment and retention issues arise cannot be fully captured by survey data. This
limitation was offset by conducting in-depth qualitative interviews with participants working
in a variety of settings.
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The response rates, which range from about 28% to 47%, are lower than desired. However,
as noted above, the data have been weighted to provide nationally representative
estimates, on the basis of the characteristics used to compute the sampling weights.
With respect to dental surgeons, the total number of records in the dataset (125) is small,
and, while the weights provide for representativeness by grade, male and full-time dental
surgeons are somewhat over-represented (while females and part-time dental surgeons are
somewhat under-represented) in the survey dataset relative to the population. The small
overall sample size and differences between population and sample in terms of gender and
full-/part-time status should be borne in mind when interpreting the results of the
quantitative analysis of dental surgeons.
The sample of psychologists is also small (N = 335), and, although the sample weights result
in nationally representative estimates by grade and full-/part-time status, females are
slightly over-represented, and males slightly under-represented, in the sample. Again, these
(slight) limitations should be borne in mind in the interpretation of the results.
The sample of radiographers is larger (N = 592) and the weighted sample characteristics
show a good match to the population in terms of grade, full-/part-time status and gender.
However, the weights are calculated on the basis of the population of radiographers working
in HSE settings, whereas the survey was distributed to CORU registrants; it must therefore
be assumed that the distributions of radiographers by grade, age etc. are similar in voluntary
and private settings to HSE settings. Had the CORU database provided the necessary data to
compute the sample weights, this would have been done, but the data were not available
from CORU.
The sample of paramedics and individuals working in NEOC (N = 835) is the most robust of
the four, and this group also has the highest response rate (46.7%). However, it should be
noted that the regression analysis of NEOC staff is based on 93 records and is not as
powerful as the analysis of paramedics (N = 742).
In addition to the limitations of the sample characteristics noted above, we have no way of
empirically assessing the extent to which particularly enthusiastic or particularly
disenfranchised individuals may have responded, and this potential bias should be borne in
mind when interpreting the results.
Finally, causality cannot be inferred from the survey results (as with any cross-sectional
design). The results demonstrate associations and relationships but should not be used to
conclude that characteristic X causes outcome Y.
Findings from the qualitative and quantitative parts of this study complement each other
and show a strong relationship in the issues arising, thus strengthening the findings
emerging. As with all interview-based qualitative studies, however, the findings are based on
opinion and perceptions and these may not always be an accurate reflection of the real
situation.
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Section 3: Findings relating to dental surgeons
Overview of findings from dental surgeons
This section presents the study’s findings relating to dental surgeons. Parts 1–5 draw from
the quantitative survey data, while Parts 2 and 6 are based on the qualitative interview data.
Supporting detail and data are provided in the Data Appendix.
Part 1 provides a profile of dental surgeons’ work characteristics and their perceptions of
the job and of the organisation.




The first section of this part describes the work characteristics of dental surgeons
(e.g. normal working schedule).
The second section provides a description of the coded themes from the text
responses of dental surgeons that show (i) the aspects of the job that they like most
and (ii) the aspects of the job that they would most like to change.
The third section describes dental surgeons’ perceptions of their job and
organisation, as measured by 16 themed index scores.

Part 2 describes recruitment issues.


This part concerns only those respondents who had been in their current job for two
years or less. Scores on two relevant indexes (perceptions of the recruitment
process and job expectations) are examined, including responses to individual items
making up the indexes. Relationships between these indexes and others are
explored. Findings from interviews with key personnel are also reported here.

Part 3 describes retention issues.




Percentages of dental surgeons who intended to stay in and leave their current job
in the next two years are presented, along with their ratings of the relevance of a
range of factors in their intentions to stay or leave.
The coded text responses (described in Part 1) of the ‘stay’ and ‘leave’ groups are
compared.
Then, scores on two relevant indexes (intention to leave organisation and intention
to leave profession) are examined, including responses to individual items making up
the indexes. Relationships between these indexes and others are explored.

Part 4 describes a regression analysis of respondents’ intention to leave the organisation.


The regression examines the extent to which three ‘blocks’ of characteristics
(individual and employment characteristics, perceptions of job and organisation, and
impacts) predict respondents’ intention to leave the organisation.

Part 5 describes a regression analysis of impact characteristics.


A set of ‘driver-type’ regression analyses examines the interrelationships between
the perception measures and the impact measures that are significantly associated
with intention to leave the organisation (from the analysis in Part 4).

Part 6 describes the qualitative results from the interviews with dental surgeons.


This part provides an insight into the key issues arising for dental surgeons, based on
a thematic analysis of the interview data.

Part 7 presents a summary and conclusions.
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This part considers the main issues arising from the qualitative and quantitative
findings and draws conclusions about the retention and recruitment of dental
surgeons.

All analyses are weighted to provide nationally representative estimates on the basis of
grade. However, the sample size (N = 125) is small and is slightly over-representative of fulltime and male dental surgeons, and slightly under-representative of part-time and female
dental surgeons (see Table 3, in Section 2: Methodology).

Part 1: Work characteristics and perceptions of job and organisation
Work characteristics
This part presents information on the working characteristics of dental surgeons. Section 2:
Methodology provides additional demographic and employment information (e.g. gender,
age group, grade).
The dental surgeons in the study were relatively experienced and had been in their current
job and organisation for a relatively long period of time (Figure 3): 94.1% had been working
as a dental surgeon for 11 years or more, 86.0% had been in their current organisation for 11
years or more and 72.8% had been in their current job for 11 years or more.
Figure 3: Years working as a dental surgeon, in current organisation and in current job
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Years working as dental surgeon 5.9
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Years in current job

60%

80%

100%
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27.2

10 years or less

72.8

11 years or more

Note. 11.8% of respondents did not answer this question.

Figure 4 shows dental surgeons’ normal weekly working hours. About three-quarters (almost
74%) worked 31–40 hours per week, while just under 22% worked between 10 and 30 hours
per week. About 5% normally worked more than 40 hours per week.
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Figure 4: Normal weekly working hours reported by dental surgeons
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Figure 5 shows the frequency with which dental surgeons reported working overtime with
pay, without pay and with time in lieu. Working overtime with pay was the least common,
with 91% of respondents never doing this. Time in lieu was relatively uncommon: 63% never
worked overtime with time in lieu. Working overtime without pay was more common: 38%
did this once a fortnight or more often, 17% did this once every 1–3 months, while 45%
never did this.
Figure 5: Frequency with which dental surgeons reported working overtime with pay,
without pay, and with time in lieu
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Figure 6 shows the normal time taken to get to work reported by dental surgeons. Commute
times varied: while a majority (56.5%) took 30 minutes or less to get to work, 35.9% took
between 31 minutes and an hour, and 7.6% took more than an hour to get to work.
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Figure 6: Normal time taken to get to work reported by dental surgeons
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Note. 10.8% of respondents did not answer this question.

Commentary on the job: positive aspects and aspects to change
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job
Figure 7 shows the percentages of dental surgeons who mentioned each of 10 themes
identified in response to the question ‘Please describe the three most positive things about
your current job’ (8.1% did not make any comment).
The two most commonly mentioned themes related to having good colleagues or a good
working environment and/or enjoying team work (65.5% of responses included this theme),
and finding the work rewarding or enjoying helping people (49.4% of responses). Further,
almost a quarter of respondents (23.5%) commented on the positive working conditions
(e.g. regular hours, holiday leave), while 21.2% commented that job security and/or pension
were positive aspects of their work.
About one in six respondents (16.3%) indicated that they enjoyed the variety of work, found
it interesting and/or liked the sociable nature of the work, while a similar percentage
(15.6%) indicated that they liked the challenges and problem-solving aspects of their job.
Other themes emerged less frequently: between 4.3% and 11.3% liked the fact that they
were providing a free service and/or did not have to handle finances, or commented
positively on the convenience of the location of the workplace in relation to their home, or
on the quality of the equipment or service that their workplace provided, or on their pay.
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Figure 7: Coded themes in response to the question ‘Please describe the three most
positive things about your current job’
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Note. 8.1% of respondents did not respond to this question.

Aspects of the job respondents most wanted to change
Figure 8 shows the percentages of dental surgeons who mentioned each of 12 themes
identified in response to the question ‘Please describe the three things that you would most
like to change about your current job’ (10.4% did not make any comment).
By far the most commonly mentioned theme related to inadequate staffing levels, the need
to fill vacant posts and/or the need achieve reductions in waiting lists (54.7%). In addition,
close to a quarter of respondents (22.8%) indicated that they would like to see
improvements to pay, including pay restoration, parity in pay and long-term pay increments.
A similar percentage (22.6%) indicated that they would like to see support for participating
in training and professional development, and a small number of comments under this
theme also referenced a desire for improvements to advancement and/or promotion
opportunities.
One in six or so (18.0%) commented on low staff morale or poor working environment (and
this theme commonly arose in conjunction with the theme of staffing levels), while 16.1%
highlighted a need for more or better administrative support and less bureaucracy. About
one in seven (15.3%) indicated a desire for more respect or support from management, and
a similar percentage (15.2%) made suggestions for improvements in working conditions,
particularly with respect to flexibility of working hours and paid or unpaid leave.
Additionally, 14.0% indicated a need for better communication and planning on the part of
management, while 13.5% made specific suggestions for improvements to the dental service
more generally (e.g. increasing focus on prevention).
Between 8.4% and 11.2% of respondents expressed a desire for more autonomy at a local
level, expressed a desire for a less excessive workload (which may be linked to the more
common theme of staffing levels), or commented on the need for a more targeted and
defined service with an updated national policy on oral health.
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Figure 8: Coded themes in response to the question ‘Please describe the three things that
you would most like to change about your current job’
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Note. 10.4% of respondents did not respond to this question.

Perceptions of job and organisation
Figure 9 presents the means for dental surgeons on 16 index measures that were included in
the survey. Four additional indexes relating to recruitment and retention are examined in
more detail in Parts 2 and 3. All indexes are expressed as percentages (see Section 1:
Methodology for more information), and higher scores indicate more positive outcomes.
One ‘negative’ scale, burnout, has been reverse scored for this section (to low burnout) in
order to allow for comparisons with the ‘positive’ scales.
The three indexes with the highest scores (ranging from 73–81%) are:




engagement (73%)
perceptions of co-workers (76%)
impact (81%).

This indicates that dental surgeons are generally highly engaged, believe that their work
makes a positive impact and have positive perceptions of their co-workers.
The three indexes with the lowest scores (all around 35%) are:




information sharing and decision making
training and promotion opportunities
satisfaction with pay.

This indicates that a majority of respondents were dissatisfied with their pay, felt that there
was a low level of information sharing and participation in decision making, and felt that
there was a low level of opportunities for professional development and promotion.
Four of the remaining 10 indexes have low to moderate average scores (42–50%), i.e.
perceptions of manager (42%), employer support (42%), work–life balance (50%) and
organisational commitment (50%).
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The remaining six indexes have moderate to high average scores (55–65%), i.e. low burnout
(55%), job satisfaction (specific) (57%), autonomy (57%), perceived quality of workplace
(60%), job satisfaction (global) (62%) and job skills match (65%).
The effort–reward ratio is an additional measure that is not included in Figure 9 since it is on
a different metric to the 0–100 scale of the indexes: dental surgeons had a mean effort–
reward ratio of 1.40, meaning that they put in 1.4 times more effort than the reward
experienced in their work.
None of the 16 index means, nor effort–reward ratio, vary significantly by grade, gender, age
group or full-/part-time status.
Figure 9: Index scores (perceptions of job and organisation) for dental surgeons
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Part 2: Recruitment issues for dental surgeons
About one in six respondents (16.4%) had been in their current job for two years or less.
These 16.4% responded to questions about the recruitment process and their job
expectations.
Due to the small sample size of 125, this equates to just 21 respondents, so the results should
be interpreted with caution.

Recruitment process
This index measures dental surgeons’ perceptions of the efficiency and fairness of the
recruitment process. Higher scores indicate more positive perceptions.
The overall score on the recruitment process index is 59%, indicating a moderate level of
satisfaction. For example, 69% of respondents were satisfied with the interview process
(Figure 10).

34

Figure 10: Responses to items on the recruitment process index
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Note. Percentages are based on respondents who had been in their current job for two years or less (16.4% of all
respondents). All columns may not add to 100% due to rounding.

Satisfaction with the recruitment process was most strongly related to:






perceptions of co-workers (.547)
perceived quality of workplace (.576)
impact (.620)
job skills match (.633)
job satisfaction (specific) (.640).

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The recruitment process scores do not vary significantly by grade, gender, age group or
full-/part-time status.

Job expectations
This index measures dental surgeons’ perceptions of the extent to which job expectations
matched job experiences. Higher scores indicate more positive perceptions.
The overall score on the job expectations index is 76%, indicating a high level of match
between expectations and experience. For example, 72% of the respondents felt that the job
met their original expectations (Figure 11).
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Figure 11: Responses to items on the job expectations index
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Note. Percentages are based on respondents who had been in their current job for two years or less (16.4% of all
respondents). ‘RC’ indicates that the item has been reverse coded to produce the index score. See Section 2:
Methodology for more detail. Not all columns add to 100% due to rounding.

The job expectations index scores were most strongly related to:




work–life balance (.560)
organisational commitment (.610)
perceptions of manager (.612).

In part due to the low sample size, other correlations were not statistically significant.
(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The job expectations scores do not vary significantly by grade, gender, age group or
full-/part-time status.

Issues arising from interviews in respect of the recruitment of dental
surgeons
There was much criticism of the recruitment process for dental surgeons and it generated
extensive commentary during the interviews, particularly with principal and senior dental
surgeons. It was suggested that the process ‘doesn’t work at the moment anyway’. The main
challenge arising relates to the length of the recruitment process, and many examples were
given of extensive periods of time from when an individual had left a service to having a
replacement dental surgeon in place.

Lengthy and multi-layered recruitment process
While it was suggested that ‘if you press the right button, it can fall your way’, in general,
principal and senior dental surgeons spoke about the ‘frustration’ of filling even temporary
posts and of the ‘shocking’ and ‘absolutely ridiculous amount of time it takes’.
One principal dental surgeon gave an example of the extensive length of the process of
filling a temporary position (Figure 12).
36

Figure 12: Example of the process of filling a temporary post
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The process is now described and various elements where delays can take place are
identified.
Permission to recruit
The first stage in the process is to get permission to recruit. This generally involves writing to
the local employment monitoring committee and completing the relevant forms. Many
interviewees spoke about difficulties in getting approval for replacements, particularly for
maternity leave cover and temporary absences, while others noted that new posts are
‘simply not allowed’. One person noted that despite strongly expressing the view that ‘the
only way I can solve these issues is to get more dental surgeons, s/he has ‘been hitting the
brick wall the whole time ‘
It was also noted that in order to get approval for a vacant post a business case had to be
made and at that point it might go into a system ‘where it is effectively competing against all
of the disciplines to get the dental post filled’.
The ‘run rate’ was referred to by a number of individuals. It was explained that this refers to
the budgetary control mechanism in place in the Health Service Executive (HSE) where the
filling of a vacancy is dependent on the budget availability at the time. It was suggested that
if a post had been vacant the previous year, the post might not be able to be filled because
the budget would not be there. The impact of a slow recruitment process on the run rate –
and thus on the ability to get staff in place – was identified as very considerable.
It was also suggested that, at the beginning of the moratorium on staff that took place
around 2008, a number of posts that were unfilled at the time ‘disappeared’ and that those
posts were ‘eliminated’ and ‘erased from the system. So we could no longer put anyone into
them.’
Others gave examples of engaging in the recruitment process and then finding that there
was no budget for a post, as follows:
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They went down the line of actually holding interviews, giving people the idea that
there was a vacancy, and then, coming out and saying, six months later, saying,
‘Actually, we’ve been told, there’s no money.’
Another principal dental surgeon said:
Not only did you not get it filled, even though you did the paperwork, but now it
turns out they’re going to tell you [that you] can’t have it filled because it no longer
exists because the money isn’t there.
Finally, it was highlighted that if ‘you fall off the payroll … you have to work much harder to
get that post approved’.
Making an application to the HBS
Some individuals spoke about the ‘the big black hole that is [name of recruitment service
location]’ and said that the paperwork associated with the recruitment process was ‘time
consuming’ and ‘stressful’. One interviewee noted:
Well, I’ve just put the paperwork in for that… how long is a piece of string?
Another interviewee spoke of a colleague who had left because they ‘could not face the
thought of going back and filling in another HR form and getting nothing out of it’ and said
that the ‘single biggest stressor was HR forms!’ This person explained:
You could be asked for the same HR form [again], or they’ve changed the HR form.
They went through a phase there in 2015–16… amending all the HR forms you have
to fill in. And then, it was being lost. There was a bit of chaos locally, but I think it
was going on everywhere… no one was on top of what was happening. Like, you fill
in the form and it goes somewhere… and then you’re chasing it [and you have
exchanges with HR like this:] ‘Well that person is gone on leave,’ ‘Yeah, where’s my
forms gone?’ ‘I don’t know.’
It was also noted that when approval is given, the posts are advertised through the National
Recruitment Service and then ‘typically it could be a couple of months before there are
interviews, and then the whole process starts around recruitment’.
Talent pool
It was mentioned that within the recruitment service there is a ‘talent pool’ where a dentist
person who is interested in becoming a dental surgeon in the health service
can log on and give [their] email and [their] telephone number and indicate what
post [they are] interested in.
It was suggested that the purpose is to ‘flag [the person] as an interested party’ if that post
comes up. It was perceived, however, ‘that it isn’t reliable’ and that:
It doesn’t always work… and when you contact the recruitment service, they say,
‘Well, we’re short staffed and sometimes we don’t get around to it.’
This individual noted that:
It could be on occasions that the competition [the recruitment process] is run and
you get a very poor response, but it may be that nobody heard about it.
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Creating a panel
A panel is created following applications by participants and completion of interviews. There
was some disagreement among interviewees as to whether it was difficult to attract dental
surgeons to work in the HSE. It was suggested that the role of dental surgeon in the HSE
needs to be promoted better and that the pay needs to be restored so that it is more aligned
with that of dentists working in private practice. One interviewee said:
There’s a market for dentists out there. There have never been more dentists. We
can’t attract. We’re struggling to attract them. And when we do attract them, our
procedures are perceived as cumbersome.
It was also highlighted, however, that recent competitions had attracted a number of
applicants and that the ‘calibre of applicants’ was ‘superb’. This, it was suggested, meant
that people are interested in working as dental surgeons in the HSE; however, it was also
mentioned that some locations are much more attractive to work in than others. It was also
noted that the HSE may appear less attractive to male dental surgeons and that this is
potentially a ‘pay and career progression issue’.
The length of time from application to the recruitment service and interviewing can be
dependent on ‘how much support you get from the recruitment service’, and it was noted
that ‘they might not have somebody to run that competition [recruitment process] for a
while, so you could be on a waiting list for months’.
A number of interviewees spoke about the creation of a panel where successful candidates
are placed in order of merit according to the outcome of their interview. As vacancies arise,
the individual next on the panel is offered the job. It was noted that some panels can be in
place for a long time. One interviewee noted:
And they’ll go on the panel. The panel can run for two to three years. And they’re
contacted 18 months, two years later, and offered a post in wherever, and they’re
kind of going ‘Grand. That might have suited me two years ago, but I’ve moved on.
Have you not moved on?’
Another interviewee spoke about panels being created and referred to the ‘amount of time,
effort and the cost of all the time and effort to interview’ and the disappointment when the
panel expires without people being appointed ‘and I have to go through the whole process
again’.
Appointment of personnel
While there was agreement that processes such as Garda vetting and checking references
are necessary and take some time, there was nevertheless considerable frustration at the
length of time between a person being ‘panelled’ and offered a job. Examples were given of
panels that had been in place for two or three years, and it was reported that some people
are ‘waiting so long [for the panel that] they go off and take another job’. The following
comparison was made between the recruitment process in the HSE and alternatives that are
available to dental surgeons:
If there’s a young dentist living and working in the UK and thinking about moving
back to Ireland or moving to Ireland if they’re not from Ireland originally. They could
look up [jobs] online, find an agency or contact a dentist if a dentist has advertised
looking for an associate, and they can move within two to three months… They’re
not waiting for the HSE to turn round and offer them something.
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This, it was also suggested, is the case with those moving from further abroad, for example
Australia, Canada or New Zealand, and it was noted they want to be ‘fixed up and working
straight away’. It was also noted, however, that
unfortunately we can’t offer that to them. Unless they come in on an agency
arrangement, and we don’t have a strong history of using agency dentists, but it’s
starting to happen a little bit more. Just as things are loosening up a little bit, so it’s
starting to happen a little more.
It was noted that in ‘exceptional circumstances’ agency staff are approved but that the costs
associated with agency arrangements are considerably higher than having a permanent
dental surgeon in place.
The current situation was contrasted with that prior to the moratorium, and it was noted
that
principals had much more autonomy from the point of view of controlling the budget
and most people who started to work came in on temporary contracts.

Impact of the recruitment process
A number of impacts arising from the lengthy recruitment process were identified. One
principal dental surgeon noted:
The ability to fill posts on a casual basis has gone. And as a consequence, I suppose,
you’ve got vacancies that are existing for longer. And the knock-on effect on other
staff is that they’re feeling put upon and that it’s more difficult to meet targets
because you’ve got less people doing the jobs. If you’re six months from when you
interviewed, to when you fill a post, that’s a lot of kids that don’t get seen.
Others spoke about
losing opportunities to hire excellent candidates because by the time the paperwork
has been processed, the best candidates have had other offers and have gone
elsewhere.
It was also highlighted that dentists often want to live near their family, and many instances
were given of dental surgeons who took up posts because ‘that’s where his/her family are
from anyway, so that was attractive to him/her’.
Others highlighted local knowledge and suggested that this can have an impact on where
people want to go. One principal dental surgeon noted:
Dentistry is a small community, and it may be that people apply having spoken to
friends or acquaintances who are employed in [named county] and have given a
positive account. So there may be… so, there are unknowns to me. There is… like if I
was taking up a job, I’d probably see who was working there and maybe give
somebody a buzz and see what they think, but I would imagine if we do make the
conditions better, it may get out in the grapevine.

Summary of the recruitment process
In summary, there was much criticism of the recruitment process in respect of dental
surgeons and the process was described as time consuming, multi-staged, bureaucratic, and
lengthy and ineffective for the purposes of getting personnel in place. It was suggested that
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the dental surgeon community in Ireland is small and that the national approach to
recruitment prohibits the use of local knowledge in ensuring staff can be replaced in a timely
way.

Part 3: Retention issues for dental surgeons
Percentages intending to stay in or leave current job
Respondents were asked whether they intended to stay in or leave their current job in the
next two years. The responses are shown in Figure 13. In order to form two groups (stay or
leave), ‘definitely leave’ and ‘probably leave’ were recoded as ‘leave’, and ‘definitely stay’
and ‘probably stay’ were recoded as ‘stay’.
About one in five respondents (20.7%) intended to leave their current job in two years or
less, while 79.3% intended to stay.
Due to the small sample size of 125, just 24 respondents are in the ‘leave’ group, so the
results should be interpreted with caution.
Figure 13: Responses to the question ‘In the next two years, do you intend to leave your
current job, or do you intend to stay’?
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Note. 7.1% of respondents did not answer this question.

Relevance of factors for intending to stay in current job
Respondents who expressed an intention to stay in their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 14. The two
most common reasons, rated as highly relevant by over 70% of respondents, were ‘suitable
working hours and/or days’ (72%) and that the job is permanent and pensionable (77%). In
addition, 48% indicated that the convenience of the location was highly relevant, and 50%
indicated that personal or family reasons were highly relevant.
Between 30% and 36% gave ‘highly relevant’ ratings to three further items: ‘patients/service
users are easy to work with’ (36%), ‘too disruptive to leave’ (30%) and ‘lack of available
alternatives’ (29%).
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Figure 14: Ratings of the relevance of various factors for intending to stay in current job for
the next two years
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Note. This question was answered by the 79.3% of respondents who expressed an intention to stay in their
current job for the next two years. Not all columns add to 100% due to rounding.

Of those who intended to stay, 15% described other reasons for their intentions. Their text
responses suggest that, for some at least, they were stuck in their current jobs or
disincentivised to look for another job for various reasons. This issue is explored more fully
in the findings from the qualitative study.

Relevance of factors for intending to leave current job
Respondents who expressed an intention to leave their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 15. The item
with the most frequent rating of ‘highly relevant’ is ‘staffing levels a problem’ (63%). In
addition, 33% indicated that ‘work environment is too demanding’ was highly relevant.
About 19% indicated that ‘better job opportunities elsewhere’ was highly relevant and 17%
indicated that personal or family reasons were highly relevant. The other factors were rated
as highly relevant by between 0% and 10% of respondents.
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Figure 15: Ratings of the relevance of various factors for intending to leave current job in
the next two years

Relevance of factors for intending to leave
Working hours / days not suitable

53

Work environment too demanding

30

41

Staffing levels a problem

18

14

63
20

40

20

Location of workplace inconvenient
29

22
17

6

47

26

22

Taking a career break but intend to return within five…

10
8

70

16

55
Somewhat relevant

5

20

82

Coming to the end of a contract / training programme /…

3

41

63

Inappropriate balance between emergency and…

19

13
13

Work too physically demanding

9

20

62

Personal or family reasons

Neutral

33

71

Better job opportunities elsewhere

Not relevant

12

19

Patients / service users difficult to work with

Other reason(s) to leave

18

8

5

10
7

32

Highly relevant

Note. This question was answered by the 20.7% of respondents who expressed an intention to leave their
current job in the next two years. Not all columns add to 100% due to rounding.

Of those who intended to leave, 42% described other reasons for their intentions. Several of
their comments highlight the multiple negative impacts of understaffing and again, this is
explored in the findings from the qualitative data.

Commentary on positive and negative aspects of the job: ‘stay’ and ‘leave’
groups
The ‘stay’ and ‘leave’ groups were compared on their responses to the two questions
described in Part 1 of the results, above (i.e. aspects of the job that they liked the most, and
aspects that they would like to see changed).
A series of chi-square tests (stay/leave by presence/absence of each specific theme)
indicated no significant differences between the stay and leave groups on any of these
themes, with one exception: respondents who intended to leave their current job in the next
two years were significantly more likely to mention issues with staff morale or working
environment (36.4%) than those who intended to stay (12.7%) (p (chi-square) = .010).

Intention to leave the organisation and leave the profession
These two indexes measure dental surgeons’ intention to leave their current organisation
and the dentistry profession. They are constructed from two related questions, which are
described together in this section. On both scales, higher scores indicate a higher intention
to leave.
The overall mean on the intention to leave organisation index is 38%, indicating a low to
moderate overall intention to leave the organisation. This index comprises the first item in
the first graph below and the first and second items in the second graph below (Figure 16).
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The overall mean on the intention to leave profession index is 28%, indicating a low overall
intention to leave the profession. This index comprises the second item in the first graph
below and the third and fourth items in the second graph (Figure 16).
Across all respondents, 28% indicated that they thought about leaving their organisation
often or all of the time, and 12% thought about leaving the dentistry profession often or all
of the time (first graph of Figure 16). About one in ten dental surgeons (11%) indicated that
it was likely that they would leave their organisation within the next year, while just 6%
indicated that it was likely that they would leave the dentistry profession within the next
year (second graph of Figure 16).
Figure 16: Responses to items on the intention to leave job and intention to leave
organisation indexes

Frequency of intention to leave
Think about leaving the organisation

39

Think about leaving the dentistry profession

Never or Rarely

33

28

64

Occasionally

24

12

Often or All the time

Likelihood of intention to leave
Likelihood of searching for a job in another
organisation
Likelihood of leaving the organisation within the next
year
Likelihood of leaving the dentistry profession within
the next year
Likelihood of exploring career opportunities outside
of dentistry
Unlikely

50

26
68

23
21

86
72
Neutral

11
8

10

6

18

Likely

Note. 7.1% of respondents did not answer these questions.
Intention to leave organisation is composed of the first item in the first graph and the first two items in the
second graph. Intention to leave profession is composed of the second item in the first graph and the third and
fourth items in the second graph. Not all columns add to 100% due to rounding.

The scores on the intention to leave organisation index were most strongly correlated with:






organisational commitment (−.445)
effort–reward ratio (.504)
employer support (−.520)
training and promotion opportunities (−.545)
job satisfaction (global) (−.595).
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The scores on the intention to leave profession index were most strongly correlated with:







burnout (.363)
perceived quality of workplace (−.363)
intent to leave organisation (.409)
job satisfaction (global) (−.411)
job skills match (−.475)
engagement (−.488).

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
Neither of these two index scores varies significantly by grade, gender, age group or
full-/part-time status, with one exception: full-time employees had a significantly lower
mean score on the intention to leave profession index (21%) than part-time employees
(31.5%) (p (t) = .015).

Part 4: Regression analysis of intention to leave the organisation
Introduction
This part presents the results of a multiple regression analysis of dental surgeons’ intention
to leave the organisation. An advantage of multiple regression is that it allows the
examination of multiple respondent characteristics simultaneously, thereby providing an
indication of which are the most important in predicting the outcome.
In line with the theoretical framework guiding this study, the variables are categorised into
three blocks: individual and employment characteristics (or controls), perceptions of job and
organisation, and impacts (Table 18).
Table 18: Explanatory variables in the regression model of dental surgeons’ intention to
leave the organisation
Block

Block 1: individual and
employment
characteristics(controls)

Block 2: perceptions of
job and organisation

Measure

Description/comment

Gender

Male is the reference group

Grade

Senior/principal, consultant/specialist, dental surgeon;
dental surgeon is the reference group

Full-/part-time status

Part time is the reference group

Age group

40 or less, 41–50, 51 or older; 41–50 is the reference
group

Autonomy

Index; higher scores indicate a more positive outcome

Job skills match

Index; higher scores indicate a more positive outcome

Impact

Index; higher scores indicate a more positive outcome

Satisfaction with pay

Index; higher scores indicate a more positive outcome

Information sharing and
decision making

Index; higher scores indicate a more positive outcome

Employer support

Index; higher scores indicate a more positive outcome

Training and promotion
opportunities

Index; higher scores indicate a more positive outcome
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Block

Block 3: impacts

Measure

Description/comment

Perceptions of co-workers

Index; higher scores indicate a more positive outcome

Perceived quality of
workplace

Index; higher scores indicate a more positive outcome

Perceptions of manager

Index; higher scores indicate a more positive outcome

Engagement

Index; higher scores indicate a more positive outcome

Work–life balance

Index; higher scores indicate a more positive outcome

Job satisfaction (specific)

Index; higher scores indicate a more positive outcome

Job satisfaction (global)

Index; higher scores indicate a more positive outcome

Burnout

Index; higher scores indicate a more negative outcome

Effort–reward ratio

Ratio of effort–reward; higher scores indicate a more
negative outcome

Organisational commitment

Index; higher scores indicate a more positive outcome

To facilitate interpretation, a summary of findings is presented alongside the more detailed
regression results. Section 2: Methodology provides a technical description of how the
models were built.

Results
Table 19 provides a summary of the regression analysis, while Table 20 shows the more
detailed model output. The results indicate that:







In Model 1, none of the individual or employment characteristics (gender, grade,
full-/part-time status and age group) are associated with intention to leave the
organisation (similar to the bivariate analyses referenced previously in Part 3).
In Model 2, which includes measures of perceptions of job and organisation, 4 of the
10 indexes examined are significant predictors of intention to leave the organisation:
training and promotion opportunities, perceptions of co-workers, employer support,
and autonomy.
In Model 3, two of the seven impact measures are significant: global job satisfaction
and effort–reward ratio. The driver-type analysis in Part 5 examines this finding
further, i.e. it examines which of the perception measures serve to drive these two
impacts.
Model 2 (perceptions of job and organisation) explains 43% of the variation in
intention to leave the organisation, while Model 3 (impacts) also explains 43% of the
variation in intention to leave the organisation.

Table 19: Summary of regression of dental surgeons’ intention of leaving the organisation
Characteristics unrelated to likelihood of leaving
current organisation

Characteristics related to likelihood of leaving current
organisation

Individual and employment characteristics (controls)
Gender
Grade
Full-/part-time status
Age group
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Characteristics unrelated to likelihood of leaving
current organisation

Characteristics related to likelihood of leaving current
organisation

Perceptions of job and organisation
Job skills match

Fewer training and promotion opportunities

Impact

Less positive perceptions of co-workers

Satisfaction with pay

Lower perceived employer support

Information sharing

Lower autonomy

Perceived quality of workplace
Perceptions of manager
Impacts
Engagement

Lower global job satisfaction

Work–life balance

Higher effort–reward ratio

Job satisfaction (specific)
Burnout
Organisational commitment
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Table 20: Parameter estimates and significance tests for multiple linear regression models of dental surgeons’ likelihood of leaving the organisation

Dental surgeons: intention to leave organisation

Model 1: individual and
employment characteristics
only (r-square = .000)
Expected
change in
outcome

f or t

p

Model 2: Model 1 with
perceptions (r-square = .433)
Expected
change in
outcome

f or t

Model 3: Model 1 with impacts
(r-square = .433)
Expected
change in
outcome

p

f or t

p

Individual and employment characteristics (controls)
(None of the control variables are statistically significant)
Perceptions of job and organisation
Training and promotion opportunities (higher scores indicate a more
positive outcome)

−0.314

−3.224

.002

Perceptions of co−workers (higher scores indicate a more positive
outcome)

−0.279

−3.642

<.001

Employer support (higher scores indicate a more positive outcome)

−0.213

−2.106

.038

Autonomy (higher scores indicate a more positive outcome)

−0.162

−1.992

.049

Impacts
Job satisfaction (global) (higher scores indicate a more positive outcome)
Effort–reward ratio (higher scores indicate a more negative outcome)

−.468

−5.923

<.001

.315

3.980

<.001
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Part 5: Regression analysis of impact measures
This part presents the results of multiple regression analysis of the two impact measures
that were statistically significant in predicting dental surgeons’ intention to leave the
organisation: global job satisfaction and effort–reward ratio.
For each of these two impact measures, forward regression analyses take the impact as the
outcome, and the perception measures (i.e. those included in Block 2 in Table 18) as
predictors. The results are shown in Table 21.
The r-square statistic shows the amount of variation in the impact measure that is
accounted for by the perception measures. The partial correlation coefficients indicate the
relationship between the perceptions measure and the impact measure after adjusting for
the relationships between the other perception measures and the impact.
Table 21: Results of a driver-type analysis of global job satisfaction and effort–reward
ratio: dental surgeons
Global job satisfaction

Index

r-square
(cumulative
nested
models)*

Effort–reward ratio
Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Employer support

.460

.270

Training and
promotion
opportunities

.233

−.163

Job skills match
Training and promotion
opportunities
Autonomy

.560

.237

Impact

.295

.369

.596

.294

Job skills match

.350

−.301

.624

.260

Satisfaction with pay

.409

−.345

.638

.217

Perceptions of
manager

.443

−.258

Impact

NS

NS

NS

NS

Satisfaction with pay

NS

NS

Autonomy
Information sharing
and decision making

NS

NS

NS

NS

Employer support

NS

NS

Perceived quality of
workplace

Information sharing
and decision making
Perceptions of coworkers

Perceptions of coNS
NS
workers
Perceived quality of
Perceptions of manager
NS
NS
NS
NS
workplace
Note. NS = not significant. *The r-square statistic is cumulative, i.e. it denotes variance explained in the outcome
for each measure on the list as well as all measures preceding it.
NS

NS

**This is the correlation between the independent variable and the dependent variable after the linear effects
of the other variables have been removed from both the independent variable and the dependent variable.

Taking global job satisfaction first, the analysis indicates that 5 of the 10 perception
measures explain 64% of the variation in global job satisfaction (r-square = .638). The
absolute values of the partial correlation coefficients are weak in magnitude,vi ranging from
.217 to .294. The perception measures that may be considered ‘drivers’ of global job

vi

As a guide, we suggest these cut-offs for interpreting correlation coefficients: between ±0.50 and ±1
= strong; between ±0.30 and ±0.49 = moderate; below +0.29 = weak.
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satisfaction are employer support, job skills match, training and promotion opportunities,
autonomy and perceived quality of workplace.
For effort–reward ratio, again, 5 of the 10 perception measures are significantly associated
with this outcome, explaining 44% of the variation in effort–reward ratio (r-square = .443).
The absolute values of the partial correlation coefficients are weak to moderate in
magnitude, ranging from .163 to .379. The perception measures that may be considered
‘drivers’ of effort–reward ratio are training and promotion opportunities, impact, job skills
match, satisfaction with pay and perceptions of manager.
This analysis confirms the role that employer support, training and promotion opportunities,
and autonomy play both in ‘driving’ the impact measures and in predicting intention to leave
the organisation (as indicated by the findings of the regression analysis in Part 4).
The results also show that while the two impact measures have drivers in common, i.e.
training and promotion opportunities and job skills match, they each have unique drivers: in
the case of global job satisfaction, these are employer support, perceived quality of
workplace, and autonomy, while in the case of effort–reward ratio they are impact,
satisfaction with pay and perceptions of manager.
The identification of the ‘drivers’ of these two impacts, which have been shown to
significantly predict dental surgeons’ intention to leave the organisation, can serve to assist
in policy development. That is, identifying ways to enhance these ‘drivers’ may result in
more positive outcomes on impact measures, which in turn may lead to lower intentions of
leaving the organisation among dental surgeons.

Part 6: Issues arising from interviews in respect of retention of dental
surgeons
This part focuses on key issues in respect of the retention of dental surgeons. Both the
positive and the challenging aspects of the job and the organisation are presented. Issues
relating to intention to stay and leave are highlighted throughout the text.

Positive aspects of the job that have an impact on intention to stay
A number of dental surgeons highlighted positive aspects of their role and noted that these
were very influential in their staying in their current role. Several interviewees identified
positive elements of their job and one dental surgeon said:
Yes. Yes, I encouraged my children [to go into the profession]. I would love my
children to be dentists.
Others noted always having had an interest in the area, of being interested in ‘doing
something in the medical field. I didn’t want to do medicine’ and ‘of having listened to my
dreams’. One dental surgeon said:
But the actual job itself with the HSE [has] low stress, nice hours. It is a very, very
rewarding job. It’s a very nice job. There [are] a lot more stresses in private practice,
but it [is] still is a nice, rewarding job, at the end of the day. I would definitely
encourage people to pursue it.
Another dental surgeon noted that dentistry is ‘a very flexible, mobile qualification to have’
and it means you can ‘choose where you want to work and where you want to live, and then
work’.
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Good colleagues
There was much commentary about work colleagues and this commentary was
predominantly positive. Comments were made such as ‘we would have good camaraderie in
the staff here’ and ‘we do get on because we all know we’re fighting the same battle’. One
dental surgeon noted:
And the staff themselves that we have are very good and I suppose a lot of us have
been here for a long time as well because we have had no new members of staff so
we’ve been working together for so long, we do get on and we kind of have a good
system going here.
Another dental surgeon highlighted the working relationship between the dental surgeon
and the nurse, saying:
Another big thing is that you’re in the room, in one room all day long. And basically
with one other person, the dental nurse. And that in itself can impose huge stresses
because the relationship has to be good between the nurse and the dentist… And if
you don’t get on with that person, you’re in big trouble.
This dental surgeon went on to remark:
But I am very lucky, I have to say. The nurse I’m with, I respect her hugely. She’s very,
very good and she works very hard and she [is] unbelievably good with the kids.
Better than I am. She’s brilliant at relaxing them, so there’s a huge amount of
mutual… well, I certainly respect her, I hope she respects me, but I have an awful lot
of respect for her.
An orthodontist noted that sometimes ‘some of the cases are a bit challenging’ and said
that, despite having undertaken significant additional training and education, it can still be
difficult to determine the right course of action. This person noted that:
When I encounter a difficult case or some case that I want some input on, I go to my
consultant… So, they’re always open to [me] getting in touch and giving feedback
and [helping to] fit [into] the really nice structure we have in the department. Which
is part of why I enjoy the job here so much, because I have access to that hierarchy of
expertise really.

Appreciation of the service
A small number of dental surgeons noted that some people are very appreciative of the
service they receive; commentary such as ‘Oh my God, your services are so great!’ provides
positive affirmation regarding the work undertaken. One dental surgeon said:
You do get satisfaction when you know you’re helping somebody and most patients
are really appreciative when they do finally get treatment… So that’d be the main
things, just knowing that things… clear a toothache or something like that. That’s
still enjoyable. So I still enjoy the treatment of patients.
While it was suggested that many patients do not value the service, because it is too little
too late, dental surgeons do also receive some positive feedback. One dental surgeon
highlighted the importance of this noting that ‘by and large, the positives from the patients
always outweigh the negatives so that makes it worthwhile’. This dental surgeon also noted:
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Yeah, you do have days where you get up in the morning and think ‘God I don’t want
to go work’ and you bring yourself in and you do a clinic and then somebody will
shake your hand and say thank you for helping me out or you get a card from a
patient that says ‘thank you for the help’ and that lifts you up a little bit and will
carry you through to the next day or whatever. But then the trouble is that the next
day you might get a complaint, but again I’m very much made of Teflon skin. Not too
worried about the complaints but I look for the nice bits.
One dental surgeon highlighted the positive affirmation to be found in helping children and
noted that they would definitely be staying in the post for the next three to five years. This
dental surgeon said:
People tell us thank you every day, every hour. I mean, like, this is rewarding.
Children, happy children, smiling face. This is the most rewarding. Yeah. I suppose my
personality is extroverted and all that, so I’m like that.

Preventive and public health work
Some dental surgeons highlighted the enjoyment they got out of working with children. One
dental surgeon said:
I think you get more satisfaction trying to help prevent decay and just help families.
You’d see families growing up and all that so it’s a way of getting in there early and
trying to prevent problems.
Another dental surgeon highlighted the public service ethos, noting that ‘I come from a
family of public servants’. Another benefit identified was:
If a child or person with special needs needs your time, you can, you know in a very
specific case, if you need to, you will be given the space to give that. Provided it’s
reasonable.
Orthodontic treatment
In response to a question on the most rewarding aspects of the role, one orthodontist said:
I’m an orthodontist, so when somebody comes in with very crooked teeth and it’s
going to affect their self-esteem and they can be bullied and they can report bullying
because of it, and over 18 months to two years, to see the transformation in their
appearance and self-esteem generally improves, that is evidence based… People
have been for a long time on the waiting list. But yeah, that’s the main rewarding
feature of my job. I really enjoy it.

Regular hours, pension and salary
Some participants drew attention in the interviews to the benefits of working in a nine-tofive service, and one person noted:
It’s fixed hours. So, from the point of view of, you can organise a good work–life
balance… It’s basically a nine to five job, and you generally don’t have to work
weekends or anything like that… And, I suppose then, with all the benefits that come
with, from working in the public service area. You have a structured salary, you’re
guaranteed your increment provided you perform well, you meet the criteria. It’s the
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pension, and all of that. You’ve got fixed annual leave, so… there’s good privileges
and benefits [that] are good that go with the post.
Another dental surgeon said:
The reason I went into the Health Board was because I wanted reliable hours, I
wanted to know my hours, and that once that was it I could just concentrate on
other stuff.
It was also noted that:
During the downturn, private practice wasn’t a good place to be either. At least with
the HSE here you’re guaranteed your salary and you’re guaranteed your terms and
conditions and your hours and you didn’t have to do the anti-social thing to try and
make ends meet, so to speak.
Others suggested that, while that had been the situation previously, things had now
changed. One dental surgeon noted:
And years back it was quite a family-friendly place as well, so for young moms
especially, it was a good place to work. That’s gone. So that would have been central
perhaps. Flexibility around holiday time.

Lack of alternatives
A small number of participants indicated reasons to stay in their job that included ‘there is
probably a limited choice on where to go’, ‘just to pay bills – that’s it’ and ‘I haven’t won the
lottery’. One dental surgeon said:
You know, at this hour of my life, I suppose my children are at school. I’m kind of
settled where I am, I suppose, in some ways, you know? But, if I was going, I’d
probably just give up work because I just couldn’t cope with it anymore… It is a very
stressful profession.
This was also highlighted by another dental surgeon, who said:
But you reach a point in your career where your kids are settled with their
friendships, and you’re at a point in your mortgage and you are in negative equity
and all these things, and you’re looking to move to an area with higher property
prices or whatever, it just doesn’t work.
Another dental surgeon said:
But I have to stay and work ’til I get my kids through college and pay for that so but
definitely I would think of leaving because it’s just not worth the stresses of it any
more. Now I’ve important issues.
One dental surgeon noted that things had got better in the past few years, saying:
So now things are easier, I hope I will be able to continue another few years because
I am enjoying it more, and I just feel, I’m more relaxed with the children, and they’re
better with me. The work has actually got, oh God I’m really gonna say it, but the
work has got better in the last few years.
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Summary of positive aspects of the job that have an impact on reasons for staying
In summary, a range of positive aspects of the job were given, and these were identified as
reasons for staying. These included it being a nice job, having had a long-standing interest in
dentistry, having good colleagues, being appreciated by patients, and being able to
undertake preventive and public health work. In addition, having regular hours and a regular
income, not having to work unsocial hours and having a pension were all identified as
reasons to stay. Finally, it was suggested that personal and family reasons can make it more
difficult to leave.

Challenges of the job that have an impact on intention to leave
This section highlights challenges arising in respect of the work undertaken by dental
surgeons. While a number of aspects were mentioned, the biggest challenge identified
related to staffing levels and workload, and many comments were made about this. An
overview of this issue along with the associated impacts on a service and its staff are
presented in Figure 17.
Figure 17: Challenges relating to the job and their impact

Reduced availability of
dental services

Insufficent staff
Increased workload

Poorer outcomes for
children

Inequitable workload

Reduction in
preventive work

Stress and burnout of
dental surgeons

Insufficient staff and increased workload
Having insufficient staff was identified as a challenge across all grades, including dental
surgeons, senior dental surgeons, principal dental surgeons, dental nurses, hygienists and
dental educators. Participants’ responses indicated that this, along with an increased
administrative and clerical workload, has resulted in an overall increase in the workload.
Insufficient numbers of dental surgeons
Many participants in the study drew attention to low staffing levels and increases in
workload; these were highlighted as two of the biggest problems. Participant spoke about
‘clinging on [by] my fingertips’, not being able ‘to see the people we should be seeing’, and
working ‘longer hours’ to try to ‘fit everything in’; another said that ‘it’s just not manageable
for all the duties that presently I have to do’. It was suggested that:
The main [challenge] is that we are short staffed and yet we have seen a huge
increase in the core operations… a big decrease in dentists in the last 10 years while
dealing with a population increase.
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One dental surgeon noted that:
We have a significant number of unfilled vacancies, just stripped out of our service.
We’re left with a staff complement that is way below what was originally designated
for us, and yet, at the same time the population – we’ve had a significant population
increase over the last two censuses.
Another dental surgeon said:
It’s not practically all about money. It’s about staffing levels and things as well, I
think. If you had more staff, you’d have less stress and pressure on the staff that are
in there already.
This issue was identified as arising at all levels, and one senior dental surgeon said:
It’s an unrealistic workload we have. Like my own position, I’m a [management role]
dental surgeon and compared to ten years ago… The job specs have changed every
year, they get bigger and bigger and bigger and it’s just impossible to do everything.
Others said that they ‘just can’t get everything done in that time’ and ‘you feel like you’re
chasing your tail the whole time’.
It was also suggested that, when there are low staffing levels, ‘the burden increases on
everyone else’, and many examples were given of additional work being done by dental
surgeons now compared with previously. One person summarised the differences between
the current situation and previously, saying:
I’ve been in this job [more than 20] years so I remember the good times as well when
we had plenty of staff and everything was hunky dory. Everybody was seen and
patients were all happy. But now I actually feel sorry for them because you are
bringing in your child for the first time and they have to go [to] the hospital to have
eight teeth out or something like that. It just kind of does wear you down after a
while. It [is] just that we need a full, kind of, policy change.
Decrease in the number of principal dental surgeons
It was highlighted that the implementation of findings from a report commissioned by the
Department of Health in 2009–2010 had resulted in a significant decrease in the number of
principal dental surgeons, from 32 to 17. This meant that, in some areas, one principal
dental surgeon was assigned to cover areas that had been managed by two, three or even
four dental surgeons previously. It had been expected that this decrease in the number of
principal dental surgeons would be closely followed by ‘having additional supports and staff
underneath the principals’, but this had not happened. As a consequence, many principal
dental surgeons have experienced a significant increase in their workload. One person
explained:
There aren’t hours in the day to do the job I’m trying to do at the moment… So, it is
crazy.
Another principal dental surgeon highlighted the impact on senior dental surgeons, noting
that:
What the senior admins [administrative dental surgeons] are doing for me now is
essentially the job that those principals were doing five and six years ago.
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It was also suggested that:
There is an argument that the principal should be dealing with more strategy and
developing the service, whereas I could be asked to ring up the company about
adrenaline or a piece of equipment. Like I’d be a jack-of-all-trades, they’d been
ringing me for everything, and I do clinical matters, operational matters, queries,
complaints, and I have so many hats during the week, which I shouldn’t have.
One principal dental surgeon said:
[I’ve been] a PDS [principal dental surgeon] now for [long number of years]. I still
have my original job description. It bears absolutely no resemblance to what I’m
actually doing now. Is it far removed. The actual configuration is more complex.
There are more standards, more regulatory standards. It’s all around quality and
safety.
Insufficient dental nurses, hygienists and dental educators
Dental nurses, hygienists and dental educators were all highlighted as playing an important
role in supporting dental surgeons in their work. It was noted that ‘normally, in the normal
dental environment, the dentist works with a dental nurse’ and that, when dental nurses are
unavailable, the dental surgeon may not be able to run clinics. One principal dental surgeon
said:
It’s very often the case that they [the dentists] can’t work because we don’t have
enough nurses to work with the dentists… It’s more a case of make do with what you
got so that’s demoralising even for the dentist because I’m making the decision to
cancel clinics because I have no nurse to work with them.
It was also noted that dental hygienists and dental educators are in place in some areas and
that they do a lot of preventive work under the prescription of a dentist and make a
substantial contribution to the dental service.
Increase in administration and clerical work
Several participants drew attention to the additional administration involved in running the
service, including ‘clerical tasks’, ‘emails’ and ‘ringing back answering machines’, while
noting that
there’s no allocated administration time. You have to try and find a spare somebody,
and really beg them, plead with them.
It was also noted that ‘the amount of administration and regulation in the last three or four
years has gone through the roof’. It was suggested that dental surgeons and nurses should
be allowed to get on with the ‘dental work’ and clerical staff, including receptionists, should
be available to manage appointments and patient throughput. One dental surgeon noted:
I shouldn’t have to be ringing to confirm patients at half 4, or staying after work to
ring patients to remind them to come tomorrow; it’s not my job. I’m a dentist, you
know?
Others commented on the absence of clerical personnel, and one dental surgeon said:
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So there’s one receptionist in the job of two people on reception. Taking phone calls,
and it’s answered sporadically, which is a great source of challenge… Because when
they [patients] phone when they need to change an appointment or in an emergency
for instance, or inquire about their appointment, [they can’t get through to the
dental department]. But you’re dealing… with so little staff at the moment.
The situation was identified as being particularly acute at management level, among senior
administrative dental surgeons and principals. One senior dental surgeon said:
We’ve very limited admin support. Very little support, say, from HR. There’s an awful
lot of HR issues so, I always say to people I’m trained as a dentist, not as an HR
person. I don’t have any HR qualification.

Impact of staffing levels and workload on intention to leave
As highlighted in Figure 17, there are a number of consequences arising from low staffing
levels and increased workload. There is a reduced availability of dental services overall,
inequities in the workload, an inability to carry out sufficient preventive and public health
work, poorer outcomes for children, and stress and burnout of staff. The findings in respect
of these are now presented.

Reduced availability of dental services
Respondents noted that, theoretically, the public health dental service is universally
available for children and free at the point of delivery. However, it was highlighted many
times in the course of the interviews that the service’s availability is dependent on staffing
levels and that, in many areas, the service provided can be very limited. It was also noted
that, while some people have the choice of going to a private service and paying for dental
care, this is not available to everyone:
A lot of these patients would never go privately. They don’t have the money or even,
I suppose, the habit of going to the dentist.
Another dental surgeon highlighted the impact of location on the availability of dental
services, noting:
With these remote areas, nobody’s going to open a private practice, so [there’s] no
care. Other areas where you have lots of dentists, it could be okay. We might fail the
public, but the public have a choice, at least, to go privately. In other areas, even
with the resources, that might be a challenge because there isn’t a local dentist.
Another dental surgeon suggested that if parents knew their children were not going to be
seen they would ‘go to the private dentist’ and budget for that, although it was accepted
that this might not be an option for some families due to the cost. However, this dental
surgeon also said:
So the HSE I think are trying to fool the people, not tell the full truth. Be truthful… Tell
people, ‘We can provide that. We cannot provide that.’ People would be grateful. I’d
say people would be grateful.
One orthodontist drew attention to the long waiting list for orthodontic treatment, noting
that based on the criteria of the HSE ‘not everybody can get braces who wants braces’.
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Inequitable workload
There was some agreement that there is an inequitable spread of staff across the country
and that, ‘just historically’, some areas are better staffed than others. It was suggested that
certain areas are disproportionately affected because of higher numbers of retirements at
the time of the moratorium. As ‘it was almost impossible to fill posts arising from
retirements’, some areas are now working with a far lower complement of staff than others.
It was also suggested that, even within areas, they may be differences in workload. One
senior dental surgeon said:
I do know one or two [people who come] to work feeling distressed. And a lot of it is
to do with their workload – even within our area, there are inequalities.
It was also highlighted that some staff take on more than others and that not everyone
works at the same pace or with the lame level of ‘enthusiasm’. One person noted:
I suppose there’s no incentive if [staff are] not paid per patient, there’s no incentive
to fill in spaces and things like that if there is a cancellation in the morning. There’s
no incentive to find someone to come in… [There’s the idea that] ‘It’s not in my job
description, it’s in someone else’s job description.’
It was also suggested that some areas are reasonably stable but that other areas may have
increases in the numbers of children and families. It was also noted that, where staffing
shortages arise, some services, including clinics, may need to be reduced. One senior dental
surgeon said:
So, if you close one clinic, the capacity, the demand moves down the road. And what
it does is it overwhelms the next clinic. So, somebody who’s trying to get through the
routine targeted list, their capacity goes way down, so they end up effectively
failing… Goodwill, co-operation, those kind of things start evaporating. And that kind
of spills over.
One principal dental surgeon drew attention to the Dental Action Plan published in 1994 and
suggested that this forms the basis for staff allocation. It was noted that this was based on
the 1991 Census of the population and consequently that it is ‘totally out of date’. It was
highlighted that many areas have increased their population sizes since that time,
particularly in terms of children, but despite this the numbers of dental surgeons have
decreased rather than increased. Attention was also drawn to a current policy development
taking place around dental services, and hope was expressed that this policy will address
some of the issues arising in terms of staffing and workload.

Limited opportunities to carry out preventive work
As highlighted above, being able to do preventive work was identified as an important
reason for staying in the job. There were many comments by interviewees drawing attention
to the level of ‘severe understaffing’ and the impact of this on the amount of preventive
work being undertaken and on the times in children’s lives when it is carried out. It was clear
from the interviews that the impact of poorer outcomes for children (see next section) is of
enormous importance, and a source of considerable stress, to those working in the service.
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Poorer outcomes for children
A number of dental surgeons spoke about the challenges of ‘coming into a waiting room full
of children in pain’ and of the only intervention available being to ‘give them antibiotics and
hope the pain goes away’. One dental surgeon said:
Yeah, so we’re ending up with more emergency, more pain… Fighting a losing battle.
We’re losing prevention, we don’t do that, and then we face the emergency stress.
So, for small children, in pain, state of mind, upset parent. I mean that’s all difficult
and stressful.
It was highlighted that this is ‘not good dentistry’, that it is ‘a source of frustration for dental
surgeons’ and that parents are angry about it. One dental surgeon said:
It’s just, it’s practically impossible at the moment, so that’s the biggest worry for all
of us, is trying to get our patients treated… Ten years ago we could get to them a lot
sooner, we were seeing them in second, fourth, sixth class and second year [of
secondary school]. And we were doing, kind of, prevention classes and things like
that as well. But that’s all gone by the wayside since the cutbacks.
In the focus group discussion, there was some agreement that a service focused on
prevention would result in better outcomes for children, as follows:
Participant A:

I’d like to be doing what I was doing when I started…

Interviewer:

And what was that?

Participant B:
more often.

Prevention… Sort of seeing them more regularly as well. Seeing them

Participant A:

Yeah. And earlier, getting in earlier.

Participant C: Getting in earlier and we’re advanced, we’re a bit of an advanced
treatment. For whatever reason, you could do it.
Participant A:

And if, if a child–

Participant B:
pain.’

Not see people’s cavities and say, ‘Come back if that gives you a

Children’s screening appointments are becoming further apart because of the number of
children who have to been seen. It was noted that:
Sometimes [it] could be third or fourth class before they’re seen for the first time.
Which is ludicrous really. You know because a lot of the times, they say the horse has
bolted at that stage and it’s fillings and extractions, things like that where we should
be getting in earlier. So I think that’s the biggest worry for all of us.
Another dental surgeon spoke about not seeing children until they are in sixth class, saying
that this will have ‘negative consequences’ since this is past the optimal time to intervene
from an orthodontic point of view. This was also highlighted by another dental surgeon:
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We’re basically finding that we’re just firefighting. We’re doing mainly emergencies
and not just doing what we should be doing, getting people for prevention and
seeing them more regularly.
Other dental surgeons echoed this, and one said:
So what we need is not to be watering down our service, dropping our standards,
making it pathetic so that it’s going to collapse, a bit like the English system. What
we should be doing is really trying to just get a few more dentist teams in place and
that could turn the whole thing around. And be able to see our children at least in
second, fourth and sixth, and ideally also have a preschool assessment, and ideally as
well target public health nurses, target the antenatal classes.

Stress and burnout
Significant impacts were identified on staff, and it was noted by one principal dental surgeon
that:
It’s no longer a pleasure. I have a [number] staff at the moment… attending
occupational health for work-related stress… [and another member of staff] who is
covering across two areas. And she’s just been out on [several] weeks’ work-related
stress.
One dental surgeon, in response to a question about how the heavy workload is managed,
said:
I can’t manage… I’m feeling upset and obsessed the whole time. It’s absolutely
disgraceful.
The impact on patients was also highlighted, and one manager said:
I was dealing with a couple of complaints this week… And it was basically people
who hadn’t been followed through because people were overworked and things got
missed and whatever. And then sometimes, to be honest, people mightn’t be at their
best because they’re feeling so stressed.
Not being able to provide the best service they can has a significant impact on dental
surgeons. One spoke of a meeting taking place to try to accommodate staff shortages,
noting:
And that last meeting, I did actually get upset. I said, ‘I’m working here, and I’m
proud of what I do, and I do not want the whole thing falling apart.’ What we do
need now, is…, we need more dental teams, we need more dentists.
Work–life balance
A number of those interviewed noted that they worked late and did not take the kinds of
breaks they were entitled to. One person said:
I’ve had maybe 10, 15 minutes for lunch today, I didn’t get out of the room… Yes, I
worked three days this week, today, yesterday, and the day before. I didn’t get out of
the room all day. Even for ten minutes. Sorry, that’s not true. On Monday, I literally
walked out one room [and] walked back in the next.
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It was also highlighted that because there has not been any recruitment for a long period of
time, there is ‘an ageing workforce’ and ‘a lot more of the staff are dealing with elderly
parents as well as children’. While there was some agreement that being able to get unpaid
leave could make a big difference to people’s work–life balance, it was also noted that,
because of staff shortages, this was often turned down and people were left ‘devastated’.

Summary of challenges of the job that have an impact on intention to leave
In summary, staff shortages were identified at all grades within the dental service and it was
highlighted that this, along with the increase population numbers and administrative
requirements, has led to excessive workloads. The consequences have been a reduction in
the availability of dental services and an inability to carry out the level of preventive work
that is needed and that was done previously. This, in turn, has consequences for children in
terms of poorer dental outcomes and for staff in terms of stress and burnout.

Challenges relating to the organisational context and its impact on
intentions to leave
A number of issues were identified in respect of the organisational context. These are
presented in Figure 18.
Figure 18: Challenges relating to the organisational context
Organisational culture

Pay

Working conditions

Education, training and development

Career pathways and promotion

The findings relating to these issues are now presented.

Organisational culture
A number of comments referred to the organisational culture within which the service was
provided, and much of this commentary drew attention to challenges arising. One person
noted that ‘really, the HSE has to be a nicer employer’. It was suggested that:
The HSE has no culture of looking [after] its staff. It used to be staff nights out and
barbecues and all that… That’s all gone.
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It was also suggested that the HSE ‘hasn’t been an easy place to be in the public service for
the last few years’ and ‘I wouldn’t discount the impact of scandals such as the cervical
screen’.vii This person went on to say:
When you’re working for an organisation as we are, we’re all in it together and
people feel less [valued] than when those kinds of very public criticisms are made.
Relationships with managers
A number of comments were made about the relationships between staff and managers.
The importance of having good line managers in place was highlighted by one person, who
noted that:
When there was the person who wasn’t as good at line managing, we had a terrible
time…people setting against other people. That’s improved.
One person noted that their manager did not really communicate with the staff, saying:
I actually haven’t seen our line manager, I haven’t even laid eyes on him/her properly
for [nearly two years]. I have not seen him/her. [When you send an email] s/he also
mightn’t bother replying to you.
Another dental surgeon said:
But we don’t [get] any feedback. What our other manager – s/he’s retired now, a
few years – s/he used to always say, ‘Well done, guys.’ That really makes up for a
lot… But we don’t have any of that, you know?
One manager, however, highlighted that there is very little HR support for managers within
the dental service and said:
Well generally it’s HR-type issues [that take up all my time], because it’s not, they’re
not my field. And it’s where there isn’t support in relation to queries about, I don’t
know, somebody’s accumulated sick leave, or doing these kind of calculations about
that.
One person spoke about a very difficult situation where they felt the views, knowledge and
initiative they had shown in developing and implementing a new type of service that would
result in better outcomes for children had led to them feeling bullied and blocked in their
career development. This person said:
There’s a culture of power and hierarchy. And there’s just a lot of bullying and
steamrolling in the orthodontic service… I’m not kind of like anti-management, and I
think there are some real problem managers, some real problem clinicians who are
in roles of authority, and who stonewall and undermine people around them, and to
either hold power or… I don’t know how you can manage a service if you never ask
questions.
Another dental surgeon drew attention to the lack of affirmation from the service, noting:

vii

These interviews took place at a time when difficulties arose in respect of the cervical screening
service, resulting in a number of inquiries and litigation.
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There’s no praise. There’s no praise. I… there’s nothing. No rewards, no awards, no
well done. You’re looking… It’s always ‘you’re lucky to have a job’, and I just think
that’s awful. There’s no team building.

Pay
Following on from the issues raised in respect of staffing levels and workload, one dental
surgeon, who had highlighted high levels of stress, said:
I’d say I am paid plenty, but I probably don’t want that amount of money. I want
more, more clear cut, less stressful job conditions… I would get more satisfaction
from the job then.
A member of the orthodontist service said:
I think for the work I do, for the hours that I do, I think I’m paid quite well. And I’m
fine with that. I wouldn’t be looking for any more … and I’m happy.
Others, however, drew attention to the pay cuts that took place in 2008. It was suggested
that some personnel in the dental service had lost a significant amount of money and that
people were earning more in the early 2000s than currently. One person said:
I’m one of these people that is mid-career, carrying debt and negative equity and
stuff like that, right….
Better pay elsewhere
One dental surgeon gave the following example of differences in pay between the public and
private sectors:
I suppose the example I’d give is that as principal dental surgeon I get 50 euros an
hour, it’s the going rate… Whereas in private practice a check-up is 50 euros. So
that’s 15 minutes’ work and I would maybe take out a wisdom tooth for a medical
card patient for half an hour or so, in theory that is 25 euros whereas in private
practice that is 250 euros… That’s before tax so [I receive] about 12.50 euros I
suppose after tax! … The equivalent hourly rate [in private practice] is much better
than what we are getting and I think that is what is stopping people coming.
This topic was raised by another dental surgeon, who noted that surgeons in the public
sector were only earning half as much as those in the private sector:
In lots of cases, we would earn less than 50% of those [in private practice]. I know we
have a good salary but compared to the private practice… It’s very difficult to get
new graduates coming in, even on an agency thing. They would go for a private
practice associateship more, as you know they’re going to get more money in that as
well.
There was some acknowledgement, however, that private dentists also had additional costs.
One person said:
That side of things, every job has some bureaucracy with it. With private practice you
have to employ somebody, you have to sort out the PRSI and the PAYE and things like
that, hire your nurse and receptionist – but some practices will look after that for you
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and pay you a percentage of what you do so you don’t have any [of] the
bureaucracy: you just go to work, fill a few teeth, bill a few teeth and go home again.
Another individual noted:
You’ve also got to remember of course that, as a public servant, you are entitled to
things that are going to be seriously problematic in private practice. So we have paid
holidays. You take a holiday in private practice, and it’s costing you money because
you have to pay your nurse and you have to pay your leases. You have to pay your
costs. If you [are sick] and in private practice, you would have the stress of not being
able to rest because you would have to [think], ‘How am I going to pay for six months
out of work?’ There’s obviously all the other benefits that come of public service, but
you know, there’s set hours. We work a 37-hour week.
Pay differentials and anomalies
It was suggested that the system is ‘dysfunctional’ in terms of increments and pay
differentials, and it was highlighted that the pay differentials between the general dental
surgeon, the senior dental surgeon and the principal dental surgeon are not big enough ‘for
the additional responsibility’. It was noted that ‘the headroom [i.e. the amount of extra
money paid to higher grades] really doesn’t recognise the extent of what they are taking on’
and that there needs to be some recognition of this. One principal dental surgeon said:
The differences between the salaries of the different grades of dental surgeons, it
isn’t [I] personally [think] enough to make it worthwhile moving from the general
dental surgeon’s job.
It was noted that this is reflected in the small number of dental surgeons going for
promotional grades. One person who had recently done so said:
I think people look at us and say, ‘Why would [you] do that job for that money?’ … I
think it’s as simple as that because I argued with myself about taking on the job.
Differences in how increments are paid were also highlighted as an issue. Speaking about an
individual who had recently been appointed in a temporary capacity to a more senior grade,
a principal dental surgeon echoed this, saying:
S/he’s getting a slightly [higher] salary, I think s/he might be getting something like
3,000 or 4,000 euros more in salary… because s/he was already at the top of his/her
grade scale and s/he has now gone onto the bottom of the senior admin scale. So it
probably isn’t more than that… but what’s interesting is that the permanent job –
s/he told me s/he hadn’t applied for it.
A member of the orthodontist service suggested there is only one increment for
orthodontist specialists, and it was suggested that this is very problematic.
Another example concerned differences in pay because of the pay scale people are
‘regularised on’ when they are made permanent after working in an acting capacity. One
senior dental surgeon gave an example of this difference, saying that ‘after 6 years, [another
senior dental surgeon who was appointed at the same time] was getting €10,00 a year more
than me’.
Other differences were also highlighted. It was suggested that some principal dental
surgeons are paid more than others because of previously assigned functions, including
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planning and evaluation, fluoridation, or a regional role. While these ‘have been superseded
by the new configurations’, it was suggested that these differences in pay continue.
The requirement to work additional hours since 2008 was also highlighted by dental
surgeons, and it was noted that they are now doing an extra 2.5 hours per week for a lower
salary.

Working conditions
A number of participants drew attention to the types of building in which they worked, and
it was noted that in recent years these have ‘vastly improved’. Attention was drawn to new
primary care centres in some areas that have very good facilities and are ‘fit for purpose’. It
was also highlighted, however, that:
A lot of the buildings are old. They’re not up to scratch. They’re not comfortable to be
working in… Really there has been no improvement in those, we’re not up to date or
modernised at all.
One dental surgeon said:
I think when HIQA [the Health Information and Quality Authority] come to visit us,
they’ll come to us in [name of month]. I think they’ll close [us] down. Just because of
the age of the buildings and the condition of the buildings themselves.
It was also stated that the Dental Council has issued new guidelines that require dental
surgeries to have separate rooms for autoclaving or sterilising of equipment as well as a
separate room for x-ray units. It was noted that:
A lot of the clinics around the country won’t be suitable for that so I think long term
we might be forced to close a lot of those ones.
Equipment
In terms of equipment, it was noted that, while the standard has improved, ‘we’re getting
into an end-of-life situation’ and that because of the cost it is ‘extremely difficult’ to get
permission to replace it. It was noted that there will ‘have to be an investment in equipment
under new primary care standards’. It was also suggested that ‘there needs to be a very
structured capital programme, because at the moment it can be very ad hoc’ and ‘the only
way you might get new equipment is if you get a new primary care centre’.
The current situation, it was suggested, has led to a lot of diversity of equipment, with the
result that it is difficult to even get maintenance contracts in place because a supplier may
be gone or parts may not be available. One dental surgeon said:
Our equipment [is] very outdated, old. We don’t have enough of it. We don’t get
access to modern equipment or modern materials sometimes, as well. You’re
constantly fighting, looking for things. There is a procurement contract now but
again, they never actually consult the people on the ground, doing the work, using
the materials or ask what we like or what we would like or what we like to use.
It was also noted that where new primary care centres are in place the equipment is
excellent, but this is not the case in other areas where there has not been recent
investment.
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Education, training and development
Three main issues were raised in respect of education and training, and these are presented
in Figure 19.
Figure 19: Issues arising in respect of education, training and development

Abolition of the vocational scheme

Poor support for continuous professional development

Loss of skills over time

Abolition of the vocational scheme
Attention was drawn to the availability of a vocational training programme in previous years
where graduates, on completion of their degree, could work in the HSE for a period of time.
It was suggested that this scheme provided an opportunity for new graduates to be
mentored and also introduced them to the public health system in a similar way to the
intern year for medical graduates. However, it was noted:
It literally, it was, it just fell away under the HSE. It did. The vocational scheme no
longer exists. It’s just not there, OK. I don’t know if there’s going to be any attempt
to, if there’s been any sort of [effort to] resurrect it, but there is a need to revisit that.
It was also noted that in 2014 a vocational scheme in England that had been available to
Irish dental graduates had stopped accepting Irish applicants. This vocational training was
described as having involved being employed by ‘a principal dentist in a private practice in
England’. It was noted that, while the salary may have been low, the benefits were:




guidance from more experienced dental surgeons
meeting with other trainees and taking part in lectures
a buddy system in which there was a ‘bit of a friendship’.

It was noted that:
Your first year [could] be very daunting, so I think [it was] a very good year to do, but
unfortunately in 2014 they closed that up for any Irish graduates. They said they
were putting preference on the English graduates.
The potential of a similar scheme within the Irish public health system was highlighted, and
one principal dental surgeon said:
We come out as generic dentists… We haven’t necessarily chosen our career
pathway, whether we’re going to go into general practice, orthodontics, surgery or
whatever your interest areas are, and access to training pathways can be very hit
and miss as well. So, if you had time to actually get advice as part of a structured
transitional programme, where people could advise you to say, ‘Well, if public health
is your area, you should work in the public service about three or four years and go
into a master’s in Cork then.’ That would serve you very well and you’d have the skills
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you’d need for your career then. You’d [think], ‘Oh, yeah, yeah. That’s it. That’s
great.’ You know?
Poor support for continuous professional development
The second issue raised around education relates to continuous professional development,
and a number of participants mentioned issues around a lack of funding and support for
undertaking courses. It was noted that the Dental Council has ‘a five-year cycle – you must
have so many continuous professional development (CPD) points’ but that, unlike in the UK,
dental surgeons are not prevented from registering if they do not undertake this education.
One person noted:
I’d love [it if] it became absolutely mandatory because then the HSE [would] have to
release you and have to fund you to do [CPD].
There is some agreement that support for CPD for personnel in the dental surgeon service is
‘extremely poor’, and it was suggested that, in general, the only CPD available to dental
surgeons is ‘what is mandatory’ – for example, manual handling, CPR and radiation training –
with almost everything else self-funded in terms of finance and time to undertake the study.
One dental surgeon noted that when they first started out with the HSE ‘you could go on
three or four [courses] a year or more if you really wanted’ but that:
The HSE has not paid for me to go on a course, I’d say, for 10 years or more. I do go
on them but I take them out of my own money.
This was also highlighted by a principal dental surgeon, who said:
We used to have a budget for training, and people would… If they wanted to do a
master’s, we could look for funding for that, but there’s very little of that available at
the moment. Even the mandatory training, we have very little funding to fund that…
if you want to do any courses, that’s very limited.
One dental surgeon noted that having to do courses ‘out of my own money’ is unfair
because:
You’re learning something and you’re benefitting your patients by going off to these
courses and coming back but you do it on your own time and your own money.
Another dental surgeon noted that it is a ‘bone of contention’ and that while the ‘people
who are enthusiastic and dedicated’ will do CPD, the staff
who probably should be having CPD won’t do it because they’re not prepared to [pay
for it themselves]… it’s financially costly for them.
It was also noted that, compared with those working in private practice, dental surgeons
working in the HSE who do undertake CPD cannot claim on their taxes for doing so.
One principal dental surgeon noted that in one HSE region, at least, there had previously
been ‘a very active program of CPD’ and that in the early 1990s part of a pay award had
included financial support of about ‘250 pounds to every dentist in the HSE to help them do
their CPD’. It was noted that this money was ‘ring-fenced’ and that the individuals had to
apply to the principal dental surgeon to get it. It was explained that:
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There were eight principals in the Dublin area at the time and they said, ‘Look, why
don’t we pool this money?’ And so they used to run days… When I joined there would
be four or five days [and] the program would be specifically geared to our service.
And all those budgets were lost about five years ago.
Overall, it was suggested that there is no benefit or incentive for dental surgeons to up-skill
or do CPD, although one principal surgeon noted:
It’s something in my role. I’d be looking at incentivising people to go and up-skill
themselves because ultimately the benefit is with the patient.
A small number of comments were made about supervision and mentoring of dental
surgeons, and it was noted that this is done on an ad hoc basis and is not structured.
Loss of skills over time
The third issue raised in this area relates to the use of clinical skills and being able to
maintain a level of competence across multiple areas. It was suggested that in private
practice it is possible to ‘use all of your broad skills, clinical skills’ whereas within the HSE
our service tends to be very narrow, because it’s a narrow cohort of patients – it’s
children, really. You don’t get to see the sort of broader kind of things, so you don’t
get to do all the things that you could do – the crown, and bridges and all that kind
of stuff… It’s a narrow focus.
This was highlighted by another participant, who noted that it can be a career choice for a
dental surgeon to work in private practice because:
They want to cover the full range of patient groups, maybe decide on what the scope
of the practice will be, and also, you know, want to be their own boss, effectively.
One person noted:
It [the dentistry] is very basic… we could be doing much more and we could be doing
things that stretch us clinically and provide us with more experience. We could be
better… yeah, we could become almost specialised in children’s care rather than
losing those skills.
This was supported by another dental surgeon, who noted that:
Someone coming into work at the HSE recognises they’re going to be working with
[a] smaller number of patient groups, often pretty well becoming specialised in
treating children or people with special needs, and that’s a career path that they’ve
chosen.

Career pathways and promotion
The hierarchical structure within the dental service comprises:





general dental surgeons
senior dental surgeons
principals
national posts (which comprise a small number of personnel).
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It was noted that this is a ‘short structure’ and it was suggested that in the dental service
there are ‘no promotional opportunities’. One dental surgeon said:
It’s very, very bad regarding promotion as well. So, for somebody young, starting
out, it wouldn’t be a way for them really to advance up.
It was suggested that there is some ambiguity about ‘the general seniors grade’ and that
there was ‘supposed to be a new structure developed for these seniors’ but that it hasn’t yet
been ‘sorted’. Another dental surgeon noted:
There needs to be put [in place] a better structure on that because a lot of these
[undergraduate dental programmes] have very highly qualified students. They want
to know – is there a valid career pathway for them if they stay within the service? …
It’s not really clear now at the moment.
One principal dental surgeon noted that there were ‘no recruitment [and] no appointment
opportunities for about a decade’ and that ‘there was a block on appointments over the
“lost decade”’.
Another dental surgeon noted that even when posts are available, there may be very few
applicants for a senior post, potentially because of the costs of moving to a different area.
One principal dental surgeon said:
It is hard to get people to take up the senior role, and it may not be that there’s a
lack of interest, but when somebody does the math, alright, as most people are
senior level grade, somebody talks with their partner, it may be that they say, ‘We
can’t afford it.’
One dental surgeon noted that they were happy where they worked and would not be
interested in promotion because their part-time working hours suited them very well and
also:
I didn’t want the extra responsibility… I like where I am. I like the people I work with,
and I like… I love the community that I work with, and they’re nice people… And I
liked what I was doing, and I didn’t feel, maybe I didn’t have the confidence, but I just
didn’t want the hassle of it to be honest.
A small number of managers highlighted challenges associated with being a manager and
suggested that they had too many areas of responsibility, including dealing with equipment
breakdowns and having to arrange cover if a nurse did not arrive at work. One principal
dental surgeon spoke about a colleague, saying:
She’s getting all the kind of grief that she thought she might get, but ultimately, she
didn’t realise how bad it would be.
Promotion within the orthodontic service
Personnel in the orthodontic service also suggested that there are very few opportunities for
promotion, and one individual said:
There are very few vacancies coming up again, because we are all catching up on
[the] moratorium and things like that, but… there are no oral surgeon jobs in the
HSE. You might get a job in the hospital but really it is only consultants – they only
need one oral surgeon and only one maxillofacial surgeon and things like that.
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It was also suggested that, in order to be eligible for a consultant post in Ireland, individuals
have to train in the UK, since it is a requirement to pass a particular exam (based on a
consultant training programme) that can only be taken following training in the UK. It was
noted that this exam, or an equivalent, has been set as an eligibility criteria for promotion to
consultant level but that, in the absence of agreement on what qualification is acceptable as
an ‘equivalent’, this requirement excludes those who have not trained in the UK and
‘obstructs’ people’s progression.
One participant from the orthodontist service said:
So basically what the HSE has said to me is, ‘You have a dead end job. You’ve worked
in the same room for the last [number of] years doing the same thing. We’re not
going to acknowledge whether or not you’re good at that. We’ve got no
performance measures for you, and we don’t want you to progress, and we don’t
want you to contribute in other ways so you’ve got the option to either stay in the
same room doing the same thing for the next 20 years until you’re 65 or you can
leave and either train in the UK or never come back, or leave and do your own thing
in private practice… But there’s no opportunity for you within our system.’

Summary of issues relating to the organisation that have an impact on intention to
leave
A number of issues were identified in respect of the organisation; these included the
organisational culture, and a small number of comments referred to the role of
management. Pay was also highlighted, and in that regard issues relating to the better pay
opportunities in the private sector were noted. Pay differentials between grades were
identified as inadequate, and respondents commented that some anomalies arising from
prior roles have resulted in differences in the amount of money people are paid to do the
same job.
Working conditions, particularly accommodation and equipment, were highlighted as
problematic. While it was noted that some of the new primary care centres include dental
surgeries and have very good conditions, in other areas conditions are very poor. It was also
mentioned that it would not be possible to meet new HIQA and Dental Council standards in
some centres.
Education, training and development were also identified as challenges to retention; in
particular, respondents noted a lack of support and the loss of funding that had previously
been ring-fenced for dental surgeons. The abolition of the vocational scheme in Ireland and
the closure of a similar type of scheme to Irish graduates in the UK were jointly highlighted
as a deficit in the system, and it was suggested that a reinstatement of the vocational
scheme could potentially attract more dental surgeons to the service. Finally, in terms of
education and training, it was noted that dental surgeons can become de-skilled due to the
narrow remit of the work they do, and this has implications for their being able to access
alternative job opportunities. Promotional opportunities were identified as being scarce, and
it was suggested that the career structure for both dental surgeons and orthodontists is too
short.
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Part 7: Summary and conclusions about the recruitment and retention
of dental surgeons
Findings arising from qualitative and quantitative data drawn from a survey completed by
125 dental surgeons and interviews completed by 19 participants highlight a number of
issues relevant to career and job intentions. Due to the small sample of 125, which accounts
for 30% of dental surgeons in the HSE, these results should be interpreted with caution. The
results indicate that about one in five respondents (20.6%) intended to leave their current
job in two years or less, while 79.4% intended to stay. This part presents a summary of key
issues arising, and these are following by a number of conclusions that highlight factors that
may be driving dental surgeons’ job and career intentions.

Work characteristics





The dental surgeons surveyed in the study were relatively experienced: 94.1% had
been working as a dental surgeon for 11 years or more, 86.0% had been in their
current organisation for 11 years or more, and 72.8% had been in their current job
for 11 years or more.
About three-quarters (73.8%) worked 31–40 hours per week, 21.6% worked
between 10 and 30 hours per week, and 4.6% normally worked more than 40 hours
per week.
A majority (56.5%) took 30 minutes or less to get to work, 35.9% took between 31
minutes and an hour, and 7.6% took more than an hour to get to work.

Views on the job
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job




The two most common themes related to having good colleagues, a good working
environment and/or enjoying team work (65.5%), and finding the work rewarding or
enjoying helping people (49.4%).
Almost a quarter of respondents (23.5%) commented on the positive working
conditions (e.g. regular hours, holiday leave), while 21.2% commented that job
security and/or pension were positive aspects of their work.
About one in six respondents (16.3%) indicated that they enjoyed the variety of
work, found it interesting and/or liked the sociable nature of the work, while a
similar percentage (15.6%) indicated that they liked the challenges and problemsolving aspects of their job.

Aspects of the job to change


The most common theme related to inadequate staffing levels, the need to fill
vacant posts and/or the need to achieve reductions in waiting lists (54.7%).
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Close to a quarter of respondents (22.8%) indicated that they would like to see
improvements to pay, including pay restoration, parity in pay and/or long-term pay
increments. A similar percentage (22.6%) indicated that they would like to see
support for participating in training and professional development, and/or
improvements to advancement and/or promotion opportunities.
One in six or so (18.0%) commented on low staff morale or poor working
environment, while 16.1% highlighted a need for more or better administrative
support and less bureaucracy. About one in seven (15.3%) indicated a desire for
more respect or support from management, and a similar percentage (15.2%) made
suggestions regarding more flexible working conditions. Additionally, 14.0%
indicated a need for better communication and planning on the part of
management, while 13.5% made specific suggestions for improvements to the
dental service more generally (e.g. increasing focus on prevention).

Perceptions of job and organisation
Figure 20 presents the means for dental surgeons on 16 index measures. All indexes are
expressed as percentages, and higher scores indicate more positive outcomes. One
‘negative’ scale, burnout, has been reversed to allow comparisons with the ‘positive’ scales.
The three indexes with the highest scores (ranging from 73% to 81%) are:




engagement (73%)
perceptions of co-workers (76%)
impact (81%).

The three indexes with the lowest scores (all around 35%) are:




information sharing and decision making
training and promotion opportunities
satisfaction with pay.

These results show that dental surgeons are generally highly engaged, believe that their
work makes a positive impact and have positive perceptions of their co-workers. However, a
majority are dissatisfied with their pay, feel that there is a low level of information sharing
and participation in decision making, and perceive that there is a low level of low
opportunities for professional development and promotion.
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Figure 20: Index scores (perceptions of job and organisation) for dental surgeons
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Recruitment
About one in six respondents (16.4%) had been in their current job for two years or less.
These 16.4% responded to questions about the recruitment process and their job
expectations.
Due to the small sample size of 125, this equates to just 21 respondents, so the results should
be interpreted with caution.




The overall score on the recruitment process index is 59%, indicating a moderate
level of satisfaction with the efficiency and fairness of the recruitment process.
The overall score on the job expectations index is 76%, indicating a high level of
match between expectations and experience.
The scores on the recruitment process and job expectations indexes do not vary
across grade, full-/part-time status, gender or age group.

Findings emerging from the qualitative data highlighted much criticism of the recruitment
process for dental surgeons. The process was described as time consuming, multi-staged,
bureaucratic, lengthy and ineffective for the purposes of getting personnel in place. It was
suggested that the dental surgeon community in Ireland is small and that the national
approach to recruitment, particularly the use of a panel, prohibits the use of local knowledge
in ensuring staff can be replaced in a timely way.

Retention
About one in five respondents (20.6%) intended to leave their current job in two years or
less, while 79.4% intended to stay.
Due to the small sample size of 125, just 24 respondents are in the ‘leave’ group, so the
results should be interpreted with caution.
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Reasons for staying in the job





Respondents who expressed an intention to stay in their current job were asked to
indicate the relevance of a range of factors to this intention.
The two most common reasons, rated as highly relevant by over 70% of
respondents, were ‘suitable working hours and/or days’ (72%) and that the job is
permanent and pensionable (77%).
In addition, 48% indicated that the convenience of the location was highly relevant,
and 50% indicated that personal or family reasons were highly relevant.
Between 30% and 36% gave ‘highly relevant’ ratings to three further items:
‘patients/service users are easy to work with’ (36%), ‘too disruptive to leave’ (30%)
and ‘lack of available alternatives’ (29%).

Reasons for leaving the job





Respondents who expressed an intention to leave their current job were asked to
indicate the relevance of a range of factors to this intention.
For 63% of respondents, ‘staffing levels a problem’ was highly relevant.
For 33% of respondents, ‘work environment is too demanding’ was highly relevant.
About 19% indicated that ‘better job opportunities elsewhere’ was highly relevant,
and 17% indicated that personal or family reasons were highly relevant.

Intention to leave the organisation and leave the profession




The overall mean on the intention to leave organisation index is 38%, indicating a
low to moderate overall intention to leave the organisation.
The overall mean on the intention to leave profession index is 28%, indicating a low
overall intention to leave the profession.
The scores for the intention to leave organisation and intention to leave profession
indexes do not vary across grade, full-/part-time status, gender or age group.

Regression analysis of intention to leave the organisation
The regression analysis showed that intention to leave the organisation is associated with:







fewer training and promotion opportunities
less positive perceptions of co-workers
lower perceived employer support
lower autonomy
lower global job satisfaction
a higher effort–reward ratio.

Intention to leave the organisation is not associated with gender, employment grade,
full-/part-time status or age group.
Further analyses of the impact measures (global job satisfaction and effort–reward ratio)
confirmed the role that employer support, training and promotion opportunities, and
autonomy play both in ‘driving’ the impact measures and in predicting intention to leave the
organisation.

Findings emerging from the qualitative data in respect of retention
The findings presented here are drawn from the qualitative data. Issues identified in respect
of the job and the organisation were closely related to intentions to leave the job.
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Summary of positive aspects relating to the job and their impact on dental
surgeons’ intention to stay
A range of positive aspects of the job were given, and these were identified as reasons for
staying. These included it being a nice job, having had a long-standing interest in dentistry,
having good colleagues, being appreciated by patients, and being able to undertake
preventive and public health work. In addition, having regular hours and a regular income,
not having to work unsocial hours and having a pension were all identified as reasons to
stay. Finally, it was suggested that over time personal and family reasons can make it more
difficult to leave.

Summary of challenges relating to the job and their impact on dental surgeons’
intention to stay
Staff shortages were identified at all grades within the dental service and it was highlighted
that this, along with increases in population numbers and administrative requirements, has
led to excessive workloads. The consequences have been a reduction in the availability of
dental services and an inability to carry out the level of preventive work that is needed and
that was done previously. This, in turn, has consequences for children in terms of poorer
dental outcomes and for staff in terms of stress and burnout.

Summary of challenges relating to the organisational context
A number of issues were identified in respect of the organisation. These included the
organisational culture, and a small number of comments referred to the role of
management. Pay was also highlighted, and in that regard issues relating to the better pay
opportunities in the private sector were mentioned. Pay differentials between grades were
identified as inadequate, and respondents commented that some anomalies arising from
prior roles have resulted in differences in the amount of money people are paid to do the
same job.
Working conditions, particularly accommodation and equipment, were highlighted as
problematic. While it was noted that some of the new primary care centres include dental
surgeries and have very good conditions, in other areas conditions are very poor. It was also
mentioned that it would not be possible to meet new HIQA and Dental Council standards in
some centres.
Education, training and development were also identified as challenges to retention; in
particular, respondents noted a lack of support and the loss of funding that had previously
been ring-fenced for dental surgeons. The abolition of the vocational scheme in Ireland and
the closure of a similar type of scheme to Irish graduates in the UK were jointly highlighted
as a deficit in the system, and it was suggested that a reinstatement of the vocational
scheme could potentially attract more dental surgeons to the service. Finally, in terms of
education and training, it was noted that dental surgeons can become de-skilled due to the
narrow remit of the work they do, and this has implications for their being able to access
alternative job opportunities.
Promotional opportunities were identified as being scarce, and it was suggested that the
career structure for both dental surgeons and orthodontists is too short.

Conclusions: recruitment of dental surgeons
Moderate levels of satisfaction with the recruitment process were reported by the 16.4% of
the respondents who had been recruited over the past two years. However, dental surgeon
managers identified the overall process as very problematic.
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While the recent (past two years) recruits indicated a moderate level of satisfaction with the
efficiency and fairness of the recruitment process, managers reported significant challenges
in the overall approach adopted. The moderate level of satisfaction with the process is
reflected in the overall score on the recruitment process index for those recruited over the
past two years, which is 59%. The job expectations index identified a higher level of
satisfaction, which at 76% indicates a high level of match between expectations and
experience.
Findings emerging from the qualitative data, however, described the process as time
consuming, multi-staged, bureaucratic, lengthy and ineffective for the purposes of getting
personnel in place. Some issues were also identified in respect of pay increments,
particularly for new staff.

Conclusions: positive aspects of the work and the organisations
Dental surgeons are highly engaged in their work, believe it makes a positive impact and
have positive perceptions of their co-workers. They also appreciate being able to undertake
preventive and public health work and having regular hours, a regular income, social working
hours and a pension.
These findings are reflected in the engagement (73%), perceptions of co-workers (76%) and
impact indexes (81%), and in the two most common themes emerging from the most
positive aspects of their job. They are also highlighted in the interview data, where dental
surgeons described theirs as being a nice job, having good colleagues, being appreciated by
patients, and being able to undertake preventive and public health work. It is also noted that
less positive perceptions of co-workers were statistically significantly associated with
intention to leave in the regression analysis.
About one in six respondents (16.3%) indicated that they enjoyed the variety of work, found
it interesting and/or liked the sociable nature of the work, while a similar percentage
(15.6%) indicated that they liked the challenges and problem-solving aspects of their job.
Having regular hours and a regular income, not having to work unsocial hours and having a
pension were all identified as reasons for staying by participants in interviews, and about a
quarter of respondents (23.5%) also commented on this aspect of their work in identifying
the positive aspects of their work.

Conclusions: workload and staffing levels
Dental surgeons perceive that there has been a significant increase in their workload and
work demands arising from population growth, increased administrative and regulatory
demands, and inadequacies in staffing.
These issues were highlighted throughout the qualitative data and it was noted that staff
shortages, along with increases in population size and administrative requirements, have led
to excessive workloads. The consequences of this were identified as a reduction in the
availability of dental services and an inability to carry out the level of preventive work that is
needed and that was done previously. This, in turn, has consequences for children in terms
of poorer dental outcomes and for staff in terms of stress and burnout.
These findings are also highlighted in the open-ended (text response) question in the
questionnaire about aspects of the respondents’ current job they would most like to change.
The most common theme related to inadequate staffing levels, the need to fill vacant posts
and/or the need achieve reductions in waiting lists (54.7%). While the number of dental
surgeons intending to leave in the survey was low at just 24, nevertheless 63% of those
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intending to do so rated ‘staffing levels a problem’ and 33% rated ‘work environment is too
demanding’ as highly relevant to their decision to leave.

Conclusions: pay
The overall level of satisfaction with pay was low, with this being one of the three indexes
with the lowest scores (35%).
In the open-ended (text response) questions in the survey concerning the three things about
the respondents’ current job that they would most like to change, almost one-quarter of
respondents (22.8%) indicated that they would like to see improvements to pay, including
parity in pay and/or long-term pay increments. Reasons for dissatisfaction with pay
described in interviews included better pay opportunities for dental surgeons in the private
sector and inadequate pay differentials between grades within the HSE. Almost one in five
(19%) of those intending to leave the service rated ‘better job opportunities elsewhere’ as
highly relevant to their decision to leave.

Conclusions: training and promotion opportunities
There are limited opportunities in terms of training and promotion for dental surgeons. This
is evident from the training and promotion index, which was low (35%).
These issues were also indicated in the interview data, which highlighted a lack of support
and the loss of funding that had previously been ring-fenced for dental surgeons. The
abolition of the vocational scheme in Ireland was also highlighted as a deficit in the system
and it was suggested that a reinstatement of this scheme could potentially attract more
dental surgeons to the service.
Promotional opportunities are limited and it was suggested that the career structure for
both dental surgeons and orthodontists is too short. In the regression analysis, a perception
of there being few training and promotion opportunities was statistically significantly
associated with intention to leave the organisation.
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Section 4: Findings relating to paramedics and NEOC staff
Overview of findings from paramedics and NEOC staff
This section presents the study’s findings relating to paramedics employed by the Health
Service Executive (HSE) (89% of the sample) and staff working in the National Emergency
Operations Centre (NEOC) (11% of the sample). Parts 1–5 draw from the quantitative survey
data, while Part 2 and Parts 6a and 6b are based on the qualitative interview data.
Supporting detail and data are provided in the Data Appendix. Where relevant, comparisons
are made between paramedics and NEOC staff.
Part 1 provides a profile of paramedics’ and NEOC staff members’ work characteristics and
their perceptions of the job and of the organisation.




The first section of this part describes the work characteristics of paramedics and
NEOC staff (e.g. normal working schedule).
The second section provides a description of the coded themes from the text
responses of paramedics and NEOC staff that show (i) the aspects of the job that
they like most and (ii) the aspects of the job that they would most like to change.
The third section describes paramedics’ and NEOC staff members’ perceptions of
their job and organisation, as measured by 18 themed index scores.

Part 2 describes recruitment issues.


This part concerns only those respondents who had been in their current job for two
years or less. Scores on two relevant indexes (perceptions of the recruitment
process and job expectations) are examined, including responses to individual items
making up the indexes. Relationships between these indexes and others are
explored. Findings from the qualitative data relating to recruitment are also
incorporated into this part.

Part 3 describes retention issues.




Percentages of paramedics and NEOC staff who intended to stay in and leave their
current job in the next two years are presented, along with their ratings of the
relevance of a range of factors in their intentions to stay or leave.
The coded text responses (described in Part 1) of the ‘stay’ and ‘leave’ groups are
compared.
Then, scores on two relevant indexes (intention to leave organisation and intention
to leave profession) are examined, including responses to individual items making up
the indexes. Relationships between these indexes and others are explored.

Part 4 describes a regression analysis of respondents’ intention to leave the organisation.


The regression examines the extent to which three ‘blocks’ of characteristics
(individual and employment characteristics, perceptions of job and organisation, and
impacts) predict respondents’ intention to leave the organisation. Separate analyses
for paramedics and NEOC staff are provided.

Part 5 describes a regression analysis of impact characteristics.


A set of ‘driver-type’ regression analyses examines the interrelationships between
the perception measures and the impact measures that are significantly associated
with intention to leave the organisation (from the analysis in Part 4). Again, these
analyses are conducted separately for paramedics and NEOC staff.
78

Part 6 describes the qualitative results from the interviews with paramedics and NEOC
staff.


This part is split into two, and it provides an insight into the key issues arising for
paramedics (Part 6a) and NEOC staff (Part 6b), based on a thematic analysis of the
interview data. While there is some overlap, the qualitative findings for the
paramedics and the NEOC staff are presented separately due to some differences in
key issues arising.

Part 7 presents a summary and conclusions.


This part considers the main issues arising from the qualitative and quantitative
findings and draws conclusions about the retention and recruitment of paramedics
and NEOC staff.

All analyses are weighted to provide nationally representative estimates on the basis of
grade and full-/part-time status (see Table 4, in Section 2: Methodology).

Part 1: Work characteristics and perceptions of job and organisation
Work characteristics
This part presents information on the working characteristics of paramedics and NEOC staff.
Section 2: Methodology provides additional demographic and employment information (e.g.
gender, age group, grade).
About half of the respondents (49.2%) had been working as a paramedic or in the NEOC for
11 years or more, while 14.9% had been working in the service for two years or less; the
remainder (35.9%) had been working in the service for between 2 and 10 years. Figure 21
indicates some movement between jobs and organisations: for example, 15.8% had been in
their current organisation for two years or less, and 22.0% had been in their current job for
two years or less.
Figure 21: Years working as a paramedic or in the NEOC, in current organisation and in
current job
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Comparisons between the paramedics and the NEOC staff indicate that the paramedics had
been working in the service, in their current organisation and in their current job for
significantly longer than the NEOC staff (in all cases, p (chi-square) < .001). For example:




time in profession: 53% of paramedics compared with 15% of NEOC staff reported
service in the profession of 11 years or more
time in current organisation: 50% of paramedics compared with 18% of NEOC staff
reported time in the organisation as 11 years or more
time in current job: 19% of paramedics compared with 42.5% of NEOC staff
reported time in the job as two years or less.

Just under one in four respondents (23%) reported working more than 40 hours per week,
while the rest (77%) worked up to 40 hours per week (98% of respondents worked full time).
Paramedics were significantly more likely to report working more than 40 hours per week
(25%) than NEOC staff (13%) (p (chi-square) = .013). A majority of respondents (84.5%)
reported that their work mainly involved responding to emergency or urgent calls; 10.0%
responded mainly to routine calls (such as hospital transfers) and 5.5% indicated that their
work did not usually involve responding to calls. Most respondents whose job involved
responding to routine calls worked as emergency medical technicians (EMTs) or
intermediate care operatives (ICOs). Those who did not usually respond to calls tended to
work as emergency call dispatchers, supervisors or managers.
Figure 22 shows information about the working schedules of paramedics and NEOC staff. In
line with the nature of the service, working schedules were spread across day time,
evenings, night time and weekends. A large majority of respondents (93.5%) reported that
they never worked on an on-call rota (since the norm is for staff to be rostered); however,
59.1% indicated that they usually worked for more than one hour after their shift ended.
Comparisons between the working schedules of paramedics and NEOC staff indicate that
paramedics worked evenings (8pm–midnight) and more than one hour after their shift
ended significantly more frequently than NEOC staff (in both cases, p (chi-square) < .001). In
other respects, the working schedules of paramedics and NEOC staff did not differ
significantly.
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Figure 22: Working schedules of paramedics and NEOC staff over the four weeks preceding
the survey
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Figure 23 shows the frequency with which paramedics and NEOC staff reported working
overtime with pay, without pay and with time in lieu. Working overtime with pay was
common, with 67.6% of respondents doing this once a fortnight or more often. Working
overtime with time in lieu was less common (with 67.4% never having done this) and
working overtime without pay was least common (76.9% reported never having done this).
Comparisons between the reports by paramedics and NEOC staff of working overtime
indicate that paramedics worked paid overtime significantly more frequently than NEOC
staff (p (chi-square) < .001). Working overtime with time in lieu also differed significantly
across the two groups, with more paramedics (69.0%) than NEOC staff (53.5%) responding
‘never’ (p (chi-square) < .001). There was no difference in the frequency of overtime without
pay between the two groups.

81

Figure 23: Frequency with which paramedics and NEOC staff reported working overtime
with pay, without pay and with time in lieu
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Figure 24 shows the normal time taken to get to work reported by paramedics and NEOC
staff. Commute times varied: while a majority (54.4%) took 30 minutes or less to get to
work, 33.2% took between 31 minutes and an hour, and 12.4% took more than an hour to
get to work. Travel times did not vary across paramedics and NEOC staff.
Figure 24: Normal time taken to get to work reported by paramedics and NEOC staff
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Note. 6.4% of respondents did not answer this question.

Commentary on the job: positive aspects and aspects to change
The survey questionnaire included two open-ended (text response) questions:


Please describe the three most positive things about your current job.
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Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job
Table 22 shows the percentages of paramedics and NEOC staff who mentioned each of 10
themes identified in response to the question ‘Please describe the three most positive things
about your current job’ (12.0% did not make any positive comment, and about 2.0%
explicitly stated that they had nothing positive to say about their current job). The two
groups are tabulated separately due to differences in the frequencies of themes arising,
which are described below.
The three most commonly mentioned themes related to the care or helping aspects of the
work (65.8% of responses included this theme); having good colleagues, good team work or
good paired working relationships (47.4% of responses); and/or the rewarding, varied or
interesting nature of the work (43.9%). Compared to NEOC staff, paramedics commented
significantly more frequently on the care and helping aspects and on the varied and
interesting aspects of the work; in contrast, NEOC staff were significantly more likely to
comment positively about colleagues.
A minority of respondents commented that they were happy with working hours, shifts,
working hours and/or time off (16.1%); continuous professional development (CPD), learning
and/or progression opportunities (12.5%); and aspects of the job to do with security and/or
pension (10.0%). NEOC staff were significantly more likely to comment positively on shifts,
working hours etc. (40.7%) than paramedics (13.1%), and this difference is quite large.
Table 22: Coded themes in response to the question ‘Please describe the three most
positive things about your current job’: paramedics (89%), NEOC staff (11%) and all
respondents
Theme

Paramedics

NEOC staff

All

Care and help aspects of work

67.8

48.9

65.8

Colleagues, paired work and/or teamwork

44.9

68.2

47.4

Rewarding, interesting, varied and/or respected work

45.3

31.8

43.9

Happy with hours, shifts, roster and/or time off

13.1

40.7

16.1

CPD, learning and/or progression opportunities

13.3

5.7

12.5

Job security, pension and/or regular income

9.7

12.1

10.0

Enjoy leading, managing and/or autonomy

7.2

4.6

6.9

Convenient location

3.5

9.5

4.1

Good facilities and/or equipment

2.3

2.9

2.3

Good manager

1.0

2.9

1.2

Cells marked in bold indicate that the group reported this theme significantly more frequently than the other
group (p < .05).
Themes are ordered from most to least frequent for the overall sample.

A small minority commented positively on the leadership, management or autonomous
aspects of their work (6.9%); the convenience of the location of their work (4.1%); the good
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quality of the facilities and/or equipment (2.3%); and/or good managers (1.2%). NEOC staff
were significantly more likely to mention the convenience of their work location (9.5%) than
paramedics (3.5%).

Aspects of the job respondents most wanted to change
Table 23 shows the percentages of paramedics and NEOC staff who mentioned each of 16
themes identified in response to the question ‘Please describe the three things that you
would most like to change about your current job’ (2.6% did not make any comment). Again,
the two groups are tabulated separately due to differences in the frequencies of themes
arising, which are described below.
Table 23: Coded themes in response to the question ‘Please describe the three things that
you would most like to change about your current job’: paramedics (89%), NEOC staff
(11%) and all respondents
Theme

Paramedics

NEOC staff

All

Pay (levels, benefits, equity, restoration)

42.3

42.6

42.3

More supportive, communicative, respectful and/or
consistent management

30.4

30.9

30.4

Better work–life balance, protected meal breaks
and/or leave

24.1

14.3

23.0

Better deployment of the service and/or service and
management restructuring

22.6

11.2

21.4

Fairer rostering

18.4

7.9

17.3

Tackle late finishes

15.4

1.0

13.8

Improve facilities and/or resources

13.5

9.2

13.1

Improve management (no detail provided)

12.1

11.3

12.0

Better progression opportunities and/or transfer
opportunities

11.6

13.0

11.8

Provide fair and/or accountable management

10.3

12.8

10.5

9.3

18.9

10.4

10.7

1.0

9.6

Reduce distances travelled

9.1

0.0

8.1

Improve work environment and/or morale

5.6

16.4

6.7

Address staff shortages and/or recruitment

4.7

15.1

5.8

Increase autonomy

1.4

6.9

2.0

More CPD opportunities and/or support
Recognition as an emergency service (including
earlier retirement age)

Cells marked in bold indicate that the group reported this theme significantly more frequently than the other
group (p < .05).
Themes are ordered from most to least frequent for the overall sample.

The four most commonly mentioned aspects that respondents wanted to change (across the
two groups combined) were:





pay (levels, benefits, equity, restoration) (42.3%)
more supportive, communicative, respectful and/or consistent management (30.4%)
better work–life balance, protected meal breaks and/or leave (23.0%)
better deployment of service and/or service and management restructuring (21.4%).
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Each of these merits further explanation. Regarding the pay-related issues, these comprised
comments relating to low pay levels (e.g. relative to the skill levels, stress and responsibility;
comparisons with other jobs, such as waitressing; the need to do overtime to afford to live;
and the need for a weighting system to reflect increased living costs in Dublin), lack of
benefits (including health insurance coverage) and restoration of pay to the levels seen prior
to the post-2008 financial crisis.
The comments relating to respectful, supportive, communicative and/or consistent
management were made both about immediate and senior managers. These comments
tended to fall into two groups: that management was uncommunicative and/or
unresponsive, and that there was a lack of support, respect and appreciation for hard work
well done. A lack of supervision outside office hours was also mentioned as an issue under
this theme.
Comments regarding work–life balance included references to the long number of hours
worked, the need for more leave and the need for more family-friendly working
arrangements. Among paramedics in particular, the lack of protected meal breaks was
mentioned quite frequently, and some respondents highlighted the difficulties and safety
issues that this caused during long (e.g. 12 hours or more) shifts.
Comments regarding the deployment of the service and/or the wider management
structures of the service were most frequently critical of the manner in which incoming calls
were classified with varying levels of urgency under the AMPDS system.viii According to the
respondents, there were frequent errors in these classifications, which could result in a long
journey for a non-urgent call. Respondents who commented on this issue wanted to see a
more common-sense approach to managing and classifying incoming calls. Another issue
that arose was a requirement for paramedics to deal with non-urgent calls towards the end
of their shifts (to meet targets), resulting in enforced overtime or over-runs in shifts. There
was also a sense of the NEOC system being ‘flooded’ (e.g. by non-urgent GP referrals), and
there were some explicit references to the misuse of Protocol 37 (emergency inter-hospital
transfer policyix) and out-of-hours GP service overloading calls into the ambulance service.
Some respondents likened the ambulance service to a taxi service. Some respondents felt
that intermediate care vehicles (ICVs) could be used more effectively (e.g. for Protocol 37
transfers). A number of the responses under this theme commented more generally on a
perceived need to restructure the management of the service, i.e. to have more regionalised
management or fewer layers of management.
The following eight themes were mentioned by between about 10% and about 17% of
respondents:



implement fairer rostering (17.3%)
tackle late finishes (13.8%)

viii

The Advanced Medical Dispatch Priority System is characterised by systematic questioning from the
call taker using a logic algorithm and pre-arrival instructions. The classification of calls into
emergency, urgent or routine is associated with differing response time targets and the type of
paramedic vehicle and staff dispatched.
Protocol 37 has been developed for emergency inter-hospital transfers for patients who require a
clinically time critical intervention which is not available within their current facility. For further
information see:
https://www.phecit.ie/PHECC/Publications_and_Resources/Newsletters/Newsletter_Itmes/2016_Wi
nter/Protocol_37_The_Emergency_Inter-Hospital_Transfer_Policy.aspx
ix
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improve facilities and/or resources (13.1%)
improve management (no detail provided) (12.0%)
provide better progression opportunities and/or transfer opportunities (11.8%)
provide fair and/or accountable management (10.5%)
provide more CPD opportunities and/or support (10.4%)
treat personnel in the same way as wider emergency services (e.g. lower retirement
age) (9.6%).

Each of these is described in a little more detail below.
Regarding rostering, respondents who were not on a permanent roster commented that
they received their roster just a week in advance and could be assigned to any of several
bases. This inevitably had negative impacts on their work–life balance and travel times to
and from work.
The late finishes issue, already referred to above, was described in terms of being ‘forced’ on
employees, again with knock-on effects on work–life balance and burnout.
References to various aspects of facilities and resources were mentioned. While some of
these referred in very general terms to facilities and equipment, several respondents felt
that the fit-out of ICVs was unsafe and not fit for purpose. Negative comments regarding
uniforms was also relatively common. Some respondents commented on a lack of basic
facilities (e.g. heating and canteen facilities) in their bases or offices.
Regarding opportunities for progression, comments tended to focus on the progression
opportunities for ICOs and EMTs: respondents perceived a disjoint between these grades
and the paramedic and advanced paramedic ones. A small number of these comments
referred to a desire to be transferred to other areas of work, with no opportunity to do so.
Two further themes concerning management were mentioned (the first one has already
been described above): 12.0% of respondents made very general comments about
management (e.g. ‘improve management’, ‘bad management’, ‘incompetent managers’)
while 10.5% explicitly commented that they felt that management, most usually at senior
level, lacked transparency and fairness, implementing practices inconsistently and without
explanation, and favouring some employees over others. Of note here is the relatively
frequent mention of terms such as ‘bullying’, ‘discrimination’ and ‘aggression’.
Comments regarding CPD highlighted a perceived need for refresher courses, CPD for
progression, and protected time and/or more management support for undertaking
individual CPD.
One in ten (9.6%) of respondents commented that they wanted the services to be recognised
on a par with other emergency services such as the fire brigade and Gardaí. This included the
view that the retirement age should be 55 years. Some of the respondents commented that
it is unreasonable and unrealistic to expect a person in their 60s to undertake physically and
emotionally demanding paramedic work.
A small minority commented on the final four themes:





reduce distances travelled (8.1%)
improve work environment and/or morale (6.7%)
address staff shortages and/or recruitment (5.8%)
increase autonomy (2.0%).

The results of significance tests comparing the frequencies of each of these 16 themes
between the paramedic and NEOC groups indicated that:
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Paramedics were significantly more likely than NEOC staff to mention issues relating
to work–life balance, meal breaks or leave; better deployment of services, or service
and management restructure; improvements to rostering; late finishes; recognition
on par with other emergency services (including earlier retirement age); and
distances travelled.
NEOC staff were significantly more likely than paramedics to mention issues relating
to CPD opportunities or support; work environment or morale; staff shortages or
recruitment issues; and lack of autonomy.

The overall picture being described by respondents is an experience of working that is
negatively impacted by issues with management and deployment of services. These in turn
have negative knock-on effects on working hours, work–life balance, wellbeing and morale.
There is widespread dissatisfaction with levels of pay. The differences in the aspects of the
job that respondents would like to change between paramedics and NEOC staff are, for the
most part, substantial, and suggest difficulties that are specific to each of the two aspects of
this service. However, the issues on which there were no significant differences such as pay
and management, indicate significant system-wide difficulties.

Perceptions of job and organisation
Figure 25 presents the means for paramedics and NEOC staff on 18 index measures that
were included in the survey. Four additional indexes relating to recruitment and retention
are examined in more detail in Parts 2 and 3. All indexes are expressed as percentages (see
Section 2: Methodology for more information), and higher scores indicate more positive
outcomes. Two ‘negative’ scales, burnout and work overload, have been reverse scored for
this section (to indicate low burnout and low work overload) in order to allow for
comparisons with the ‘positive’ scales.
Looking at the overall means (i.e. for paramedics and NEOC staff combined), the four
indexes with the highest scores (ranging from 71% to 81%) are:




impact (81%)engagement (71%)
perceptions of co-workers (73%)
paired colleague support (80%) (paramedic staff working in pairs only; 82% of all
respondents).

This indicates that paramedics and NEOC staff are highly engaged in their job, have positive
perceptions of their colleagues and believe their job has a positive impact on others.
Three indexes have extremely low overall scores (16–20%):




employer support (20%)
satisfaction with pay (18%)
information sharing (16%).

This indicates that a large majority of respondents feel that there is a low level of
information sharing and participation in decision making, are dissatisfied with their pay, and
perceive low levels of support from their employer.
Three further indexes have low overall scores (24–30%):




perceptions of manager (30%)
appropriate referral processes (27%) (this index applies to paramedic staff only)
work–life balance (24%).
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This indicates that a majority of respondents are experiencing a poor work–life balance, are
dissatisfied with the processes in place for referrals to the ambulance service, and have poor
or negative perceptions of their immediate manager.
The remaining eight indexes have mean scores in the low to moderate range (31–52%):









job satisfaction (global) (52%)
autonomy (47%)
low work overload (46%)
organisational commitment (44%)
low burnout (43%)
training and promotion opportunities (35%)
satisfaction with patient information (35%) (paramedic staff only)
satisfaction with travel requirements (31%) (paramedic staff only).

Figure 25: Index scores (perceptions of job and organisation): paramedics and NEOC staff
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Impact
Paired colleague support**

82
81

80
80

Perceptions of co-workers*

73
73
67

Engagement*
Job satisfaction (global)

52
52
26

Autonomy*

72
71

55

50
47
35

Low work overload*
Organisational commitment

48
46
43
44

37

Low burnout*
Satisfaction with patient information**

81

31

47

44
43

35

33
35
35

Training and promotion opportunities
Satisfaction with travel requirements**

31
31

Perceptions of manager*

29
30

37

27
27
27

Appropriate referral processes
Work-life balance*

23
24

Employer support*

19
20

Satisfaction with pay*

17
18

35

24
24

15
16
16

Information sharing
0

10

NEOC staff

20

30

Paramedics

40

50

60

70

80

90

All

Index means are sorted from high to low for the combined sample.
* The difference between paramedic and NEOC staff index means is statistically significant (p < .05).
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** NEOC staff did not respond to the questions making up this index.

Figure 25 also shows the mean index scores separately for paramedics and NEOC staff.
Indexes marked with a single asterisk (*) denote significant differences between the two
groups. Comparisons are not possible on three of these indexes (satisfaction with travel
requirements, satisfaction with patient information and paired colleague support) since
NEOC staff did not respond to the relevant questions as they did not apply to their work.
These three indexes are marked with a double asterisk (**).
These comparisons indicate that there are no significant differences in the index scores
between the two groups for:







impact
job satisfaction (global)
organisational commitment
training and promotion opportunities
appropriate referral processes
information sharing.

However, paramedics had significantly higher scores than NEOC staff on:





engagement
autonomy
low work overload (i.e. they reported lower work overload)
low burnout (i.e. they reported lower burnout).

Conversely, NEOC staff had significantly higher scores than paramedics on:






perceptions of co-workers
perceptions of manager
work–life balance
employer support
satisfaction with pay.

In interpreting these differences, the values of the mean scores should be borne in mind. For
example, even though NEOC staff reported significantly higher satisfaction with pay than
paramedics, the means of both groups (NEOC: 24%; paramedics: 17%) are both low.
In addition to the significant differences between paramedics and NEOC staff described
above, some of the mean index scores vary significantly by age and gender, and a majority of
index scores vary significantly by grades within the paramedic group (but not the NEOC
group). See the Data Appendix for the detailed results.

Part 2: Recruitment issues for paramedics and NEOC staff
Just over one-quarter of respondents (25.5%) had been in their current job for two years or
less. These 25.5% responded to questions about the recruitment process and their job
expectations.

Recruitment process
This index measures respondents’ perceptions of the efficiency and fairness of the
recruitment process. Higher scores indicate more positive perceptions.
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The overall score on the recruitment process index is 52%, indicating a moderate level of
satisfaction. For example, 52% of respondents were satisfied with the interview process
(Figure 26).
Figure 26: Responses to items on the recruitment process index

Recruitment process (new recruits only)
Information provided about the job

25

Job application process
Interview process
Communication from the recruiting organisation
Fairness of the recruitment process

27
37

Induction / orientation received on commencing job
Dissatisfied

29

21

52
22

23

49

23

53

52
29
Neutral

34

27

29

Length of the overall recruitment process

48

20
27

28
43

Satisfied

Note. Percentages are based on respondents who had been in their current job for two years or less (25.5% of all
respondents).

Satisfaction with the recruitment process was most strongly related to:






training and promotion opportunities (.622).
job satisfaction (global) (.567)
intention to leave the organisation (−.548)
engagement (.528)
intention to leave the paramedic or NEOC service (−.508)

Note that respondents reporting higher recruitment process scores had lower intentions of
leaving the organisation and the service, and these relationships are strong (−.51 for service
and −.55 for organisation).
(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The recruitment process scores were significantly higher among paramedics (54%) than
NEOC staff (38%). They did not vary significantly by grade, gender or age group.
See the Data Appendix for more detail.

Job expectations
This index measures respondents’ perceptions of the extent to which job expectations
matched job experiences. Higher scores indicate more positive perceptions.
The overall score on the job expectations index is 64%, indicating a relatively high level of
match between expectations and experience. For example, 55% of respondents felt that the
job met their original expectations (Figure 27).
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Figure 27: Responses to items on the job expectations index

Job expectations (new recruits only)
My job responsibilities turned out to be what I
expected (RC)

72

My working conditions turned out to be what I
expected (RC)

43

This job meets my original expectations (RC)

Yes

8

10

55

Neutral

20

47

15

30

No

Note. Percentages are based on respondents who had been in their current job for two years or less (25.5% of all
respondents). ‘RC’ indicates that the item has been reverse coded to produce the index score. See Section 2:
Methodology for more detail.

The job expectations index scores were most strongly related to:







job satisfaction (global) (.623)
intention to leave organisation (−.565)
intention to leave the paramedic or NEOC service (−.564)
engagement (.508)
work overload (−.502)
organisational commitment (.500).

Note that respondents reporting higher job expectations scores had lower intentions of
leaving the organisation and the service, and these relationships are strong (−.56 for service
and −.57 for organisation).
(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
Job expectations scores do not vary significantly across paramedics and NEOC staff, gender
or age group. However, among paramedics, students and interns (72%) had significantly
higher scores than other grades (54–60%).
See the Data Appendix for more detail.
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Issues arising from the qualitative data in respect of recruitment of
paramedics
In general, there was relatively little commentary about the recruitment process. While the
recruitment process was not itself identified as problematic, the allocation of paramedics
from the panelx was identified as hugely problematic.
It was suggested that the recruitment process is satisfactory and that many paramedics
being recruited are already trained up as they ‘have experience, vast experience in the navy,
the army, Red Cross, Order of Malta etc.… who are good people’.
One paramedic said:
There is nothing wrong with the recruitment process, it’s actually a very rigorous
recruitment process, but the retention side is where we fall down.

Panel
A number of people, however, highlighted issues with the panel. It was explained that ‘it
falls down in the allocation of staff’, where paramedics in training or having qualified may
end up being allocated to a position a long distance from their home. An explanation of how
it is problematic is presented in Figure 28.
Figure 28: Example of impact of allocation of staff based only on panel position

Panel number 1

•Candidate placed number 1 on the panel lives in
Cavan but vacancy number 1 is in Cork. Candidate
is allocated to Cork.

Panel number 2

•Candidate placed number 2 on the panel lives in
Cork but vacancy number 2 is in Cavan. Candidate
is placed in Cavan.

One paramedic gave an example of a newly qualified paramedic as follows:
I’ve seen a [person]… two kids,. delighted, absolutely delighted with the position [on
the panel], opened the envelope, saw [name of location] on it and s/he’s from
[100 km away]… And they basically said, ‘That’s fine, good luck.’ But she said, ‘You’ve
just trained me for the last couple of years, now I’m a paramedic and now I can’t do
the job where you want me to do it.’ ‘Oh well you’re on a panel, you’re number
[number on panel] on the panel and that’s the [number of the] position we have and
I can’t interfere with the panel.’
While accepting that the solution might not be as simplistic as swapping candidate number 1
with candidate number 2, it was nevertheless suggested that the reason for this happening
is that ‘there’s no linked-up thinking’. For example:

x

The panel refers to the positioning of successful candidates in order of merit following the
competition process. As vacancies arise, candidates are offered a post.
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‘Okay, you’re from County Wexford, we’ll put you in Gorey. You’re from Newcastle,
we’ll put you in Limerick.’
One interviewee suggested, however, that this approach was deliberate and that ‘they [the
panel] would keep you purposely away from your home base for as long as possible in the
first year’.
The impact of this on people’s lives was identified as very problematic from a financial and
relationship point of view. One paramedic said:
So, if you come from Cork, you’re going to be based in Donegal in the northwest
somewhere… You’re travelling all the time. You’re either going to Ballinasloe or
you’re going to Tallaght for training. You’re away from home midweek. Everything is
coming out of your salary, even though you’re paid. Everything is coming out of your
salary. You’re not getting an allowance for your hotel or your travel. And then, for
your internship, you’re still away from home.
Another paramedic noted:
Some [paramedics] are travelling up to 200 kilometres, at the end of the day on top
of let’s say having a wife and kids, or whatever in one place. Trying to pay a
mortgage, but if you’re expected to work four, or five days in a different location
150, or 200, or maybe 300 kilometres from where they live, now you’re back to
additional accommodation again. I don’t think there is logic to it.
This approach, of placing people in locations long distances from where they live, was
described as:
Completely unsustainable. Completely unsustainable. That’s why people are walking
away. That’s why relationships are breaking down. That’s why people are alone up in
[new location] at night time, with no friends, no support network. They’re alone at
night time and the only option is the pub. Or if they have other options than the pub,
one of the easiest options is the pub and they’ll find their comfort in the bottle or a
glass.
This was identified as particularly problematic for EMTs, where progression to paramedic is
based on undertaking the paramedic course. This manager said:
Because, it’s actually one of the things that puts people off… A lot of EMTs, because I
can see in them [the possibility of] progression, and I can see in them the potential to
be very good paramedics and [to] go on to be advanced paramedics… But, that’s
what’s putting them off, because they have a roster as an EMT. They have a steady
pay coming in – even though it’s bad, it’s still steady. They can work from [their]
home base. They are at their home base. They can pick where they want to be.
This was supported by an EMT, who said in respect of going forward to become a paramedic:
Number one, … I would be starting from scratch again like I’d never worked in the
ambulance service. That’s a big one. And number two, even if I did [train as a
paramedic], then I could be sent three, four hundred miles away from where I live
even though I have no one [there]…
Another paramedic suggested:
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It’s definitely an aspect that makes the job hard. Especially for people coming in…
who have children or who have families. That is a barrier for people because you just
don’t know where you are going to be based initially.
In summary, the main issue arising in respect of recruitment relates to the allocation of staff
to services that may be a long distance from their home, and it was suggested that the
negative consequences of this in terms of relationships and finance is significant. It was also
suggested that this operates as a barrier to going forward for paramedic training, particularly
for EMTs.

Issues arising from the qualitative data in respect of recruitment of NEOC
staff
Recruitment for the NEOC is carried out through PublicJobs.ie and run by the National
Recruitment Service. It was suggested that panels are formed as a result of the recruitment
process but that these are very problematic, and it was suggested that ‘the recruitment
process needs to be looked at’, ‘the time aspect of getting people from panels through to
training takes so long’ and ‘it’s very time consuming’. One manager noted:
There’s a panel in place. Recruitment goes to the panel, there’re 70-odd people on
the panel. There [are] often 10 jobs that nobody’s interested [in], so we go back to
the panel twice or three times before they tell us, ‘Sorry, I can’t get you anybody.’
And then they’ll agree to start running [a] new [recruitment] campaign and that
takes three or four months to get up and running.
Another manager said:
We are at a stage now of trying to get people from a panel who [have been] on it 18
months [to] two years. So recruitment of a class of 10 might only yield, for
argument’s sake, like four of those people might have moved on to other jobs. That
means we only have a class of six. Again, it takes so long for another four to be
contacted with Garda vetting and so on.
It was suggested that there ‘doesn’t seem to be any flexibility’ in how the panel works and
that the process becomes exhausting. One person commented:
We have to go through the whole recruitment process again of psychometric testing
and typing testing and the whole lot right down to interview. That all takes time… it
doesn’t help us on the ground. If you have four people leaving in the space of two
months.
In summary, while there was limited commentary on the recruitment process for NEOC
personnel, it was highlighted that the length of time between recruitment and getting
people from the panels into training, and then into the workplace, was very problematic. It
was suggested that trying to interest individuals in a job up to 18 months after they have
been placed on a panel following psychometric testing, interview and typing tests is not
feasible.
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Part 3: Retention issues for paramedics and NEOC staff
Percentages intending to stay in or leave current job
Respondents were asked whether they intended to stay in or leave their current job in the
next two years. The responses are shown in Figure 29. In order to form two groups (stay and
leave), ‘definitely leave’ and ‘probably leave’ were recoded as ‘leave’, and ‘definitely stay’
and ‘probably stay’ were recoded as ‘stay’.
About one in three respondents (33.9%) intended to leave their current job in two years or
less, while 66.1% intended to stay.
Figure 29: Responses to the question ‘In the next two years, do you intend to leave your
current job, or do you intend to stay’?
45.0

40.9

40.0
35.0
30.0
25.3

24.4

25.0
20.0
15.0
10.0

9.5

5.0
0.0
Definitely leave

Probably leave

Probably stay

Definitely stay

Note: Not all columns add up to 100% due to round

Relevance of factors for intending to stay in current job
Respondents who expressed an intention to stay in their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 30. The three
most common reasons, i.e. with the highest percentages of ‘highly relevant’ ratings, were
‘suitable working hours, days and/or rota’ (45% rated this as highly relevant), ‘personal or
family reasons’ (39%) and ‘convenient location’ (37%).
In addition, one in four or so (23%) rated ‘lack of available alternatives’ as highly relevant,
14% rated ‘too disruptive to leave’ as highly relevant, and 12% rated ‘patients/service users
easy to work’ with as highly relevant.
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Figure 30: Ratings of the relevance of various factors for intending to stay in current job for
the next two years

Relevance of factors for intending to stay
Suitable working hours / days / rota

13

13

Patients / service users easy to work with

26

Lack of available alternatives

Personal or family reasons
Other reason(s) to stay
Not relevant

Neutral

45

29

23

Too disruptive to leave
Convenient location

30
33

23

31

32
16

13

24

29

16
24

23

30

18

12

37

32

39

37

Somewhat relevant

14

15

25

Highly relevant

Note. This question was answered by the 66.1% of respondents who expressed an intention to stay in their
current job for the next two years. Not all columns add to 100% due to rounding.

Of those who intended to stay, 18% described other reasons for their intentions. The most
common reason given for staying was that, despite the difficult working conditions
(particularly in relation to management, pay and long hours), respondents took pride in or
enjoyed the ‘essence’ of the work, i.e. helping patients, and/or were well supported by
colleagues.
It is noteworthy that, in the comments made in response to the question regarding the
reasons for staying in the current job, 50% of respondents did not describe reasons for
staying, but rather described negative and difficult aspects of the job. These comments
largely reiterated the findings in Part 1 (where we described things that respondents would
most like to change about their jobs), particularly regarding management, pay, rostering and
working conditions.

Relevance of factors for intending to leave current job
Respondents who expressed an intention to leave their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 31. The
reason with the highest percentage of ‘highly relevant’ ratings was ‘staffing levels a problem’
(66%). In addition, 47% indicated that ‘better job opportunities elsewhere’ was highly
relevant, 39% rated ‘work environment too demanding’ as highly relevant, 36% rated
‘working hours, days and/or rota not suitable’ as highly relevant and 25% indicated that
personal or family reasons were highly relevant.
Smaller percentages (3–16%) rated the following as highly relevant: ‘location of workplace is
inconvenient’ (16%), ‘work too physically demanding’ (14%), ‘patients/service users difficult
to work with’ (8%), ‘taking a career break but intend to return within five years’ (3%) and
‘coming to the end of a contract or training programme, or retiring’ (4%).
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Figure 31: Ratings of the relevance of various factors for intending to leave current job in
the next two years

Relevance of factors for intending to leave
Working hours / days / rota not suitable

23

Work environment too demanding
Staffing levels a problem

8

19

14

8

18

Patients / service users difficult to work with
Better job opportunities elsewhere

9

11

Neutral

39
66
24

33

32

21

45

29

Somewhat relevant

17

8

47

16

Taking a career break but intend to return within five
years
Coming to the end of a contract / training
programme / retiring

Not relevant

36

28

50

Work too physically demanding

Other reason(s) to leave

30

51

Location of workplace inconvenient
Personal or family reasons

12

14

27
17

16
25

23

14

76

17

53

78

13

5 4

14

13

44

Highly relevant

Note. This question was answered by the 33.9% of respondents who expressed an intention to leave their
current job in the next two years. Not all columns add to 100% due to rounding.

Of those who intended to leave, 18% described other reasons for their intentions. Again, the
reasons varied, and about two in five responses reflected multiple reasons or a combination
of factors. Where one main reason was identified, by far the most frequently cited reason
was management, and many of the comments in this area demonstrated a depth of feeling
and distress. This reason appeared in roughly two in five responses.

Commentary on positive and negative aspects of the job: ‘stay’ and ‘leave’
groups
The ‘stay’ and ‘leave’ groups were compared on their responses to the two questions
described in Part 1 of the results, above (i.e. aspects of the job that they liked the most, and
aspects that they would like to see changed).
A series of chi-square tests (stay/leave by presence/absence of each specific theme)
indicated three significant differences between the stay and leave groups on the themes
arising in response to the positive aspects of the job:




rewarding, interesting and/or varied work (leave: 34%; stay: 48%; p (chi-square) =
<.001)
care and help aspects of work (leave: 59%; stay = 70%; p (chi-square) = .003)
good manager (leave: 0%; stay: 2%; p (chi-square) = .049).
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These results indicate that the stay group were more likely than the leave group to comment
positively on the rewarding and caring aspects of the work, and also slightly more likely to
comment that they had a good manager.
A series of chi-square tests (stay/leave by presence/absence of each specific theme)
indicated six significant differences between the stay and leave groups on the themes arising
in response to aspects of the job that respondents would like to change:







provide fair and/or accountable management (leave: 16%; stay: 8%; p (chi-square)
<.001)
improve management (with no further detail provided) (leave: 21%; stay: 7%; p (chisquare) <.001)
better deployment of services and/or service and management restructuring (leave:
17%; stay: 24%; p (chi-square) <.001)
improve facilities and/or resources (leave: 10%; stay: 15%; p (chi-square) = .038)
address staff shortages and/or recruitment (leave: 3%; stay: 8%; p (chi-square) =
.009)
improve work environment and/or morale (leave: 10%; stay = 5%; p (chi-square) =
.020).

These results indicate that the leave group were more likely than the stay group to comment
on the need for fair and/or accountable management, for improvement in management
(without specifying detail), for improvements to facilities or resources, and for
improvements to work environment and/or morale. On the other hand, the stay group were
more likely than the leave group to comment on the need for better deployment of the
service and/or service and management restructuring, and on the need to address staff
shortages or recruitment issues.

Intention to leave the organisation or leave the profession
These two indexes measure respondents’ intention to leave their current organisation and
their intention to leave the paramedic or NEOC service. They are constructed from two
related questions, which are described together in this section. On both scales, higher scores
indicate a higher intention to leave.
The overall mean on the intention to leave organisation index is 50.5%, indicating a
moderate overall intention to leave the organisation. This index comprises the first item in
the first graph below and the first and second items in the second graph below (Figure 32).
The overall mean on the intention to leave profession index is 49%, indicating a moderate
overall intention to leave the paramedic or NEOC service. This index comprises the second
item in the first graph below and the third and fourth items in the second graph (Figure 32).
About two-fifths (43%) of respondents indicated that they thought about leaving the
paramedic or NEOC service often or all of the time, and a similar percentage (39%) thought
about leaving the organisation often or all of the time (first graph). About one in four
paramedics and NEOC staff (24%) indicated that it was likely that they would leave their
organisation within the next year, and a similar proportion (23%) indicated that it was likely
that they would leave their organisation within the next year (second graph).
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Figure 32: Responses to items on the intention to leave job and intention to leave
organisation indexes

Frequency of intention to leave

Think about leaving the organisation

Think about leaving the paramedic/NEOC service

Never or Rarely

25

32

31

43

30

Occasionally

39

Often or All the time

Likelihood of intention to leave
Likelihood of searching for a job in another
organisation

28

19

Likelihood of leaving the organisation within the next
year

56

Likelihood of leaving the paramedic/NEOC service
within the next year

Unlikely

21

60

Likelihood of exploring career opportunities outside
of the paramedic/NEOC service

27

Neutral

53

15

24

17

23

58

Likely

Note. Intention to leave organisation is composed of the first item in the first graph and the first two items in the
second graph. Intention to leave profession is composed of the second item in the first graph and the third and
fourth items in the second graph. Not all columns add to 100% due to rounding.

The scores on the intention to leave organisation index were most strongly correlated with:







intention to leave profession (.900)
job satisfaction (global) (−.631)
organisational commitment (−.577)
engagement (−.566)
job expectations (new recruits only) (−.565)
recruitment process (new recruits only) (−.548).

The scores on the intention to leave profession index were most strongly correlated with:




intention to leave profession (.900)
job satisfaction (global) (−.600)
job expectations (new recruits only) (−.564)
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engagement (−.551)
organisational commitment (−.539)
burnout (.513).

Note that the very strong correlation between intention to leave organisation and intention
to leave profession (.900) implies that, once an individual leaves their organisation, they are
likely to be lost to the wider paramedic and NEOC services.
(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The scores on the intention to leave organisation index are significantly higher among NEOC
staff (57%) than paramedics (50%). Also, within paramedics, student interns have a
significantly lower score on the intention to leave organisation index (30%) than other
paramedic grades (index scores ranged from 47% to 55%). The scores on the intention to
leave organisation index did not vary significantly by gender or age group.
Comparisons across groups on the intention to leave profession index show similar results.
The scores on the intention to leave profession index are significantly higher among NEOC
staff (58%) than paramedics (48%). Also, within paramedics, student interns have a
significantly lower score on the intention to leave profession index (31%) than other
paramedic grades (index scores ranged from 44% to 53%). The scores on the intention to
leave profession index did not vary significantly by gender or age group.
See the Data Appendix for more detail.

Part 4: Regression analysis of intention to leave the organisation
Introduction
This part presents the results of a multiple regression analysis of paramedics’ and NEOC staff
members’ intention to leave the organisation. Due to differences in the nature of these two
services and differences between the two groups in their perceptions of the job and of the
organisation (described in the previous parts), separate regressions were carried out for
paramedics and NEOC staff. An advantage of multiple regression is that it allows the
examination of multiple respondent characteristics simultaneously, thereby providing an
indication of which are the most important in predicting the outcome.
In line with the theoretical framework guiding this study, the variables are categorised into
three blocks: individual and employment characteristics (or controls), perceptions of job and
organisation and impacts (Table 24).
Although the sampling weights applied during the analysis result in nationally representative
estimates, the total number of NEOC staff (93) is considerably smaller than the total number
of paramedics (742). As a consequence, the analysis of NEOC staff is less powerful than that
of paramedics.
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Table 24: Explanatory variables in the regression models of paramedics’ and NEOC staff
members’ intention to leave the organisation
Block

Block 1:
individual and
employment
characteristics
(controls)

Block 2:
perceptions of
job and
organisation

Block 3: impacts

Measure

Description/comment

Gender

Male is the reference group

Grade

Paramedics: student/intern, ICO/EMT, paramedic, advanced
paramedic and supervisor/manager. Paramedic is the
reference group.
NEOC staff: call taker/dispatcher, supervisor/manager. Call
taker/dispatcher is the reference group.

Age group

21–30, 31–40, 41–50, 51 or older; 41–50 is the reference
group

Autonomy

Index; higher scores indicate a more positive outcome

Impact

Index; higher scores indicate a more positive outcome

Satisfaction with pay

Index; higher scores indicate a more positive outcome

Information sharing and
decision making

Index; higher scores indicate a more positive outcome

Employer support

Index; higher scores indicate a more positive outcome

Training and promotion
opportunities

Index; higher scores indicate a more positive outcome

Work overload

Index; higher scores indicate a more negative outcome

Appropriate referral processes

Index; higher scores indicate a more positive outcome

Perceptions of co-workers

Index; higher scores indicate a more positive outcome

Perceptions of manager

Index; higher scores indicate a more positive outcome

Satisfaction with travel
requirements

Index; higher scores indicate a more positive outcome
(paramedics only)

Satisfaction with patient
information

Index; higher scores indicate a more positive outcome
(paramedics only)

Engagement

Index; higher scores indicate a more positive outcome

Work–life balance

Index; higher scores indicate a more positive outcome

Job satisfaction (global)

Index; higher scores indicate a more positive outcome

Burnout

Index; higher scores indicate a more negative outcome

Organisational commitment

Index; higher scores indicate a more positive outcome

To facilitate interpretation, a summary of findings is presented alongside the more detailed
regression results. Section 2: Methodology provides a technical description of how the
models were built.

Results: paramedics
Table 25 provides a summary of the regression analysis, while Table 26 shows the more
detailed model output. The results indicate that:


In Model 1, grade and age group were significantly associated with intention to
leave: students/interns were less likely to intend to leave the organisation than
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ICOs/EMTs, paramedics, advanced paramedics and managers/supervisors, and
respondents in the older age group (aged 51 or older) were less likely to leave than
those in the younger age groups.
In Model 2, which includes measures of perceptions of job and organisation, 7 of the
12 indexes examined are significant predictors of intention to leave the organisation:
training and promotion opportunities, work overload, employer support,
perceptions of manager, satisfaction with pay, perceptions of co-workers and
perceptions of positive impact of work. The control variables (age and grade) are still
statistically significant in the presence of these perception measures.
In Model 3, four of the five impact measures are significant: global job satisfaction,
organisational commitment, burnout and engagement. Again, the control variables
(age and grade) are still statistically significant in the presence of these perception
measures. The driver-type analysis in Part 5 examines this finding further, i.e. it
examines which of the perception measures serve to drive these four impacts.
Model 2 (perceptions of job and organisation) explains 37% of the variation in
intention to leave the organisation, while Model 3 (impacts) explains 51% of the
variation in intention to leave the organisation.

Table 25: Summary of regression of paramedics’ intention of leaving the organisation
Characteristics unrelated to likelihood of
leaving current organisation

Characteristics related to likelihood of leaving
current organisation

Individual and employment characteristics (controls)
Age group (respondents aged 51 or more were
least likely to leave)

Gender

Grade (students/interns were least likely to
leave)
Perceptions of job and organisation
Autonomy

Lower training and promotion opportunities

Information sharing and decision making

Higher work overload

Appropriate referral processes

Lower employer support

Satisfaction with travel requirements

Poorer perceptions of manager

Satisfaction with patient information

Lower satisfaction with pay
Poorer perceptions of co-workers
Lower perceptions of positive impact of work
Impacts

Work–life balance

Lower global job satisfaction
Lower organisational commitment
Higher burnout
Lower engagement
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Table 26: Parameter estimates and significance tests for multiple linear regression models of paramedics’ intention of leaving the organisation

Paramedics: intention to leave the organisation

Model 1: individual and
employment characteristics
only (r-square = .097)
Expected
change in
outcome

f or t

p

Model 2: Model 1 with
perceptions (r-square = .373)

Model 3: Model 1 with impacts
(r-square = .511)

Expected
change in
outcome

Expected
change in
outcome

f or t

p

f or t

p

Individual and employment characteristics (controls)
Grade: ICO/EMT vs paramedic

−.012

Grade: student/intern vs paramedic

−.317

Grade: advanced paramedic vs paramedic

−.074

Grade: supervisor/manager vs paramedic

−.073

−.066

.008

Age: 21 to 30 vs 41 to 50

.007

.038

.018

Age: 31 to 30 vs 41 to 50

.029

Age: 51 or more vs 41 to 50

−.104

.001
15.256

5.069

<.001

<.001

−.166
−.042

.035

.030
6.062

6.053

<.001

<.001

−.109

−.132
−.010

.043

5.493

<.001

6.104

<.001

−.112

Perceptions of job and organisation
Training and promotion opportunities (higher scores indicate a more positive
outcome)

−.131

−3.282

.001

.221

6.058

<.001

Employer support (higher scores indicate a more positive outcome)

−.177

−4.473

<.001

Perceptions of manager (higher scores indicate a more positive outcome)

−.105

−2.868

.004

Satisfaction with pay (higher scores indicate a more positive outcome)

−.105

−3.180

.002

Perceptions of co-workers (higher scores indicate a more positive outcome)

−.084

−2.636

.009

Impact (higher scores indicate a more positive outcome)

−.076

−2.419

.016

Work overload (higher scores indicate a more negative outcome)
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Impacts
Job satisfaction (global) (higher scores indicate a more positive outcome)

−.271

−6.389

<.001

Organisational commitment (higher scores indicate a more positive outcome)

−.285

−8.362

<.001

.151

4.185

<.001

−.104

−2.574

.010

Burnout (higher scores indicate a more negative outcome)
Engagement (higher scores indicate a more positive outcome)
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Results: NEOC staff
Table 27 provides a summary of the regression analysis, while Table 28 shows the more
detailed model output. The results indicate that:







In Model 1, none of the individual or employment characteristics (gender, age group
and age) are significantly associated with intention to leave the organisation.
In Model 2, which includes measures of perceptions of job and organisation, just 3 of
the 10 indexes examined are significant predictors of intention to leave the
organisation: employer support, perceptions of co-workers and appropriate referral
processes.
In Model 3, two of the five impact measures are significant: global job satisfaction
and organisational commitment. The driver-type analysis in Part 5 examines this
finding further, i.e. it examines which of the perception measures serve to drive
these two impacts.
Model 2 (perceptions of job and organisation) explains 50.5% of the variation in
intention to leave the organisation, while Model 3 (impacts) explains 50.0% of the
variation in intention to leave the organisation.

Table 27: Summary of regression of NEOC staff members’ intention of leaving the
organisation
Characteristics unrelated to likelihood of
leaving current organisation

Characteristics related to likelihood of leaving
current organisation

Individual and employment characteristics (controls)
Gender
Age group
Grade
Perceptions of job and organisation
Autonomy

Lower employer support

Impact

Poorer perceptions of co-workers

Satisfaction with pay

Lower view of appropriateness of referrals

Information sharing and decision making
Training and promotion opportunities
Work overload
Perceptions of manager
Impacts
Work–life balance

Lower global job satisfaction

Burnout

Lower organisational commitment

Engagement
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Table 28: Parameter estimates and significance tests for multiple linear regression models of NEOC staff members’ likelihood of leaving the organisation

NEOC staff: intention to leave the organisation

Model 1: individual and
employment characteristics
only (r-square = .000)
Expected
change in
outcome

f or t

p

Model 2: Model 1 with
perceptions (r-square = .505)

Model 3: Model 1 with impacts
(r-square = .496)

Expected
change in
outcome

Expected
change in
outcome

f or t

p

f or t

p

Individual and employment characteristics (controls)
(None of the individual or employment characteristics are significant)
Perceptions of job and organisation
Employer support (higher scores indicate a more positive outcome)

−.571

−6.226

<.001

Perceptions of co-workers (higher scores indicate a more positive outcome)

−.311

−3.403

.001

.185

2.104

.039

Appropriate referral processes (higher scores indicate a more positive outcome)
Impacts
Job satisfaction (global) (higher scores indicate a more positive outcome)

−.464

−4.430

<.001

Organisational commitment (higher scores indicate a more positive outcome)

−.309

−2.955

.004
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Part 5: Regression analysis of impact measures
Paramedics
This section presents the results of multiple regression analysis of the four impact measures
that were statistically significant in predicting paramedics’ intention to leave the
organisation: global job satisfaction, organisational commitment, burnout and engagement.
For each of these four impact measures, forward regression analyses take the impact as the
outcome, and the perception measures (i.e. those included in Block 2 in Table 24) as
predictors. The results are shown in Table 29.
The r-square statistic shows the amount of variation in the impact measure that is
accounted for by the perception measures. The partial correlation coefficients indicate the
relationship between the perception measure and the impact measure after adjusting for
the relationships between the other perception measures and the impact.
Taking global job satisfaction first, the analysis indicates that 8 of the 12 perception
measures explain 46% of the variation in global job satisfaction (r-square = .459). The
absolute values of the partial correlation coefficients are weak in magnitude,xi ranging from
.092 to .246. The perception measures that may be considered ‘drivers’ of global job
satisfaction are employer support, autonomy, work overload, satisfaction with pay, impact,
perceptions of manager, perceptions of co-workers, and training and promotion
opportunities.
For organisational commitment, 7 of the 12 perception measures are significantly associated
with this outcome, explaining 38% of the variation in organisational commitment (r-square =
.378). The absolute values of the partial correlation coefficients are weak to moderate in
magnitude, ranging from .082 to .316. The perception measures that may be considered
‘drivers’ of organisational commitment are employer support, autonomy, impact,
satisfaction with patient information, perceptions of manager, perceptions of co-workers,
and information sharing and decision making.
For burnout, 7 of the 12 perception measures are significantly associated with this outcome,
explaining 43% of the variation in effort–reward (r-square = .427). The absolute values of the
partial correlation coefficients are weak to moderate in magnitude, ranging from .098 to
.392. The perception measures that may be considered ‘drivers’ of burnout are work
overload, employer support, autonomy, satisfaction with travel requirements, perceptions
of co-workers, satisfaction with pay, and appropriate referral processes.
Finally, for engagement, 7 of these 12 indexes are significant, explaining 47.5% of the
variation (r-square = .475). The absolute values of the partial correlation coefficients are
again weak to moderate in magnitude, ranging from .085 to .376. The significant drivers of
engagement in this analysis are autonomy, impact, work overload, employer support,
perceptions of co-workers, perceptions of manager, and training and promotion
opportunities.

xi

As a guide, we suggest these cut-offs for interpreting correlation coefficients: between ±0.50 and ±1
= strong; between ±0.30 and ±0.49 = moderate; below +0.29 = weak.
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Table 29: Results of a driver-type analysis of global job satisfaction, organisational
commitment, burnout and engagement: paramedics
Global job satisfaction

Index

r-square
(cumulative
nested
models)*

Employer support

.233

Autonomy
Work overload

Organisational commitment
Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

.219

Employer support

.280

.316

.348

.246

Autonomy

.334

.195

.402

−.222

Impact

.348

.131

Satisfaction with
pay

.420

.172

Satisfaction with
patient
information

.360

.114

Impact

.437

.153

Perceptions of
manager

.369

.109

Perceptions of
manager

.449

.123

Perceptions of coworkers

.375

.103

Perceptions of coworkers

.455

.105

Information
sharing and
decision making

.378

.082

Training and
promotion
opportunities

.459

.092

Satisfaction with
pay

NS

NS

Information
sharing and
decision making

NS

NS

Information
sharing and
decision making

NS

NS

Satisfaction with
travel
requirements

NS

NS

Work overload

NS

NS

Satisfaction with
patient
information

NS

NS

Satisfaction with
travel
requirements

NS

NS

Appropriate
referral processes

NS

NS

Appropriate
referral processes

NS

NS

Burnout

Index

Engagement

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Autonomy

.241

.288

−.205

Impact

.366

.376

.396

−.138

Work overload

.424

−.236

Satisfaction with
travel
requirements

.452

.112

.409

−.121

Employer support

Perceptions of coworkers

.419

−.134

Perceptions of coworkers

.466

.156

Work overload

.313

.392

Employer support

.379

Autonomy
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Global job satisfaction

Organisational commitment

Satisfaction with
pay

.423

−.098

Perceptions of
manager

.472

.090

Appropriate
referral processes

.085

−.085

Training and
promotion
opportunities

.475

.427

Impact

NS

NS

Satisfaction with
pay

NS

NS

Information
sharing and
decision making

NS

NS

Information
sharing and
decision making

NS

NS

Training and
promotion
opportunities

NS

NS

Satisfaction with
travel
requirements

NS

NS

Satisfaction with
patient
information

NS

NS

Satisfaction with
patient
information

NS

NS

Perceptions of
manager

NS

NS

Appropriate
referral processes

NS

NS

Note. NS = not significant.
*The r-square statistic is cumulative, i.e. it denotes variance explained in the outcome for each measure on the list
as well as all measures preceding it.
**This is the correlation between the independent variable and the dependent variable after the linear effects of
the other variables have been removed from both the independent variable and the dependent variable.

This analysis underlines the roles that employer support, work overload, perceptions of
manager and perceptions of co-workers play both in ‘driving’ three or all four of these
impact measures and in predicting intention to leave the organisation (as indicated by the
findings of the regression analysis in Part 4).
The results also show that, while the three impact measures have some drivers in common,
(e.g. employer support drivers all four impacts), there are also some differences. For
example, satisfaction with pay ‘drives’ global job satisfaction and burnout but not
organisational commitment or engagement, and training and promotion opportunities
‘drive’ global job satisfaction and engagement but not organisational commitment or
burnout.
The identification of the ‘drivers’ of these three impacts, which have been shown to
significantly predict paramedics’ intention to leave the organisation, can serve to assist in
policy development. That is, identifying ways to enhance these ‘drivers’ may result in more
positive outcomes on impact measures, which in turn may lead to lower intentions of
leaving the organisation among individuals working in the paramedic service.

NEOC staff
This section presents the results of multiple regression analysis of the two impact measures
that were statistically significant in predicting NEOC staff members’ intention to leave the
organisation: global job satisfaction and organisational commitment.
For both of these impact measures, forward regression analyses take the impact as the
outcome, and the perception measures (i.e. those included in Block 2 in Table 24) as
predictors. The results are shown in Table 30.
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As noted in the previous section, the r-square statistic shows the amount of variation in the
impact measure that is accounted for by the perception measures. The partial correlation
coefficients indicate the relationship between the perceptions measure and the impact
measure after adjusting for the relationships between the other perception measures and
the impact.
Taking global job satisfaction first, the analysis indicates that 4 of the 10 perception
measures explain 55% of the variation in global job satisfaction (r-square = .553). The
absolute values of the partial correlation coefficients are moderate in magnitude,xii ranging
from .292 to .378. The perception measures that may be considered ‘drivers’ of global job
satisfaction are employer support, perceptions of manager, work overload and impact.
For organisational commitment, just 2 of the 10 perception measures (employer support
and perceptions of co-workers) are significantly associated with this outcome, explaining
46% of the variation in organisational commitment (r-square = .463). The absolute values of
the partial correlation coefficients are moderate to strong (.594 for employer support and
.338 for perceptions of co-workers).
This analysis clearly underlines the role that employer support plays both in ‘driving’ these
two impact measures and in predicting intention to leave the organisation (as indicated by
the findings of the regression analysis in Part 4). On the other hand, appropriate referral
processes appears to have a direct effect on respondents’ intention to leave the current
organisation, since it is unrelated to either of the impact measures.
Table 30: Results of a driver-type analysis of global job satisfaction and organisational
commitment: NEOC staff
Global job satisfaction

Index

r-square
(cumulative
nested
models)*

Employer support

.374

Perceptions of manager
Work overload
Impact

Organisational commitment
Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

.331

Employer support

.403

.594

.474

.378

Perceptions of co-workers

.519

−.320

.553

.292

Autonomy

NS

Satisfaction with pay

.463

.338

Autonomy

NS

NS

Impact

NS

NS

NS

Satisfaction with pay

NS

NS

NS

NS

Information sharing and
decision making

NS

NS

Information sharing and
decision making

NS

NS

Training and promotion
opportunities

NS

NS

Training and promotion
opportunities

NS

NS

Work overload

NS

NS

Appropriate referral
processes

NS

NS

Appropriate referral
processes

NS

NS

Perceptions of co-workers

NS

NS

Perceptions of manager

NS

NS

xii

As a guide, we suggest these cut-offs for interpreting correlation coefficients: between ±0.50 and ±1
= strong; between ±0.30 and ±0.49 = moderate; below +0.29 = weak.
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Note. NS = not significant.
*The r-square statistic is cumulative, i.e. it denotes variance explained in the outcome for each measure on the list as well as
all measures preceding it.
**This is the correlation between the independent variable and the dependent variable after the linear effects of the other
variables have been removed from both the independent variable and the dependent variable.

Part 6a: Issues arising from interviews in respect of retention of
paramedics and NEOC staff
Part 6 is divided into two. Part 6a considers issues in respect of the retention of paramedics,
and this is followed by a consideration of issues arising for NEOC staff.
Part 6a commences with an overview of positive aspects of working as a paramedic, and
consideration is then given to challenges arising in respect of the work and organisational
context. The section concludes with a description of factors influencing intention to stay or
leave.
Part 6b considers similar issues in respect of NEOC staff.

Positive aspects of the work of paramedics
This section considers positive aspects in the working lives of paramedics. Two main areas
were highlighted (Figure 33).
Figure 33: Positive aspects of the work of paramedics
Having an impact on the lives of patients and their families

Working with good colleagues.

Having an impact on patients’ lives
Being able to make an impact on people’s lives was highlighted as an important reward for
paramedics, and a number of comments were made about this. Areas identified included
saving people’s lives, being valued and thanked by patients or their families, being trusted by
the general public, and being able to help people at a time in their life when it is very
difficult.
One paramedic said:
We’ve no problem dealing with the job. We all love the job, we do. We all moan and
groan about things, and you know, ‘Oh, we’ve no pay, and we’ve no this, and we’ve
no staff and whatever.’ But we all love our job. We get into that ambulance, and we
will go on a call at the end of our shift, when we’re dog tired, there’s a cardiac arrest,
there’s a kid sick. We won’t even think about it. We’ll just get into the ambulance
and go. It’s just, I suppose, the pay is a very small thing, but it’s something that’s
very vital to us… to be recognised and to have that respect.
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Helping people
Paramedics spoke about ‘being able to care for a patient’, ‘being able to help the patients in
some way’, ‘relieving their pain’, being able to ‘make a difference with a patient or a
patient’s family’, ‘making an impact’ and ‘seeing the benefit for a patient being transferred
to hospital, which could take an hour’. One paramedic said:
Looking after people and seeing good outcomes for people, dealing with people in
cardiac arrest and getting them back, and the family coming and thanking you then
afterwards for saving a parent or a spouse and the children coming and saying –
small gift-cards from children saying, ‘Thanks for saving my dad.’ It’s things like that.
That’s a huge reward.
Another paramedic said:
The main reward that we get is the dealing with patients. We deal with a lot of good
people, we deal with a lot of people. You absolutely see the worst, and you can make
an impact, and that’s probably behind the reason that we stay doing what we do.
And it’s because we do actually have a huge impact on people.
Being trusted
It was suggested that ‘people have in us a trust that [they] don’t offer anybody else’. This is
highlighted in the following quote:
People open their doors to us and they just let us in, and we can walk around the
house, we can open their drawers, we can look for tablets, we can meet with
whatever crisis, and we have both men and women, we’d say to them, ‘You need to
be in the hospital. Do you need a bag? Is there any chance I could pack a bag for
you?’ … The Gardaí, they aren’t afforded that opportunity. Firemen aren’t afforded
that opportunity. Everybody else who comes to the door is questioned.

Colleagues
A number of paramedics highlighted positive relationships with colleagues, mentioning the
importance of having good relationships. One person said:
Working with some of the colleagues that I have is a huge reward. Some really good
professional guys here.
This is also highlighted in the commentary below from a paramedic who said:
There’s no doubt there are positives. My colleagues are one. There’s no doubt about
it, there’s a great camaraderie in the ambulance service and there always has been.
You work in pairs and people will fight but I’ve made friends for life in that, there’s no
doubt about that. It’s that band of brothers thing. We go through stuff that most
humans probably don’t do and you see stuff and that forms bonds.

Challenges arising in respect of the work
Paramedics work from ambulance bases and are responsible for responding to requests for
ambulances, requests to provide care and treatment, and requests to move patients in
response to needs arising.
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Organisation and allocation of calls
When an emergency call is made to the ambulance service, there is a protocol in place for
the emergency call taker and for the call dispatcher who allocates the call. Calls are
categorised as follows:





Alpha and Omega: less serious calls
Bravo and Charlie: serious but not life-threatening calls
Delta: life-threatening illness or injury other than cardiac or respiratory arrest
Echo: life-threatening cardiac or respiratory arrest.

The protocol is based on the nature of the emergency, the allocation of the ‘nearest
available resource’ and the response time. The key performance indicator (KPI)
recommended by the Health Information and Quality Authority (HIQA) is for appropriately
trained personnel to attend patients with life-threatening cardiac or respiratory arrest
incidents within eight minutes in 80% of all cases for Delta and Echo calls (life threatening
and potentially life threatening) and within 19 minutes for 95% of the time18. There is a
further KPI that measures the average time from the start of an incident to a resource
becoming mobile, with the target being that this should happen in under 90 seconds. It was
suggested that these KPIs disproportionately impact the ways in which calls are dispatched,
and one paramedic said:
The only thing, KPI, that they’re interested in at the moment is a 90-second response
time… They must have a resource under order in 90 seconds. They don’t care where
it’s coming from, how appropriate it is, as long as they can say, ‘Oh, we sent an
ambulance and we had it under order in 90 seconds’ … And we are travelling 65, 70
kilometres per call and taking patients another 40 or 60 or 70 kilometres.

Challenges arising from allocation of calls
The KPIs mentioned above were identified as creating significant challenges for paramedics,
and these are now considered. Five impacts arise from the way in which calls are allocated,
and these are presented in Figure 34.
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Figure 34: Impacts of the ways in which calls are dispatched

Distances
covered

•Ambulance personnel drive extensive distances to
reach patients and take them to the appropriate
hospital.

Stand down

Ambulance personnel are allocated a call but after
some distance may be told to ‘stand down’ as a
nearer resource has become available.

Accident and Emergency
departments

A number of personnel spoke of being kept waiting,
sometimes for a number of hours, at A&E
departments.

Meal breaks

Extended hours

Ambulance personnel often work extended hours
because calls are allocated either a long distance
away or towards the end of their shift.
•The pressures of responding to calls mean that an
ambulance crew may not get meal breaks.

Distances covered
Many examples were given of ambulances being allocated calls that were long distances
from their geographic base because they were, at the time the call came through, ‘the
nearest available resource’. It was suggested that the change from a local and regional
system to a national one had created some of the difficulties arising. Paramedics spoke
about ‘being dragged around the place’, ‘doing 80- [or] 90-mile round trips for patients’ and
‘doing calls in other counties’.
The introduction of a new protocol on centres of excellence, particularly for long bone
injuries, was also highlighted as creating additional pressures. One paramedic noted that the
new protocol is ‘an improvement in the service for the injuries, for the patients because
they’re now being taken to the proper hospital’. It was also suggested, however, that the
ambulance service had not been resourced accordingly, other than being provided with
extra drugs.
Many examples were given of paramedics travelling long distances during the course of a
shift, resulting in significant challenges for them. These long distances also have an impact
on patients, and it was suggested that the length of time taken to get to patients
adds stress and pressure on teams because we’re trying to explain to the family
while we’re trying to treat the patient, ‘Look, we’re delayed but we’re here now,’ and
it can be quite challenging to deal with.
There was some anger at the way in which calls were allocated, and it was suggested that
dispatchers working in the NEOC were not considerate of on-the-road crew. One advanced
paramedic said:
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The dispatchers are like, they look at the screen, they see a flash of light, and they
respond to it, they don’t look at the crews, or look over the area, they don’t look at
the crews who would know the area better. They’re giving us the call in an area that
we’re not familiar with. It takes us probably 40 minutes to get to it, where it will take
one of the local crews 10 minutes from where they are. But none of that’s taken into
account. The dispatchers are lazy and unimaginative in how they dispatch
ambulances and how they look at the greater scheme of things.
Another paramedic, however, was sympathetic to the dispatchers and said:
They’re [the dispatchers] trying to keep their jobs, and they’re being bullied by
managers, and their jobs are being trampled because they’re not looking at the
screen, saying, ‘There’s a dot there, and there’s the other dot there, send them.’
Stand down
Due to the geographic position of an ambulance, it may be the nearest available resource to
send on a call. However, this may take them further away from their geographic base, and
because of the distances involved they may not be able to reach that call before a nearer
resource becomes available. Consequently, ambulance personnel may respond to several
calls without reaching any of the patients. One paramedic noted:
Halfway up to [town located 50 km from ambulance base], [the dispatchers say],
‘Lads you can stand down on that, there’s an ambulance free now [that will reach
the patient first]. I’m gonna need to send you to [named town 60 km away in
opposite direction to the ambulance base].’
One paramedic said:
So what they do is, you leave [named hospital] and they’ll dispatch an ambulance in
90 seconds, and then they forget they dispatched you. They call another ambulance
to do the call, and leave you running. [We] regularly have ambulances arriving at
calls [where] the patient has been gone for an hour, already to a hospital, taken by
another ambulance. Because HIQA has said that they must respond an ambulance in
90 seconds. So they literally just click a button and say, ‘You go to that.’
Waiting time at Accident and Emergency departments
A small number of paramedics highlighted the length of the waiting times from when they
arrive at an Accident and Emergency (A&E) department until they leave. One paramedic
said:
Each arm of the HSE is looking out for its own little piece. And it’s oblivious to what’s
going [on] around it and [the other piece’s] place in the jigsaw doesn’t seem to
matter.
This paramedic gave an example of bringing a patient with cuts and grazes to A&E and
having to wait more than an hour for the person to be triaged by the A&E nurse, who had
prioritised people who were walking into A&E. The paramedic said:
S/he didn’t give a monkey about freeing up the ambulance, that wasn’t his/her
concern… s/he leaves you sitting there, I said, ‘S/he’s leaving us sitting.’ Leaving us
standing here, cause we don’t have any place to sit down… we are defeated in ways
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needlessly to do a handover, while the valuable resource of the ambulance is sitting
outside the door, can’t move. And we can’t leave.
It was also suggested, however, that there were considerable differences depending on the
hospital involved. Examples like the one above was compared with the situation in a
different hospital, where it was noted that if a patient arrived by ambulance:
They immediately come to us. They’ll take a handover… So, we now don’t spend any
more than maybe 10 minutes in [named large hospital], even though it’s [one of] the
busiest A&E [departments].
In some cases it was suggested that in one hospital paramedics have to ‘wait for… three or
four hours, until the nurse decides, “I’m ready now to take that patient”’, and it is at that
point, rather than when the ambulance arrives, that the patient is registered. It was
suggested that:
So, to all intents and purposes, any report that’s produced would suggest that the
[second named city] hospital’s A&E is super-efficient because they triaged this lady
two minutes after she arrived.
It was strongly suggested that enabling a faster handover from ambulance crews should be a
priority, with one person noting:
Something [should be] put in place in hospitals to penalise the hospitals to actually
get us out on time. And to penalise it in some way that they don’t hang on to us for
up to four hours, taking us three or four hours over our finish time.
Meal and comfort breaks
Many personnel reported being unable to take meal or comfort breaks while on the road.
This was an issue that was highlighted as creating much discontent. One person said:
I suppose the most pressing, a hot topic at the moment, is the pressure, the work
pressure at the moment. I suppose work pressure and the call volume and then
downtime in order to get, I suppose, to get food and that and breaks from time to
time during your working day.
One paramedic noted:
Again, you’re falling into management and the dealing with people in management.
And they’re the ones that are driving us with no breaks, with no rest breaks, no meal
breaks. ‘Don’t care, lads. Next call, next call, next call, next call.’ And if you’re stupid
enough to fall for that, and work for 12 hours with no meal breaks, then they’re
perfectly happy with that.
One student intern said:
There are times where there are very low-priority calls that we’re being forced to go
on so we’re being forced to forego lunch, we’re forced to forego toilet breaks to do
these low-priority calls that could easily wait but because they want our statistics to
be at whatever level, that’s the priority.
Another paramedic highlighted:
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You’re not able to have your lunch unless you’re eating it while you’re driving or
you’re on the way to the next call. So that poses a lot of issues and risks as well.
Not everyone has difficulty in getting breaks, and one advanced paramedic who had been in
the job for a number of years said:
I find that I have no issue. I have never had an issue getting a break. Sometimes it
might be pushed off for an half an hour, an hour before you get a meal break, but if
you get onto them and you say, ‘Listen, I really have to have a cup of tea,’ usually
there isn’t a big issue.
This was also highlighted by a manager, who said:
I say now [when paramedics complain about not getting a break], ‘I need you to ring
me and tell me that you now need a meal break,’ ’cause I’ll ring the control room and
I’ll find out and I have the authority to take them off the list, off the stack, to give
them a break for 20 minutes, cup of tea and a sandwich at least.
Extended hours and finishing times
Another consequence of the long distances travelled and the way calls are allocated is that
ambulance crew may end up a very long way from their base at the end of a shift, and this
results in extended duty, which has a significant impact on work–life balance. There was a
substantial amount of commentary about this, and many paramedics felt strongly about the
issue.
One advanced paramedic said:
I could say, it could be 10 minutes, it could be an hour, it could be two hours, it could
be three hours [of extra time at the end of the shift]. It depends on where you’re
going at any one particular time. But I suppose up to about two years ago, three
years ago, very rarely would you get a roll-over [i.e. working extended hours] on a
12-hour shift, whereas now, roll-over on a 12-hour shift [has] almost become the
norm at this stage.
The normalisation of working extended hours and finishing late after a shift was also
highlighted by another paramedic, who said that ‘15-hour shifts, are normal’. Another
paramedic explained:
We’re not allowed to refuse the call… If I say at half seven in the morning [after
working since 8pm the previous night], ‘I’m physically unable to come on that call,
I’m just too tired… the only option I have is to go home sick, and I get the whole day
that I’ve worked, authorised as a sick day, even though I’ve worked 11 and a half
hours of it.’
A number of examples were given of paramedics working well beyond their 12-hour shift
because of the distance and type of call they are sent to, the A&E departments they bring
patients to, and difficulties arising from being allocated calls very close to the end of their
shift. Some paramedics gave examples of being dispatched to calls 65–80 km away from
their base within 10–15 minutes of their shift finishing and of having to take the call. One
example given highlights both the extended hours and the issue with ‘stand down’:
And I said, ‘Look there’s a crew coming on at seven o’clock from [named city]. It’s
now twenty past six, can they be sent when they come on?’ ‘No, we have to send a
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response within 90 seconds.’ We got as far as [name of village almost 30 km from
the ambulance base]… [and then the dispatcher said], ‘Stand down, there’s a crew
free in [name of city].’
Again, the role of the NEOC was highlighted in this issue, and one paramedic suggested that:
The national emergency control centres have taken over the dispatching and
controlling of ambulances. They have absolutely no regard for staff finishing times.
Another paramedic said:
The other thing [in addition to having more consultation with management] would
be for the AMPDS to stop giving us late calls. I work in a remote station and if I finish
in [a hospital] at half past seven, they can respond me to a call from [that hospital]
back to [a town], and then back up to [that hospital] and then I have to get back to
[the base town], which will be a 12 o’clock finish. Those huge late over-runs have to
be addressed. Absolutely have to be addressed.
The situation for HSE paramedics was contrasted with that of paramedics working with the
Dublin Fire Brigade, and it was suggested that a different resource should be made available
to cover paramedics towards the end of their shift. This was explained by one person, who
said:
And if I go to that call, they should also be sending a resource that starts at eight
o’clock to take over for me. Which is what Dublin Fire Brigade do. They seem to have
it on the head. They’re not forcing their lads into overtime.
It was also suggested that the situation in the Dublin area is less problematic than that in
more rural areas, and one person noted:
…because the calls are up to and including your finishing time. So you’ll finish at
21:00 tonight, and [at] 20:50 you get a call, so you know, I work in a city-based
environment… You’d usually be back within an hour.

Work–life balance
Three main issues have an impact on the work–life balance of paramedics. These are the
impact of extended hours, and the requirement to do shift work and aspects of the rostering
of staff, and the emotional impact of the work undertaken.
Impact of extended hours
As highlighted in the previous section, paramedics may be required to work extended hours
on a regular basis, and this has a considerable impact on their work–life balance. Paramedics
said ‘you can’t really plan for stuff after a shift’, ‘it has a knock-on effect with partners’ and ‘I
can make no plans for when I finish work’. It was noted that, while a paramedic might be
rostered to work until 8pm,
it’s quite conceivable that we might not get out ’til 10 or even 11 o’clock in the
evening, so it kind of does have a knock-on effect then with family life and with
partners and the like.
One paramedic gave an example of a colleague who had been working from early morning
and was still out at 9pm. This person said:
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One of the paramedics on the team was crying in the back of the ambulance. S/he
was [more than 40 years old]. S/he was in tears after s/he got off the phone, and I
talked to him/her. I said, ‘Are you all right?’ S/he said, ‘That was [my partner]. We
have [a medical problem with a] child at home… And [my partner] is upset at home,
trying to deal with it.’ S/he said, ‘I should have been at home this evening at six
o’clock, to give him/her a break.’ And s/he says, ‘I’m here.’ S/he was crying, and s/he
said, ‘I’m here. I’m helpless, I can’t get out. I’m doing call after call after call, 80
miles, 90 miles from home.’
Another paramedic said:
That and I suppose the second thing [after dealing with difficult calls] maybe would
be the long over-runs that we run into… because of a late call… Sometimes if you
have something planned, I myself am a [specific type of] coach with a local club with
younger-aged kids and that… sometimes you miss out on a lot because your finish
times may be irregular.
It was also suggested that it was impossible to plan anything. One paramedic said:
I can’t do anything or meet anybody, or go and have any type of social life or social
craic [fun] with family.
It was suggested that there were high levels of relationship breakdown among personnel in
the service, and the following paramedic directly linked the job to the breakup of their
marriage:
I was married when I came into the job. I’m divorced now. A lot of it [is] thanks to
that, thanks to not being out, to finish on time, and the demands that they place on
you. By not being able to make arrangements. My ex-[partner] feeling that s/he was
doing a lot of stuff on his/her own because I just wasn’t around.
Impact of shift work and rostering
A small number of paramedics drew attention to the impact of having to do shift work, with
one person noting, ‘I did [more than 12] shifts in the last month, at least [more than six] of
them [were] nights’. The impact of this is that ‘you don’t really get to see your family
because then when they come home, you’re heading off to work’. It was also noted that it is
hard to ‘meet up with friends or something for a few drinks’.
The ongoing requests to take on extra shifts, however, were identified as a more significant
issue. This is highlighted in a quote from one paramedic, who said:
People are under a savage amount of stress and because there’s no one to cover
shifts. They’re being worked within an inch of their lives. They’re tired… because
there’s no staff, and people are covering rosters between county stations, they have
to come in and they have to cover the roster because there’s nobody else to do it,
and the show doesn’t go on the road. Cars dropped, which means that, that puts
pressure one everybody else.
Rostering
Having a roster was identified as crucially important because it allows paramedics to make
plans in terms of their time off. One interviewee said:
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There’s very little, few things you have in life, and one of them is a roster. One is you
can go home to your husband, wife, girlfriend, boyfriend, whatever you have, and
say, ‘Look, that’s my roster, that’s what I’m working for the next couple of months or
the next two or three years. We can book a holiday there, we can go to a wedding
there, whatever to do.’
The importance of having a roster is also highlighted in the following quote, where an
intermediate vehicle operator said:
We do a lot better [than paramedics] on that one because we have [a] full-time
roster and we get to pick our days. You start off in your base with a full-time roster.
It’s brilliant compared to [what] paramedics could be working where some people
are in all the way doing 10, 12 years and they are still without a full-time roster. That
side of it, work–life balance, for us is very, very good
As noted earlier, being on a roster was noted to be of such importance that people would
not go on a paramedic or advanced paramedic course ‘because they’ll lose the roster’.
On the subject of new paramedics not having a roster, one advanced paramedic said:
You come in, and you’re told you’ll do what you’re told to come in on roster. So, they
[new paramedics] don’t know what they’re doing next week. So, there’s no advance
[notice] there, because they don’t know what shifts you’re going to work, or more
importantly where.
Another recently qualified paramedic noted that it can be very difficult to get on a roster:
It could be 5 or 10 years before your roster is actually, you know ahead of time, what
you’re going to be working, so they [paramedics on a roster] already are looking for
the Christmas time leave so I already have to know whether or not I need to book
those days off… And the uncertainty of when will we get [a] roster, is quite the
concern.
One paramedic noted that it had taken six years to get back on a roster in the area they
wanted to work in. Another paramedic intern said:
It could easily be I think, people waiting up to 10, 12 years before they have [a] solid
roster so they know what they’re working ahead of time rather than two weeks
ahead of time. It makes it very hard to plan things… and some people could be lucky
and get it short term [less than 1 year] and some people can be longer.
It was suggested that this
puts an awful lot of strain [on] any couple, not just young couples and that’s not
being looked at. You’re just a number in the service. And I appreciate sometimes you
have to be a number in the service but it’s not appropriate. If you’re talking truly
about wellness and wellbeing and work, you need to look at the individual.
A number of paramedics made reference to a new rostering approach, and it was suggested
that ‘this roster change is going to be a disaster’.
It was suggested that in the UK paramedics have the option of several different rosters to
choose from. One paramedic said:
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[There are] several different rosters they can choose from. It’s a family-friendly
roster, the likes of which will never be heard of here, and things like that. It’s the little
things that would keep the staff for you. That shows a little bit of respect, that you
say, ‘Do you know what… I know you’ve put off school for the moment. Look, we’ll
put you on a different roster to give you a bit of a chance with the kids.’ It’s just little
things. Just little, small little things that would make a big difference.
Lack of support by management in rostering
It was suggested that not having a roster means that a paramedic could be working in a
series of different locations – ‘one town this week’, ‘another town next week’ – and that
they are unable to plan for the future. This is highlighted in the following quote, where it is
suggested that the problem is compounded by poor communication with staff:
Unfortunately there’s no communication with the staff over us and it’s one of those
things. And I understand that you need to have flexible rostering in getting staff in at
short notice and all that but it’s still quite a long time to be waiting, after most of
your life you’re working week to week almost for that timeframe when… That there’s
a lot of vacancies on the line that aren’t being covered, just facilitates the fact that
you can move staff around and there are some staff, they’ve been working out of
certain stations for a while and then the next day they’re just told, ‘Oh you’re moving
station’ out of nowhere.
An example was given of one paramedic who was moved from one location to another
location more than 250 km away. While working there:
S/he sorted out accommodation and had a six to eight month lease in it. [Then s/he
was] just told, ‘No, you have to go back to [the] original [place] now.’ So they’re
[management] not working with us and it can be very challenging when you’re
rostered elsewhere out there with a six-month lease out and I still have to pay rent
on that but now you’re thrown back to a [different location].
Another paramedic said:
Management are not recognising the fact that they need a proper roster for people.
The majority of their staff are in their 30s and 40s. They have children. So, it needs to
have some bit of give-and-take there.
Another paramedic suggested that rostering could be misused by managers:
The problem is, until your roster’s… it is very difficult to move a roster staff member
out. Non-roster staff can be easily moved between region if they… I don’t want to say
if they kick up a fuss, but if they bring a complaint in or they’ve [thrown] too many
negatives forward because of issues that they’ve come across, so there is that fear, I
suppose that if you try to raise too many issues, or if you try to raise an issue, that it
could come back in quite a negative manner.

Emotional impact of the type of work undertaken
The type of work undertaken by paramedics was identified as ‘one of the most challenging’,
‘difficult’ and ‘extremely stressful’. One paramedic said:
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And it’s just, it ticks along nicely most of the time, but in the space of two minutes it
can be, up to your head and neck in blood and guts and the most horrific thing that
people just can’t imagine, stuff that we deal with. Can’t imagine the stuff we deal
with. And that can happen in a split second. So, you go off and have a cup of coffee,
to being knee-deep in blood and vomit, knee-deep in blood and possibly even vomit
of some of your own friends.
Another advanced paramedic noted:
Unfortunately, I’ve had a lot of people that have died, I’ve had a lot of children that
have died on me, and that’s left me sick then. I think [number of] years ago, [I had]
PTSD [post-traumatic stress disorder], so that’s the other side to it, the mental health
side is very acute.
One paramedic intern said:
Most challenging, I suppose, would be the emotional factors of the work that we do.
Given that it’s emergency work, you’re going into somebody’s toughest day or
toughest hour of their life and for the most part, dealing with it afterwards is
normally [done] with a partner or somebody at work, but every so often you have to
[engage with the] counselling team that they have within the ambulance service.
Another paramedic said:
But, to this extent over the past couple of months, and last couple of years, really, it’s
definitely impacting at home, you know? You come home from work stressed, and
there are times you will come home from work stressed because of a very stressful
call you were out on, or an incident that you were dealing with, but that’s part [and]
parcel of it, and you expect that, well, not from a staffing or a managerial side of
things. There’s no support from [them], even though they say there is, there’s not.
And that certainly has an impact on family life. Definitely.
Another paramedic highlighted the difficult circumstances they come across, saying:
I suppose dealing with social situations that you’ve no control over [is challenging],
where patients are concerned and [when you’re] seeing them in situations they can’t
get out of, and you can’t really help them to get out of, if you know what I mean.
There’s nothing you can do. Your hands are tied, if that makes sense, and that’s the
most frustrating [thing] for us in our job.
A small number of paramedics made reference to being involved in situations where they
felt threatened. An advanced paramedic gave the following examples:
[I sometimes work] in [name of location] and the number of times that we get
threatened with firearms and with knives and with syringes filled with – it looks like
blood, it could be anything – it’s probably a daily basis. You know, we go to housing
estates for somebody and we’d be told to leave, or they would burn the ambulance…
I was followed one time, to where I live.

Summary of issues arising for paramedics ‘on the road’
Ambulance crews who respond to emergency or urgent calls identified a number of issues
arising from the way in which calls are allocated. These include having to travel long
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distances, regularly being told to ‘stand down’ (where they respond to a call because they
are the nearest available ambulance but another becomes free before they get to the
incident), being unable to take comfort or meal breaks, being held up at some A&E
departments for substantial periods of time, and having to work extended hours at the end
of an already long shift. These issues are creating significant pressures for staff and have
implications for patients, ambulance crews and the smooth operation of the service.
Work–life balance was identified as challenging, and three main issues were mentioned.
First, the impact of extended hours was highlighted and it was noted that it is very difficult
to plan activities following work due to its unpredictable nature. It was also noted that
individuals become very tired because of late finishes and being required to work the
following day. It was suggested that this has a very negative impact on relationships,
particularly couple relationships. Second, shift work and the rostering system were identified
as problematic and examples were given of the impact of individual paramedics who were
not on a roster not knowing where they would be working from week to week. Finally, the
type of work undertaken by paramedics is challenging and stressful, and the emotional
impact of this is substantial. Certain cases, including deaths and severe injuries, are difficult
but so too are situations where paramedics find themselves under threat.

Challenges arising in respect of the organisation
There were five main issues arising in respect of the organisation, and these are set out in
Figure 35.
Figure 35: Challenges arising in respect of the organisation
Management

Pay

Promotions

Specific issues arising in respect of ICOs and EMTs

Facilities

Management
The findings highlighted in part 1 and part 3 of this section presented a quantitative
summary and overview of coded comments regarding positive and negative aspects of the
work of paramedics and NEOC staff and also their reasons for leaving. As reported, a strong
theme emerging from the analysis related to difficulties with management. The commentary
in respect of paramedics included reference to ‘bullying by managers’, ‘managers need to
come out of their offices and meet the staff’, ‘treat staff with dignity and respect’, and
‘management are not approachable’.
These findings are also reflected in this section and it is notable that the volume of
commentary about management exceeded the volume of commentary on any other area in
the interviews conducted in respect of the National Ambulance Service. This commentary
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was overwhelmingly, although not completely exclusively, negative. A small number of
comments highlighted that some managers are viewed more positively than others. One ICO
said:
The managers that we have are very supportive. If there’s an issue around ideas or
something you need to do, within reason, they’ll let you do it… And they give you the
freedom to go ahead and do certain stuff. But again, that’s within time constraints,
[and there are] a lot of [other things] we have to participate in. And so in here that’s
pretty good. In other areas of the service it would be the opposite probably.
Management structure, competence and proficiency
It was suggested that there needs to be a review of the people in management, with a
number of interviewees questioning the availability, competence and proficiency of those in
charge. Some personnel highlighted changes in the number of managers in the system over
the years and one person gave an example of having ‘more than five managers’ and of the
service being ‘top-heavy’. One station supervisor noted that despite having senior managers:
One manager can’t spell my name… I have nobody to report to, my line manager
doesn’t engage, his line manager doesn’t engage… I could come to work, I could stay
at home, it won’t make a bit of difference… whereas the ‘frontline of the service’,
they’re getting hammered.
Some interviewees distinguished between line managers and higher-level managers, with
one supervisor suggesting that local-level managers have little power to make changes:
My managers were very good as in, you know, but they’re managers in a big
organisation where they have no power to change it. Do you know what I mean?
An independent review was called for by one paramedic, who said:
They need to do some kind of independent review and say, ‘What are your
qualifications? How did you get here – did you just come up here through a hierarchy
of schemes [such] that somebody has left and you moved up along? … Can you just
show me your CV, the extent of what you do every day? Show me your
accountability, show me your paperwork. Justify your managing style, justify why
you’re here or why you’re on that kind of money and show me what impact you’ve
made in the service in the last three years.’
This was echoed by another paramedic, who said:
So, there’s a lot of variations going on in management… Our management structure
is wrong… Very, very few of our managers actually have qualifications in
management… They’re laying down the law, shoving it down your necks, it goes to
the unions, we’re fighting, they’re fighting. It goes to the [Workplace] Relations
Commission, [which says], ‘What are you trying to do, lads? That’s illegal.’ ‘Oh right,
sorry.’ And it’s just draining. That whole thing is draining. They don’t know how to
deal with what they’re doing… So the management system needs to be looked at,
very much so.
One manager highlighted the complexity of their role, saying that because of their
‘workload’ and ‘trying to keep the balls in the air’ it was very difficult to get through the
work.
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Poor communication
There were comments such as ‘no support from management’, ‘management treat us like
idiots’, ‘there’s no trust anymore, there’s no respect, there’s no face-to-face meetings’ and
‘it’s a toxic service at this moment at time’. One paramedic said:
There’s no consideration for staff. You are a resource, you will be worked as long as
you need to be worked. It’s not a personal thing, it’s just they will drive you as hard
as they can.
Another paramedic said:
There seems to be a very, kind of, how do I put it, kind of contention towards the
staff where they’ll say, ‘Ah sure we have more staff than we can deal with.’ It’s
almost like something [that’s] happened is an inconvenience for them to deal with.
It was suggested that there is very little meaningful communication between managers and
staff, and examples of specific issues arising were provided. The specific detail of these
examples, which included areas relating to procurement, health and safety, and rostering,
are not presented in detail here to preserve the anonymity of the interviewees. It seemed
clear to the research team, however, that there are difficulties in respect of communication
and engagement between managers and staff, and this seems to be particularly acute at the
higher levels. One paramedic said:
Their idea of meaningful consultation was to call us into a meeting, and they said,
‘This is [a] consultation. It’s happening next [day of week].’ Basically [they] said,
‘Suck it up.’ And that was their consultation… and it’s just become more and more
frustrating.
Another person highlighted a lack of concern from management in respect of staff, and one
paramedic said:
You really have to fight and fight and fight to get [your rights]. And I just witnessed
that from another colleague. S/he just had to really, really fight to get something.
S/he got injured at work and next thing, it was like, good luck, good bye. Which I
didn’t think was nice. I thought if you got injured at work, you should be looked after.
This person went on to say that there should be
more co-operation from managers. And not actually just sitting in front of us with
blank faces. As we talk to them and they completely ignore everything we do.
It was suggested that some managers are not accessible to staff, and one paramedic
recommended that management should
hold meetings with staff members or even staff bases and talk to them and listen to
their concerns and stuff like that, with the areas. Like, just kind of engage my staff,
really, be number-one like. Engage with us, like don’t be hiding away in an office and
burying your head in books when all the problems [arise].
One manager, who described their role as middle management, highlighted that despite
working on the same premises with personnel there is very little face-to-face
communication. This manager noted:
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I don’t communicate with people face to face anymore. Although they’re on the
same premises, I don’t talk to [name] or [name] or [name] and say, ‘Will you do
this?’ or ‘Will you do that?’ I have to email. And I have to email and the reason I have
to email them is because A will say, ‘He never told me.’ B will say, ‘He told me
aggressively.’ C will say, ‘Oh you cursed at me.’ … All they’ll say is, ‘I didn’t read your
email.’ I’ll say, ‘Why didn’t you read my email?’ ‘Because I don’t have to read your
email, it’s not part of my job.’
This was echoed by a station manager, who said:
So I think management, senior management, I’m talking about senior management,
they’re disassociated, for want of a better word. I’d feel like if they actually came and
worked on the ground with people, people are number one… management, they
wanna see what’s going on at the coal face, rather than sitting in an office going,
well, making decisions from afar.
Another person suggested that:
You can’t get a manager after two o’clock on a Friday, ’til half ten Monday morning,
above Grade 6. You just can’t get them. It doesn’t matter if an airplane has fallen out
of the sky, you can’t get them… There is no management structure after two o’clock
[on a Friday].
Finally, an advanced paramedic said:
[What we need is] a proper structure, people treated fair, proper management, not
people that are going around and treating you like dirt, and dismiss[ing] everything
or whatever opinion that you have. I think that that is vital for anywhere to stand up,
or just for basic common sense, basic manners, and basic stuff. That’s how… There’s
no one looking for rocket science.
Lack of support from management
A number of comments were made about the lack of support from management. One
paramedic intern said:
Yeah, senior colleagues on the road, so other paramedics, our supervisors, are by and
large very, very good. There’s a lot of people who will be willing to work with you.
The trouble comes I suppose when you get to management level. If there’s an issue
you’d ask a manager to look at, you’re unlikely to get a response in any decent time,
or even get a response at all.
A station supervisor highlighted a lack of support from more senior management:
Honestly, the most challenging part of my work is probably dealing with
management and issues, staffing issues within the station because I’m a station
supervisor… and there’s very little support there that I can come to ask for. How do I
overcome [a problem]? To be honest with you, sometimes it’s, you just have to get as
much as you can get done and try and sort out the issues yourself because, from
personal experience, any time I’ve ever gone to somebody more senior than myself
to look for assistance and guidance, you very rarely hardly get answers, [or you get
answers] that you can’t make heads or tails of. Because they’re so complex and
nobody actually will sit down and explain to you why these [things] are all happening
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or why you need to do it this way. So sometimes it’s literally by the seat of your
pants, to be honest with you.
This supervisor gave an example of a difficult situation that had arisen where they had felt
unsupported and unfairly blamed for a problem. Following on from the above statement,
they noted:
You never get a phone call or an email saying, ‘[name], well done on that,’ or, you
know, or even [to] staff members, you guys done really well, here, give them a ring,
make sure they’re okay, nothing like that.
An individual who had recently joined the service said:
There is quite a tense feeling towards our management because we wouldn’t get a
lot of support from them. There’s a feeling that our own wellbeing is not being
looked after… It is all about, ‘Oh well we need to hit these targets,’ without looking
at what we’re being rostered and staff wellbeing… And you bring these issues up and
you’re told, ‘Well you just have to suck it up.’
One advanced paramedic said:
Truthfully, everyone’s in the same boat. I suppose as to the fact that you feel alone.
You’ve got a tough enough job to do. You go. You do it. Yet, management just kind of
shrug you off, or whatever. That’s another monster, you know?

Facilities
Having sufficient, appropriate and functioning equipment was highlighted as an important
aspect of being able to provide a good-quality service. It was suggested that there are ‘very
few purpose-built ambulance stations within the country’ and that, while some ambulance
bases are suitable for use, others remain ‘far from it’. One paramedic noted:
[My station] is no longer fit for purpose. There’s no fire doors. There’s no emergency
exits. There’s one exit for everyone in the base and if you’re in either of the toilets
there’s no hope in getting out of there alive. There’s no ventilation.
Another paramedic said:
We have buildings falling apart, we’re living in portacabins. There’s a rat trap in the
base up in [a city]. I’m hearing horror stories all around.
Ambulance bases were compared unfavourably with the facilities of the fire service, which it
was suggested has ‘all purpose-built stations and facilities’.

Pay
A number of interviewees highlighted pay as an issue in terms of retention and recruitment.
While it was predominantly suggested that the pay was insufficient for the work being done,
there were a small number of comments that were contrary to that. These comments
included ‘I do believe the money isn’t the be all and end all of everything’ and ‘my wages are
good. I don’t think we are underpaid like a lot of people in the HSE.’ An advanced paramedic
noted:
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Truthfully, for the likes of me, it’s not so bad. I [have more than 20 years] in the
ambulance service. So, I’m at the top of the scale in regards to my pay… So, I get an
extra allowance for [being an advanced paramedic].
One manager suggested that it would not be uncommon for people on €70,000 to be
earning €100,000 due to shift and overtime allowances.
Five issues arising in respect of pay are shown in Figure 36.
Figure 36: Issues arising for paramedics in respect of pay
Inadequate pay for the type of work undertaken

Need to supplement pay with overtime

Pay relative to others

Impact of moritorium on pay

Payment for new recruits

Inadequate pay for the type of work undertaken
Many interviews drew attention to people not being paid enough for the type of work they
undertake. Comments included, ‘we’re definitely not paid enough’, the ‘money’s pretty
crap’, ‘people are not too happy with the pay’ and the opinion that the money is ‘awful,
awful’. Examples of the type of work that warranted additional payment included ‘carrying
out CPR’, ‘carrying more drugs and more equipment’, ‘being able to give 47 different types
of drugs’, ‘driving a state vehicle’, ‘working shifts’, being ‘out at night time’, ‘working over
Christmas and over New Year’ and ‘the skills base’.
While it was highlighted that paramedics are paid ‘time and [a] quarter for over-runs’ and
double pay for other unsocial shifts, such as a bank holiday, it was also noted that this is still
sometimes not enough of an incentive to get people to cover many of the overtime shifts
available.
Need to supplement pay with overtime
A number of comments were made about the various allowances and shift payments, and it
was agreed that these build up overall pay levels. One advanced paramedic, however,
suggested that:
We have guys working phenomenal overtime because they have to keep things
ticking on… We’ve guys, they’ve had to bring in a 60-hour rule to stop guys working
overtime. To keep things ticking on. And they will work.
It was suggested that ‘it is necessary to do overtime to “live”’ and that ‘a lot of the lads… do
two additional shifts a week [in order to meet] their financial requirements at home at the
time’. One paramedic noted:
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The other thing that impacts me most is the wages. It’s not a job that you can do,
and just do your normal 39 hours a week, and expect to live. But you could exist on
the wages that you take home, but you certainly can’t live, you certainly could not
have a normal holiday, can’t normalise anything, any luxuries that you might need.
You know?
Another paramedic commented:
Although it’s not the worst pay in the world, it’s by no means fantastic and we rely a
lot on our allowances. So our shift allowance and our subs for being out of station
and even overtime. I’m essentially doing an overtime shift a week just [to] make sure
that I’ve a decent wage to live off in between shifts.
An advanced paramedic said that when paramedics want an increase in pay they are told,
‘Well, your job is the same as everybody else’; however, this person noted that ‘there are
very few jobs that compare with what we do’. It was also suggested that having to work ’15hour shifts’ should be taken into account when the pay and benefits are being weighed up,
and it was emphasised that it is ‘all very much take, and very, very little give on their side’.
Examples were given of worries arising in respect of how large bills might be paid, with one
interviewee noting that ‘I worry every year, where’s that going to come from?’
Pay relative to others
A small number of paramedics compared their pay with that of personnel working in the
Dublin Fire Brigade, noting that those in the Dublin Fire Brigade were on higher wages as
they ‘have parity with [the] Gardaí’. One paramedic suggested that paramedics’ pay was ‘still
linked to [that of] the county council drivers’. Other interviewees compared their pay with
that of other groups, as highlighted in the quote below:
When you compare [what] a guy delivering groceries [for Tesco] gets paid to [ours],
we’re definitely not getting paid enough.
Another paramedic noted that for the same money they could be ‘driving a milk lorry… with
no responsibilities apart from putting a hose into a tanker and sucking out the milk’. A
manager highlighted that his/her staff were comparing their situation to that of workers at
‘Lidl and Aldi’:
And they say, ‘Look, I can get the same hourly rate just stacking my shelves, with a
meal break, and with the same rates, you know the premium payments, the bank
holidays, the Sundays.’
One paramedic gave an example of a colleague whose partner was a nurse and whose child
had worked in a hospital in the kitchen for a summer job:
We sat down last night, our payslips all arrived the one day, and we sat down and
looked at them. [My colleague’s] was the lowest hourly rate of the three. [It] was
lower than his wife’s [who] was a nurse – that’s fair enough, she has her four years
of a degree. But his hourly rate was lower than the kitchen staff.
Some attention was drawn to the differentials in pay between ICOs, paramedics and
advanced paramedics. One ICO noted:
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I know that each position has to have a separate level of pay, but we have fallen,
definitely fallen behind.
The differential between paramedics and advanced paramedics was also highlighted, and it
was noted that:
The paramedics I know nearly are… would be at an AP [advanced paramedic] level,
as in the beginning of AP level, where skill set and drugs are concerned. And the APs
when they started off first… when they were at our level now, got an allowance for
what they were doing because of the level of responsibility that they had. And we
still haven’t gotten an allowance.
Impact of moratorium on pay
It was suggested by one paramedic that a benchmarking exercise ‘a few years ago’ had
recognised that paramedics were ‘badly paid for the work’; they were given a ‘25% increase
straight off’ and there was supposed to be another 6%. Instead, it was suggested that ‘very
soon after they took 26% or 27% off us in pay cuts, and they never even spoke of the other
6%’. This was highlighted by another paramedic, who noted that the award from the
benchmarking commission ‘was adequate and it was honest… but that has been eroded by
USC and other cuts’.
It was also suggested that, while on paper ‘the pay might look okay, [when] you take the tax,
the pension, all that sort of stuff out of it, [it is not enough]’. One paramedic said:
First and foremost, they need to review the pay, without a shadow of a doubt. We
are the only service that has been left without pay restoration to date. All of the
other public servants have gotten their pay restored… We are the only ones that
haven’t, and we were the worst hit. We’re down 30 percent. That’s a huge, huge
percentage out of your pay.
This person went on to say:
So, they’re expecting people to live, and run homes, pay mortgages, put kids through
school and they’re working on 30 percent less salary, which is appalling. Absolutely
appalling.
Payment for new recruits
A number of interviews made reference to the differences in pay between established and
newer entrants into the service. One advanced paramedic said:
For new people that [are] coming into the job now, I have to say, I don’t know why
they’d even bother. You’re better actually working in Aldi or Lidl, or working
wherever you want to work, rather than travelling around the country.
This was also highlighted by an EMT, who said:
So, they were on 10 percent less than what we were being paid, and they were doing
the same job. And we were looking at them thinking, how are they managing?
Another paramedic said:
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And I would be on the upper level of pay, so while it has hit me, I wouldn’t be as bad
as those who are just coming in.
It was also noted that if an EMT chooses to train as a paramedic, they take a very significant
pay cut.

Promotions
It was suggested that there are limited opportunities for progression for paramedics and
advanced paramedics as well as for those in supervisory and management positions.
Comments included: ‘there is not a clear pathway at my age’, ‘I don’t have access to other
options’, ‘service progression [is a challenge]’, ‘there’s no scope for them [paramedics] to
progress their career and that’s where you’re stuck’ and ‘very rarely do officer positions
come up’.
One supervisor said:
There’s minimal jobs beyond our level. And as the ones are filled they’re there ’til
someone either leaves, or retires, or whatever. So there’s no scope beyond this bit.
A service manager said:
And I suppose maybe to a point [you’re] kind of stuck between a rock and a hard
place when you get to here. ’Cause I suppose you’ve gone up a level or two,
promotion-wise. It’s just very difficult to go back.
Paramedics, however, also highlighted limited opportunities for progression, with one
paramedic explaining:
Yeah. It is very difficult here. It is very difficult here. I have colleagues who are in the
UK and there are the opportunities available there for even just an EMT level to
progress to paramedic, advanced paramedic, extrication, and retrievalist, and car
team and there’s just so many different avenues you can go down. You can go into
management, you can… You know, and the progression is relatively easy from the
point of view [of paramedics in the UK].
It was also suggested that it is very difficult to progress from being a paramedic to being an
advanced paramedic, with one paramedic noting:
Trying to progress to advanced level is extremely difficult, because you have to first
apply with an exam. Then, depending on whether or not they have money to train
you, or there are… The last exam I sat there were, I think, was it 350, I think, sat the
exam, which is, I mean, there’s only 2,000 odd of us in the entire [service]… and
that’s including EMTs. So, that’s a huge chunk of the paramedics that want to
advance to advanced level, so they can’t afford to train us all.

Specific issues arising for intermediate care operatives and emergency medical
technicians
ICOs operate double-crewed ICVs that are capable of transporting lower-acuity patients.
Their work generally involves routine tasks including transferring patients between hospitals.
ICOs have training as EMTs. One person noted:
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Our job is a mixture between planned discharges and transfers, and emergency calls.
I’d say to break it down it might be kind of 80% planned work and 20% unplanned
work.
Another person noted that EMTs do ‘inter-hospital transfers, discharges, discharges from
[A&Es] back to step-down hospitals, back to nursing homes and back to a private address’.
Issues arising in respect of ICOs are highlighted in Figure 37.
Figure 37: Specific issues arising for intermediate care operatives and emergency medical
technicians
Overtime and extended duties

Progression for emergency medical technicians

Intermediate care vehicles
One ICO noted:
Yeah, the most challenging [aspect of the job] is probably not being able to work as
an EMT. It’s like, we’re qualified as EMTs but we’re just not being sent on calls that
EMTs do so that’s really frustrating.
It was also noted that, in order to continue to register with the Pre-Hospital Emergency Care
Council, ICOs ‘still have to up-skill every year… to keep our licence but we never actually get
to use those skills’. It was noted that this requirement had been changed in recent years.
The issue with up-skilling was highlighted by another ICO, who said:
The most challenging [aspect of the job] is not being able to utilise our proper EMT
skills… like the intermediate care service is primarily routine, but then even if they get
us to do calls that are requiring us to use our skill levels, we don’t actually have the
right equipment to do it properly.
Overtime and extended duties
It was suggested that there are benefits in working as an ICO in terms of the working hours,
since the routine nature of the work undertaken means ICOs are less likely to be called on to
work overtime or extended hours.
A small number of ICOs, however, highlighted that ‘we never get an opportunity to do
overtime shifts’ and ‘the chances of getting overtime [are] very, very slim’. It was also noted
that when they do overtime:
We only get time and a half for overtime [whereas] the rest of the ambulance service
get double time… The EMTs just feel like we’re discriminated against.
One ICO noted:
We never get overtime in our services. [If one ICO is on leave] the vehicle is dropped.
There’s no overtime in our side of the service.
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Progression for emergency medical technicians
It was noted that, if an EMT wants to become a paramedic, they have to reapply through
PublicJobs.ie and they cannot ‘take a course within the service to get up to the level of
paramedic’. One paramedic said:
So once [they’re] in the service, there should be a pathway that’s there, if people
want to progress. There should be time in case of maybe study leave or study
periods, in order to foster these people in getting up to the next level.
One EMT explained:
You had people who came in 20 years ago as EMTs [and] were progressed on to
paramedic and stayed at paramedic level then. But since we’ve come in that has
stopped. You have your emergency medical technician grade, you have your
paramedic grades, and advanced paramedic grades, but there’s no progression from
emergency technician up to paramedic or advanced paramedic. And… there’s no
progression to supervisory positions either.
Another EMT supported this, saying:
The main thing I think for us is no progression. And a big one would be, we join as
EMTs, we can’t progress to paramedic. There’s no route. Everywhere else in the
world, if you start off as an EMT, you give a year or two years [and then] you can
progress, you can up-skill, and in-house you can do it and become a paramedic. For
us, we have to leave the job and go through the whole recruitment process like we
never worked a day on the job. I think that’s a huge one and it would turn a lot of
people off to enter.
Intermediate care vehicles
One person noted that ‘because of the negative media down through the years… our fleet
now in fairness, is world class. I must say that, our fleet is very good’ while another noted
that emergency response ambulances are ‘in compliance with European standards’. There
were some concerns about ICVs, however, and it was suggested that ‘the big health and
safety issue is around intermediate care [vehicles]’. One ICO noted that
our vehicles are really, really badly designed… they probably couldn’t be designed
any worse if you tried.
Two ICOs spoke about the ICVs being ‘bad for our backs’ and of having sustained injuries
because of the design of the vehicles. It was also reported that others had had back surgery
and were off long-term sick as a result. One person noted:
I’m just dreading the day that something happens to me and I’m put into that
position. I’m praying that if it does happen, it doesn’t happen in the next two years
while [significant financial commitments are in place] because I’m the only person
making an income in my house at the moment. And I nearly work through the pain,
so to get through.
Another ICO drew attention to the equipment in their ambulance and suggested that:
The equipment in the private ambulances [is] so much better than what we have.
And that’s a big reason why we’re not as busy as we should be. It’s because we can’t
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do cardiac calls, so if there’s someone that needs to be transferred that needs
cardiac monitoring, we can’t do it because the monitors that they put in our vehicles
are just not up to scratch. And the calls put out to private ambulances, they’re
busier… So, yeah, it’s very frustrating to see us with no calls and no work to do and
the private ambulances lined up outside the hospitals doing our work and all because
our equipment isn’t up to scratch.

Summary of challenges arising in respect of the organisational context
Five key issues were identified in respect of the organisational context. Management
structure was identified as problematic in terms of its structure and limited engagement
with staff. The management’s approach, particularly in terms of communication, was
highlighted as resulting in a lack of trust and respect, and it was suggested that there is poor
support for individuals working in the service. Management style was identified as very
challenging. A small number of comments were made about the facilities available, and it
was suggested that these are inadequate. Pay was also identified as an issue of concern, and
it was suggested that without overtime and shift work allowances it would be difficult for
paramedics to survive. Pay for new entrants due to the impact of the moratorium was noted
as having a particular impact, and it was suggested that paramedics were paid less well than
the Gardaí and personnel working in the Dublin Fire Brigade. Promotion and career
pathways were highlighted as being very limited.
A small number of particular issues arose in respect of ICOs and EMTs who work from ICVs.
It was suggested that EMTs, despite having to continually up-skill, are unable to use their
new skills in their everyday work and that, further, there is no career pathway for them. It
was highlighted that if they want to become a paramedic they must leave the service. It was
also noted that, while it can be beneficial not to have to work overtime, ICOs are
nevertheless unable to supplement their income in the same way as paramedics. Finally, it
was suggested that, while the ambulance fleet is world class, that is not the case for ICVs,
which were identified as being unsuitable and having the potential to create back problems.

Intention to stay in or leave the paramedic service
Reasons for staying in or leaving the service are now presented. Some positive reasons for
staying in the service were identified. One advanced paramedic said:
I definitely wouldn’t [leave]… I suppose, most of us, we have for a passion for it. It’s
not every second [day of the week] when you get your cheque. By all means, that’s
important, but we do it for more reasons than that.
In response to a question about what they would say to people thinking about joining the
service, one advanced paramedic said:
I’d encourage them… I mean the ambulance service is probably more than a regular
job, it’s more like vocation more than a job so it’s something you grow into and you
become part of. I’d say it’s not the same as a regular job [with a] nine-to-five or
whatever shift. It becomes part of your life at the end of the day.
One advanced paramedic said:
Yeah, I couldn’t see myself moving. I suppose I’ve come along in the job and I did this.
I’m not gonna move. I mean I do enjoy my work, there’s no question in that. And
there’s days you come out of here and you’re tired but there’s also days you come
out of here and you look back and you say, ‘Well I done good today,’ or whatever the
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case is. So, from my point [of view] I’m happy with my work. It’s just ’cause in our
kind of unit you’ve a busy day or every now and then you get busy days but you just,
it’s part and parcel of the service.

Lack of alternatives
Some commentary about why people stay in the service focused on the lack of
opportunities, and it was noted that the skill set held by paramedics is very specific and has
limited application in other environments. One manager noted:
I mean who’s going to hire [an over 40-year-old] paramedic now? In all fairness, it’s
the only thing I’m qualified to do. I don’t have any other skill set. I’m not an engineer
or a builder, I can’t lay blocks or anything like that, so what do I do? I’m stuck in a
system that I don’t wanna be stuck in.
This was also highlighted by another paramedic, who expressed an immediate intention to
leave their job and said:
I’ve realised, and as most of the lads will tell you, we’re very highly trained. We’re
very highly skilled. But we’re so highly skilled at what we do, we’re useless for
anything else in the world, pretty much. Our skills do not cross over well into the real
world. We’re not really useful for anything else in the world. You have to retrain to
go do something else.
This was supported by another interviewee, who said:
Unfortunately, you de-skill very quickly when you’re starting in our job. You de-skill
very quickly, and everything else is gone, ’cause it takes all your time, trying to keep
up with the things happening in medicine, and a new problem comes, new policies
that are being thrown at us all the time. New drugs that are coming on.
A manager noted that it was difficult for people who had been in the service for a long time
to leave because of financial or other commitments:
The older guys, or anyone that’s been in it a while, it’s a harder job. Most of them
[have] families with kids, mortgages, you know? They can’t really go to maybe a
different paid job that might pay a little bit less, or they’re afraid to take the job.
’Cause it [being a paramedic] is a steady job, even if it’s [challenging].

Reasons for leaving
Some interviewees gave multiple reasons why paramedics leave. This is highlighted in the
commentary below, which mentions better pay, progression opportunities, being treated
better by management, having family-friendly rosters and there being better opportunities
elsewhere:
And I don’t blame them [for leaving]. When they can go to the UK and be paid twice
what they are being paid here, have established progression ahead of them… Like,
it’s an endless horizon of what they can do, and they’re well looked after, and they’re
thought well of. [There are] several different rosters they can choose from [in the
UK]. It’s a family-friendly roster, the likes of which will never be heard of here, and
things like that. It’s the little things that would keep the staff for you. That shows a
little bit of respect… It’s just little things. Just little, small little things that would
make a big difference.
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This was echoed in another comment made by a paramedic:
And the big thing is, it’s pay, and it’s roster, and it’s location. They’re the three
things, in that order.
In general, however, three main reasons were given for people leaving, and these are
presented in Figure 38.
Figure 38: Reasons given for leaving the paramedic service

Better opportunities elsewhere

Poor support by mangement

Inadequate pay and inappropriate retirement age
Better opportunities elsewhere
One manager explained that:
We’re actually losing more people to natural wastage than we are [getting through]
the recruitment process. Through sick leave, through cancers, to death, to
retirement, to all that, to moving on to greener pastures, to moving abroad.
This manager estimated that there are about 90 new trainees each year and that about 70
staff are lost each year through this ‘natural wastage’. In addition:
We’ll lose about 50 through being poached for other industries. So we’re at a deficit
all the time. Even though we’re spending hundreds of thousands training people. It’s
not having an impact if we can’t retain them.
Other alternative opportunities were identified, and a number of interviews spoke about
considering jobs elsewhere. An ICO who was intending to leave said:
I probably will be in the same profession, but I don’t know if I might move up north.
And, because they have great opportunities now for people at our level up north…
I’ve been researching them over the last year.
A manager noted:
I mean, we’ve lost a serious amount of staff, of really, really good staff, to UAE
(United Arab Emirates] because the pay is tax free, and Canada [is] taking them,
America [is] taking our staff. And they’re just going, they are through with the
workforce. The world is no longer a big, big place. Jump on an airplane and you’re in
Canada. You’re gone. That’s it. You have the qualification, an international
qualification where any country will hire you.
A supervisor said:
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Why would they stay when they can go to the UK and be paid twice what they are
being paid here, [and] have [an] established progression ahead of them?
Another manager noted:
I don’t foresee the younger people staying. There’s too much probably on the
negative side. So I think once they have qualifications and they have a couple of
years in, it’s a very good licence that they get in this country. And it enables them to
move to Canada, Australia, America, England.
Poor support by management
There was a strong level of anger and frustration expressed by staff about management and,
as noted above, it emerged as an important issue in terms of retention of staff. One
advanced paramedic highlighted the role of management, saying that there is ‘a huge influx
of staff coming on stream at the moment’ but that ‘we are training people to walk out the
door’. This person further said:
The problem that we have is, if you’re coming in, and you’re being treated like dirt,
and you’re not being listened to, and their money is so crap, it’s very difficult to stay
in the job.
Another paramedic said:
Treat us like humans. Have a bit of respect. Give management positions to people
that actually can deal with other human beings because from my experience, the
managers that we have within the HSE are not capable of organising anything or
dealing with any personal issues or issues that may arise with ourselves. It seems to
be anyone that can deal with a computer or is confident on a computer gets the job.
Another person said:
They will lose me unless something drastically changes in the next year or so. I’m
actively looking for a job, to be honest with you. At this moment in time, I don’t care
whether it pays less or not… I just, I need to get out for my own mental health and
family health, to be honest. It’s a toxic – it’s terrible to have to say it, but it is a toxic
service at this moment in time… I’m only one of many individuals [who feel this way].
One paramedic who had a long-standing background in the health services said:
You can’t have a fantastic workplace, and that’s just impossible, you are gonna have
problems, you are gonna have conflicts, but to what level and what extent that
affects you as an individual and affects your bigger side of your career, that’s what
determines whether you stay or go… Unfortunately, at this moment in time, it will be
me leaving.
One manager who did not intend to stay said:
No, to be honest with you, no, I don’t [intend to stay]. No, not unless there’s drastic
changes within the service. I’ve had enough of constant, every time you go into work,
there’s always, what would you say, there’s always conflict. And unfortunately, it
appears to be with one or two certain individuals, and these individuals seem to have
an issue with nearly everybody in our station at the moment, to the extent that a
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number of staff have been left in tears after meetings or even conversations with
said individuals… And don’t get me wrong, I absolutely love my job as a medic, and I
know it’ll be extremely hard for me to give it up, but I don’t see an option at this
moment in time, to be honest.
Inadequate pay and inappropriate retirement age
It was strongly suggested that, while the work is rewarding and that it is why people come
into the job, ‘the reasons that people are leaving is because it doesn’t pay the bills’. Another
person noted that, while pay might not be important to everybody, ‘it would be a defining
factor in whether you join the service or not’. Another person said:
They [new recruits] won’t stay. You know, especially when you could get an ordinary
job, with no stress… And come home at least with the same money, if not more.
This was echoed by another person, who said:
So the pay would be a thing that if it doesn’t improve in the next couple of years it’s
something that could make me decide to leave the job. You know, it’s the last thing I
want because I do actually love the work. But…
In terms of retention of staff, one paramedic said:
But, definitely, where the pay is concerned, and pay restoration, number one. Two,
allowances and start paying people properly.
It was suggested that, in terms of retaining people,
they need to treat us with respect and [pay us] in compliance with the responsibility
that we actually have, because starting at €27,000 or €28,000, you know [in] lots of
other jobs, the likes of Aldi or Lidl [employees] who have been trained up to be a
manager, [they] come out with a business degree as well as working in the stores.
You’re encompassing a lot of work and responsibility as well as qualifications in that
job for the same amount of money, but it’s not the responsibility of maintaining
somebody’s life.
Another paramedic said:
We need to remove the allowances thing [that’s] going on. This whole thing about
the Sunday allowance, the Saturday allowance, the car allowance, the shift
allowance, all that. The basic wage is wrong. They need to go back to look at the
difference between now, what we do, and what we did then, when this basic rate
was set. We’re always going to be a 24-hour service, that’s it, but 24–365, [there
needs to be a basic rate of pay to cover] for the Christmases and the bank holidays.
And people sign up for that, they’re well aware of that, but we need to change
management.
Pay differentials on promotion
It was suggested that there is a ‘deficit in the salary scale’ for people who go from paramedic
‘up to the officer grade’ and that this deficit discourages people from going for promotion.
One paramedic said:
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Years ago there was, when you got acting up [i.e. when you covered the position of
somebody senior to you], or a promotion, or a whatever you went straight across
from your current salary, onto the point of the scale nearest to what you were, but
now, with all the recession and everything else, they’ve insisted that everybody starts
at the bottom of the scale, regardless, when you get a promotion.
It was also noted that people lose their ‘shift allowance’ and their ‘potential for overtime
allowance and Sunday allowance… all of that’ when promoted. It was stated that
there needs to be some way of compensating, at least [at] the start of the process
until they get up, a couple of points up the scale, you know?
Earlier retirement
Several interviewees made reference to the physical nature of the job, and a number of
them highlighted the challenges that arise as paramedics get older. It was strongly suggested
that:
Our retirement age needs to be brought in line with the rest of the so-called
emergency services. Honestly, would you like two 67-year-old guys getting out of the
ambulance to help you out of the mess you’re in? No… The retirement age is too
long. Forty years is mad, for the physicality and the hours that we do. When you see
prison officers, the army, the guards, all the rest are going out at 55. By all means, if
you wanna work to 60 and you’re fit and you’re healthy, roll on.
Another paramedic said:
So I looked around and said, ‘Right, I’ve [more than 20] years, at the moment, I’ve
[more than 20 years] left until retirement. I’ll be [over 65 years], give or take, when
I’ll be coming out. Over 40 years in the ambulance [service].’ There’s no way.
Physically, mentally, there is no way that’s going to happen.

Summary of paramedics’ intentions to stay or leave
It was highlighted that some people stay in the ambulance service because they love their
job and/or because the specific nature of their skills means they would have difficulty
getting work elsewhere.
While multiple reasons were given for intending to leave the job and organisation, three
main areas were identified.
First, it was noted that paramedics in Ireland are very highly skilled and, consequently, they
have opportunities to get work in many other jurisdictions with more advantageous terms
and conditions compared with Ireland. A second reason identified in respect of intention to
leave relates to management; a number of interviewees highlighted difficulties with
management, particularly in respect of communication, trust and relationships.
Third, while a small number of interviewees indicated that they received sufficient pay, in
general pay was highlighted as inadequate and it was suggested that without overtime it
would be very difficult for paramedics to live on their salary. In addition, two areas of
particular note were mentioned, and these were the level of pay received following
promotion and the need to be able to retire at a younger age due to the physicality of the
job.
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Part 6b: Issues arising from interviews in respect of retention of NEOC
staff
Part 6b considers issues arising in respect of the retention of NEOC staff. Positive aspects of
working at NEOC are identified, and consideration is then given to challenges arising in
respect of the work and organisational context. The part concludes with a description of
factors influencing intention to stay or leave.

Introduction and overview
This part presents the findings arising from a thematic analysis of interviews conducted with
personnel at all grades working in the two National Emergency Operations Centres. Positive
aspects of the work are presented and these are followed by a consideration of issues arising
in respect of the work of NEOC personnel and the organisational context within which they
work. The part concludes with a consideration of issues identified as directly impacting on
decisions to stay or leave the service.
Participants from the NEOC who took part in interviews for this study included:





managers
supervisors
emergency medical dispatchers (dispatchers)
emergency medical call takers (call takers).

In order to ensure anonymity, the quotes used in this part are attributed to either managers
(including, supervisors and other managers) or staff members (including dispatchers and call
takers).

Background to the NEOC
In 2010, 11 regional control centres were amalgamated into one national control service,
which is based in two locations: Ballyshannon, Co. Donegal, and Tallaght, Dublin. The work
of personnel at the two National Emergency Operations Centres involves managing
emergency and routine calls for ambulances, including call taking and dispatching. In
addition, a small number of single-person ambulance cars are based at the centres, and they
may respond to an emergency if they are the nearest available resource.
It was noted by one manager in an interview that the change in system from regional to
national centres
has been very challenging and very demanding. Probably in the last 12 to 18 months,
that has settled down. There was a lot of stress, a lot of pressure from trying to get it
right and staffing and all [the] sort of stuff [that] goes with any change process.

Positive aspects of working at the NEOC
Positive aspects of working at the NEOC were identified, and these are highlighted in Figure
39.
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Figure 39: Positive aspects of working at the NEOC
Having an impact on people’s lives

Having good colleagues
One member of staff said:
I love call taking. It takes me [a long time] to get to work every day. And I wouldn’t
drive that [distance if] I didn’t love my job. I can handle a hard day. It is a fantastic
job. It has the potential to be a very, very good job with a few little tweaks.
One manager highlighted that a benefit of working at one of the NEOC centres was that ‘the
building is brand new and the facilities are exceptional’.

Having an impact on people’s lives
Making a difference was identified as an aspect of working at the NEOC, and one staff
member said:
So we make a difference. Every call we answer and everybody we talk to, we help.
And there’s not too many job[s] that you can say, every single person you talk to on
your day, you helped.
Positive aspects of the work of a call taker identified included ‘getting a good sense of
satisfaction if we do genuinely help someone’, being ‘the very first link on the chain of
survival’ and the fact that ‘we do make a difference’. Examples given included ‘talking
someone through childbirth’, ‘saving someone’s relative if they have a heart attack’ and
‘get[ting] the resources to them on time’. It was also noted that the work is ‘very fulfilling’
and ‘rewarding’ and that people are proud of the work they do.
One person gave an example of a call they had taken the previous night:
Yeah well it is rewarding if, do you know, if say for example, last night there was a
[age]-year-old [child who] went into cardiac arrest… And, well the bystanders got a
defib straight away, and they started CPR, and the crew was there within, I think, six
minutes of that. And they got him back. Like that’s what it’s all about. That’s the
most rewarding thing.
Another example given was of a woman who had found her husband collapsed from a
cardiac arrest:
We did chest compressions for a good half an hour. I talked her through exactly what
to do and she was great. She was so compliant and she did everything that I asked
her to do and the crew got there and they had a full ROSC, which is a return of
spontaneous circulation, so she had got him back herself!
Being valued
One staff member suggested that:
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Some people, you know, look down on it [what we do in our job]. And I suppose at
the end of the day, maybe we do only answer phones at the end of the day. And
maybe we are only in a call centre and we’re only glorified receptionists, but to us,
we’re an awful lot more. To the people that we answer the phones to, we like to
think that we do make a difference.
This individual went on to say:
I think people really undervalue the job because it’s the paramedics that get seen
and they kind of get the glory, and they’re the ones to be seen. The ones on the
phone [are] kind of forgotten about. But if we didn’t answer the call, the dispatchers
wouldn’t have a call to dispatch and the crew wouldn’t have a call to go to.
Some examples were given, however, of when staff felt valued, and one staff member said:
It’s rewarding because people that can scream at you at the start of the call, once
you get them to work with you and to do things for you, then they’re like, ‘Oh, I’m
sorry, I didn’t mean to curse at ya.’ And you get your thanks and you know that
you’ve done your best for the patient and for the caller and for the family and to stay
on and to reassure them, so it is very rewarding that way.
Another staff member spoke about a call that had had a very positive outcome for the caller:
And she rang back in on the 999 line about 10 minutes later and she got one of the
other call takers to say, pass my thanks on to the [person] on the phone. I wouldn’t
have had a clue what to do [if not] for him/her.

Having good colleagues
Many members of staff made reference to their colleagues. Working in a team was
highlighted as beneficial, and it was reported that in one centre staff work together in teams
as follows:
We work in groups. We work in teams where in [other centre] they don’t work in
teams. They work in rosters. But we work in a team environment. The same call
takers now work with the same dispatchers. We follow the same shift pattern and
the same supervisor. It works very, very well because… you get to know people, you
get to know their personalities. You know when they’re in a good humour, when
they’re in a bad humour. You know when to talk to them and when not to talk to
them.
Working in teams was also highlighted as a positive aspect of the service by a manager, who
said:
So they work with the same cohort and staff all the time. They’re not mixed and that
is a huge benefit for them. They continually work [with] the same group of people.
Another member of staff said:
We get on well as a group together. The staff get on well with each other, and the
paramedics and control, there’s a bit of grief at times, but 90 percent of the time we
get on. We realise that we’re working for the same purpose.
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Another person said:
We have great teams, with great… there’s not anyone on any of the teams that you
wouldn’t want to work with… And we’re really friendly, we’re quite a small centre in
that we’ve got… there’s 16 dispatchers, there’s 22 call takers, there’s four supervisors
at the moment but they’ll pop that up to six.
Peer support with difficult or distressing calls was identified as very beneficial. This was
highlighted by a member of staff who said:
After a while, you just get so used to them [difficult calls] that your peers, so the call
takers that you’re working with are great. You know, they’re brilliant. They’ve dealt
with it before, or you’ve dealt with it before, and you can give them a dig out… But
nine times out of ten, it’s your peers because they’ve been through it. They know you
and you’d know yourself.

Challenges arising in respect of the work
Challenges relating to the work undertaken at the NEOC are identified in Figure 40.
Figure 40: Challenges for NEOC staff relating to the work
Role of management

Role of call takers and dispatchers

Staff shortages

Work–life balance

Role of management
Management personnel working at the NEOC have overall responsibility for ensuring that
any emergency call is responded to immediately and that patients are transferred to
hospitals and nursing homes in an efficient manner. Activities identified in the course of
interviews as being associated with achieving these objectives include:










overseeing the control room
responding to staff queries
managing staff
ensuring shifts are covered
dealing with vehicle breakdowns
ensuring call takers and dispatchers are compliant in their roles and with protocols
dealing with conflicts between NEOC personnel and ambulance crews
providing a pathway to critical incident stress management (a service through which
staff can seek psychological help after dealing with difficult incidents)
responding to correspondence, queries (e.g. from the press), complaints and other
issues
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It was highlighted that being a manager in these centres ‘is an extremely stressful job’ and
‘people have a huge workload’. It was also noted that:
So basically, you’re balancing like our call takers to try and meet the volume of calls
coming in and it’s completely unpredictable, because it is coming in as an emergency
situation and we can’t predict [what will happen]. I can say to somebody [that they
can go] on their break now and in five minutes we could have four or five calls
waiting.
Another member of management noted:
Now, where my workload gets crazy is just the constant disruption during my shift
with call takers and dispatchers coming to me with queries.

Role of call takers and dispatchers
A call taker working at the NEOC is responsible for answering calls in situations where an
ambulance is requested as an emergency or for intermediate care purposes. In taking these
calls they follow an automated system that determines the priority level assigned to a call.
Specifically, they follow a protocol that is built into the system, and the call taker follows a
script to determine the prioritisation of the call. Calls are audited to ensure compliance with
the script.
There was some agreement that the work of call takers ‘it’s very demanding’ and that there
is a ‘shelf life for call taking’. It was highlighted that the job involves talking and supporting
someone who is ‘panicked and emotional’ and that the job is ‘mentally demanding’ and
stressful. One manager said:
When somebody rings 999, they’re looking for an ambulance, and they’re screaming
and shouting. Our call takers are the first people who are going to be able to help
them, and it’s a very stressful job.
This was supported by another manager, who said:
Call takers are at the sharp end, they are the first ones in contact with a caller who is
in distress. Be it in front of loved ones, colleagues, whatever. There [are] two flash
points going into a call… One is getting all the information about what is happening
and looking for help urgently. [The second] is when the crews arrive on scene. So
really, our call takers are at the sharp end and really engaged with the caller.
A staff member spoke about the pressure and stress of listening properly and getting things
right:
There could be underlying issues that you haven’t heard properly [on the] call. They
could have mentioned chest pains somewhere and you didn’t click the right button.
That patient could be potentially warranted a higher-priority call but you haven’t… if
you haven’t listened properly… you haven’t got the right code then the ambulance
can be re-diverted off that to a higher-priority call so then a [further]-away vehicle is
responding to [the original call]. So there could be time, issues… Your decision is
what a dispatcher works on.
Dispatchers were also identified as having a stressful role, and it was suggested that they
‘carry a greater responsibility than call takers’ because they are ‘controlling resources’. One
dispatcher highlighted the challenges of the work, noting that:
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My job’s quite difficult in that I have to get the ambulance crew to a family that are
in the middle of an emergency. The hardest part of that is directions or knowing
where the house is.
Challenging calls
Many staff members spoke about the challenges, stress and trauma associated with taking
calls, and some of the following quotes give a flavour of the types of issue arising for those
involved. One staff member said:
It’s very… it can be very stressful in that… you’re hearing the screaming if it was a
very traumatic call and you try and calm people down, get them to work with you
until help arrives. It can be very upsetting.
Another staff member said:
There’s nothing easy about telling a mother how to cut her child down because he’s
hung himself in his wardrobe. There’s nothing easy about telling a father how to
deliver his baby along the side of the motorway, when his baby is breech[ed]. There’s
nothing easy about an old woman finding her husband dead in the bed beside her.
Some calls are more difficult for some personnel than others. This was highlighted by one
staff member, who said:
Miscarriage calls – for me, I just, I hate them. I can’t abide them. They’re just horrific.
You have partners apologising to each other and they’ve delivered their baby and
there’s nothing that we can do. But some people will tell you, it’s the psychiatric
calls, or it’s the children not breathing, or it’s the childbirth call. Everybody has their
own calls that they don’t like.
In addition to the need to deal with very difficult situations, it was highlighted that at times
people making calls can be ‘rude’ or ‘abusive’, or ‘just refuse to help you with anything’ and
‘won’t work with you’. One staff member said:
Not all calls are very traumatic [with] people screaming at you, but there are a
terrible lot of calls. But you do… there’s calls you never forget… And it can be very
stressful. Weekend nights are just complete and utter abuse. And it’s horrendous the
abuse that you get.
This person went on to explain that, despite the abuse, the protocol requires the call taker
to ring back three times:
Just very abusive language, not willing to give you information, [saying] ‘Just send
me the f’ing ambulance.’ Screaming at you but not giving you an address, [saying]
‘You know where I am.’ A lot of it tends to be with alcohol and coming out of
nightclubs and you have to keep going and try [to] talk them around and if they hang
up… you have to phone back three times.
It was also highlighted that it can be ‘very upsetting’, especially ‘if you get a few in a row’:
Saturday nights and Sunday nights, bank holidays are notorious for that. And… you
could have four hours of constant abuse…
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It was also highlighted that there can be ‘repeat offenders’ but that, despite this, an
ambulance is always dispatched in response to the call. It was noted that there is a facility at
the NEOC when an emergency call is opened where an address inputted to look at any
previous calls from that address. One staff member noted:
We do have ‘regular callers’. You can see 20, 30, 40, 50 calls, from the one address,
for the same thing. They’re obviously ‘repeat offenders’. But we never judge the
integrity of the caller. That day that we say, ‘They don’t need it’ [would be
unimaginable], like, we would never, ever refuse anybody an ambulance. We can’t.
We’d lose our licence if we ever refused anybody an ambulance…. We always send
an ambulance regardless of how futile it might seem or how little, how they stubbed
their toe, they’ve broke[n] their nail.
It was also noted that:
Not every emergency call is a regular one. We can have completely off-the-wall calls
or a caller who doesn’t know where they are.
Support for dealing with calls
As noted earlier, many staff members highlighted peer support from their colleagues as a
good mechanism to help them deal with difficult calls. A manager noted that CISM (critical
incident support management) is in place to provide support for staff following distressing
calls in recognition of the challenges staff face in dealing with them. The types of call where
access would be given to CISM included one where a member of staff had taken a call about
a person found dead at home who was very well known to them:
We just don’t know who you’re going to answer the phone to. It could be your
mother, your father, your brother, your sister… So you just don’t know who you’re
going to answer the phone to. But they were very good with me that day. I got CISM
and they offered to drive me home and they put me off calls for the day. They were
very good and they wouldn’t let me go home unless I felt like I was able to go home.
They were very, very good.
Another member of staff said:
And, I think part of a thing we miss out in that critical stress management is that it
doesn’t necessarily have to be a traumatic call for it to affect somebody. I might take
a call and it might be about a lady who’s got cancer and… that would affect me
because I’ve had that in my life. [Other] people wouldn’t be affected by that.
Whereas a road traffic accident… that might affect you.
One manager noted that after a difficult call:
We sit down, we have a cup of tea, we talk about it, we debrief about it. That’s sort
of teamwork and co-operation. We all understand. They recognise that as being a
very beneficial phase of support. It’s something we’re extremely good at.
Volume of calls
A further issue arising relates to the volume of calls received, and this is strongly associated
with the number of staff available. It was noted that the work for the day is determined by
the number of staff available, where ‘the less staff we have the more calls. The more staff
we have the less calls.’ It was suggested that staff dealing with emergency calls can take
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anywhere in the region of ‘maybe 35, 45, maybe 50 emergency calls in a day’, depending on
the volume of work and the number of staff available.
It was explained that these calls are filtered through a ‘new system’ that automates the
routing of calls to the person who has been free for the longest. It was noted that, while this
is positive because ‘you’re not constantly getting hammered with calls’, ‘some people like it,
some people don’t’. It was explained that, since the new system came in, staff have to
indicate that they are ‘not ready’ if they are unavailable to take a call, but that:
We have to have our headset on at all times. You can’t leave your desk that kind of
way. We have to have our headset on at all times. Because it just beeps in your ear
and then the emergency call is live. You don’t get the choice to have a few minutes
and then take the call. It just automatically comes into your ear. It’s fair and it’s
unfair. It’s annoying that we have to stay at our desks all the time and you can’t take
a walk down the room.
It was further explained that if staff are on ‘not ready’ for too long, they ‘would start getting
pulled up on it, [with managers asking] “Why were you not ready for so long?”.’
While one manager suggested that ‘it would be very seldom that as soon as you hang up on
one call you would be presented with another call’ because of the waiting system in place,
one staff member said:
[We] just… have to take call after call after call after call… and they [management]
don’t seem to factor in that it’s a very stressful job and you need a bit of downtime…
Whereas they just think that we should be ready to take the next call like that.
Whereas, you know, you could just be after taking a [call about a] hanging and that,
and you need a few minutes to yourself.
It was noted that generally staff come in 10 or 15 minutes early so that they can relieve the
person finishing their shift. It was also suggested that they can only take 30 minutes for a
lunch break ‘because if we took any more, it would be deducted out of our wages’. It was
noted, however, that:
You can get up from your desk at any stage to get a drink of water, to make a cup of
coffee. People who smoke can go for a cigarette break.
Dispatching resources in response to calls
The impact of the volume of calls relative to the resources available was also highlighted,
and it was suggested that ‘dispatching is very stressful’. It was noted that part of the
dispatching role is to update the ‘paramedics all the time’:
And the crews are getting themselves ready, they’re saying okay, it’s a child, I need
to get the drugs ready for a child. Or it’s an adult, I’ll get the braces and bits and
pieces. So they’re working as we give them information.
The management of resources in responding to calls was identified as challenging, and one
staff member said:
It’s a game of chess, but it’s kind of like you’ve lots of things in the air at any one
time… Yeah I think so, yeah. I used to do nights all the time on the emergency side at
the desk, and my heart would be broken… Yeah because at nights, you wouldn’t have
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as many resources at night… still the same volume of calls, and when it gets busy it
gets busy.
In the allocation of calls, staff at the NEOC work ‘off a map’, and it was noted that there may
not be any available ambulance across a very large geographic area. One dispatcher
explained that:
The way the National Ambulance Service works is [that] whatever the nearest
ambulance is [is the one that is] put on any call which is emergency. If the nearest
ambulance is [over 100 km away], they’re put on until a nearer crew becomes
available.
This approach was confirmed by another staff member, who noted that resources
sometimes have to be ‘borrowed’ from other places as they may be the only available
resource. Attention is drawn to this in the following:
It is because you may be limited on resources. Your area may be inundated with calls,
or your resources may be out, so you have to borrow or take resources from [name
of county] where[as] your nearest ambulance might be somewhere in [name of
another county almost 100 km away] so you have to get that but then you have to
give all the details to the dispatcher for that region and then they pass on the details
to the crew. So you have vehicles moving around all the time.
It was noted that:
The higher-priority calls – everyone will get an ambulance even if an ambulance has
to come from [one location] to [another location 150 km away], for example. So in
the hopes that something would free up that’s closer, but… once a closer resource is
cleared and is available… you clear that ambulance and then they return down to
wherever it is you want them to return to.
Availability of ambulance resources
Ambulances being delayed at A&E was highlighted as one of the most difficult aspects of the
job. One staff member said:
And one of the major things is crews being delayed in A&E, which in turn then is
affecting us getting to calls and that. So, your main worry then is the patients, and
there’s the stress about that because you know there is somebody that needs an
ambulance and you’ve got none to send to them, could be two hours away.
Another noted that:
When ambulances are at A&E they are off the road, and they can’t move ’cause
there are no beds on wards… That’s the pinch point and that’s where we suffer.
While it was noted that NEOC staff can ‘escalate delays and that to management’, it was also
suggested that ‘at the end of the day, there isn’t much they can do’. Another person,
however, suggested that if an ambulance was tied up at A&E:
After 20 minutes, you phone the crew if they’re in A&E to say, ‘How long will it be?’
that you have to wait; you say to your supervisor, ‘They’re not freed yet.’ So the
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supervisor then phones the A&E department, and after 40 minutes then, if the crew’s
still not free, you get the manager.
It was also highlighted that dispatchers are not allowed to allocate ICVs in response to
emergency calls ‘anymore’. These vehicles are used to transport any patient who ‘needs any
sort of oxygen or monitoring or any sort of clinical level’ and they generally transfer patients
from ‘a lower-acuity hospital to a higher-acuity hospital’ or from ‘a house into an emergency
department’ for an urgent rather than emergency call. It was noted that, while this is not as
pressured as dispatching resources in response to emergency calls, it is nevertheless an
important part of ‘the circle’ and ‘if we weren’t there, if we didn’t do our job, things would
come off the rails fairly quick, fairly rapid’.
Not being able to allocate ICVs, however, was identified as ‘causing just another big stress
for us’ because:
If, say, somebody falls down the street and you need an ambulance that’s two hours
away, we’re not allowed to use ICVs to go out to as first responder anymore, they
can only go to cardiac arrest. So you know there’s an ambulance right beside the
patient, but we can’t use them and that puts further stress onto dispatchers.
Impact of scarce ambulance resources
Where ambulances are unavailable, or where ambulance crew have to travel long distances
to respond to a call, there are significant consequences. These are highlighted in Figure 41,
which provides an insight from the perspective of NEOC staff.
Figure 41: Impact of scarce ambulance resources

Individual
waiting for
ambulance

•You know a call is coming in, and [it’s
stressful] that I know that I’m [sending] an
ambulance that’s maybe two hours away on a
call to a family that are in dire need of help.

Challenges for
call takers

•The call taker [is] still on the call, and they
know that the nearest resource is an hour
away and [they’re] trying to keep the people
on the scene calm. And it can be very... it is an
emergency service, so it can be stressful.

Ambulance crew
having to work
extended hours

•You [dispatcher] know they [ambulance crew]
have lives and they have kids and they want to
get home, as well as I want to get home. But,
unfortunately, that’s the nature of the job for
them and I have to send them.
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Staff shortages
A number of people suggested that there are shortages of staff, and it was estimated that, at
present, out of a complement of 155 staff, the NEOC has ‘a shortfall of 40 staff’. One person
suggested that better workforce planning, for example when call takers are ‘moving over to
dispatch’, should take place so that new call takers can be trained before the move takes
place. One manager noted:
We’re losing an awful lot of staff. We’re 40 short at the moment and we seem to be
hemorrhaging more. There’s a constant turnover. It’s like a rotating door system
here at the moment at times. And with that, we have training, constant training and
trying to teach inexperienced staff in a new role.
It was also suggested that staffing is ‘very uneven’ and that there are periods of ‘severe
shortages’ and ‘what I think might be overstaffing’. One staff member said:
Certainly in work yesterday, in my job yesterday, we were grossly over-staffed. There
weren’t enough seats for people to sit on. Yet, [in] three months, we could be down
30% of our required staff. So it is very uneven.
Another staff member suggested that, while it had been ‘very stressful for the few weeks
where we didn’t have a lot of people on the team’, the NEOC had recently recruited and
trained more staff but that it takes some time to get all the new staff trained and mentored.
The consequences of lower-than-desirable staffing levels were identified as:



a higher proportion of calls for each staff member
a negative impact on the quality of the service provided.

Higher proportion of calls for each staff member
It was noted that a report is sent at the end of every shift to senior management identifying
the number of callers who are waiting to connect with somebody at the NEOC for longer
than 90 seconds. One manager noted:
So, when we’re down staff due to sick leave, annual leave, training is being carried
out, we’d notice that our calls waiting could be up on [more than 10] per shift. Now
as you know, it’s an emergency service, so any one of those calls could be a child in
cardiac arrest or someone’s mother or father on the floor. And they’re waiting for us
to answer to give them help, so that causes a lot of increased pressure on us, to be
trying to meet that demand.
Many staff made reference to the impact of lower staffing levels on the volume of calls
coming through, noting that there is ‘such pressure on staffing levels that they are just
throwing people in at the deep end’, and that the ambulance service is putting their ‘existing
staff under more pressure’. One person highlighted:
We’re under pressure to take more calls and more calls and more calls… The pressure
that comes with it is relentless. There’s only so much you can do yet you’re being
asked by management to do more and more and more and more.
Another staff member highlighted the impact of this happening on an ongoing basis, saying:
Yes, because it is very stressful. I know it’s mightn’t sound it much but like you’re
dealing with this every single day and the call volume’s increasing and… the call
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volume is really more than what resources we have to attend to the calls, so we’re
stressed for every single day.
Another staff member noted that ‘there’s not enough staff you just – you’re wrecked by the
end of the day when you go home’.
Negative impact on the quality of the service
It was suggested that managing the volume of calls and pushing staff to work more quickly
created a lot of pressure. There were a number of comments about this, all of which
highlighted the stress associated with the urgency of the type of work being carried out,
which it was suggested ‘boils down to not enough people sitting in the seats’. One staff
member said:
They’re shouting at call takers, ‘Can you hang up? Can you hang up?’ Because there’s
a call waiting. What they’re doing is hanging up on the person and they’re saying,
‘There’s an ambulance on the way. Ring us back if anything gets worse.’ And then,
they’re taking the next call, so not only is that less of a service to the person ringing
in, but also it’s putting them under stress. They’re not even getting 30 seconds. Take
a deep breath, that was whatever. You know?
This was supported by another member of staff, who said:
Yeah, it’s very stressful… You can only take one call at a time. Yet you’re still being
asked to go off [i.e. hang up on] calls that are particularly serious, life threatening.
People with life-threatening problems and you’re being told or urged to disconnect
and come off it to take another call, which fair enough, the person that is waiting we
don’t know what is wrong with them. Me coming off the phone could be detrimental
to that person.
The need to disconnect from one call to take a waiting call was also highlighted by a
manager, who said:
If you are down [i.e. don’t have enough] people and you get a couple of calls to
accidents or something like that, people have to urgently disconnect from one call…
to go on another call. So they can’t see the first call fully through because they are
having to stop that call earlier than they would normally do so to activate the
incoming call, which could be of a higher priority. You don’t know what’s involved
until you answer the call and go through the process.

Work–life balance
The service provided by the NEOC operates on a 24-hour basis and most staff work on a shift
basis. While for some people this was not a significant challenge, for others it did create
some problems. Some pros and cons of working shifts are highlighted in the following quote:
The positive is getting off on time, I suppose. The positive with shift work is that you
do have a few days off here and there. I mean there’s a negative to that, as well. I
mean you work weekends and you’re working nights and everyone else is going to
bed or going out for the night or whatever.
One staff member said:
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Yes, at times, I can’t go on a hike with friends because I’m working, or a barbecue
comes up and I’m working that Saturday. I don’t have children and I’m single, so it’s
really not that much of an issue.
One person noted that because most events happen at weekends, people who work shifts
have to take more annual leave than others. This person said:
If you work nine to five and you’re off for the weekend it’s great. You never really
have, well, I don’t know. You have to take much less leave because things are on at
the weekends.
Not working at night time or weekends was seen as positive and one person noted that they
felt ‘privileged’ not to have to do that.
Others noted that, because of the busyness (including the demands and pressures) of their
work:
You wouldn’t be able to say, ‘Let’s go to the game after work,’ or anything like that.
You’d just be too tired, and kind of… home and go to bed.
The tiredness of being up at night was identified by another staff member, who had spoken
about the pressure of both the volume and nature of the calls. This person said:
So you can imagine how busy it was and [the] stress of it. The fatigue is chronic. Not
supposed to be up at that time in the morning so you do find your eyes drifting and
closing and things like that. You’re not concentrating as much as you would be at
three o’clock in the day obviously.
Another person said:
Then I don’t see my family, and I don’t see my [spouse]… Weekends especially, if I’m
on nights I’m sleeping most of the day. Get up grumpy, have my dinner and go to
work, and that’s it. It is difficult. Nights especially are very, I find very hard. I much
prefer days.
Overtime
The most common issue raised in respect of work–life balance was overtime. While most of
the commentary on this matter was closely linked with low pay, it was suggested that there
is a constant and ongoing problem around staffing levels and that overtime is always used to
cover shifts. This was highlighted by one person, who said:
I have [had] four text messages in the last three or four days about shifts that are
vacant. That’s normal, three or four texts a day sometimes to try and cover shifts,
which is I suppose… It’s not great for morale, as well, to be honest with you.
Unable to plan leave
Two issues were highlighted in respect of planning leave. One relates to the rostering system
in place in one centre and the other to difficulties in getting decisions about whether leave
can be granted.
It was mentioned that the rosters have recently changed so that there are now staggered
starts where people start and finish at different times. One person commented that:
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The new call takers that are coming in now, they’re on what’s called a non-rostered
roster. So they have a roster, but they can be taken off it at any stage. It’s a nonrostered roster. And that’s in their contract. But they do ten to ten, eleven to eleven,
twelve to twelve, four to four. They do three to twelve. It is a horrible roster, I will
admit. But they’re not going to be on it forever.
A small number of individuals highlighted challenges in getting decisions about whether they
would be able to take leave at a particular time or not, which can be a problem in terms of
work–life balance. One person who had an important event coming up was not able to
ascertain whether leave would be granted:
You know I came in here this morning and I was really, really annoyed. I give a lot to
them… I do lots of overtime. I dig them out of any holes that I can… And people are
just starting to get a little bit ‘peed off’ at this stage.

Summary of issues arising in respect of the work of NEOC staff
In summary, a number of key issues were raised in respect of the work undertaken by
personnel at the NEOC, and two main positive features of the work were identified. First, the
interviewees highlighted the impact of the work on the lives of people who are often
experiencing a very difficult situation. Second, many personnel commented on the
relationships they have with their colleagues, and these were generally identified as being
positive.
The urgent and emergency nature of the work carried out by the NEOC was identified as
resulting in a very stressful and challenging environment. These challenges differ by work
role and for call takers include the nature of some of the calls, which can be very difficult.
For dispatchers the challenges are around the allocation of scarce resources.
Staffing levels were identified as being consistently lower than required, and this results in
higher volumes of calls for the individuals who are present. This, in turn, can result in a
problem with the quality of the service being provided. Some personnel drew attention to
the impact of working overtime and shifts on their work–life balance, and it was noted that
not being able to plan leave creates additional stress.

Challenges arising in respect of the organisation
Four main issues were identified in respect of the organisation, and these are set out in
Figure 42.
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Figure 42: Challenges for NEOC staff relating to the organisation

Relationships between management and members of staff

Promotions

Training

Pay

Challenges relating to the organisational context are now presented. The issue of pay is dealt
with under the following section, ‘Reasons for staying at or leaving the NEOC’, because when
it was highlighted it was generally in the context of reasons that individuals leave.

Relationships between management and members of staff
As noted earlier, the findings highlighted in part 1 and part 3 of this section presented a
quantitative summary and overview of coded comments regarding positive and negative
aspects of the work of paramedics and NEOC staff and also their reasons for leaving. As
reported, a strong theme emerging from the analysis related to difficulties with
management. The commentary itself included reference to ‘a lack of competence’ of
managers, ‘appalling treatment by management; ‘bullying and intimidation’, ‘despicable
treatment by management’, being ‘crucified’ and the management team being ‘a disaster,
unapproachable and incompetent’.
These findings are also reflected in this section and it is notable that the volume of
commentary about management exceeded the volume of commentary on any other area in
the interviews conducted in respect of the National Ambulance Service. This commentary
was overwhelmingly, although not completely exclusively, negative.
The commentary by participants in respect of management was extensive and, while it was
predominantly negative, it was not exclusively so. One staff member said:
In fairness my line manager is quite good and quite open… is very open too, if you
ask him/her about something. S/he will try his/her best. As well, s/he’s constrained
by what s/he has in front of him/her as well and the protocols s/he has to stick by. In
fairness to him/her s/he does an awful lot of good.
Another staff member noted that:
It depends on the manager… and the majority of the managers in [name of location]
are great. I think every single one of the managers are good at their job, but I think
there’s some managers and supervisors that just don’t have the personal aspect –
some of them wouldn’t be very approachable. But the managers that I have on my
team, they’re really great. They’d be the managers that I work with most often, and
[there are] no issues there.
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One manager highlighted a number of initiatives that had been introduced to show
appreciation for staff and their wellbeing, including:





acknowledgement of staff who had not taken any sick leave by awarding a certificate
and an A4 book with ‘the perfect service’ and their name embossed on the cover
badges for call takers for compliant calls [audited calls that were found to have
correctly followed the process outlined]
the creation of a Slí na Sláinte walk (an initiative developed by the Irish Heart
Foundation aiming to encourage people to walk) around the centre
the creation of an area with lava lamps where staff can go to relax, away from their
computer.

Another manager noted that there was good communication with unions and shop
stewards, thus ensuring that problems can be addressed.
There was some scepticism about the initiatives taken, however, with one staff member
saying:
We hear about something for a couple of months and it’s a big thing. And then,
management gets their photograph and they get their certificate on the wall, and we
don’t hear about it again for a year or two until it becomes an issue again.
Another manager said:
We don’t have issues with staff on a day-to-day basis. Very little. Which is very
positive… They generally get on well. Yeah. You always have the odd one that has a
conflict or doesn’t like working with an individual.
Response by management to challenges arising
A number of negative comments were made, however, and these highlighted frustration
and unhappiness about issues relating to understaffing, training and promotion, particularly
in terms of the response by management. One person said:
Overall, there would also be, in the ambulance service, no confidence in
management. I speak for everyone in the service. There is no confidence in
management to do anything right. There’s so many examples of clear procedures
and policy, which on paper look great. And when it actually comes to actioning them,
nothing is happening that should.
Another staff member, in identifying a number of reasons for the high turnover of staff,
drew attention to the response to these issues by management:
It’s the lack of support, the understaffing, lack of training. It’s management. It’s been
managed badly. There’s nobody in there complaining, ‘Hey, I hate taking emergency
calls’ or ‘I hate sending a crew to a call’ or ‘I hate the job itself.’ We all can do the
job. We’re all… We don’t hate the job. We hate the fact that it’s managed badly and
that we don’t get training. The staff turnover is terrible. That we’re put under more
pressure. That the staff suffer because of management’s falling down. That’s what
people are annoyed about. You know?
Another member of staff said:
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Yeah, it’s kind of I don’t know, just some of the tactics are bully-like, because they’re
short staffed at the minute, and they, instead of trying to get more staff, their view
would be to get call takers over to dispatch and then not pay them properly, and use
this as their way of dealing with the problem instead of trying to get more staff in
and that.
Managers, however, noted challenges with underperformance and noted that ‘once you get
on that panel and you come in to work for us’ it is very difficult to ‘get rid of somebody if
they are underperforming’. This is highlighted in the following quote from a manager who
said:
Yes, yes. We see people who we think clearly are not up to it. They are
underperforming, be it through poor attendance or other issues, and it just seems,
it’s public sector, it’s impossible to get rid of them, it seems… It’s management
throughout. I know there are many very… there are some very keen junior managers,
who feel that they are not supported enough by more senior management.
Blame culture
The relationship between managers and staff was identified as one of blame, of not being
treated well and of a lack of appreciation of the work being done. One staff member
highlighted this culture of blame, noting:
There’s a very much, a blame culture. They’re always looking for someone to blame…
Management seems to just look for a scapegoat. And, that’s fine if someone’s made
a mistake, they’ve made a mistake. But, if someone’s been trained correctly… If
there’s a problem then, it’s like, ‘Why did you do that?’ It’s not like management’s
problem. You know, they just seem [like they feel] they can attack dispatchers or call
takers.
Another member of staff said:
Well, management, I don’t know, like if you don’t stick with the rules, management
will hang you. You know what I mean? So you really have to stick with the rules, you
can’t – you can’t do things your own way, you have to go by what they say.
One manager said, however, that they were trying to foster a
whole culture of support to say you are not alone and it is OK to make a mistake, it
can happen it might not even be your fault. But there is always someone there to
help you and use that support… In the early years it was the fear of blame and being
held to account for that job by others… So [now] it’s getting them to rethink, reassess
and be mindful that it is ok to make a mistake. It can happen and it’s ok to admit it.
Poor relationships between managers and staff
Staff members spoke of some managers being ‘atrocious’, of using ‘bad language’ and of
‘shouting at staff’. They also spoke about staff not being treated well and of not being
respected. One staff member said:
Like they just don’t treat, they don’t treat their staff well. They just see staff as bums
on seats, and ‘If you don’t do what I say, good luck to you.’ They don’t appreciate
their staff… Well, we’ve been told by management that, you know, ‘If you don’t like
what I’m doing, it’s fine I can get somebody else to take up your seat.’
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Another staff member said:
And I think management kind of thinks, it’s kind of like being back in school. They
don’t seem to have much respect for workers, you know?
It was suggested that the situation is worse in one centre, as ‘management are breathing
down their necks because they’re there with them’.
Some challenges were also identified for managers, and one individual said:
Do I want to be the Johnny on the spot, the guy who sits at the desk with the sign
that says the buck stops here, when I’m relying on staff that I have zero confidence
in? Because we’ve had so much turnover, people who really shouldn’t be doing those
jobs are doing them.
Another manager noted:
[When I’m] dealing with staffing issues… I find probably the most difficult of all is
trying to keep everybody happy and getting their breaks. And dealing with any
problems in supporting them, do you know?

Promotions
A small number of comments were made in respect of promotions, and one person noted
that there are opportunities to progress in the control room. One manager said:
Well, I think [there is] a lot of opportunity to move up in the control room, like
progress in it. You come in as a call taker but within a year you can apply for
dispatch, and then from dispatch you can move up to supervisor, and then [from]
supervisor you can apply for manager. So I think there is a lot of opportunities in the
job, and I think that’d be very attractive for a lot of people.
Not everyone agreed with this, however. A staff member noted the incremental nature of
the promotional structure, saying:
There’s no up-scaling. There’s very little scope for progression and promotions. If I’m
a call taker now, I have one line that I can be promoted to and that’s to be a
dispatcher. I don’t want to do so, [so] I’m stuck. There’s no… I can’t, for example, go
from a call taker to a call taker supervisor. I’ll have to become a dispatcher first and
then be a supervisor. A dispatch supervisor, call taker supervisor, there’s no
separation between the two.
One person who had previously worked in the private sector said:
I find myself saying… I say to myself, ‘We are Ireland’s biggest employer. We are part
of Ireland’s biggest employer. Yet, no career path exists for people.’
A small number of people suggested there is a ‘lack of transparency’ in promotion and that,
while competitions are held, ‘we all know who’s going to get first, second’. This person went
on to say: ‘We “run a book” [i.e. take bets], and we know who’s going to get them [the
promotions].’ It was suggested that:
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And there is a feeling that there are a few blue-eyed boys, and girls, who get things
ahead of others. So, again, there would, in general terms, be something of a lack of
confidence in the promotion process.
This person suggested:
I believe hopelessly under-qualified [people are] getting positions, and in front of
people who I believe would have been far more suitable. That is something I do have
a problem with, and I wanted to mention that.
Two people interviewed in the course of the study said they had been treated unfairly in the
process of applying for a promotion.

Training
It was suggested that ‘about 75% of staff’ at the call centres ‘come from a voluntary
background’ and are already involved with ‘the likes of St John’s [Ambulance], the Order of
Malta [or] the Red Cross’, which gives them some knowledge about the service prior to
entry. Individuals who are placed on the panel following recruitment are provided with
training and it was suggested that a class of 10–12 people would be convened. It was noted,
however, that over the course of the training period ‘we lose about 3 of a class of 12’,
although ‘once they get in and they’re up to speed, retention is good here’.
There were varying views on the length of the training period required to be a call taker; one
manager said:
We give them full training. A full [period of] training for any emergency call taker is
14 weeks… and that’s the effort we put into getting the staff to the calibre we want.
It was also reported that these staff are given an opportunity to sit in an ambulance and go
to an instance where a traumatic event has taken place. One manager said:
If they’re happy to sit in an ambulance and do a shift on their day off – if they ask, we
facilitate that.
Another person, however, said:
But they’ve shortened down the course dramatically now. The last call taking class
that came out got nine days in class, and got about three weeks mentoring. It’s not
enough, It really is not enough. They need more class time and they need more
mentoring. They need more listening on live calls. You can’t just say, ‘There’s your
three weeks mentoring. Off you go.’… Absolutely crazy.
This person went on to suggest that:
A lot of the training happens in the live environment, which I totally disagree with. I
don’t think anybody should be put under the pressure of answering a call with
somebody screaming in the background while training at the same time. It’s
impossible. The pressure of taking the call. Calming the person down. Getting the
right information from them. Also, at the same time learning a new system or
learning an update or something like that. It’s ridiculous to be asked to do that.
It was suggested that this is
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not saving any money. It’s not cutting costs in the long run because people are
ending up having to be retrained and re-mentored and it’s tying up a mentor and it’s
tying up a student and it’s leaving the floor short.
Training for existing staff
It was noted that, in order to become a dispatcher, a candidate has to have worked for two
years as a call taker. Following that, they do ‘very intensive training’ with a further ‘80 hours
of mentoring with an experienced dispatcher’.
One person noted:
Well I think maybe, I don’t know, for me personally, I would like to have more
training. I just feel like sometimes we’re forgotten about? You know that way, we’re
not given training and that. So I think, I think that a bit more training and that, it
would encourage people to enjoy the job more, and have more job satisfaction, feel
like they’re becoming a better person and that… I think management, maybe they
are starting to come round to giving people more training and that. But it’s slow, and
because our staff turnover is so high, all they’re doing is training in new call takers,
training up dispatchers. There’s never really time to train the staff that are there long
term… So I think they are trying to incorporate it, but it’s just very slow.
Another person noted that there needs to be more training
to keep up-skilling, to do health and mindfulness, I suppose, workshops… and how to
do the mapping, and you need to know why a call is such-and-such a call. And it’s
very important to have that.
This was supported by another staff member, who said:
In regard to training there’s very little up-skilling. If you find that you have a problem
with something, you’re basically left and are told to go figure it out yourself. Nobody
actually shows you how to do it.
Education and training for managers
It was suggested by a small number of participants that some managers are not well
educated or trained and that this impacts on their capacity to manage the service well. One
person said:
There are many very senior people, very senior people in the ambulance service who
wouldn’t even have a [secondary school] Leaving Certificate…. Their level of
education is but a fraction of the education that new recruits have. And that’s
reflected in their style, which is very poor. They tend to shout a lot.
Another staff member said:
But then again, the management are very poorly trained. People can be managers
there for two, three years and they get a couple of one- or two-day courses and
that’s it. And that was something that was identified by HIQA, was how many
managers in the ambulance service had received no training for their role.
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Summary of challenges relating to the organisational context
Four main issues were identified in respect of the organisation for personnel working at the
NEOC: relationships between management and members of staff, promotions, training and
pay. In general, where issues of pay arose, they were in the context of people leaving and,
consequently, this issue is addressed in the following section, on reasons for staying and
leaving. While a small number of interviewees referenced having good working relationships
with managers, in general, the commentary relating to this was very negative and it seems
clear that there is a significant issue relating to this within the NEOC.
Issues raised in respect of management related to inadequate responses to issues arising,
which, coupled with a blame culture, was highlighted as very problematic. Commentary
mentioned issues ranging from a lack of support to bullying tactics, managers shouting and
using poor language when interacting with staff, and a lack of respect for staff. Managers
identified a number of initiatives that had been put in place, but at least some of these were
viewed with strong scepticism by some staff. In addition, managers mentioned difficulties
with the competence of staff, noting that it is very hard to tackle underperformance and
dismiss staff if they are not working well.
There was some disagreement about whether there are promotional opportunities available
for staff in the NEOC, and staff members drew attention to the incremental nature of
promotion, where individuals have to start their working career with the NEOC as a call taker
and progress through dispatcher before getting to be a supervisor. While there was limited
commentary about this, two interviewees spoke about the process of promotion lacking
transparency and of having felt they had been treated unfairly themselves.
Training issues were also identified, and this was particularly the case in respect of new call
takers, where it was suggested that the training is not sufficient for the complexity of the
work. Some concern was raised about the use of live situations for training purposes. It was
acknowledged that there is an intensive training programme to become a dispatcher. In
general, however, it was suggested that there is very little ongoing training or education for
existing staff, and particular attention was drawn to education and training for managers,
where it was suggested that some are poorly trained and educated for that role.

Reasons for staying at or leaving the NEOC
There was some agreement that there is a high staff turnover rate at the NEOC, although
this appears to be more acute in one of the two locations. One manager enumerated the
impact of high turnover as follows:





increased costs because of paying overtime to staff to work over and above their
standard working week
staff giving up their time off, which has an impact on their work–life balance
staff who are present being busier and the volume of calls for each person being
increased
impact on the quality of the service provided.

The impact on others of having new and inexperienced staff was also identified, and this is
highlighted in the following quote from a manager:
And having inexperienced staff, there’s a knock-on effect because they’re coming to
me looking for guidance and assistance, which increases my workload greatly.
Whereas if you had an experienced dispatcher and experienced call taker, they don’t
tend to ask as much questions. It’s just – they’re able to continue and they could take
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10 calls in an hour [with] no issue, [whereas] with a new call taker it might be three
or four.
While commentary relating to people’s reasons to stay in their current role was limited, a
focus on relationships with colleagues was highlighted as a reason, as follows:
I like the staff. That’s one of the best things about the job… I don’t think I would have
stayed in the job if it wasn’t for the staff that worked there… So I think that would be
the main reason that I wouldn’t leave the job, is because of the people in there.
In general, however, people focused on reasons for leaving, and in doing so they identified
multiple reasons, including those set out in Figure 43.
Figure 43: Reasons for leaving
Pay
Management style
Challenges of the job
Opportunities elsewhere

Pay
In general, when interviewees spoke about pay, it was identified as a reason for leaving the
job and it was also strongly related to overtime. Comments were made such as ‘probably the
biggest factor is pay’, ‘the first thing would be pay’, ‘the money is poor’, ‘you’re not going to
get staff when you’re offering them €21,700 to start off’ and ‘the money is not what it
should be’. One person said:
Obviously, there is a huge problem at the minute keeping staff… Honestly, I think it
boils down to the fact that there isn’t enough money for the work that we do. The
hours are long. You’re doing 12-hour shifts. You do get a lot of time off. The money is
definitely a huge, huge problem. In [name of centre location], as you’re well aware,
there are plenty of opportunities. There are a lot more job opportunities for similar or
better money than there would be in [other centre location].
Another person highlighted that:
Starting off, the wages are very, very poor. So a lot of us, the majority of us now to
be honest, would do an awful lot of overtime just to get by.
There was some agreement that it is a necessity to do overtime because of the basic pay
rates, and this was mentioned in a number of quotes. One member of management, for
example, said:
It [pay] is below par. I don’t think it’s good enough. But they are trying to address
that, I understand, and hopefully [there will be] pay restoration, etc. But the basic
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salary is not great. It’s not sufficient to allow a decent standard of living, with the
result that I and most of my colleagues do overtime because we have to. It’d be a
rather slim pay package without overtime. And I believe there is no substitute for a
decent basic salary.
A staff member said:
We do get our shift pay and stuff. We obviously get extra money for working shifts
and overtime some days, but I think a lot of people have no choice but to work
overtime. And I think if we didn’t have the shift pay and overtime, and stuff like that,
it wouldn’t really be… I don’t think the pay would be enough, really.
Another staff member highlighted the impact of taxation on overtime, which meant it was
not feasible to do additional overtime:
But on average we work 13 shifts a month. So we do three weeks of three and then
one week of four. But in that then, you could be doing at least two overtimes a week.
We get paid every two weeks. So at least two overtimes a week if you don’t have a
Sunday. Because if you do two overtimes and a Sunday, you’re crucified with tax, so
it doesn’t pay you to do a second one.
The level of pay was also linked with the cost of living, and it was suggested by one manager
that the high turnover in one centre is predominantly due to the cost of living in that area. It
was also noted that public transport, particularly on Sundays, does not accommodate people
who are starting their shift at 4am and that the costs of taxis is prohibitive for personnel.
Pay for dispatchers
It was suggested that the additional responsibility taken by dispatchers is not reflected in
their pay. One staff member highlighted this, saying:
You always want more! I don’t think the call takers are fairly paid. I don’t think the
dispatchers are either for the responsibility that we have.
One manager noted that while the unions are trying to realign the call takers with the
dispatchers, who are at Grade 4, this could result in a poorer incentive for people to take the
dispatcher job, which carries a greater responsibility.

Management style
After pay, the next most common reasons given for people leaving related to management.
One staff member, having given a number of different reasons why people had left, went on
to say:
There are things that could be done to improve retention. But I think the biggest
thing to improve retention would be an improvement in the quality of management.
Another person also highlighted the role of management, saying:
I would [stay] if it was managed better, but like I have been looking to see if there’s
any other options available, but I mean in [one centre location] it’s not as easy to get
a good job, so the chance, you know, it’s harder to leave [the other location] than it
would be anywhere else. But I mean if it was managed better, I would definitely stay.
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Another staff member said:
There needs to be a culture change… Let them have a clean go at it. Let them support
the staff they have. Okay, we’re understaffed. That’s been a big issue for years. It’s
going to be a big issue for another few years unless they pay us more. Unless they
start training and supporting [the] staff they have, but also the new staff. Every staff
member they have now, there’s no reason why they can’t keep that staff member for
a period of time if they address the issues. You know?
In terms of encouraging others to come into the role, one staff member said:
Yeah, so I say, like with management, they’re just seeing now how many, what the
call volume is, and how many call takers they need then. They’re not really thinking
about their staff. So I just, to be honest, I don’t think I would encourage any of my
friends and that to go for it, unless they really, really had a passion for the job.

Challenges of the job
Shift work, particularly where people are commuting, was highlighted as a problem, and one
staff member said:
S/he’s left the service and went to another job. Now s/he had a long commute and…
[the] factors were the long commute and the nights and weekends and stuff like
that, and that will be probably to be honest, my major motivation, as well. The night
shifts and the weekend work to get away from that.
Another staff member said:
I mean, maybe six months ago I went through a kind of a phase where I just wanted
to get out of there, and I wanted to leave. But I think it was just, at the time… It was
right around the time that the new teams came in, and it was just kind of more
getting used to it. A few new shifts put in, I was kind of just worn out, wrecked. Like,
‘We have no staff and I’m tired.’ And I was just trying to get used to the new rosters,
and then I was trying to get used to the new shift, and it was just kind of all too
much. But in the last few weeks it’s been – I’m back. I’m loving the job.
It was highlighted that workload and lack of support were also reasons for leaving, with one
person saying:
Our call takers are the first people who are going to be able to help them [the
callers], and it’s a very stressful job. If you’re not… And, especially when you’re
starting out in it, it’s even more stressful because you’re under pressure. You’re not
sure exactly what to do. You need support, and there’s a huge drop off between
recruitment and people actually staying a year, I would say. There’s a massive drop
off in staff.

Opportunities elsewhere
Opportunities elsewhere were also identified as a reason for leaving, and a number of
potential alternative jobs were identified, including undertaking training to become a
paramedic. In one area it was suggested that all the staff had been working there for
between ‘four and five years’ and
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they normally stay on unless they have an interest in going on to be a paramedic… So
they’ve got in, they’ve worked with us for a year, two years. [A] paramedic course is
announced. They put their name down last year and they’ve been accepted. So [the
service] lost seven [people] last month.
One manager said:
Okay, a lot of people go to other parts of the public sector. A number of people go to
[the] Gardaí. A number of people remain in the ambulance service, but they go on
the road because they just can’t take control anymore… I would say a lot of people
remain in the public sector, but they leave the HSE. But I’ve seen people leave to go
travelling. There’s all manner of reasons. Some people leave to return to education.

Summary of reasons why NEOC personnel stay or leave
The commentary in respect of reasons for staying working at the NEOC was limited and, in
general, personnel only identified their colleagues as a positive reason for remaining there.
The main reasons given by personnel for leaving their current role were pay, management
style, the challenging nature of the job and better opportunities elsewhere. There was
substantial commentary about the negative impact of the management style on personnel,
and this was identified as a key issue in terms of intention to leave. Issues arising were
highlighted in the previous section.
In respect of pay, it was suggested that the amount received is inadequate given the type of
work that is carried out, and this was particularly the case in respect of dispatchers, where it
was suggested there is a high level of responsibility.
Others drew attention to the challenging nature of the job, including shift work and the
stresses associated with the work. Opportunities elsewhere were also identified as a reason
for leaving and it was suggested that some personnel join the NEOC as a stepping stone to
becoming a paramedic.

Part 7: Summary and conclusion about the recruitment and retention
of paramedics and NEOC staff
Findings from the survey of paramedics and NEOC staff, completed by 741 and 94 individuals
(respectively), and interviews completed with 21 paramedics and 13 individuals from the
NEOC (respectively) identified a number of issues relevant to career and job intentions. The
results indicate that about one in three (33.9%) intended to leave their current job in two
years or less, while 66.1% intended to stay.
This part summarises quantitative and qualitative findings emerging in respect of
paramedics and NEOC staff and draws a number of conclusions from these. The summary of
qualitative findings arising from interviews with personnel is presented separately for
paramedics and NEOC staff.

Work characteristics


About half of the respondents (49.2%) had been working as a paramedic or in the
NEOC for 11 years or more, while 14.9% had been working in the service for two
years or less.
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There is some movement between jobs and organisations: 15.8% had been in their
current organisation for two years or less, and 22.0% had been in their current job
for two years or less.
On average, the paramedics had been working in the service, in their current
organisation and in their current job for significantly longer than the NEOC staff.
Just under one in four respondents (23%) reported working more than 40 hours per
week, while the rest (77%) worked up to 40 hours per week (98% of respondents
worked full time).
Paramedics were significantly more likely to report working more than 40 hours per
week (25%) than NEOC staff (13%).
Commute times varied: while a majority (54.4%) took 30 minutes or less to get to
work, 33.2% took between 31 minutes and an hour, and 12.4% took more than an
hour to get to work.
Commute times did not vary across paramedics and NEOC staff.

Views on the job
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job



The three most common themes related to the care or helping aspects of the work
(65.8% of responses), having good colleagues or good team work (47.4%) and/or the
rewarding, varied or interesting nature of the work (43.9%).
A minority of all respondents commented that they were happy with their working
hours, shifts, working hours and/or time off (16%); with the CPD, learning or
progression opportunities available (12.5%); and/or with aspects of their job to do
with job security and/or pension (10%).

Aspects of the job to change
The four most common aspects that respondents wanted to change were:





pay (levels, benefits, equity, restoration) (42.3%)
more supportive, communicative, respectful and/or consistent management (30.4%)
better work–life balance, protected meal breaks and/or leave (23.0%)
better deployment of the service and/or service and management restructuring
(21.4%).

A further eight themes were mentioned by between about 10% and about 17% of
respondents:








introduce fairer rostering (17.3%)
tackle late finishes (13.8%)
improve facilities and/or resources (13.1%)
improve management (no detail provided) (12.0%)
provide better progression opportunities and/or transfer opportunities (11.8%)
provide fair and/or accountable management (10.5%)
offer more CPD opportunities and/or support (10.4%)
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provide recognition as an emergency service (including earlier retirement age)
(9.6%).

There are large differences between NEOC staff and paramedics in the frequency of some of
the themes identified. These differences indicate that work–life balance, rostering, service
deployment, management restructuring, late finishes, recognition as an emergency service
and distances travelled are more pertinent for paramedics, while training, staffing, working
environment and autonomy are more pertinent for NEOC staff. Across both groups, pay and
management were the most frequently mentioned issues.

Perceptions of job and organisation
Figure 44 presents the means for paramedics and NEOC staff on 18 index measures that
were included in the survey. Two ‘negative’ scales, burnout and work overload, have been
reversed to allow for comparisons with the ‘positive’ scales.
The four indexes with the highest overall scores (ranging from 71% to 81%) are:





impact (81%)
paired colleague support (80%) (paramedic staff working in pairs only; 82% of all
respondents)
perceptions of co-workers (73%)
engagement (71%).

Three indexes have extremely low overall scores (16–20%):




information sharing (16%)
satisfaction with pay (18%)
employer support (20%)

Three further indexes have low overall scores (24–30%):




work–life balance (24%)
appropriate referral processes (27%) (this index applies to paramedic staff only)
perceptions of manager (30%).

The pattern of index scores indicates that paramedics and NEOC staff are highly engaged in
their job, have positive perceptions of their colleagues, and believe their job has a positive
impact on others. However, a large majority of respondents feel that there is a low level of
information sharing and participation in decision making, are dissatisfied with their pay, and
perceive low levels of support from their employer. Further, a majority are experiencing
poor work–life balance, have poor perceptions of their managers, and, in the case of
paramedics, perceive difficulties with the manner in which users are referred to the service.
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Figure 44: Perceptions of job and organisation for paramedics and NEOC staff: Index scores

78

Impact
Paired colleague support**

82
81

80
80

Perceptions of co-workers*

81

73
73
67

Engagement*
Job satisfaction (global)

52
52
26

Autonomy*

47
35

Low work overload*

43
44
37

Satisfaction with patient information**

31

55

50

48
46

Organisational commitment
Low burnout*

72
71

47

44
43

35

33
35
35

Training and promotion opportunities
Satisfaction with travel requirements**

31
31

Perceptions of manager*

29
30

37

27
27
27

Appropriate referral processes
Work-life balance*

23
24

Employer support*

19
20

Satisfaction with pay*

17
18

35

24

24

15
16
16

Information sharing
0

10

NEOC staff

20

30

Paramedics

40

50

60

70

80

90

All

Index means are sorted from high to low for the combined sample.
* Difference between paramedic and NEOC staff index means is statistically significant (p < .05).
** NEOC staff did not respond to the questions making up this index.

Paramedics had significantly higher scores than NEOC staff on:





engagement
autonomy
low burnout (i.e. they reported lower burnout)
low work overload (i.e. they reported lower work overload).
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NEOC staff had significantly higher scores than paramedics on:






work–life balance
satisfaction with pay
employer support
perceptions of co-workers
perceptions of manager.

Recruitment
Just over one-quarter of respondents (25.5%) had been in their current job for two years or
less. These 25.5% responded to questions about the recruitment process and their job
expectations.




The overall score on the recruitment process index is 52%, indicating a moderate
level of satisfaction with the efficiency and fairness of the recruitment process.
The overall score on the job expectations index is 64%, indicating a moderate to high
level of match between expectations and experience.
Recruitment process scores were significantly higher among paramedics (54%) than
among NEOC staff (38%), while job expectations scores did not differ significantly
between these two groups.

Findings relating to recruitment of paramedics arising from the qualitative data
The main issue arising in respect of recruitment relates to the allocation of staff to services
that may be a long distance from their home, and it was suggested that the negative
consequences of this in terms of relationships and finance is significant. It was also
suggested that this operates as a barrier to going forward for paramedic training, particularly
for EMTs.

Findings relating to recruitment of NEOC personnel arising from the qualitative
data
While there was limited commentary on the recruitment process for NEOC personnel, it was
highlighted that the length of time between recruitment and getting people from the panels
into training, and then into the workplace, is very problematic. It was suggested that trying
to interest individuals in a job up to 18 months after they have been placed on a panel
following psychometric testing, interview and typing tests is not feasible.

Retention
About one in three respondents (33.9%) intended to leave their current job in two years or
less, while 66.1% intended to stay.

Reasons for staying in the job



Respondents who expressed an intention to stay in their current job were asked to
indicate the relevance of a range of factors to this intention.
The three most common reasons, i.e. with the highest percentages of ‘highly
relevant’ ratings, were ‘suitable working hours, days and/or rota’ (45% rated this as
highly relevant), ‘personal or family reasons’ (39%) and ‘convenient location’ (37%).
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One in four or so (23%) rated ‘lack of available alternatives’ as highly relevant, 14%
rated ‘too disruptive to leave’ as highly relevant and 12% rated ‘patients/service
users easy to work with’ as highly relevant.
Around 18% described other reasons for their intentions. These included
commentary indicating that, despite the difficult working conditions (particularly
management, pay and long hours), respondents took pride in or enjoyed the
‘essence’ of the work, i.e. helping patients, and/or were well supported by
colleagues. Other common reasons related to respondents’ age and financial
commitments.
Around 50% of these comments did not describe reasons for staying but rather
described negative and difficult aspects of the job: this is generally indicative of
negative working conditions.

Reasons for leaving the job









Respondents who expressed an intention to leave their current job were asked to
indicate the relevance of a range of factors to this intention.
The reason with the highest percentage of ‘highly relevant’ ratings was ‘staffing
levels a problem’ (66%).
Around 47% indicated that ‘better job opportunities elsewhere’ was highly relevant,
39% rated ‘work environment too demanding’ as highly relevant, 36%
rated ’working hours, days and/or rota not suitable’ as highly relevant and 25%
indicated that personal or family reasons were highly relevant.
Around 16% indicated that ‘location of workplace inconvenient’ was highly relevant
and 14% that ‘work is too physically demanding’ was highly relevant.
Around 18% of respondents described other reasons for leaving. Management was
cited very frequently both singly and in combination with other reasons, both in
terms of support and/or respect and in terms of leadership and/or planning. There
were frequent references to bullying in these comments. Aspects of pay, conditions
and rostering were also described quite commonly; health and wellbeing and lack of
promotion opportunities were also mentioned.
About two in five of these comments reflected multiple reasons and demonstrated
the cumulative negative impacts of poor management, difficult and demanding
working conditions, and pay on the working environments of paramedics and NEOC
staff.

Intention to leave the organisation and leave the profession





The overall mean on the intention to leave organisation index is 50.5%, indicating a
moderate overall intention to leave the organisation.
The overall mean on the intention to leave profession index is 49%, indicating a
moderate overall intention to leave the profession.
The very strong correlation between intention to leave the organisation and
intention to leave the profession (.90) implies that, once an individual leaves the
paramedic or NEOC services, they are likely to be lost to the service.
The scores on the intention to leave organisation index were significantly higher
among NEOC staff (57%) than paramedics (50%). Similarly, the scores on the
intention to leave profession index were significantly higher among NEOC staff (58%)
than paramedics (48%).
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Regression analysis of intention to leave the organisation: paramedics
The regression analysis for paramedics showed that intention to leave the organisation is
associated with:












lower training and promotion opportunities
higher work overload
lower employer support
poorer perceptions of manager
lower satisfaction with pay
poorer perceptions of co-workers
lower perceptions of positive impact of work
lower global job satisfaction
lower organisational commitment
higher burnout
lower engagement.

Intention to leave the organisation was not associated with gender. However, older
employees (aged 51 or older) were less likely to intend to leave than younger staff, and
students and interns were the least likely among the various paramedic grades to intend to
leave.
Further analyses of the impact measures (global job satisfaction, organisational
commitment, burnout and engagement) underlined the role that employer support, work
overload, perceptions of manager and perceptions of co-workers play both in ‘driving’ three
or all four of these impact measures and predicting intention to leave the organisation.

Findings emerging from the qualitative data in respect of retention:
paramedics
Summary of positive aspects of working as a paramedic
Two main positive aspects were identified in the work of paramedics: making an impact on
people’s lives and working with good colleagues.

Summary of challenges arising for paramedics ‘on the road’
Ambulance crews who respond to emergency or urgent calls identified a number of issues
arising from the way in which calls are allocated. These include having to travel long
distances, regularly being told to ‘stand down’ (where they respond to a call because they
are the nearest available ambulance but another becomes free before they get to the
incident), being unable to take comfort or meal breaks, being held up at some A&E
departments for substantial periods of time, and having to work extended hours at the end
of an already long shift. These issues are creating significant pressures for staff and have
implications for patients, ambulance crews and the smooth operation of the service.
Work–life balance was identified as being challenging, and three main issues were
mentioned. First, the impact of extended hours was highlighted and it was noted that it is
very difficult to plan activities following work due to its unpredictable nature. It was also
noted that individuals become very tired because of late finishes and being required to work
the following day. It was suggested that this has a very negative impact on relationships,
particularly couple relationships. Second, shift work and the rostering system were identified
as problematic, and examples were given of the impact of individual paramedics who were
not on a roster not knowing where they would be working from week to week. Finally, the
type of work undertaken by paramedics is challenging and stressful, and the emotional
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impact of this is substantial. Certain cases, including deaths and severe injuries, are difficult
but so too are situations where paramedics find themselves under threat.

Summary of challenges arising for paramedics in respect of the organisational
context
Four key issues were identified in respect of the organisational context: management
structure and approach, pay, facilities, and promotion and career pathways.
Management structure (in terms of the number of layers) and engagement with staff were
identified as problematic. The management approach, particularly in terms of
communication, was highlighted as resulting in a lack of trust and respect, and it was
suggested that there is poor support for individuals working in the service.
Pay was also identified as an issue of concern, and it was suggested that without overtime
and shift work allowances it would be difficult for paramedics to survive. Pay for new
entrants due to the impact of the moratorium was noted as having a particular impact, and
it was suggested that paramedics are paid less well than the Gardaí and personnel working
in the Dublin Fire Brigade. Promotion and career pathways were highlighted as being very
limited. A small number of comments were made about the facilities available, and it was
suggested that these are inadequate.
Emergency medical technicians
A small number of particular issues arise in respect of EMTs who work from ICVs. It was
suggested that this group, despite having to continually up-skill, are unable to use those
skills in their everyday work and, further, that there is no career pathway for them. It was
also highlighted that if they want to become a paramedic they must leave the service. It was
also noted that, while it can be beneficial not to have to work overtime, they are
nevertheless unable to supplement their income in the same way as paramedics. Finally, it
was suggested that, while the ambulance fleet is world class, that is not the case for ICVs,
which were identified as being unsuitable and having the potential to create back problems.

Summary of findings in respect of paramedics’ intention to stay or leave
It was highlighted that some people stay because they love their job and because the
specific nature of their skills means they would have difficulty getting work elsewhere.
While multiple reasons were given for intending to leave the job and organisation, three
main areas were identified.
First, it was noted that paramedics in Ireland are very highly skilled and, consequently, they
have opportunities to get work in many other jurisdictions with more advantageous terms
and conditions compared with those in Ireland.
A second reason identified in respect of intention to leave relates to management, and a
number of interviewees noted difficulties with management, particularly in respect of
communication, trust and relationships.
Third, while a small number of interviewees indicated that they received sufficient pay, in
general, pay was identified as inadequate and it was suggested that without overtime it
would be very difficult for paramedics to live on their salary. In addition, two areas of
particular note were highlighted: the level of pay received following promotion and the need
to be able to retire at a younger age due to the physicality of the job.
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Regression analysis of intention to leave the organisation: NEOC staff
The regression analysis for NEOC staff showed that intention to leave the organisation is
associated with:






lower employer support
poorer perceptions of co-workers
lower view of appropriateness of referrals
lower global job satisfaction
lower organisational commitment.

Intention to leave the organisation was not associated with gender, age group or grade.
Further analyses of the impact measures (global job satisfaction and organisational
commitment) clearly underlined the role that employer support plays in ‘driving’ both of
these impact measures and predicting intention to leave the organisation.

Findings emerging from the qualitative data in respect of retention: NEOC
personnel
Summary of positive aspects of the work of NEOC personnel
Two main aspects of the work of personnel at the NEOC were identified as positive. First,
interviewees highlighted the impact of the work on the lives of people who are often
experiencing a very difficult situation. Second, many personnel commented on the
relationships they have with their colleagues, and these were generally identified as being
positive.

Summary of challenges arising in respect of the work of NEOC personnel
The urgent and emergency nature of the work carried out by NEOC personnel was identified
as resulting in a very stressful and challenging environment. These challenges differ by work
role and for call takers include the nature of some of the calls, which can be very difficult.
For dispatchers the challenges are around the allocation of scarce resources.
Staffing levels were identified as being consistently lower than required, and this results in
higher volumes of calls for the individuals who are present. This, in turn, can result in a
problem with the quality of the service being provided. Some personnel drew attention to
the impact of working overtime and shifts on their work–life balance, and it was noted that
not being able to plan leave creates additional stress.

Summary of challenges arising in respect of the organisational context of NEOC
personnel
Four main issues were identified in respect of the organisation for personnel working at the
NEOC: relationships between management and members of staff, promotions, training and
pay. In general, where issues of pay arose, they were in the context of people leaving and,
consequently, this issue is addressed in the following section on reasons for staying and
leaving. While a small number of interviewees referenced having good working relationships
with managers, in general, the commentary relating to this was very negative and it seems
clear that there is a significant issue relating to this within the NEOC.
Issues raised in respect of management related to inadequate responses to issues arising,
which, coupled with a blame culture, was highlighted as very problematic. Commentary
mentioned issues ranging from a lack of support to bullying tactics, managers shouting and
using poor language when interacting with staff, and a lack of respect for staff. Managers
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identified a number of initiatives that had been put in place, but at least some of these were
viewed with strong scepticism by some staff. In addition, managers highlighted difficulties
with the competence of staff, noting that it is very hard to tackle underperformance and
dismiss staff if they are not working well.
There was some disagreement about whether there are promotional opportunities available
for staff in the NEOC, and staff members drew attention to the incremental nature of
promotion, where individuals have to start their working career with the NEOC as a call taker
and progress through dispatcher before getting to be a supervisor. While there was limited
commentary about this are, two interviewees spoke about the process of promotion lacking
transparency and of having felt they had been treated unfairly themselves.
Training issues were also identified, and this was particularly the case in respect of new call
takers, where it was suggested that the training is not sufficient for the complexity of the
work. Some concern was raised about the use of live situations for training purposes. It was
acknowledged that there is an intensive training programme to become a dispatcher. In
general, however, it was suggested that there is very little ongoing training or education for
existing staff, and particular attention was drawn to education and training for managers,
where it was suggested that some are poorly trained and educated for that role.

Summary of findings in respect of the intention of NEOC personnel to stay or leave
The commentary in respect of reasons for staying at the NEOC was limited and, in general,
personnel only identified their colleagues as a positive reason for remaining there.
The main reasons given by personnel for leaving their current role were pay, management
style, the challenging nature of the job, personal reasons and better opportunities
elsewhere. There was substantial commentary about the negative impact of the
management style on personnel, and this was identified as a key issue in terms of intention
to leave. Issues arising were highlighted in the previous section.
In respect of pay, it was suggested that the amount received is inadequate given the type of
work that is carried out, and this was particularly the case in respect of dispatchers, where it
was suggested that there is a high level of responsibility.
Others drew attention to the challenging nature of the job, including shift work and the
stresses associated with the work. Opportunities elsewhere were also identified as a reason
for leaving and it was suggested that some personnel join the NEOC as a stepping stone to
becoming a paramedic.

Conclusions: recruitment of paramedics and NEOC personnel
There is a moderate level of satisfaction among new recruits in respect of the fairness and
efficiency of the recruitment process, and the overall score on the recruitment process index
is 52%. There is also a moderate to high level of match between expectations and experience,
and the overall score on the job expectations index is 64%. Recruitment scores were
significantly higher among paramedics (54%) while job expectations scores did not different
significantly between these two groups.
The main issue arising in respect of the recruitment of paramedics was identified as the
allocation of staff to services that may be a long distance from their home, and it was
suggested that the negative consequences of this in terms of relationships and finance is
significant. It was also suggested that this operates as a barrier to going forward for
paramedic training, particularly for EMTs.
While there was limited commentary on the recruitment process for NEOC personnel, it was
highlighted that the length of time between recruitment and getting people from the panels
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into training, and then into the workplace, was very problematic. It was suggested that
trying to interest individuals in a job up to 18 months after they have been placed on a panel
following psychometric testing, interview and typing tests is not feasible.

Conclusions: positive aspects of the work and the organisations
Paramedics and NEOC personnel believe they have an important impact on people’s lives,
have very positive perceptions of their co-workers and are highly engaged in their work.
NEOC personnel have significantly lower perceptions of their co-workers than paramedics.
These findings are reflected in the perceptions of co-workers (73%: paramedics; 81%: NEOC
staff), impact (82%: paramedics; 78%: NEOC staff) and engagement (72%: paramedics; 67%:
NEOC personnel). Paired colleague support (for paramedics working in pairs) was also
highlighted as a very positive aspect of their work and had a mean index score of 80%.
These findings are corroborated by the findings from the interview data, which identified the
two main positive aspects of working as a paramedic and at the NEOC as making an impact
on people’s lives and working with good colleagues.

Conclusions: pay
There are low levels of satisfaction with pay, and this index had the second lowest mean
index score. Paramedics (17%) are significantly more dissatisfied with their pay than NEOC
staff (24%), although both have high levels of dissatisfaction. For paramedics, lower
satisfaction with pay was significantly associated with intention to the leave the organisation
in the regression analysis. In terms of aspects of the job to change, addressing pay (levels,
benefits, equity, restoration) was the most common theme emerging and was identified by
42% of respondents.
Paramedics identified pay as an issue of concern in the qualitative interviews and it was
suggested that without overtime and shift work allowances it would be difficult for
paramedics to survive. Pay for new entrants due to the impact of the moratorium was
highlighted as having a particular impact and it was suggested that paramedics are paid less
well than the Gardaí and personnel working in the Dublin Fire Brigade. In respect of pay for
NEOC personnel, it was suggested that the amount received is inadequate given the type of
work that is carried out, and this was particularly the case in respect of dispatchers, where it
was suggested that there is a high level of responsibility.

Conclusions: management and employer support
Paramedics and NEOC staff are very dissatisfied with the management of their service, and
this is reflected in the low index scores for both at 37% (NEOC staff) and 29% (paramedics).
This finding is also reflected in the aspect of the job respondents wanted to be changed, and
more supportive, communicative, respectful and/or consistent management was identified
by 30%. Management was also cited very frequently in the commentary as a reason for
leaving the job, and there were frequent references to bullying in these comments.
There was substantial commentary in both the questionnaire and interviews about
management, managers and lack of support with both paramedics and NEOC personnel, and
also in the commentary relating to aspects of the job. For paramedics, the management
structure (in terms of the number of layers) and engagement with staff were identified as
problematic. The management approach, particularly in terms of communication, was
highlighted as resulting in a lack of trust and respect, and it was suggested that there is poor
support for individuals working in the service. Management was identified as a direct reason
for leaving and a number of interviewees mentioned difficulties with management.
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For NEOC personnel, issues raised in respect of management related to inadequate
responses to issues arising, which, coupled with a blame culture, was noted as very
problematic. Commentary mentioned issues ranged from a lack of support to bullying
tactics, managers shouting and using poor language when interacting with staff, and a lack
of respect for staff. Managers identified a number of initiatives that had been put in place,
but at least some of these were viewed with strong scepticism by some staff. In addition,
managers highlighted difficulties with the competence of staff, noting that it is very hard to
tackle underperformance and dismiss staff if they are not working well. There was a
substantial amount of commentary about the negative impact of the management style on
personnel, and this was identified as a key issue in terms of intention to leave.

Conclusions: workload, staffing and ‘on-the-road’ issues
Difficulties in staffing levels and high workloads, coupled with the urgent and emergency
nature of the work, have a negative impact on both paramedics and NEOC staff. There are
additional issues arising for paramedics because of their on-the-road work, and these have a
considerable impact on work–life balance and levels of burnout. This is reflected in the
significantly lower overall score for the work–life balance index (23%) for paramedics
compared with NEOC staff (35%). It is noted, however, that it is low for both. In the
regression analysis of leaving the organisation for paramedics, higher levels of burnout and
higher work overload are both statistically significant.
The urgent and emergency nature of the work carried out by NEOC personnel was identified
as resulting in a very stressful and challenging environment. These challenges differ by work
role and for call takers include the nature of some of the calls, which can be very difficult.
For dispatchers, the challenges are around the allocation of scarce resources. Staffing levels
were identified as being consistently lower than required, and this results in higher volumes
of calls for the individuals who are present. Some personnel drew attention to the impact of
working overtime and shifts on their work–life balance, and it was noted that not being able
to plan leave creates additional stress.
Ambulance crews who respond to emergency or urgent calls identified a number of issues
arising from the way in which calls are allocated. These include having to travel long
distances, regularly being told to ‘stand down’ (where they respond to a call because they
are the nearest available ambulance but another becomes free before they get to the
incident), being unable to take comfort or meal breaks, being held up at some A&E
departments for substantial periods of time, and having to work extended hours at the end
of an already long shift. These issues are creating significant pressures for staff and have
implications for patients, ambulance crews and the smooth operation of the service.
The impact of on-the-road issues was identified as creating significant work–life balance
challenges. First, the impact of extended hours was highlighted and it was noted that it is
very difficult to plan activities following work due to its unpredictable nature. It was also
noted that individuals become very tired because of late finishes and being required to work
the following day. It was suggested that this has a very negative impact on relationships,
particularly couple relationships. Second, shift work and the rostering system were identified
as problematic, and examples were given of the impact of individual paramedics who were
not on a roster not knowing where they would be working from week to week. Finally, the
type of work undertaken by paramedics is challenging and stressful, and the emotional
impact of this is substantial. Certain cases, including deaths and severe injuries, are difficult
but so too are situations where paramedics find themselves under threat.

175

Conclusions: emergency medical technicians
While the number of EMTs taking part in the study was insufficient to conduct a separate
analysis, there is evidence from the qualitative data that they have limited opportunities to
use their skills and have few opportunities for progress. They also report poor equipment and
vehicles.
A small number of particular issues arise in respect of EMTs who work from ICVs. It was
suggested that this group, despite having to continually up-skill, are unable to use those
skills in their everyday work and, further, that there is no career pathway for them. It was
also highlighted that if they want to become a paramedic they must leave the service. It was
also noted that, while it can be beneficial not to have to work overtime, they are
nevertheless unable to supplement their income in the same way as paramedics. Finally, it
was suggested that, while the ambulance fleet is world class, that is not the case for ICVs,
which were identified as being unsuitable and having the potential to create back problems.
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Section 5: Findings relating to psychologists
Overview of findings from psychologists
This section presents the study’s findings relating to psychologists, all of whom were
working in the Health Service Executive (HSE) or bodies funded through a Section 38 grant at
the time of the study. Parts 1–5 draw from the quantitative survey data, while Parts 2 and 6
are based on the qualitative interview data. Part 7 presents the conclusions emerging.
Supporting detail and data are provided in the Data Appendix.
Part 1 provides a profile of psychologists’ work characteristics and their perceptions of the
job and of the organisation.




The first section of this part describes the work characteristics of psychologists (e.g.
normal working schedule).
The second section provides a description of the coded themes from the text
responses of psychologists that show (i) the aspects of the job that they like most
and (ii) the aspects of the job that they would most like to change.
The third section describes psychologists’ perceptions of their job and organisation,
as measured by 18 themed index scores.

Part 2 describes recruitment issues.


This part concerns only those respondents who had been in their current job for two
years or less. Scores on two relevant indexes (perceptions of the recruitment
process and job expectations) are examined, including responses to individual items
making up the indexes. Relationships between these indexes and others are
explored.

Part 3 describes retention issues.




Percentages of psychologists who intended to stay in and leave their current job in
the next two years are presented, along with their ratings of the relevance of a
range of factors in their intentions to stay or leave.
The coded text responses (described in Part 1) of the ‘stay’ and ‘leave’ groups are
compared.
Then, scores on two relevant indexes (intention to leave organisation and intention
to leave profession) are examined, including responses to individual items making up
the indexes. Relationships between these indexes and others are explored.

Part 4 describes a regression analysis of respondents’ intention to leave the organisation.


The regression examines the extent to which three ‘blocks’ of characteristics
(individual and employment characteristics, perceptions of job and organisation, and
impacts) predict respondents’ intention to leave the organisation.

Part 5 describes a regression analysis of impact characteristics.


A set of ‘driver-type’ regression analyses examines the interrelationships between
the perception measures and the impact measures that are significantly associated
with intention to leave the organisation (from the analysis in Part 4).

Part 6 describes the qualitative results from the interviews with psychologists.


This part provides an insight into the key issues arising for psychologists, based on a
thematic analysis of the interview data.
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Part 7 presents a summary and conclusions.


This part considers the main issues arising from the qualitative and quantitative
findings and draws conclusions about the retention and recruitment of
psychologists.

All analyses are weighted to provide nationally representative estimates on the basis of
grade and full-/part-time status. However, the sample size (335) is small and is slightly overrepresentative of male psychologists (see Table 5, in Section 2: Methodology).

Part 1: Work characteristics and perceptions of job and organisation
Work characteristics
This part presents information on the working characteristics of psychologists. Section 2:
Methodology provides additional demographic and employment information (e.g. gender,
age group, grade).
There is variation in respondents’ level of experience (Figure 45): 45.6% had been working as
a psychologist for 11 years or more, while 18.7% had been working as a psychologist for two
years or less. The remainder (about 36%) had been working as a psychologist for between 3
and 10 years. The results also indicate that there may be considerable movement between
jobs and organisations: for example, 29.3% had been in their current organisation for two
years or less, and 48.0% had been in their current job for two years or less.
Figure 45: Years working as a psychologist, in current organisation, and in current job
0%
Years working as psychologist

Years in current organisation

Years in current job

2 years or less

20%
18.7

40%

16.8

29.3

18.9

20.0

48.0

3-5 years

60%

100%

45.6

16.1

21.5

6-10 years

80%

34.7

10.2

20.3

11 years or more

Note. 9.9% of respondents did not answer this question. Not all columns add to 100% due to rounding

Figure 46 shows psychologists’ normal weekly working hours. Just over three-quarters (77%)
worked 31–40 hours per week, while just over 20% worked between 10 and 30 hours per
week. About 3% normally worked more than 40 hours per week.
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Figure 46: Normal weekly working hours reported by psychologists
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2.9
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31-40 hours

More than 40 hours

Figure 47 shows the frequency with which psychologists reported working overtime with
pay, without pay and with time in lieu. Working overtime with pay was the least common,
with 86.0% of respondents never doing this. Working overtime with time in lieu was slightly
more common: 40.3% did this once a fortnight or more often, while 39.0% did this once
every one to three months (and 20.7% never did). Working overtime without pay was most
common: 62.0% did this once a fortnight or more often and 15.5% did this once every one to
three months (while 22.4% never did this).
Figure 47: Frequency with which psychologists reported working overtime with pay,
without pay and with time in lieu
0%

Frequency of overtime with pay

20%

40%

7.8 6.2

Once a fortnight or more often

80%

100%

86.0

Frequency of overtime without pay

Frequency of time in lieu

60%

62.0

40.3

15.5

39.0

Once every 1-3 months

22.4

20.7

Never

Figure 48 shows the normal time taken to get to work reported by psychologists. Commute
times varied: while a majority (52.5%) took 30 minutes or less to get to work, 37.2% took
between 31 minutes and an hour, and 10.3% took more than an hour to get to work.
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Figure 48: Normal time taken to get to work reported by psychologists
35.0

31.4

30.0
23.4

25.0
21.1
20.0

13.8

15.0

10.3
10.0
5.0
0.0
15 minutes or Between 16 and Between 31 and Between 46 and More than 60
less
30 minutes
45 minutes
60 minutes
minutes
Note. 10.1% of respondents did not answer this question.

Commentary on the job: positive aspects and aspects to change
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job
Figure 49 shows the percentages of psychologists who mentioned each of 10 themes
identified in response to the question ‘Please describe the three most positive things about
your current job’ (1.8% did not make any comment).
The two most commonly mentioned themes related to the rewarding or enjoyable nature of
the work (66.5% of responses included this theme) and to having good colleagues, a good
team or a good working environment (64.2% of responses). In addition, 38.5% commented
positively on the varied, interesting and/or challenging aspects of their work.
Just over one in five respondents (22.2%) commented positively on the autonomy,
leadership and/or supervision aspects of their work, while a further 21.7% commented
positively about their manager. About one in six respondents (15.5%) commented positively
about training and learning opportunities.
Other themes emerged less frequently: 7.3% liked the flexible or sociable working hours,
5.5% commented that their work location was convenient, another 5.5% commented
positively about job security and/or pay, and 4.6% indicated that they had good facilities or
work space available to them.
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Figure 49: Coded themes in response to the question ‘Please describe the three most
positive things about your current job’
0
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Autonomy/Leadership/Supervision role

22.2

Good support/supervision/manager

21.7
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Job security/pay

5.5

Good resources/Work space

60

66.5

Good colleagues/team/work environment

Flexible/sociable hours

50

4.6

Aspects of the job respondents most wanted to change
Figure 50 shows the percentages of psychologists who mentioned each of 15 themes
identified in response to the question ‘Please describe the three things that you would most
like to change about your current job’ (4.6% did not make any comment).
The most commonly mentioned theme related to staff shortages, waiting lists, filling posts
quickly and/or ending the panel system (47.3%). In addition, 29.3% of respondents indicated
that they would like to see improvements to facilities, most commonly therapeutic and
clinical space, office space, admin support and/or IT facilities and systems. About one in five
(19.2%) commented that they would like to see support (provision of allocated time and
funding) for participation in training, professional development and research. About one in
six (16.8%) indicated a need for better communication, leadership and planning from
management.
Further, between around 10% and around 15% of psychologists commented on the
following:








the need to increase pay and/or address pay disparities (e.g. between HSE and
voluntary workers, between pay before and after 2011, or between clinical and
other specialisms) (15.1%)
better opportunities for advancement (with some comments referring specifically to
the principal specialist grade) (14.9%)
better links with other services, clearer pathways of care and referral, and/or clearer
structures within the system in general (13.4%)
more respect, appreciation or support from management (11.7%)
less excessive workload (10.2%)
better teamwork, working environment or staff morale (10.2%)
less emphasis on medical or psychiatric models of treatment (with some
respondents indicating that this impedes the use of non-medical, multi-disciplinary
interventions, while others queried the fact that psychiatrists are at the top of the
clinical hierarchy) (9.6%).
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Between around 4% and around 9% made comments on the following:





more flexibility in working schedule and conditions (e.g. working a shorter week or
part time, more flexibility in paid and unpaid leave) (9.6%)
better access to appropriate clinical supervision (6.6%)
more clinical and planning autonomy (4.6%)
more certainty for the assistant psychologist grade (specifically, role and
progression) (4%).

There is overlap between these themes in that comments relating to staff shortages, waiting
lists etc. were commonly made alongside comments on pay, advancement, training and
development, flexible work arrangements, and management planning, structures and
support.
Figure 50: Coded themes in response to the question ‘Please describe the three things that
you would most like to change about your current job’
0.0 5.0 10.0 15.0 20.0 25.0 30.0 35.0 40.0 45.0 50.0
Address staff shortages/waiting lists/fill posts quickly/end
panel system
Better facilities (e.g. therapeutic/office space/admin
support)

47.3
29.3

Funding/support for training/development/research

19.2

Better communication/planning/leadership from
management

16.8

Increase pay/address disparity in pay and conditions

15.1

Better advancement (e.g. principal specialist)

14.9

Better links with other services/Clearer care
pathways/Clearer structures

13.4

More respect/appreciation/support from management

11.7

Less excessive workload

10.2

Better teamwork/work environment/morale

10.2

Less emphasis on medical model/psychiatry

9.6

More flexibility in working schedule

9.4

Better access to (appropriate) supervision

6.6

More (clinical and planning) autonomy

4.6

More certainty for AP role and progression

4.0

Perceptions of job and organisation
Figure 51 presents the means for psychologists on 18 index measures that were included in
the survey. Four additional indexes relating to recruitment and retention are examined in
more detail in Parts 2 and 3. All indexes are expressed as percentages (see Section 2:
Methodology for more information), and higher scores indicate more positive outcomes.
Two ‘negative’ scales, burnout and responsibility overload, have been reverse scored for this
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section (to low burnout and low responsibility overload) in order to allow for comparisons
with the ‘positive’ scales.
The three indexes with the highest scores (ranging from 77% to 79%) are:




perceptions of co-workers (79%)
impact (78%)
engagement (77%).

This indicates that psychologists generally have positive perceptions of their co-workers,
perceive their job to have a positive impact on others and are highly engaged in their work.
The three indexes with the lowest scores (ranging from 36% to 41%) are:




training and promotion opportunities (41%)
employer support (39%)
information sharing and decision making (36%).

This indicates that a majority of respondents feel that there are insufficient opportunities for
training, development and promotion, are dissatisfied with the level of support they receive
from their employer, and feel that there is a low level of information sharing and
participation in decision making.
Four of the remaining 12 indexes have low to moderate average scores (45–46%), i.e.
caseload (45%), satisfaction with pay (45%), organisational commitment (46%) and job
satisfaction (specific) (46%).
An additional three indexes have moderate average scores, i.e. work–life balance (51%),
perceptions of manager (54%) and low burnout (55%).
The remaining five indexes have moderate to high average scores (62–66%), i.e. perceived
quality of workplace (62%), job skills match (62%), job satisfaction (global) (64%), autonomy
(65%) and low responsibility overload (66%).
Effort–reward ratio is an additional measure that is not included in Figure 51 since it is on a
different metric to the 0–100 scale of the indexes: psychologists had a mean effort–reward
ratio of 1.20, meaning that they put in 1.2 times more effort than the reward experienced in
their work.
A small number of these measures vary significantly by grade, area of work, gender, age
group, and/or full-/part-time status. See the Data Appendix for detailed results.
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Figure 51: Index scores (perceptions of job and organisation) for psychologists
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Part 2: Recruitment issues for psychologists
About half of the respondents (49.3%) had been in their current job for two years or less.
These 49.3% responded to questions about the recruitment process and their job
expectations.

Recruitment process
This index measures psychologists’ perceptions of the efficiency and fairness of the
recruitment process. Higher scores indicate more positive perceptions.
The overall score on the recruitment process index is 53%, indicating a moderate level of
satisfaction. For example, 43% of respondents were satisfied with the interview process
(Figure 52).

184

Figure 52: Responses to items on the recruitment process index

Recruitment process (new recruits only)
Information provided about the job

20

14

66

Job application process

41

Interview process

43

14

Communication from the recruiting organisation

45

7

Fairness of the recruitment process

37

Length of the overall recruitment process
Induction / orientation received on commencing job
Dissatisfied

15

Neutral

43
48

14
51

28

44

50
13

17

35
54

Satisfied

Note. Percentages are based on respondents who had been in their current job for two years or less (49.3% of all
respondents). Note: Not all columns add to 100% due to rounding.

Satisfaction with the recruitment process was most strongly related to:






training and promotion opportunities (.410)
job expectations (.401)
job skills match (.338)
job satisfaction (global) (.320)
intention to leave the organisation (−.315)

Note that respondents reporting higher recruitment process scores had lower intentions of
leaving the organisation, and this relationship is moderate (−.315). (For further detail, see
the Data Appendix, which shows intercorrelations between all index scores.)
The recruitment process scores do not vary significantly by gender, age group, or full-/parttime status. However, staff grade psychologists had the lowest mean score on this index
(43%) and this score was significantly lower than that of psychologists in training (60%). The
mean scores of the other grades (assistant, senior and principal) ranged from 53% to 58%.
See the Data Appendix for more detail.

Job expectations
This index measures psychologists’ perceptions of the extent to which job expectations
matched job experiences. Higher scores indicate more positive perceptions.
The overall score on the job expectations index is 74%, indicating a high level of match
between expectations and experience. For example, 76% of respondents felt that the job
met their original expectations (Figure 53).
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Figure 53: Responses to items on the job expectations index

Job expectations (new recruits only)
My job responsibilities turned out to be what I
expected (RC)

78

My working conditions turned out to be what I
expected (RC)

66

This job meets my original expectations (RC)

Yes

4

76

Neutral

8

14

30

9

15

No

Note. Percentages are based on respondents who had been in their current job for two years or less (49.3% of all
respondents). ‘RC’ indicates that the item has been reverse coded to produce the index score. See Section 2:
Methodology for more detail.

The job expectations index scores were most strongly related to:







job skills match (.459)
job satisfaction (global) (.438)
perceived quality of workplace (.426)
employer support (.419)
job satisfaction (specific) (.403)
recruitment process (.401).

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The job expectations scores do not vary significantly by grade, gender, age group, or
full-/part-time status.
See the Data Appendix for more detail.

Issues arising from interviews in respect of recruitment of psychologists
Recruitment of psychologists was identified as difficult for two reasons. First, it was
suggested that there are insufficient numbers of qualified psychologists and, second, the
recruitment process itself is too slow. These issues are now discussed.

Insufficient numbers of trained psychologists
There was some agreement that there is a shortage of qualified personnel to take up
psychologist posts, and this is noted in the following quotes from psychology managers. One
manager said:
If money came on stream tomorrow, in any area, for more psychologists, we
wouldn’t have the graduates to bring into the programme.
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The reasons for that were highlighted as ‘we don’t have the numbers coming out of the
clinical or counselling trainings to come into the programmes’ and ‘you’d need to be giving
us three or four years to get a number of people through’. It was suggested that the HSE
would have to put ‘additional [trainees] through training in order to be able to actually have
them available for any new large level of recruitment that would go on’.
A shortage of individuals taking part in the doctoral training programme over a number of
years means that even when the current group qualify there will still be vacancies to fill. One
manager explained:
So we’ve had 10 years of being short of the 60 places [recommended to take part in
the doctoral training programme for clinical psychologists] for a year… we’re running
at about 30, 40 posts short at staff grade and we would have about 20, 25 vacant at
senior grade… We’ll have a group coming out in September [2018] but even when
they all get jobs [there will] still [be] approximately 50 vacancies.
It was also highlighted that, by the time someone is professionally qualified as a
psychologist, they have been out of school for 10–11 years, during most of which they are
not receiving pay. This means that many are entering the HSE their thirties and are at a stage
in their lives when they want to settle down. In that context it was noted that:
Historically, the training programmes were Dublin-centric, up until probably [the]
late 2000s, so it meant you had teaching, training all happening in Dublin. People
from [the] country would have to go to Dublin to train and… they [would] end up
settling in the locality… and it’s very hard, if you’re in rural Ireland, to pull somebody
away from Dublin to come and work in other parts of the country.
It was also noted that Tusla, the Child and Family Agency, is likely to be recruiting
psychologists in the future and:
There’s going to be a future issue for retention because they will be advertising and
they’ll be taking people away to senior and principal posts, out of our system.
One psychology manager noted the impact of this on the overall system:
Because you’ve got a small pool of staff, and a huge pool of jobs and vacancies… it’s
a finite pool, we end up moving the same people around the system, and every time I
interview somebody for senior grades… I still have to find another body.
Finally, another manager said that ‘the bottom line is we just don’t have enough people’. It
was suggested that, when there are difficulties recruiting psychologists, people
get a message that, well, there’s no point putting in too many posts for psychology
because [we] sure won’t be able to recruit them.

The recruitment process
In addition to there being too few fully qualified psychologists, the recruitment process itself
was identified as problematic, mainly because of the length of the process. The process was
noted to be lengthy and multi-layered, and it was suggested that the recruitment system
used by the HSE is ‘not appropriate for the purpose it set out to achieve’.
There are a number of different stages, and the issues arising at each of these are now
highlighted.
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Steps prior to submission to the HBS
One person suggested that once the paperwork has been completed it still has to ‘pass
through six other sets of hands and be signed off on’. The steps in this process are set out in
Figure 54.
Figure 54: Steps prior to submission to the HBS
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This psychology manager went on to say that it is
a disaster if you’ve got a maternity leave and it takes you six months to recruit
somebody to cover… so there is no point because the cover will be over by the time
they’re actually through the system.
The panel
It was noted that one of the changes in recent years has been the introduction of a national
rather than a local-level approach to recruitment, and within this the creation of a panel of
psychologists who have been interviewed and deemed suitable. There was considerable
agreement that the panel approach is not appropriate for the appointment of candidates,
mainly because of the need to ensure the individual is suitable for the specific post. The lack
of opportunity to assess the suitability of the candidate for a specific post within a specific
team was strongly criticised. One senior psychologist explained:
I understand about the need to have interviews that are balanced and fair, and I
agree, but I also think that we miss out on the opportunity to see, okay, what does
this team need? What do we need more of? Do we need an educational psychologist,
for example? Do we need somebody who has more expertise in psychometric
testing? Do we need someone like that on our team? Do you know what I mean? Like
you have a balanced team. And the way recruitment is done now, it doesn’t happen
that way.
This was supported by a psychologist who gave their own experience of applying for a
specific post and noted:
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I was interviewed before the NRS [National Recruitment Service] existed. I was
interviewed for a specific post. I applied for a specific post. I was assessed in an
interview for a specific post. So to me, that makes more sense.
Need for managerial involvement for specific posts
There was strong agreement that it is preferable for the manager to be involved in the
process so that they have an opportunity to make a judgement about whether an individual
is suitable for the particular team. One manager said:
I think it’s hard for me to see if someone is going to fit in with the team and when it
is done nationally and people are taken off panels, it’s really hard to know on paper
if that person’s going to fit into the team… [it would be good] if there was some way
of trying to look at that, making sure everything is fair and above board, how to
ensure a fit. You may be great or you may come up very high in the panel but you
may not be the best person for that particular role.
This was supported by another manager, who said:
So, what happens is that people might end up in jobs [that] they might not have any
specific interest or experience in. So, I think it’s a blunt instrument, the panel system,
because you’re not meeting your manager in the interview process or the managers
never meet their potential recruits. It’s kind of random where you might end up.
This was also confirmed by a principal psychologist, who said:
I know from principals who’ve told me that they don’t know anything about the
people that they’re getting and they don’t necessarily know – there might be
somebody who’s done one adult mental health patient and they qualify for the
panel, but there’s somebody who could have years of mental health experience,
but… I suppose they don’t get the job because of the way the panel system is.
This issue was also highlighted by psychologists who mentioned the importance of getting
the right person into the right job. One psychologist compared the experience of having
been recruited to work in a voluntary hospital with that of the HSE recruitment process,
noting:
The hospital I’m in now is great, because it was – you’re actually interviewing for a
post.
Another person said:
I think [the] standard would be a lot better if they just interviewed for the specific
jobs. I think they’d probably do much better and get people that actually fit the post.
It was also suggested that, at the point of being offered a post, people are given very little
time to accept or reject the job they have been offered. One psychologist said:
You’re given like 48 hours to accept a post and might not know anything about it.
And sometimes the principal is on holidays and you can’t ring anybody to find out.
So, people are going into these jobs kind of blind.
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Application and interview process
A small number of psychologists highlighted that the application and interview process is
stressful. One psychologist said that they ‘found that whole process to be unbelievably
stressful’ and was ‘still traumatised from it five years later’.
This was echoed by another psychologist who had recently been appointed:
But, I think the HSE, the panel process is a thing that really leaves a lot to be desired.
I found it to be a very gruelling process.
One interviewee suggested that the competency-based interviewing approach may not be
the best way to reflect the ability of a psychologist:
It’s almost like a version of the [secondary school] Leaving Certificate. If you’re not
actually seeing the person, you’re not actually seeing how good they are… or how
competent they are or how skilled they are. [You’re] just seeing how much can they…
just buzz words and then their rating… But maybe more of a human element to the
interviewing, panelling process would be better.
Another psychologist mentioned that the interviews for the panel cover all areas of
psychology (e.g. children and families, disability, mental health) and:
They have to be able to answer questions on everything, when they might not be
interested in those jobs at all. So we have loads of people sitting on panels who are
only interested in becoming a senior maybe in the area they’re living in, and they
have their family in, they’re sitting waiting for that to happen. You have people
sitting on panels that are only interested in adult senior, and so they sit on the
panels, and then that job never comes up. It’s really not done well.
Vetting and accreditation
It was also highlighted that Garda vetting takes up to two months and that this is an added
delay in the system. In that regard, it was noted that when a psychologist moves from a
temporary to a permanent post, they may have to go through the process of vetting a
second time, and this also adds to the length of the process as it may take two months. One
manager said:
I’ve had people take up a temporary post. They’ve been, done all the checks, so this is
all the paperwork, got letters, and then they move to a permanent post in the same
location, and the whole process starts all over again… And it just doesn’t make any
sense that if somebody has just been vetted the past six months, that it shouldn’t
automatically just go, ‘Okay, we already have all the paperwork. We have that on
file. You can now just take up the new contract.’ … Well there’s checking and then
there’s bureaucracy gone mad.
Others mentioned the additional length of the recruitment process if a person has qualified
abroad, particularly the UK. It was noted that:
We could take people from other countries within Europe, but they… have to be
verified through [the] Department of Health and that can be a very slow process. I
would have worked with somebody who was very keen to come to work… but
they’ve been waiting for nearly a couple of years to try and get through the first level
with the Department of Health.
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Agency staff
It was suggested that the use of agency staff, while not engaged in high numbers, results in a
much more costly service and that:
In terms of developing a cohesive culture [where] you’d want to retain staff, it’s more
of kind of short-term [solution], as in hire somebody from an agency and that fills the
gap.

Summary of issues relating to the recruitment of psychologists
Two main issues arise in respect of the recruitment of psychologists: a shortage of qualified
personnel, due to the lengthy training period for psychologists and the limited number of
training places made available, and the recruitment process itself.
Key issues relating to the recruitment process include the number of steps that have to be
taken even before the request to fill the post is sent to the National Recruitment Service as
well as issues relating to the panel. It was strongly suggested that psychologists need to be a
good fit for the particular job they are doing and that the use of a national panel hinders
this. It was also noted that the interview and application process is difficult and that the
accreditation and Garda vetting of psychologists takes too long.
While the use of agency staff appears to be very limited, it was nevertheless highlighted that
this approach is less preferable than the HSE employing psychologists due to the costs and
impact on culture.

Part 3: Retention issues for psychologists
Percentages intending to stay in or leave current job
Respondents were asked whether they intended to stay in or leave their current job in the
next two years. The responses are shown in Figure 55. In order to form two groups (stay and
leave), ‘definitely leave’ and ‘probably leave’ were recoded as ‘leave’, and ‘definitely stay’
and ‘probably stay’ were recoded as ‘stay’.
About two in five respondents (39.9%) intended to leave their current job in two years or
less, while 60.1% intended to stay.
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Figure 55: Responses to the question ‘In the next two years, do you intend to leave your
current job, or do you intend to stay’?
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Note. 8.3% of respondents did not answer this question.

Relevance of factors for intending to stay in current job
Respondents who expressed an intention to stay in their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 56. The three
most common reasons were ‘suitable working hours and/or days’ (59%), ‘personal or family
reasons’ (46%) and ‘convenient location’ (44%). In addition, 31% rated ‘lack of available
alternatives’ as highly relevant.
Smaller percentages of respondents gave a ‘highly relevant’ rating to two further items:
‘patients/service users are easy to work with’ (20%) and ‘too disruptive to leave’ (17%).
Figure 56: Ratings of the relevance of various factors for intending to stay in current job for
the next two years

Relevance of factors for intending to stay
Suitable working hours / days

8

4

30

Patients / service users easy to work with

24

Lack of available alternatives

22

Too disruptive to leave
15

Personal or family reasons

16

Other reason(s) to stay
Not relevant

Neutral

22

5
6
26

34

14
35

Convenient location

59
20

33
11

31
37

17

36

44

33

46

23

Somewhat relevant

12

38

Highly relevant

Note. This question was answered by the 60.1% of respondents who expressed an intention to stay in
their current job for the next two years. Not all columns add to 100% due to rounding.
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Of those who intended to stay, 34% described other reasons for their intentions. Their text
responses covered a range of reasons, and it was common for these responses to comment
positively on some aspects of the job (e.g. colleagues or client work) and then make negative
comments about other aspects (e.g. poor management or planning, issues with recruitment,
lack of promotional opportunities, low pay, limited flexibility in working schedule and/or
hours, and levels of stress and burnout) or make suggestions for improving the service.
Other respondents commented that they needed to stay in the job to get clinical experience,
that they had longer-term plans and/or that they had heard from colleagues that there were
similar difficulties elsewhere.
Some respondents showed a clear commitment to and passion about their work, while being
concerned about burnout and/or frustrated by management and resource issues:
[It is] challenging to have the energy and time to explore other alternatives. I want to
work with this population rather than a private cohort and I cannot see another way
to provide support to the community attending the service. However, I am not sure it
is sustainable for my own personal and family reasons… As [the] psychologist on
[the] team [I] often give [a] lot of support to colleagues re[garding] their own issues
and this can take up any lunch or break times. [The] team can see [the] psychologist
as not being impacted by emotion because of training. I [am] consider[ing] leaving…,
or retraining in an adjacent field as [the] current situation [is] not sustainable. I have
replaced a competent, experienced, excellent clinician who has left this role due to
burnout.
Another respondent, who expressed job satisfaction, went on to comment on recruitment:
The panel process for the HSE feels inappropriate for the selection of psychologists
who work therapeutically with people [as] it does not reflect whether the person is
an appropriate match to the needs of the service. I think this is one of the biggest
problems facing the HSE and may explain the large turnover of staff. I went through
a voluntary public funded organisation and therefore my skill set was matched to the
job I wanted – which means within this job I have job satisfaction as it is something I
want to do and a team and ethos that matches my own values and goals.
Other respondents, as well as criticising recruitment and management practices, drew
attention to the preference given to clinical over educational and counselling specialisms.
For example:
Psychology is plagued by inept management, and poor decision making. Recruitment
processes are poorly conceived with highly skilled clinicians being questioned by
managers who haven’t held a caseload for many years and whose understanding of
contemporary issues in the profession is limited at best. Also many of the recruitment
decisions favour my specialism (clinical psychology) to the detriment of educational
or counselling psychologists. The discrimination is so glaringly obvious that it is an
embarrassment to my profession and I do not relate to the small cabal of individuals
making these choices, but I also have no say in it.
Respondents also highlighted the lack of new director posts. For example:
[There is] no opportunity to get a director of psychology post as the HSE has stopped
recruiting to these post[s] despite the recommendation that they were an agreed
grade as part of the 2002 Joint Review of Psychology.
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Finally, some respondents expressed a reluctance to leave given their commitment to the
work and/or their level of experience:
[I have given a] significant amount of work and commitment to this service, have
facilitated clearing a lengthy wait list and am involved in various service
development initiatives that promote family wellbeing and increase resilience…
Therefore I am reluctant to leave behind such massive commitment and am
concerned that this work would not be continued or the momentum lost.
I am familiar with the various tasks and working conditions my position involves. I
am old enough to have made comparisons with colleagues in other services. I like a
service that provides ongoing supports to children and families as opposed to
services that pop in and out of people’s lives.

Relevance of factors for intending to leave current job
Respondents who expressed an intention to leave their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 57.
Somewhat unexpectedly, perhaps, none of these reasons were rated as highly relevant by
the majority. Therefore, we consider the combined percentages that are rated both
somewhat relevant and highly relevant. Items with the highest frequencies of somewhat or
highly relevant (combined) were ‘better job opportunities elsewhere’ (69%) and ‘staffing
levels a problem’ (61%). In addition, 38% indicated that the work environment being highly
demanding was somewhat or highly relevant, and 34% indicated that coming to the end of
their contract or training period, or retiring, was somewhat or highly relevant.
A further 29% gave somewhat or highly relevant ratings to ‘inconvenient workplace
location’, 22% indicated that personal or family reasons were somewhat or highly relevant,
and 19% indicated that ‘working hours and/or days not suitable’ was somewhat or highly
relevant.
Smaller percentages rated the following as somewhat or highly relevant: ‘patients/service
users are difficult to work with’ (14%), ‘work is too physically demanding’ (6%) and ‘taking a
career break’ (5%).
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Figure 57: Ratings of the relevance of various factors for intending to leave current job in
the next two years

Relevance of factors for intending to leave
Working hours / days not suitable

75

Work environment too demanding
Staffing levels a problem

52

10

31

8

Patients / service users difficult to work with
Better job opportunities elsewhere

22

8

6

62

12 2

33
8

67

17
11
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15
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Taking a career break but intend to return within five
years
Coming to the end of a contract / training
programme / retiring

64

Somewhat relevant

7

11 3 3
95

47

5

30

36

Work too physically demanding

Neutral

30

31

9

Personal or family reasons

Not relevant

14

79

Location of workplace inconvenient

Other reason(s) to leave

5

41
2 10

10 6

24
38

Highly relevant

Note. This question was answered by the 39.9% of respondents who expressed an intention to leave their
current job in the next two years.

Of those who intended to leave, 47% described other reasons for their intentions. Again, the
reasons varied, and a majority of responses reflected a combination of reasons, including
burnout and stress, lack of promotional opportunities, understaffing, lack of professional
training opportunities, poor management, pay and working conditions, and the dominance
of the medical model in the HSE.

Commentary on positive and negative aspects of the job: ‘stay’ and ‘leave’
groups
The ‘stay’ and ‘leave’ groups were compared on their responses to the two questions
described in Part 1 of the results, above (i.e. aspects of the job that they liked the most, and
aspects that they would like to see changed).
A series of chi-square tests (stay/leave by presence/absence of each specific theme)
indicated just four significant differences between the stay and leave groups on these
themes:




(positive aspect) location convenient (leave: 10%; stay: 4%; p (chi-square) = .029)
(aspect for change) better teamwork, environment or morale (leave: 14%; stay = 7%;
p (chi-square) = .048)
(aspect for change) support for training, development or research (leave: 12%; stay:
24%; p (chi-square) = .009)
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(aspect for change) better access to appropriate supervision (leave: 3%; stay: 10%; p
(chi-square) = .019).

These results indicate that the leave group were less likely than the stay group to comment
on the need for more support for training, development or research and the need for access
to appropriate supervision, and more likely to comment on the convenience of the work
location (possibly in the perceived absence of many other positive aspects of the job) and
difficulties with teamwork, work environment or morale.

Intention to leave the organisation and leave the profession
These two indexes measure psychologists’ intention to leave their current organisation and
the psychology profession. They are constructed from two related questions, which are
described together in this section. On both scales, higher scores indicate a higher intention
to leave.
The overall mean on the intention to leave organisation index is 49%, indicating a moderate
overall intention to leave the organisation. Recall, though, that in the section that examined
the relevance of factors for intending to stay in or leave current job, 34% of respondents
who intended to leave their job in the next two years (39.9% of all respondents) indicated
that coming to the end of a contract or training period, or retiring, was somewhat or highly
relevant, in their decision to leave. This index comprises the first item in the first graph
below and the first and second items in the second graph below (Figure 58).
The overall mean on the intention to leave profession index is 22%, indicating a low overall
intention to leave the profession. This index comprises the second item in the first graph
below and the third and fourth items in the second graph (Figure 58).
About 40% of psychologists indicated that they thought about leaving the organisation often
or all of the time, and 12% thought about leaving the psychology profession often or all of
the time (first graph). About one in four psychologists (23%) indicated that it was likely that
they would leave their organisation within the next year, while just 3% indicated that it was
likely that they would leave the psychology profession within the next year (second graph).
Figure 58: Responses to items on the intention to leave job and intention to leave
organisation indexes

Frequency of intention to leave
Think about leaving the organisation

27

Think about leaving the psychology profession

Never or Rarely

34

68

Occasionally

40

20

12

Often or All the time

Note: not all columns add up to 100% due to rounding.
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Likelihood of intention to leave
Likelihood of searching for a job in another
organisation

28

Likelihood of leaving the organisation within the next
year

21

64

Likelihood of leaving the psychology profession
within the next year

14

23

92

Likelihood of exploring career opportunities outside
of psychology
Unlikely

52

69

Neutral

53

12

19

Likely

Note. 7.1% of respondents did not answer these questions.
Intention to leave organisation is composed of the first item in the first graph and the first two items in the
second graph. Intention to leave profession is composed of the second item in the first graph and the third and
fourth items in the second graph. Note: Not all columns add to 100% due to rounding.

The scores on the intention to leave organisation index were most strongly correlated with:







job satisfaction (global) (−.486)
organisational commitment (−.476)
job skills match (−.406)
effort–reward ratio (.386)
training and prom opportunities (−.372)
employer support (−.365).

The scores on the intention to leave profession index were most strongly correlated with:







job satisfaction (global) (−.326)
job skills match (−.321)
intention to leave organisation (.305)
training and promotion opportunities (−.287)
engagement (−.270)
organisational commitment (−.246).

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The scores on the intention to leave organisation index did not vary significantly by gender,
area of work (mental health, social care etc.), full-/part-time status or age group. However,
the scores varied significantly by grade, in that principal psychologists had the lowest mean
score (36%), with the scores of the other grades ranging from 47% to 54.5%.
Similarly, the scores on the intention to leave profession index did not vary significantly by
gender, area of work (mental health, social care etc.), full-/part-time status or age group.
However, the scores varied significantly by grade, whereby assistant psychologists had the
highest mean score (34%), with the scores of the other grades ranging from 15% to 24%.
See the Data Appendix for more detail.
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Part 4: Regression analysis of intention to leave the organisation
Introduction
This part presents the results of a multiple regression analysis of psychologists’ intention to
leave the organisation. An advantage of multiple regression is that it allows the examination
of multiple respondent characteristics simultaneously, thereby providing an indication of
which are the most important in predicting the outcome.
In line with the theoretical framework guiding this study, the variables are categorised into
three blocks: individual and employment characteristics (or controls), perceptions of job and
organisation and impacts (Table 31).
To facilitate interpretation, a summary of findings is presented alongside the more detailed
regression results. Section 2: Methodology provides a technical description of how the
models were built.
Table 31: Explanatory variables in the regression model of psychologists’ intention to leave
the organisation
Block
Block 1:
individual and
employment
characteristics
(controls)

Block 2:
perceptions of
job and
organisation

Block 3: impacts

Measure

Description/comment

Gender

Male is the reference group
Assistant psychologist, psychologist in training, staff grade
psychologist, senior psychologist, principal psychologist; staff
grade psychologist is the reference group

Grade
Full-/part-time status

Part time is the reference group

Age group

21–30, 31–40, 41–50, 51 or older; 41–50 is the reference group

Autonomy

Index; higher scores indicate a more positive outcome

Job skills match

Index; higher scores indicate a more positive outcome

Impact

Index; higher scores indicate a more positive outcome

Satisfaction with pay

Index; higher scores indicate a more positive outcome

Responsibility overload

Index; higher scores indicate a more negative outcome

Caseload

Index; higher scores indicate a more positive outcome

Information sharing and
decision making

Index; higher scores indicate a more positive outcome

Employer support

Index; higher scores indicate a more positive outcome

Training and promotion
opportunities

Index; higher scores indicate a more positive outcome

Perceptions of co-workers

Index; higher scores indicate a more positive outcome

Perceived quality of
workplace

Index; higher scores indicate a more positive outcome

Perceptions of manager

Index; higher scores indicate a more positive outcome

Engagement

Index; higher scores indicate a more positive outcome

Work–life balance

Index; higher scores indicate a more positive outcome

Job satisfaction (specific)

Index; higher scores indicate a more positive outcome

Job satisfaction (global)

Index; higher scores indicate a more positive outcome

Burnout

Index; higher scores indicate a more negative outcome

Effort–reward ratio

Ratio of effort–reward; higher scores indicate a more negative
outcome

Organisational commitment

Index; higher scores indicate a more positive outcome
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Results
Table 32 provides a summary of the regression analysis, while Table 33 shows the more
detailed model output. The results indicate that:







In Model 1, the individual/employment characteristic associated with intention of
leaving the organisation is age (gender, grade and full-/part-time status are not
significant). The effects of age are weak (as indicated by the r-square value of .034).
In Model 2, which includes measures of perceptions of job and organisation, just 3 of
the 12 indexes examined are significant predictors of intention to leave the
organisation: training and promotion opportunities, job skills match, and
information sharing and decision making. The control variable (age) remains
statistically significant in the presence of the three perception measures.
In Model 3, three of the seven impact measures are significant: global job
satisfaction, organisational commitment and effort–reward ratio. The driver-type
analysis in Part 5 examines this finding further, i.e. it examines which of the
perception measures serve to drive these three impacts. Again, the control variable
(age) remains statistically significant in the presence of the three impact measures.
Model 2 (perceptions of job and organisation) explains 31.0% of the variation in
intention to leave the organisation, while Model 3 (impacts) explains 35.5% of the
variation in intention to leave the organisation.

Table 32: Summary of regression of psychologists’ intention of leaving the organisation
Characteristics unrelated to likelihood of
leaving current organisation

Characteristics related to likelihood of leaving
current organisation

Individual and employment characteristics (controls)
Gender

Age group (younger more likely to leave)

Grade
Full-/part-time status
Perceptions of job and organisation
Autonomy

Fewer training and promotion opportunities

Impact

Lower job skills match

Satisfaction with pay

Lower levels of information sharing and
participation in decision making

Responsibility overload
Caseload
Employer support
Perceived quality of workplace
Perceptions of co-workers
Perceptions of manager
Impacts
Engagement

Lower global job satisfaction

Work–life balance

Higher effort–reward ratio

Job satisfaction (specific)

Lower organisational commitment

Burnout
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Table 33: Parameter estimates and significance tests for multiple linear regression models of psychologists’ likelihood of leaving the organisation

Psychologists: intention to leave the organisation

Model 1: individual and
employment characteristics
only (r-square = .034)
Expected
change in
outcome

f or t

p

Model 2: Model 1 with
perceptions (r-square = .311)

Model 3: Model 1 with impacts
(r-square = .355)

Expected
change in
outcome

Expected
change in
outcome

f or t

p

f or t

p

Individual and employment characteristics (controls)
Age: 21 to 30 vs 41 to 50

0.057

Age: 31 to 30 vs 41 to 50

0.163

Age: 51 or more vs 41 to 50

−0.104

0.142
3.672

.006

0.170

0.142
5.861

<.001

−0.113

0.170

4.863

.001

−0.113

Perceptions of job and organisation
Training and promotion opportunities (higher scores indicate a more positive outcome)

−0.290

−4.955

<.001

Job skills match (higher scores indicate a more positive outcome)

−0.244

−4.335

<.001

Information sharing and decision making (higher scores indicate a more positive
outcome)

−0.190

−3.601

<.001

Impacts
Job satisfaction (global) (higher scores indicate a more positive outcome)

−0.248

−3.810

<.001

Organisational commitment (higher scores indicate a more positive outcome)

−0.249

−4.181

<.001

0.228

4.205

<.001

Effort–reward ratio (higher scores indicate a more negative outcome)
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Part 5: Regression analysis of impact measures
This part presents the results of multiple regression analysis of the three impact measures
that were statistically significant in predicting psychologists’ intention to leave the
organisation: global job satisfaction, organisational commitment and effort–reward ratio.
For each of these three impact measures, forward regression analyses take the impact as the
outcome and the perception measures (i.e. those included in Block 2 in Table 31) as
predictors. The results are shown in Table 34.
The r-square statistic shows the amount of variation in the impact measure that is
accounted for by the perception measures. The partial correlation coefficients indicate the
relationship between the perceptions measure and the impact measure after adjusting for
the relationships between the other perception measures and the impact.
Taking global job satisfaction first, the analysis indicates that 6 of the 12 perception
measures explain 50% of the variation in global job satisfaction (r-square = .500). The
absolute values of the partial correlation coefficients are weak to moderate in magnitude,xiii
ranging from .132 to .325. The perception measures that may be considered ‘drivers’ of
global job satisfaction are job skills match, employer support, autonomy, training and
promotion opportunities, perceptions of co-workers, and impact.
For organisational commitment, 5 of the 12 perception measures are significantly associated
with this outcome, explaining 38% of the variation in organisational commitment (r-square =
.383). The absolute values of the partial correlation coefficients are again weak to moderate
in magnitude, ranging from .138 to .380. The perception measures that may be considered
‘drivers’ of organisational commitment are employer support, job skills match, perceptions
of co-workers, satisfaction with pay, and perceived quality of workplace.
Finally, for effort–reward ratio, 6 of the 12 perception measures are significantly associated
with this outcome, explaining 41% of the variation in effort–reward ratio (r-square = .409).
The absolute values of the partial correlation coefficients are weak in magnitude, ranging
from .125 to .289. The perception measures that may be considered ‘drivers’ of effort–
reward ratio are training and promotion opportunities, information sharing and decision
making, perceptions of manager, satisfaction with pay, caseload, and responsibility overload.
This analysis underlines the role that training and promotion opportunities, job skills match,
and information sharing and decision making play both in ‘driving’ the impact measures and
predicting intention to leave the organisation (as indicated by the findings of the regression
analysis in Part 4).
The results also show that, while the three impact measures have some drivers in common,
(e.g. training and promotion opportunities, job skills match, employer support and
perceptions of co-workers drive both global job satisfaction and organisational commitment;
satisfaction with pay drives both organisational commitment and effort–reward ratio), they
each have unique drivers. Impact and autonomy are unique to global job satisfaction,
perceived quality of workplace is unique to organisational commitment, and information
sharing and decision making, caseload, and responsibility overload are unique to effort–
reward ratio.
The identification of the ‘drivers’ of these three impacts, which have been shown to
significantly predict psychologists’ intention to leave the organisation, can serve to assist in
xiii

As a guide, we suggest these cut-offs for interpreting correlation coefficients: between ±0.50 and
±1 = strong; between ±0.30 and ±0.49 = moderate; below +0.29 = weak.
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policy development. That is, identifying ways to enhance these ‘drivers’ may result in more
positive outcomes on impact measures, which in turn may lead to lower intentions of
leaving the organisation among psychologists.
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Table 34: Results of a driver-type analysis of global job satisfaction, organisational commitment and effort–reward ratio: psychologists
Global job satisfaction

Index

r-square
(cumulative
nested
models)*

Organisational commitment
Partial
correlation
coefficient**

r-square
(cumulative
nested
models)*

Index

Effort–reward ratio
Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Job skills match

.330

.325

Employer support

.285

.380

Training and promotion
opportunities

.266

−.289

Employer support

.415

.260

Job skills match

.335

.176

Information sharing and
decision making

.324

−.173

Autonomy

.455

.249

Perceptions of co-workers

.362

.157

Perceptions of manager

.352

−.228

Training and promotion
opportunities

.483

.256

Satisfaction with pay

.374

.148

Satisfaction with pay

.379

−.241

Perceptions of co-workers

.493

.146

Perceived quality of
workplace

.383

.138

Caseload

.402

−.161

Impact

.500

.132

Autonomy

NS

NS

Responsibility overload

.409

.125

Satisfaction with pay

NS

NS

Impact

NS

NS

Autonomy

NS

NS

Responsibility overload

NS

NS

Responsibility overload

NS

NS

Impact

NS

NS

Caseload

NS

NS

Caseload

NS

NS

Job skills match

NS

NS

Information sharing and
decision making

NS

NS

Information sharing and
decision making

NS

NS

Employer support

NS

NS

Perceptions of manager

NS

NS

Training and promotion
opportunities

NS

NS

Perceptions of co-workers

NS

NS

Perceived quality of
workplace

NS

NS

Perceptions of manager

NS

NS

Perceived quality of
workplace

NS

NS

Note. NS = not significant.
*The r-square statistic is cumulative, i.e. it denotes variance explained in the outcome for each measure on the list as well as all measures preceding it. **This is the correlation between the
independent variable and the dependent variable after the linear effects of the other variables have been removed from both the independent variable and the dependent variable.
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Part 6: Issues arising from interviews in respect of retention of
psychologists
This part commences with an overview of the positive aspects of the work of psychologists.
It is followed by a consideration of the main challenges arising in respect of the job itself and
then of the organisational context. It concludes with an overview of the reasons why
psychologists stay or leave their job.

Positive aspects of the work of psychologists
Three main positive aspects of working as a psychologist were identified, and these are
presented in Figure 59.
Figure 59: Positive aspects of working as a psychologist

Making a difference to clients and their families
Working with good colleagues

Support from management

Making a difference to clients and their families
Many psychologists highlighted positive aspects of their work and a love of their work,
noting that it is ‘a very rewarding job: you feel like you’re making a difference’. One
psychologist said:
I love what I do. I mean, I think I’m highly privileged to do what I do. It was obviously
my career of choice. I invested a lot of time in training and to getting myself to the
point where I could practice as a clinical psychologist and it’s like every job. It has its
challenges, it has its dull days, but no, by [and] large, it’s challenging, it’s interesting,
it’s rewarding. I suppose, you do see yourself doing some service. It’s also frustrating,
but on balance, I have to say, I love what I do.
Many psychologists spoke of being able to make a difference to people’s lives, noting that
the attraction to the job was ‘being a helper’, ‘being able to support families and see
progress in a short period of time’, ‘seeing clients making progress’, ‘making things better for
people’, ‘helping people learn strategies to manage difficulties in their life’ or having ‘an
interest in helping to change people’s thoughts, people’s emotions and people’s
behaviours’. These sentiments are highlighted below, where one psychologist said:
I think the biggest reward is seeing benefit for clients. When they’re doing stuff that
you know they couldn’t have done before. When they’re reporting that they’re no
longer living with flashbacks, or that they live in a home where they’ve got a
meaningful relationship. That’s definitely the biggest reward. No doubt about it.
This was echoed by another psychologist, who noted:
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Yeah, the direct line contact is, when once initiated, it’s definitely the best part of the
work. Particularly we can see children making progress, when you can support
parents to manage their children differently, considering what we are getting,
children with additional needs, they tend to need a different parenting approach.
And it’s lovely to guide parents to do that, and there is a lot of support provided to
parents.
A psychologist working with children with disabilities said:
The part of the job that I completely find rewarding would be working with service
users. So, I work with people with disabilities, and it’s great to see when your work is
actually helping people to achieve better lives, more independent lives, and more
enjoyable lives. You can see that on a daily basis when you’re working with people
and speaking to people about how your work has helped them or changed their lives.
One psychologist said:
I enjoy sitting with people at the start, and they’re roaring crying, and they can’t
cope. And then after a while, they are coping, and things are getting better. And the
behaviours are changing, and they’re able to get a night’s sleep, or whatever.
Others noted that they appreciate when families value the work that is being done and the
difference being made ‘in a young person’s life’.

Working with good colleagues
A number of psychologists highlighted the importance of the people they work with. One
psychologist explained:
I suppose that the people that I work with are very committed and hard working. We
share similar concerns and stresses so it’s a great support to be able to just bounce
ideas off of other people… It’s just to have that ability to bounce ideas off people and
to go do groups and things like that together – that’s really nice.
Another psychologist spoke of the challenges but drew attention to his/her colleagues,
saying:
I mean I love the work I do. I love the people that I work with. I don’t want to be
doing a different job. I’d like to be supported differently in what I do.
The benefits of working together as a team were also mentioned, and one person said:
I think we do as a team and… individually, I think we do make a positive difference to
the families and young people that we meet.

Support from management
There was much positive commentary about psychology managers and attention to the
importance of managers, who it was noted are ‘massively important to a lot of us’. It was
noted that one of the ‘most important factors above all is who is your line manager, and
what are they like’. This is highlighted in the quote below, where a distinction is made
between the HSE as employer and the line manager:
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I’m not here because the HSE is a great place to work. What makes it doable is that
my line manager completely understands the principles psychology gives us. It gives
us, I suppose, autonomy… S/he trusts us, as clinicians, as professionals, to work
things as best we can. S/he’s available to [give] support if we need [it].
This psychologist went on to say:
I knew I’d be driving, but I knew who was in charge. And that’s why I took it [the job].
Another psychologist said:
I’m frank [in] my relationship with my line manager. I find that s/he’s very supportive
and would be open to trying to be flexible… which has an impact in a positive way in
work and [s/he’s] very easy to talk to… that’s a real positive relationship.
This was echoed by a senior psychologist, who said:
We do have somebody who manages our team – would be like a coordinator of the
service and s/he would be – s/he’d be supportive, s/he definitely would have our
back in different things that emerge, come up. So s/he would be good at highlighting
our needs and struggles with management.
One psychologist noted that:
I’m lucky enough, my manager is very supportive in terms of accessing training and
providing supervision and for any opportunities to develop my skills. So, I think that’s
a very positive part of the job.

Summary of positive aspects of working as a psychologist
In summary, three main issues were identified as positive aspects of working as a
psychologist: and making a difference to the lives of clients and their families, working with
good colleagues and having supportive managers.

Challenges arising in the work of psychologists
This section presents the findings in respect of the challenges arising for psychologists in the
work they do. The complexity and time-consuming nature of the work was emphasised, with
interviewees highlighting the impact of short staffing. Issues relating to having a waiting list
were raised, and the impact of this on clients and psychologists was stressed. An overview of
these issues is presented in Figure 60.
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Figure 60: Challenges arising in the work of psychologists

Consequences
for clients

Understaffing
Type of work
requires time

Waiting list
High number of
referrals
Consequences
for psychologists

Type of work
Psychologists highlighted the complexity and challenges associated with their work and it
was noted that ‘unfortunately people don’t come to see you and have a great time’. One
psychologist gave examples of the type of challenging work undertaken, saying:
So meeting and working with young people that have been abused, children that
have been abused or working with families where I am fortunate to be working
towards the diagnosis, trying to support parents around that and the emotional
sequelae of holding that [together] and working in the therapeutic side of things. I
find that’s a challenge in and of itself.
Another person noted:
In psychology, we’re maybe challenging parents to make more holistic changes and
that’s more difficult. Asking parents to make more holistic changes, you’re by nature
challenging the parents themselves when they’re bringing up maybe issues from
their own past. It’s a multi-layered thing in psychology that we’re dealing with
everything.
It was also suggested that there is a substantial amount of bureaucracy now associated with
the role. One psychologist who had previously worked in the HSE said:
The amount of red tape and bureaucracy and figure-ticking and form-filling, and all
of that was appalling. There’s very, very little of that here… So, I mean, experiencing
that, I’m very grateful for its absence here.
Need to allocate sufficient time to individuals
Many interviewees drew attention to the length of time it can take to work through an
assessment or therapy with an individual. One interviewee noted that:
The time it’s taking to maybe work through an assessment or therapeutically with
somebody – it takes longer than perhaps the time that we are, in theory, supposed to
allot for [it]. So I think in theory we’re supposed to be offering between four and six
sessions for, say, therapeutic [intervention]. Sometimes that’s not even touching the
tip of the iceberg.
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One psychologist explained:
But you need to meet a person; it could take 6 to 12 months before you can bring
that person [to] the point of getting to discharge. So, there’s a capacity issue that
you can only see so many people in a week.
A number of references were made to carrying out assessments and it was suggested that
these are becoming ‘much more complex, taking much more time. Especially when you’re
trying to do I suppose, a multi-disciplinary assessment’. It was noted that this ‘unfortunately
in turn impacts again on waiting lists and waiting times’. One principal psychologist
estimated that carrying out a typical psychological assessment on a child with autism is 17
hours of work.
It was also suggested that for
every child you see for an hour you may have half an hour to deal with the family,
you may have a half an hour to deal with the school… now in disability it’s more than
that again.
It was also highlighted that when the assessment has been completed, a psychologist may
get
letters from parents saying ‘You saw my child, thank you very much, you diagnosed
him with this. I now want the therapy.’ And you’re saying, ‘I can’t provide it, I have to
do the AONs [Assessments of Need, which have been identified as a legal right for
children with disabilities].’ So we’re doing assessment, assessment into disability.
We’re just turning over assessments… so that is an issue for job satisfaction, where
the person is only able to focus the minority of the time on a piece of the work that
they trained to be doing.
Another psychologist noted that, while some cases ‘can be planned for in some number of
sessions and they’re done and they move on’, there are invariably cases that come with ‘a
[figure] load of files that need to be read and need to be studied and need to be thought
about’. This psychologist said:
Sometimes you find yourself saying, ‘Do you [manager] want this done… [or asking
yourself] Do I want to do this well or do I want to do this quickly?’
This psychologist noted that the need to keep ‘reasonable wait times’ and meet key
performance indicators (KPIs) creates an imperative to ‘do things quickly’.

Understaffing
Several comments were made about staffing levels, and a number of psychologists made
reference to the ratio of two psychologists to 50,000 population in mental health services. It
was noted, however, that even if that ratio were met, ‘demand always exceeds supply’
because:
It’s a profession where when you engage with somebody, and if they need
intervention, it’s not typically a short course of intervention.
Other psychologists noted that ‘we are ridiculously short staffed’, ‘there’s lots of vacant
posts’, ‘we’re at 50 percent of what our team should be in terms of staffing levels’, ‘we could
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do it easily [and still not have enough staff], [we need to] double the number of
psychologists that we have, easily’ and ‘we are chronically under-resourced’.
A number of psychologists highlighted that other areas of their multi-disciplinary team were
also understaffed (‘murdered with the amount of work’) and that this is not just a problem
in the psychology service. One psychologist said:
I think all the staff are genuinely overwhelmed by just increase[s] in numbers and
like, cause we work in [name of county] our numbers are very significant and it’s just
really hard, I kind of find it really difficult.
This was identified as problematic for the overall implementation of a service for people,
and it was explained that:
Because each of us have waiting lists, so OTs [occupational therapists] will have
waiting lists, speech and language therapists will have waiting lists, psychology will
have waiting lists. So one of the disciplines, usually speech and language, I would
say, because there’s more of them, would get to the child first. They’ll do their bit.
But then [the child will] be on another waiting list waiting for ages to get the next
bit. So we don’t work in a multi-disciplinary way. It doesn’t follow the patient. I don’t
think that that’s a good idea, the way it’s currently set up. I think teams are better.
One psychologist suggested:
So, if there was more staff, if they put an embargo on managers and then took on
more clinicians, then eventually, we’d make a job of it.

Waiting lists
A significant outcome of not having enough staff is the waiting list, and it was noted that
‘the wait lists are appalling’ and ‘massive’, ‘we have a long, lengthy waiting list’, ‘it’s quite
challenging’, ‘it’s just really difficult’ and ‘it is by far our biggest difficulty’. It was explained as
follows:
I try to work as quickly as I possibly can, but at the same time, juggling that balance
between doing what you know is needed and discharging people not too early
[when] they’re going to later be referred, but maybe when a piece of work is done,
but not all of it.
Individuals spoke about waiting lists of ‘over one year’, ‘20 months’ and ‘18 months, two
years and it’s probably going to increase’. One person said:
There are psychologists around this country with literally hundreds of people on wait
lists. Just hundreds. But they won’t see those kids for years, and with autism and
things, there’s serious damage happening because they’re not going to see it. And
we’re not getting to see them.
Another psychologist gave an example of having gone on leave and not having been
replaced, noting:
We cannot keep up with demand, and it’s a really pressurised environment to work
in when that’s happening.
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The length of the waiting list was identified as having a negative impact on clients and
psychologists. The findings in this regard are now presented.
Impact on clients
The impact of having a long waiting list on clients was highlighted by a number of
psychologists, and there was a lot of concern expressed. One psychologist said:
It’s just the families we meet each day, they’re getting less and less [out of the
psychology service], and they’re very – we have parents struggling with their own
mental health… it’s just harder and harder for parents to access services and they
feel what they get – they don’t feel, they don’t get very much then when they do
come into the service.
Another psychologist explained:
What we find is that people that are waiting – their problems seem to escalate, so if
we could have intervened, [they] would have [had a] minimum [level of] intervention.
But then as people’s difficulty increase[s] they end up requiring I suppose more indepth intervention and so we don’t get to do any intervention. It seems like we’re
always kind of firefighting to some degree.
Examples were given of children who are not being seen and of the detrimental impact that
can have on them. One psychologist said:
I would have 120 cases unopened, and there are 20 autism diagnoses, unopened,
AONs [Assessments of Need, which it is a statutory requirement to complete] coming
in all the time. And that’s only in one office. I work in [more than one] offices.
Impact on psychologists
Many psychologists spoke about the stress of having a long waiting list and of the pressures
associated with it. It was highlighted that, in some cases at least, the waiting list is personal
to an individual psychologist. This is particularly the case when there is only one psychologist
on a team or working in a particular area. One psychologist said:
That [the waiting list], for me, is probably the most stressful part of my job.
Balancing the demand with how many hours I can give of my time and the
awareness that people are sitting there needing a service, and I can’t give it to them.
Another psychologist said:
And I find that very difficult to you know, just to, just to be aware of that, that in
terms of waiting times. And it’s then, I suppose with the volume of cases that I have
opened and the challenge of being able to close a case…
Another psychologist set out the problem, noting:
How can we work with a list of referrals that are increasing year on year? I mean the
stats we keep reflect that… The numbers are increasing. The cases are becoming
more complex.
Prioritising clients on the waiting list was also highlighted as very challenging, and it was
suggested that:
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At times, you nearly lose sleep over it, just trying to make sure that we’re prioritising
the right families and children and also being mindful that [there] are some children
that have to wait and hoping against hope that I’ve made the right decision in who
I’m prioritising and leaving the others on the waiting list.
It was also noted that psychologists may have to deal with parents who are upset and angry
when their child is not seen in a timely fashion. One psychologist said:
It can get very difficult in terms of the backlash you get, scheduling appointments,
sending out letters, any kind of contact. Parents are quite understandably angry and,
as frontline, you’re going to get the brunt of that.
It was suggested that for all the caring professions ‘there’s a lot of hidden stress levels with
all the work’ and that ‘good self-care is very important’. A principal psychologist said:
That’s [the workload] quite hard to manage when your team are under pressure and
you are a very small resource… Most people have come into the caring professions
because they care about people. So for caring people to be saying ‘I need to slow
down here’ – it’s actually a very hard thing for them to do.
Managing the waiting list
A senior psychologist noted that their biggest challenge was ‘trying to manage those waiting
lists in a way that’s both ethical [and] efficient’, and this was an issue identified by many
psychologists. Various approaches are implemented, including trying to work more quickly,
offering alternative approaches, reviewing the list and making sure everyone needs to be on
it, and even coming into work while on leave. One psychologist explained:
I try to work as quickly as I possibly can, but at the same time, juggling that balance
between doing what you know is needed and discharging people not too early that
they’re going to later be referred [again].
Some highlighted strategic approaches they had taken to trying to manage the list. A
principal psychologist said:
I suppose… we try to be strategic in how we plan services, and we try to do lots of
stepped care and layered care, where with people on waiting lists, we try to provide
the reading lists, bibliotherapy, and we check in with them to see if some of what we
recommended in reading has helped alleviate any of their symptoms.
Some psychologists mentioned the role of group interventions. For example, one
psychologist noted that:
We offer group interventions, if I have the evidence base, so that rather than seeing
individuals, we try and see people in groups… And we’re doing that more and more
to try and maximise access, and to try and, I suppose, keep the waiting lists down.
While this was identified as beneficial, it was also noted that group work may not meet
everyone’s needs:
I’m very aware that groups will only meet a certain need. The majority of people that
[are] referred are referred because they need individual work, so while that is helpful,
I see that [group work] as more, for most people, a bit of [a] band-aid, buying time.
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A principal psychologist noted that sometimes staff come to work during their time off:
The pressure on the staff [who] have applied [for] and been granted [a certain type
of] leave – because there’s a two-year waiting list for [the] Assessment of Need,
[and] children to be seen, they end up coming in [on their] parental leave days and
try and get them [i.e. the Assessments of Need] done. And that’s not good for anyone
either. Because there’s such a wait and there’s just no one else going to come to help
them with the waiting list, it’s there. So some people just feel, ‘How am I going to
manage if I don’t start trying to see more and more?’ So it can be difficult.
A senior manager drew attention to other waiting list initiatives and said:
We’ve tried different things over the past. We’ve tried to do a number of waiting list
initiatives, with some success. We might do and convert what we’d call a waiting list
review, so we might try to have a week of assessments and seeing if we can clear the
waiting list in that way.
One psychologist highlighted the need to accept that there is a waiting list:
A big part is just accepting that’s the waiting list and I can do what I can do… There’s
not much more I can do. There’s one of me on the team. I can’t refer it anywhere
else.
This was also noted by another psychologist, who said:
But part of it is just being accepting of the fact that there isn’t… All we can do is just
respond as best as we can. We can give information to referrers if [it’s] necessary or
not, but a lot of it is out of our hands so it’s just not taking it on board because I think
it does cause a lot of tension and stress on the team. It’s kind of doing, ‘Well, what
can we do about it and what parts can we not do [anything] about,’ kind of being
aware of that.

Summary of issues relating to the work of psychologists
The type of work undertaken by psychologists takes time and often requires intervention
over a long period. It was identified that a shortage of staff coupled with increases in
referrals has led to significant waiting lists. Increases in requests to carry out Assessments of
Need for children with disabilities were highlighted as particularly complex and time
consuming.
The length of the waiting list has an impact on both clients (in terms of getting access to
timely psychological interventions) and psychologists (who identified high levels of stress
and concern about their decisions regarding prioritisation). Managing the waiting list was
identified as requiring a balance between discharging people too early and ensuring people
are provided with a good service. Approaches mentioned include trying to work more
quickly, offering alternative approaches, reviewing the waiting list and even coming into
work while on leave.

Challenges arising for psychologists from the organisational context
A number of challenges were identified in terms of the organisational context and an
overview of these is presented in Figure 61.
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Figure 61: Challenges arising for psychologists from the organisational context
Organisational culture and support

Education, training, mentoring and supervision

Autonomy

Pay

Promotional opportunities

Organisational culture and support
It was suggested that the organisational culture is one of blame, where staff feel
unsupported and more likely to engage in ‘defensive practice’. One senior psychologist said:
It [the HSE] creates a culture that from my experience is [one where] you would feel
unsupported if things went wrong. It would be kind of, ‘Have you done the
mandatory training for hand washing or how to lift the [item] or mandatory training
for this, that or the other? If you haven’t, then on your head be it, if something goes
wrong. Have you done a health and safety risk analysis of every office that you’re
working [in]? Have you read the policy for working alone?’ … Overall, there seems to
be a kind of… it’s hard to find the words, there [is a] kind of washing-of-hands culture
within the HSE.
Others drew attention to KPIs and particularly those relating to the waiting lists. One person
noted:
It’s like the emphasis is on producing the stats… I feel that in practice, more status is
given to bureaucracy… I would kind of reward myself by saying I know that I’m
making change even if the people upstairs don’t get it.
It was also suggested that:
[There has been a] shift of culture from local to national and everything is being
drawn back in centrally, now there is HIQA [the Health Information and Quality
Authority], there’s CORU [the Health and Social Care Professionals Council] and it’s
all from the top down, it’s all central… In a system where the bureaucracy is so top
down, so increasingly heavy, people feel it more and more and more.
Another psychologist highlighted a specific relatively minor issue arising in their health
centre that staff had tried to address with management. This psychologist went on to say
‘that’s a minor issue, but it often feels like these things aren’t heard or they’re not taken
seriously’.
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Layers of management
Others noted an increase in the number of layers of management and suggested that this
was problematic. One senior psychologist said:
There has been an increase in the number of management tiers over the last number
of years and it’s as if there are two different worlds. It’s as if the management have
their own priorities and kind of don’t really, aren’t aware of the frontline professional
work like in terms of what I do. We would be asked for data without [them] realising
[that] we have real work to be doing, our frontline work to be doing. In the
department I am [in], that could be interpreted as that’s the priority and that comes
first.
Another psychologist spoke about the ‘the age-old thing of the administrative tiers versus
the professional frontline people’, while another suggested that when managers are
clinicians it can assist them in understanding the challenges faced by psychologists on the
ground, as follows:
And every manager should have a caseload and should spend one day a week
involved with clients in some way… There should be no such thing as a manager who
hasn’t been a clinician. Our [type of] manager here is a clinician. S/he knows his/her
stuff… and that makes the difference between him/her not coming after us,
haranguing us, knowing that we’re working hard, and some pen-pusher in a suit…
This was also highlighted by a senior psychologist, who said:
I think for me the most difficult aspect is, that at the moment, workload has been
very much dictated and set by people who are not, who have no psychology
background, who aren’t actually clinicians at all. So that our CEO has an [non-clinical
background] and there’s other managers who maybe come from a [a clinical but
non-psychology] background. They’re, I suppose, kind of setting the pace of the work
and set what they think we should be doing.
An example given by one psychologist related to being told that assessments should:
be done in two hours, when as a psychologist, I know that that’s not actually possible
to do it to best standards… And I don’t want to compromise, especially, I’m in an
early stage in my career and I don’t want to get into habits of not doing things to the
best – or not feeling comfortable to put my name to reports.
Inadequate therapeutic and other workspaces
A number of psychologists drew attention to the facilities available to them, and a number
of psychologists noted that both their ‘therapeutic spaces’ and their offices were less than
ideal. It was highlighted that, when providing therapy, ‘you’re supposed to have the same
room’ as this ‘offers… safety and security to people’. One principal psychologist said:
Our office is our therapeutic [space]. It’s our tool, it’s one of our key tools, it’s our
therapeutic space. A client comes in, they start to get used to this office, they know
the picture on the wall, I sit in this seat, I look at that picture and you’re in that seat.
Kind of a little bit of stability about it.
A senior psychologist mentioned that:
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Sometimes [a psychologist] would not know what room they [will] use and… they’re
in a shared office themselves, some of them with just a shared desk. They’re
wondering what room will be available.
This was also highlighted by a principal psychologist, who said that ‘we have two or three
psychologists in a room and one would have to get out so a client could be seen’.
Attention was also drawn by psychologists to difficulties in getting basic work equipment.
One psychologist noted the following:





waiting for weeks to get a telephone
inability to get additional internet points
leaking ceilings
poor signposting to the service.

Impact of inadequate workspaces on clients
The impact of not having access to appropriate or sufficient therapeutic workspaces on
clients was highlighted as follows:
It can be a bit difficult – we might make an appointment and then have to reschedule
the appointment because there was no room available. It’s workable, but our life
would be a lot easier if that wasn’t an issue.
Another psychologist noted the following about the quality of the facilities:
To be honest, I don’t have – even the bookable space that I have is terrible. It’s better
than nothing, but it’s not appropriate and even families – I would bring them into the
room and they would comment on how bad the room is.
Again, the impact of shared office space was identified and it was noted that making
‘confidential phone calls’ about clients was very difficult.

Education, training, mentoring and supervision
There was extensive commentary about the preliminary and ongoing education of
psychologists, and a number of issues were identified. These are highlighted in Figure 62.
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Figure 62: Challenges arising in respect of training and supervision

Lengthy educational preparation to work as a psychologist
Differences between clinical, educational, counseling and forensic
psychologists
Pilot scheme for assistant psychologists

Support for continuous professional development

Mentoring and supervision

Educational preparation to work as a psychologist
It was highlighted that individuals undertake very extensive educational preparation before
being able to work as a psychologist, and this takes several years. The pathway includes:




undertaking an undergraduate degree in psychology (three years)
getting experience as an assistant psychologist (usually two or three years)
undertaking a professional doctoral programme, mainly in clinical psychology
(minimum three years) where the psychologist is attached to a university doing a
doctoral degree and works in the service approximately 70% of the time; during this
period of time, if they are funded by the HSE, they are paid at the grade of trainee
psychologist.

It was noted that psychologists who worked in the HSE prior to the inception of the doctoral
programme generally had master’s degrees.
Each step of the process is highly competitive and it was suggested that there are many
more applicants for each stage than available places. It was also highlighted that much of the
work experience undertaken as an assistant psychologist is poorly paid, or even unpaid. One
senior psychologist said:
Up until very recently, people were really [spending] years and years volunteering
left, right and centre, and it’s very demoralising, I think, just to get onto the course.
It was also noted that a number of those seeking a place on the professional doctoral
programme might also do a master’s degree during this period so ‘you’re looking at eight
years out of school at this stage’.
Availability of, and funding for, psychology programmes
It was estimated that there are only about 50–55 places per year in clinical psychology, 10–
12 places in counselling psychology and approximately 20 places in educational psychology
on doctoral training programmes.
One psychology manager spoke about ‘a bottleneck with the clinical training programme’
where for every 50 places in clinical psychology training there are 300 or more applicants. It
was also noted that the HSE only funds places on the clinical psychology programme.
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Psychologists who are funded to undertake the clinical psychology programme by the HSE all
have a ‘payback contract’ to the HSE of three years and it was noted that ‘you are almost
guaranteed a job, if you do any good at all at the interview’.
It was also reported, however, that it can be very expensive for individuals to fund their own
programme. One counselling psychologist reported that they had ended up with a €30,000
bank loan by the time their training period was complete.
It was noted that there are many challenges in working in the HSE as a psychologist, that it is
becoming increasingly difficult, and that the training may be ‘very different’ from the ‘reality
of everyday work’. However, it was also mentioned that the training is ‘very good quality’
and ‘invaluable’. One person noted:
I think the training [is] very good quality training, and I think we bring a lot to teams
certainly, I think that’s my experience.
Differences between clinical, educational, counselling and forensic psychologists
It was suggested that there is ‘a level of apartheid within our profession between different
kinds of psychologists – clinical, education and clinical counselling and forensic’. It was
explained that certain psychologists, depending on their training, were until recently,
excluded from ‘certain jobs or promotional routes within the HSE for quite a few years’. One
person said:
I would know people who are very adversely affected in their career development by
being, to put it bluntly, the wrong kind of psychologist… Even within our own
profession, this is again my own opinion, there are psychologists who will think that
the only proper psychologist is the clinical psychologist.
While it was noted that there have recently been changes in this regard, it was suggested
that some psychologists have been ‘corralled into having career-limiting choices from the
very start’ and that only certain types of psychologist can work in certain areas. One person
highlighted, for example, that an individual has to be a clinical psychologist to apply to work
in the Child and Adolescent Mental Health Services, while other psychologists, such as
counselling and educational psychologists, can work in areas such as disability.
Another person noted that:
There [has] been… a lot of upset among psychologists who are not clinically trained…
and what they’ve done is, they’ve really limited the psychologists that can actually
apply for jobs so they’re cutting out psychologists who are well trained and well
qualified… they’re just stopping people who could do the job because they’re limiting
people who can start.
It was suggested that:
[The HSE should set] a culture of not only equal recognition in terms of opportunities
but equal recognition in terms of skills that can be offered… and we have much more
in common in different branches of psychology than we have differences.
Pilot scheme for assistant psychologists
A new pilot scheme commenced in 2018 for ‘assistant psychologists’, and there are 110 in
place at present in the HSE. These assistant psychologists are at a grade below ‘trainee
psychologist’, and the role provides an opportunity for those with undergraduate degrees in
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psychology to get experience in the HSE psychology services. It was noted that this ‘has been
a help but what they can do is limited’. Moreover, as assistant psychologists need to be
supervised, their presence can increase the workload of clinical psychologists. One
psychologist said:
I mean, usually [the] psychology trainee assistants that are working with you, I
wouldn’t describe them as support, like it’s more sort of you’re in the position of –
you know you’re providing them with supervision, [and] certainly they do maybe help
with some of your cases, but it’s a different kind of relationship than a support
relationship.
This was reiterated by another psychologist, who said:
The assistant program I think is difficult, because they’re looking to gain experience;
but they’re very young, they haven’t got much experience… It’s great to have them, I
give them the opportunity they need, the experience they need; but it’s not
necessarily helping with our wait list.
Another psychologist who had worked as an assistant psychologist themselves before they
did the doctoral training programme said:
I do think there is a place for assistant psychologists. I think that they should
absolutely be paid for their work and they can definitely bring something to the
service.
One psychologist suggested the waiting lists had lengthened because of needing to be
‘training-based’ as well as client-based’, noting that ‘my ability to see clients has halved’. It
was also highlighted that the assistant psychologist grade was being used as a replacement
for the staff grade psychologist:
And sometimes [a trained psychologist has] been offered an AP [assistant
psychologist] post instead of the staff grade that was there.
This was echoed by a senior psychologist, who said:
An assistant psychologist can only do so much, because they’re not fully trained… but
I think we need to start fill[ing] the core posts first, and then start to expand that
assistant grade.
A number of interviewees mentioned the media attention given to the recruitment of
assistant psychologists, and it was suggested that the HSE has been ‘actually spreading
misinformation’ in relation to the capacity of assistant psychologists to do work. One person
said:
It’s been absolutely frustrating and annoying to hear lies, frankly, on the radio about
the capacity of these people to do work, because they are not trained. They just have
a degree. A degree does not prepare you to be a psychologist within [the] HSE in any
shape or form, [but] there [were] descriptions in [the] media of how waiting is to be
reduced within a number of months.
Finally, it was noted that assistant psychologists are in
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a strange position, because they’re in temporary, short-term jobs, because they’re
really waiting to get onto the clinical train or other trainings or whatever in
educational or whatever, so [the HSE] will not be retaining them beyond their
contracts, … no matter how much we might want to.
Support for continuous professional development
Attention was drawn to the importance of being able to access and undertake continuous
professional development (CPD), because ‘there’s always new stuff out there’. Three main
issues arise, and these are:




there is limited or no funding available for CPD (with certain locations consistently
worse off in this respect than others)
an expectation, but not mandatory requirement, by the Psychology Society of
Ireland for psychologists to undertake CPD is not being met
there are differences between the funding available for psychologists and the
funding available for other professions, such as psychiatrists.

These findings are now presented.
It was noted that funding for CPD is dependent on the area and location and that, while
some psychologists are funded to undertake CPD, the funding ‘has dried up’ in other places.
One psychologist said:
I have been fortunate [that] there is funding that from time to time [is] available, and
I have availed of it and asked for it, so I have got training, but I wouldn’t mind more
of it.
However, in response to a question about the challenges they had experienced, another
person said:
CPD because… we can’t get, like any training. We have to pay for [it] ourselves so
that’s been… I’ve done other training, more therapeutic training I’ve funded it myself
because I would have missed the boat, I think it [funding] had just stopped… any
training we do now, we’ve been given the days but we have to fund it ourselves
financially.
A ‘lack of’ or ‘limited’ funding for training was highlighted by others, and it was suggested
that this has an impact on recruitment. One principal psychologist noted that there is no
designated training budget for staff and, because of this, there are problems when people
are looking at coming to work in the area.
It was noted that, while the Psychology Society of Ireland has an expectation that registered
psychologists will ‘do a certain number of courses or [gain] CPD points’, it is a not a
mandatory requirement for them to do so. It was suggested that if this were mandatory
there would ‘probably have to be a budget for training’. A lack of support for training was
compared with the support available to consultant psychiatrists, and one person noted:
I would be thinking that [psychologists should get something] similar to consultant
psychiatrists, [who] get several thousand a year to do their CPD, they travel abroad
to conferences and so on. There [is] nothing at that level [for psychologists]. It would
be very, very, very rare that anybody would be doing anything out of Ireland, here…
it’s quite limited.
219

Mentoring and supervision
Mentoring and supervision are core elements of working in psychology. It was suggested
that:
An essential part of working as a clinician is having clinical supervision and that
support [should be] available and we all need it.
In the interviews, many psychologists linked mentoring and supervision with training and
CPD. Psychologists noted that they valued getting expert supervision and it was suggested
that supervision, as well as ongoing CPD and education, can be an important factor in
encouraging retention. Some differentiation was made between ‘line management
supervision’ and ‘clinical supervision’, which was described as
giving people enough reflective space, enough clinical supervision, to deal with what
is a very emotional [situation] – you know, you’re dealing with children or adults who
are in very difficult places, families who are in acute distress, you’re going right down
into the sort of, the trickiest parts of their lives, and I think staff need a space to
unravel that as well – it’s not just the crisis stuff.
While some noted that line management supervision was not always helpful, a number of
psychologists identified the benefits of receiving supervision. This is highlighted below in a
number of comments. Several psychologists noted that they get regular supervision and that
it is ‘very helpful’ and ‘good’. One psychologist said:
So, I get supervision with a senior psychologist here every fortnight – officially. I
suppose we have unofficial… supervision kind of on an everyday basis as such. And
we also have the option of going to the principal or one of our seniors too, but [the]
principal’s an option too. So yes, [the] supervision is quite good.
Another psychologist, however, said that:
It seems to be very dependent on where you’re based and some people wouldn’t –
they may have line supervision but they wouldn’t necessarily have clinical
supervision.
A principal psychology manager suggested that senior psychologists are ‘a predominantly
dissatisfied group in terms of supervision compared with staff grades’ and that in their own
area ‘we don’t meet the standards by an awfully long shot’.
Peer supervision
Peer supervision was highlighted as an option for supervision although it was suggested that
‘it’s just not as efficient – it’s not the same as going and having space where you can talk on
your own’. It was also suggested that the required level of expertise may not be available
with peer supervision. One psychologist said:
We supervise each other… and I think the level of expertise has pretty much
plateaued now, so I feel I need more expert supervision on some clients that I work
with. And unfortunately, that is not available and that makes it hard as well.
A senior psychologist mentioned a broader supervision network:
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Well, there’s [more than one] psychologists working in the network I work [in] and
we’re very good, we’re kind of really support[ing] each other, like, we would do
supervision with each other and then [with] other colleagues in speech therapy and
occupational therapy and we try and meet… once a month just to… go through cases
and try to support each other, with different cases.
Another senior psychologist noted the option of organising peer supervision. This participant
went on to say:
And I do try and avail of my peer supervision …But again, it’s not happening and
sometimes it feels like a luxury whereby… this is an hour, hour and a half. We’re all
kind of spaced across a county so there’s going to be travel involved. And again,
sometimes it’s a luxury or time I don’t have to give.
External supervision
It was reported that in previous years there had been an allocation of €1,000 per year for
psychologists to pay for external supervision for themselves but that this was no longer in
place. A number of psychologists noted that they paid privately for supervision because they
believed it necessary to work as a psychologist. One psychologist noted that they had
decided to ‘access my own supervision outside of work’, saying:
I fund that myself. I haven’t – I mean, I could, I probably can ask but I just haven’t for
the moment. I’ve just decided to do it… for myself, I just need to do it for myself, and
that’s been a priority, just looking after myself so I just fund it myself.
Another senior psychologist said:
We don’t receive clinical supervision. It’s a real… it’s a lack. There is no provision for
that in our current service so I do have a private supervisor… or supervision that I
seek privately myself outside of work hours. Because I feel… sometimes I feel I need
that external guidance, support around especially the more complex and therapeutic
work that we would do here. But again, that’s something I personally seek out.
In a small number of cases, where staff were running structured programmes, external
supervision was provided as part of the implementation support, and this was highlighted as
helpful.

Autonomy
Having autonomy was identified as an important factor for psychologists and in the
quantitative data autonomy was identified as a key driver of global job satisfaction. This
issue was raised in the interviews, and both positive and negative experiences were
reported. One psychologist said:
But we have autonomy. We’re not micromanaged. S/he [manager] understands that
we’re under enough pressure, and I’ve been in services before where you were
micromanaged. And it means a huge amount to me that s/he doesn’t.
This contrasts with the opinion of another psychologist, who suggested that there is too
much micro-management and noted that:
You employ me as a professional to do a job, but yet you’re coming to ask me what
I’m doing every minute of every day, so you either trust me or you don’t.
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Role of psychiatrists
A small number of psychologists drew attention to the fact that teams in the mental health
services are led by a psychiatrist. This was compared unfavourably with other areas of work.
In the focus group discussion, the following exchange took place:
Participant 1: Autonomy is an important aspect of our work. Personally, I feel like I
have autonomy in the work I do. I work [in] the disability sector, and I suppose it’s
different to mental health in that it’s an area where there’s a team that’s not led by
a consultant. A medical consultant, for example… So, I do feel like [I have] a lot of
autonomy in my work, and I’m quite happy with that.
Participant 2: And I think that, you know, you’re naming [something that] is an
issue that gets sort of dismissed as being, sort of, the awkward psychologists who
are always not quite happy with the leadership of the psychiatrists or whatever it
might be and I think the motives are very different. It’s not about being awkward, it’s
about thinking about ‘What do we really believe?’ and ‘What do we believe from the
evidence that the service user needs?’ and I think that’s what makes psychologists
very passionate about their work.
This issue was also mentioned by another psychologist, who suggested that many of the
mental health teams are medically orientated and that a lot of the staff (consultants and
nurses) have trained in the medical model, which means that psychologists have less
autonomy in implementing a ‘psychological treatment approach’. The impact of this is
highlighted below:
I would love to leave, I’m in CAMHS [Child and Adolescent Mental Health Services]
mental health and for me the issue is that… [families and children] come into a
system that at the moment is too medicalised [and] is trained [and] staffed by people
who unfortunately are predominantly medics. And so I don’t think that the fit is
there… Because they step in, they tell people what they need, because that’s their
training.
This psychologist went on to explain that an audit of their service found that ‘the biggest
intervention we give to children is medication’. Another psychologist noted that a large
number of children ‘get referred in for ADHD [and] we can’t even touch them, and yet a lot
of children referred in for ADHD are treated with [the drug] Ritalin’. High levels of drug
interventions are less preferable to psychologists and these different treatment philosophies
can lead to some conflict between the disciplines.

Pay
In general, pay did not emerge as an issue of significance for psychologists. One psychologist
suggested, however, ‘there should be [an] increase in pay. I think to reflect the lot of training
that’s done by psychologists’ and another said ‘I would never refuse a pay raise… if we could
go back to pre-crash levels, then that would be fantastic’. Nevertheless, in general,
psychologists indicated that they were satisfied with their pay. One psychologist said:
And I suppose what underpins that [being satisfied with pay] is the fact that I’m well
enough paid to not have to think about the money, and I can do private work if I
need to do that.
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Psychologists commented on pay saying ‘I do feel we are well paid. I do feel we have a good
salary’, ‘I am. Yes, I am happy with the pay. I think, to be honest’ and ‘I think ultimately, yes,
we get paid well’. One recently appointed psychologist drew attention to the differences
between people employed before and after the Haddington Road Agreement, noting:
So I’m on like a lot less money than people who would have started only a couple of
years before me, but that by [and] large it wouldn’t bother me… [It’s an issue for]
lots of public sector workers. It would be great if we got back up to [that] level, but…
the private sector is matching [the] salary that [I’m] on now, so there would be no
difference there.
One psychologist noted that pay is only one factor to consider:
I think it is a good post. Every day is different. You have meaning in your work. And I
think ultimately, yes, we get paid well, I think, as psychologists, but I think ultimately
people want meaning, and that they make a difference. So, if people are looking to
[enter the] health care professions, I certainly would think psychology, if they have
the stamina to jump through the hoops to get onto the courses, then yes, this is a
good job.

Promotional opportunities
It was suggested that there are limited opportunities for promotion in the psychology grades
and that the structure comprises only three levels:




staff grade psychologists
senior grade psychologists
principal grade psychologists (principal manager and principal specialist grades).

It was noted that, while the HSE has ‘talked about the idea of bringing in more principal
specialist posts as opposed to principal manager posts’, this has not happened, although it
was suggested that this would be a ‘positive move if that does happen’. It was also
suggested that there is a grade of director, which is a ‘regional-level grade’, but that it has
not been implemented in any systematic way.
Senior grade
It was suggested that ‘once you’re two years qualified you fit the criteria to go on to [a]
senior grade post’. However, it was noted that ‘you have to apply for that post and there is
only a small supply of them’. As a result, it was suggested that ‘people now could be in the
lower grade for 20 years with no promotional prospects and people get disgruntled on that
point’.
While it was noted that ‘the staff grade salary does go quite a reach’, it was highlighted that
the issue is also ‘about the significance of becoming a senior in terms of the career’
progression for psychologists.
An issue was also mentioned in respect of the different types of psychologist. One
counselling psychologist said:
So, for example, I’m a counselling psychologist, and it means that I’m very limited in
my opportunity for promotion, my opportunity to work in different areas, by virtue of
a course that I did… well, how long am I trained… I finished my course [more than 10
years ago]. So there’s no cognisance taken of all of my level of experience in the HSE.
This person also suggested that the service would be
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better with different sorts of specialists, because everybody comes with their
strengths. They’re limiting good candidates from being able to apply for positions.
That’s just the facts.

Summary of organisational challenges for psychologists
In summary, a number of issues were identified in respect of the organisational context for
psychologists. The organisational culture of the HSE was highlighted as problematic and,
while it was suggested that there is a culture of blame and a lack of support, this
commentary was not extensive. Attention was drawn, however, to psychologists’
inadequate therapeutic and office workspaces, and this was identified as having an impact
on psychologists and clients.
Education, training, mentoring and supervision all elicited extensive commentary, and it is
clear these issues are of central importance to the work of psychologists. Attention was
drawn to the extensive educational preparation required to become eligible to work as a
psychologist in the HSE. It was also noted, however, that the HSE only pays for the training
of clinical psychologists and that those who have trained as educational, counselling or
forensic psychologists are viewed less favourably and have more limited opportunities. The
pilot project relating to the employment of over 100 assistant psychologists was welcomed,
but concerns were raised about the time psychologists had to allocate to supervising them
and also to their potential allocation to a team instead of a fully qualified psychologist. While
assistant psychologists are most likely to leave, this may be explained by the short-term
nature of their contracts (2 years). Supervision was identified as a core issue for
psychologists and it was highlighted that this is a necessity for their work. A number of
psychologists spoke about paying privately themselves for supervision.
Issues were also raised about the autonomy of psychologists, particularly when working in
teams where a psychiatrist is the lead clinician and where the approach adopted is
predicated on a medical model.
Pay was identified as an issue but, relative to other areas, the commentary on this was much
less extensive. This was also the case in respect of promotional opportunities; it was noted
that non-clinical psychologists have very little promotional prospects compared with clinical
psychologists. This issue was also identified in respect of senior psychologists.

Reasons for staying or leaving
As noted at the start of this part, three key areas were identified as positive in the work of
psychologists: making an impact on people’s lives, working with good colleagues and having
supportive managers. These issues were also highlighted in respect of reasons for staying in
the service and, in general, psychologists spoke about various reasons for both staying and
leaving.

Reasons for staying
Multiple reasons were given why psychologists stay in their jobs, and the importance of
relationships with clients, colleagues and management were all mentioned. One recently
qualified graduate said:
I suppose working with other people, if you’re sociable, is nice, you get support, you
know you get respect as a psychologist, you know, and I suppose you do feel like you
can make a difference.
Making a difference was also highlighted by a senior psychologist, who said:
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It’s not anything to do with [the] HSE… because I am not rewarded by the HSE… And
so, the reasons, yeah the clinical work, that’s what keeps me. I see benefits in people
by doing what I do with them.
Support from management
Support from management was mentioned as an important reason for staying, with
comments such as ‘It would certainly keep me here’, ‘I suppose what’s really important is
the level of support’ and ‘the most important thing to me is… the people that manage at the
top here’. One person said:
And more than anything else, if my manager changed and it was somebody who was
running after me, dotting Is and crossing Ts and trying to change the way I work, I
would leave very soon.
Another psychologist noted that:
The psychology manager is more than supportive and in fairness, our psychology
manager is conscious of the people… Is conscious [of] people having to spend time
away from family and all the rest of it and is certainly more than accommodating… If
I were to get a job 10 minutes from home at the same level of support, I’d be gone in
the morning.
Finally, one psychologist said:
Maybe I am just lucky, but as I say, I came here for a reason. I knew who’d be
managing me, and I knew I would work hard. And as I say, it’s the red tape… I think
that gets in your way. There’s very little of that here. It’s just that there’s too many
cases, and we can’t reach them in a timely manner.
Peer support was also identified as important, and one psychologist said:
I know over the years I floated, look I’m thinking of moving on. Colleagues will say
that you just need to be mindful of the level of supervision and peer support that you
get because I know a lot of colleagues work in situations where they’re on their own
and they don’t have that level… They don’t get clinical supervision and peer support.

Reasons for leaving
A plethora of reasons for leaving the HSE were identified. These included personal reasons,
such as commuting, stress and the challenges of managing the waiting list, limited
promotional opportunities and better job alternatives elsewhere.
Stress and challenges of the workload
Psychologists’ workload was identified as creating stress and burnout, and one psychologist
said:
Burnout is a huge issue and it causes people to just, not want to be doing the job that
they’re doing.
This was highlighted by another psychologist, who said:
It’s awful, actually… I know for a fact I have two colleagues, who because of the
amount of referrals we’re getting, the chronic nature of the waiting list, and the lack
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of other colleagues, are considering leaving. That’s the reason. They’re just like, I
can’t keep doing this on my own. That’s ultimately what you end up doing.
Another psychologist drew attention to colleagues in another area where, because ‘they are
not allowed to have a waiting list’, the stress of the job is driving ‘hoards, certainly – I have
four or five colleagues, and they’re dying to get out’. This psychologist said:
They’re burnt out. That system, I think, they have meaning, but it’s so stressful, I
don’t even think they get to reflect on the meaning and the good work that they do.
It’s all about staff and how many people you’re seeing, and they’re just not allowed
to have a waiting list, which doesn’t really work for psychology, because we spend an
hour with people at a time.
Attention was also drawn to the impact of regulation and bureaucracy, with one
psychologist commenting that:
I work with colleagues who would leave in the morning if they could and these are
people of 25, 20 odd more years’ experience. I already know of people not in my local
area who would have left because they said, ‘I’m not going to be doing HIQA stuff. I
will not have a CORU, this register of the allied health professionals….There are
people who will leave because of these new changes.
Another psychologist, who was in the process of changing jobs, said:
Our management has changed… and I just would prefer to be managed by
psychologists… and the word that I would use that kind of encapsulates their
approach towards clinicians here or definitely psychology in particular, is just
‘disrespectful’, I would say.
Limited opportunities for training, development and promotion
Access to CPD, supervision and mentoring were also identified as important factors in
retaining staff. One person said:
What would encourage retention? I think better support in the work environment. By
that I mean things like the supervision that’s given. Ongoing CPD, education. And not
working alone as a psychologist on a big enough team.
The importance of having promotional opportunities was also highlighted by a senior
psychologist, who noted that once people get to that grade there are ‘just very few
opportunities for promotion’. The senior psychologist went on to say:
So, there’s a feeling that you might be stuck at that grade, then, for the rest of your
career… It would mean myself and any other people at that level would be
considering leaving the profession to [go to] different sectors or different areas of the
health service.
Another psychologist noted:
But I’m based in [name of region]. There are very few alternatives. [It’s] not that I’m
mad keen to kind of go up the ladder. I’m not, but it doesn’t get any easier the higher
you go. This is it for… we don’t have, again, given our structures here there’s
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nowhere else you can go. There’s really only a lateral move and as I say, right now,
that option is not very appealing.
As noted earlier, many psychologists mentioned the importance of having access to
supervision and training and, again, this was highlighted as a reason for leaving, with one
psychologist saying:
If you don’t have access to that, support with training, which is huge once you’ve
come out of a training course, I think if you don’t have access to ongoing training,
that’s a real struggle and that kind of keeps your passion alive then for different
areas and you grow in that way. Access to supervision through your colleagues as
well.
Better alternatives elsewhere
A number of potential alternatives were identified, including moving into a management
role within the HSE, joining the Civil Service, lecturing and the private sector. One
psychologist compared their situation to that of a colleague who qualified at the same time
and who was working in private practice, saying:
The rewards that s/he seems to get are a lot better than what I’m getting at the
moment… I could be working privately for the same money, no pressures – no wait
list, it’s a private service, so – and also they get training and all of their training is
100 percent funded, whereas I only get 50 percent of any additional training like CPD
if want to do [it]… even the space that s/he works in is fit for purpose.
Personal reasons
Personal reasons were identified as a reason for staying, but only in the context of being
able to survive for long enough. One psychologist noted that:
I have a family, I’m the main wage earner in my family, I’ve [number of] children,
I’ve… chosen to come into college, I’ve financial commitments, and… you know, … I
mean, I’m hoping I can continue for a couple more years and then I have to review
it… And I’m not sure I’ll survive five more years.
Another psychologist highlighted issues relating to commuting, noting that ‘my home would
be near [name of place a considerable distance away]… yeah, I will keep on looking’.
Another psychologist noted, however, that:
You might be working 10 minutes from home, but you need to think on a day-to-day
basis. If you don’t have the support around you, you might find that there are
different challenges and different pressures that may well make you seek an
alternative.

Summary of reasons why psychologists stay or leave
Three key areas were identified as positive in the work of psychologists: making an impact
on people’s lives, working with good colleagues and having supportive managers. These
issues were also noted in respect of reasons for staying in the service, and the role of
managers in influencing personnel to stay is notable.
In general, psychologists spoke about multiple reasons for leaving, and these included the
stress and challenges of managing the waiting list, limited promotional opportunities, better
job alternatives elsewhere and personal reasons, including commuting.
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Part 7: Summary and conclusions about the recruitment and retention
of psychologists
Findings from the survey of psychologists (completed by 335 individuals) and interviews
(completed with 22 participants) identified a number of issues relevant to career and job
intentions. The results indicate that 39.9% intended to leave their current job in two years or
less, while 60.1% intended to stay. The conclusions presented below highlight factors that
may be driving psychologists’ job and career intentions.

Work characteristics






There is variation in respondents’ level of experience: 45.6% had been working as a
psychologist for 11 years or more, while 18.7% had been working as a psychologist
for two years or less. The remainder (about 36%) had been working as a psychologist
for between 3 and 10 years.
There appears to be considerable movement between jobs and organisations: 29.3%
had been in their current organisation for two years or less, and 48.0% had been in
their current job for two years or less.
Just over three-quarters (77%) worked 31–40 hours per week, while just over 20%
worked between 10 and 30 hours per week. About 3% normally worked more than
40 hours per week.
A majority (52.5%) took 30 minutes or less to get to work, 37.2% took between 31
minutes and an hour, and 10.3% took more than an hour to get to work.

Views on the job
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job





The two most common themes related to the rewarding or enjoyable nature of the
work (66.5% of responses included this theme) and to having good colleagues, a
good team or a good working environment (64.2%).
There were positive comments from 38.5% of respondents on the varied, interesting
and/or challenging aspects of the work.
Just over one in five respondents (22.2%) commented positively on the
autonomy, leadership and/or supervision aspects of their work, while a further
21.7% commented positively about their manager.
About one in six respondents (15.5%) commented positively about training and
learning opportunities.

Aspects of the job to change


The most common theme related to staff shortages, waiting lists, filling posts quickly
and/or ending the panel system (47.3%).

228




Three in ten (29.3%) of respondents indicated that they would like to see
improvements to facilities, most commonly therapeutic and clinical space, office
space, admin support and/or IT facilities and systems.
About one in five (19.2%) commented that they would like to see support (provision
of allocated time and funding) for participation in training, professional
development and research, while about one in six (16.8%) indicated a need for
better communication, leadership and planning from management.

Between around 10% and around 15% of psychologists commented on the following:








the need to increase pay and/or address pay disparities (e.g. between HSE and
voluntary workers, between pay before and after 2011, or between clinical and
other specialisms) (15.1%)
better opportunities for advancement (with some comments referring specifically to
the principal specialist grade) (14.9%)
better links with other services, clearer pathways of care and referral, and/or clearer
structures within the system in general (13.4%)
more respect, appreciation or support from management (11.7%)
less excessive workload (10.2%)
better teamwork, working environment or staff morale (10.2%)
less emphasis on medical or psychiatric models of treatment (with some
respondents indicating that this impedes the use of non-medical, multi-disciplinary
interventions, while others queried the fact that psychiatrists are at the top of the
clinical hierarchy) (9.6%).

Perceptions of job and organisation
Figure 63 presents the means for psychologists on 18 index measures that were included in
the survey. Two ‘negative’ scales (burnout and responsibility overload) have been reversed
(to low burnout and low responsibility overload) to allow comparisons with the ‘positive’
scales.
The three indexes with the highest scores (ranging from 77% to 79%) are:




perceptions of co-workers (79%)
impact (78%)
engagement (77%).

The three indexes with the lowest scores (ranging from 36% to 41%) are:




information sharing and decision making (36%)
employer support (39%)
training and promotion opportunities (41%)

These results show that psychologists generally have positive perceptions of their coworkers, perceive their job to have a positive impact on others and are highly engaged in
their work. However, a majority feel that there are insufficient opportunities for training,
development and promotion; are dissatisfied with the level of support they receive from
their employer; and feel that there is a low level of information sharing and participation in
decision making.
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Figure 63: Index scores (perceptions of job and organisation) for psychologists
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Recruitment
About half of the respondents (49.3%) had been in their current job for two years or less.
These 49.3% responded to questions about the recruitment process and their job
expectations.






The overall score on the recruitment process index is 53%, indicating a moderate
level of satisfaction with the efficiency and fairness of the recruitment process.
Staff grade psychologists had the lowest mean score on the recruitment process
index (43%), and this score was significantly lower than that of psychologists in
training (60%). The mean scores of the other grades (assistant, senior and principal)
ranged from 53% to 58%. The recruitment process scores did not vary across gender,
age group or full-/part-time status.
The overall score on the job expectations index is 74%, indicating a high level of
match between expectations and experience.
Job expectations index scores did not vary across grade, gender, age group or
full-/part-time status.

Findings emerging from the qualitative data
Two main issues arise in respect of recruitment of psychologists: a shortage of qualified
personnel, due to the lengthy training period for psychologists and the limited number of
training places made available, and the recruitment process itself.
Key issues relating to the recruitment process include the number of steps that have to be
taken even before the request to fill the post is sent to the National Recruitment Service as
well as issues relating to the panel. It was strongly suggested that psychologists need to be a
good fit for the particular job they are doing and that the use of a national panel hinders
this. It was also noted that the interview and application process is difficult and that the
accreditation and Garda vetting of psychologists takes too long.
While the use of agency staff appears to be very limited, it was nevertheless highlighted that
this approach is less preferable than the HSE employing psychologists due to the costs and
impact on culture.
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Retention
About two in five respondents (39.9%) intended to leave their current job in two years or
less, while 60.1% intended to stay.

Reasons for staying in the job






Respondents who expressed an intention to stay in their current job were asked to
indicate the relevance of a range of factors to this intention.
The three most common reasons (i.e. with the highest percentages of ‘highly
relevant’ ratings) were ‘suitable working hours and/or days’ (59%), ‘personal or
family reasons’ (46%) and ‘convenient location’ (44%).
Three in 10 (31%) rated ‘lack of available alternatives’ as highly relevant.
Smaller percentages of respondents gave ‘highly relevant’ ratings to two further
items: ‘patients/service users are easy to work with’ (20%) and ‘too disruptive to
leave’ (17%).
A third of respondents described other reasons for their intentions. It was common
for these responses to comment positively on some aspects of the job (e.g.
colleagues or client work) and then make negative comments about other aspects
(e.g. poor management or planning, issues with recruitment, lack of promotional
opportunities, low pay, limited flexibility in working schedule and/or hours, and
levels of stress and burnout) or make suggestions for improving the service. Other
respondents commented that they needed to stay in the job to get clinical
experience, that they had longer-term plans and/or that they had heard from
colleagues that there were similar difficulties elsewhere.

Reasons for leaving the job







Respondents who expressed an intention to leave their current job were asked to
indicate the relevance of a range of factors to this intention.
Items with the highest frequencies of somewhat or ‘highly relevant’ ratings
(combined) were ‘better job opportunities elsewhere’ (69%) and ‘staffing levels a
problem’ (61%).
In addition, 38% indicated that the work environment being highly demanding was
somewhat or highly relevant, and 34% indicated that coming to the end of their
contract or training period, or retiring, was somewhat or highly relevant.
A further 29% gave somewhat or highly relevant ratings to ‘inconvenient workplace
location’, 22% indicated that personal or family reasons were somewhat or highly
relevant, and 19% indicated that suitability of working hours and/or days was
somewhat or highly relevant.
Of those who intended to leave, 47% described other reasons for their intentions. A
majority of responses reflected a combination of reasons, including burnout and
stress, lack of promotional opportunities, understaffing, lack of professional training
opportunities, poor management, pay and working conditions, and the
dominance of the medical model in the HSE.

Intention to leave the organisation and leave the profession



The overall mean on the intention to leave organisation index is 49%, indicating a
moderate overall intention to leave the organisation.
The scores on the intention to leave organisation index did not vary significantly by
gender, area of work, full-/part-time status or age group. However, the scores varied
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significantly by grade, whereby principal psychologists had the lowest mean
score (36%) with the scores of the other grades ranging from 47% to 55%.
The overall mean on the intention to leave profession index is 22%, indicating a low
overall intention to leave the profession.
The scores on the intention to leave profession index did not vary significantly by
gender, area of work, full-/part-time status or age group. However, the scores varied
significantly by grade, whereby assistant psychologists had the highest mean score
(34%) with the scores of the other grades ranging from 15% to 24%.

Regression analysis of intention to leave the organisation
The regression analysis showed that intention to leave the organisation is associated with:







fewer training and promotion opportunities
lower job skills match
lower levels of information sharing and participation in decision making
lower global job satisfaction
higher effort–reward ratio
lower organisational commitment.

Intention to leave the organisation was not associated with gender, employment grade or
full-/part-time status. However, younger psychologists (aged 50 or younger) were more
likely to intend to leave than older psychologists.
Further analyses of the impact measures (global job satisfaction, effort–reward ratio and
organisational commitment) underlined the role that training and promotion opportunities,
job skills match, and information sharing and decision making play both in ‘driving’ the
impact measures and predicting intention to leave the organisation.

Findings emerging from the qualitative data in respect of retention
Summary of positive aspects of working as a psychologist
Three main issues were identified as positive aspects of working as a psychologist: making a
difference to the lives of clients and their families, working with good colleagues and having
supportive managers.

Summary of challenges relating to the work of psychologists
The type of work undertaken by psychologists takes time and often requires intervention
over a long period. It was highlighted that a shortage of staff coupled with increases in
referrals has led to significant waiting lists. Increases in requests to carry out Assessments of
Need for children with disabilities were identified as particularly complex and time
consuming.
The length of the waiting list has an impact on both clients (in terms of getting access to
timely psychological interventions) and psychologists (who identified high levels of stress
and concern about their decisions regarding prioritisation). Managing the waiting list was
identified as requiring a balance between discharging people too early and ensuring people
are provided with a good service. Approaches highlighted include trying to work more
quickly, offering alternative approaches, reviewing the waiting list and even coming into
work while on leave.
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Summary of issues relating to the organisational context of psychologists
A number of issues were identified in respect of the organisational context of psychologists.
The organisational culture of the HSE was identified as problematic and, while it was
suggested that there was a culture of blame and lack of support, this commentary was not
extensive. Attention was drawn, however, to psychologists’ inadequate therapeutic and
office workspaces, and this was identified as having an impact on psychologists and clients.
Education, training, mentoring and supervision all elicited extensive commentary, and it is
clear these issues are of central importance to the work of psychologists. Attention was
drawn to the extensive educational preparation required to become eligible to work as a
psychologist in the HSE. It was also noted, however, that the HSE only pays for the training
of clinical psychologists and that those who have trained as educational, counselling or
forensic psychologists are viewed less favourably and have more limited opportunities. The
pilot project relating to the employment of over 100 assistant psychologists was welcomed,
but concerns were raised about the time psychologists had to allocate to supervising them
because they are not at psychologist grade. Concerns were also raised about their potential
allocation to a team instead of a fully qualified psychologist. While assistant psychologists
have the highest levels of intention to leave the organisation, this is explained by the shortterm nature of their contracts with the HSE.
Supervision was identified as a core issue for psychologists and it was highlighted that this is
a necessity for their work. A number of psychologists spoke about paying privately
themselves for supervision and for CPD activities.
Issues were also raised about the autonomy of psychologists, particularly when working in
teams where a psychiatrist is the lead clinician and where the approach adopted is
predicated on a medical model.
Pay was identified as an issue but, relative to other areas, the commentary on this was much
less extensive. This was also the case in respect of promotional opportunities; it was noted
that non-clinical psychologists have very little promotional prospects compared with clinical
psychologists. This issue was also identified in respect of senior psychologists.

Summary of reasons why psychologists stay or leave
Three key areas were identified as positive in the work of psychologists: making an impact
on people’s lives, working with good colleagues and having supportive managers. These
issues were also highlighted in respect of reasons for staying in the service, and the role of
managers in influencing personnel to stay is notable.
In general, psychologists spoke about multiple reasons for leaving, and these included the
stress and challenges of managing the waiting list, limited promotional opportunities, better
job alternatives elsewhere and personal reasons, including commuting.

Conclusions: recruitment of psychologists
Moderate levels of satisfaction with the recruitment process were reported by the 49.3% of
psychologists who had been in their current job for two years or less. Staff grade
psychologists had the lowest mean score on the recruitment index (43%) and this score was
significantly lower than that of psychologists in training (60%).
Two main issues were mentioned in the interviews in respect of recruitment of
psychologists: a shortage of qualified personnel, due to the lengthy training period for
psychologists and the limited number of training places made available, and the actual
recruitment process itself.
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Challenges in the recruitment process include an excessive number of steps and a lengthy
process. The use of a national panel was highlighted as problematic and it was noted that it
can hinder ensuring a good fit between new recruits and the particular job they are doing.
The interview and application process was described as difficult for psychologists, and the
accreditation and Garda vetting of psychologists takes a considerable period of time.

Conclusions: positive aspects of the work and the organisations
Psychologists have very positive perceptions of their co-workers, believe they have an
important impact on people’s lives and are highly engaged in their work.
These findings are reflected in the perceptions of co-workers (79%), impact (78%) and
engagement (77%) index scores and are also reflected in the two most common themes
related to the rewarding or enjoyable nature of their work (mentioned by 66.5% of
responses) and to having good colleagues, a good team or a good working environment
(64.2%). Among the respondents, 21.7% commented positively about their manager, and
these findings are similar to those from the interview data, where the three themes that
emerged in respect of positive aspects of the work and organisation were having making a
difference to people’s lives, having good work colleagues and having supportive managers.

Conclusions: caseload and waiting list
Psychologists perceive significant challenges in their work arising from their caseload, and
waiting lists were identified as an important source of stress and burnout.
The most common theme in terms of aspects of the job to change related to staff shortages,
waiting lists, filling posts quickly and/or ending the panel system (around 47%). Moderate
levels of satisfaction with caseload were reported by 45% of psychologists, although this
aspect was not significant in the regression analysis of intention to leave the organisation.
About 38% of those intending to leave their job rated the work environment being highly
demanding as somewhat or highly relevant, and 61% indicated that staffing levels are a
problem.
The issue of staffing levels also emerged strongly in the interview data, and it was
highlighted that a shortage of staff coupled with increases in referrals has led to significant
waiting lists. The length of the waiting list has an impact on both clients (in terms of getting
access to timely psychological interventions) and psychologists (who identified high levels of
stress and concern about their decisions regarding prioritisation).

Conclusions: training and promotion opportunities
There are limited training and promotion opportunities for psychologists, and they have low
levels of satisfaction with this area, which has the third lowest overall mean index score
(41%).
About one in five (19.2%) of respondents commented that support (including the provision
of allocated time and funding for participation in training, professional development and
research) was an aspect of their job they would change. This was also reflected in the
regression analysis, where fewer training and promotion opportunities were identified as
being significantly associated with intention to leave. Additional analysis of the impact
measures (global job satisfaction, effort–reward ratio and organisational commitment) also
underlined the important role that training and promotion opportunities (as well as job skills
match and information sharing and decision making) play in driving the impact measures
and predicting intention to leave the organisation.
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Education, training, mentoring and supervision all elicited extensive commentary in the
interview data, and it is clear that these issues are of central importance to the work of
psychologists. Attention was drawn to the extensive educational preparation required to
become eligible to work as a psychologist in the HSE. It was also highlighted, however, that
the HSE only pays for the training of clinical psychologists and that those who have trained
as educational, counselling or forensic psychologists are viewed less favourably and have
more limited opportunities, particularly in terms of promotion. Supervision was identified as
a core issue for psychologists and it was noted that this is a necessity for their work. A
number of psychologists spoke about paying privately themselves for supervision.

Conclusions: employer support, information sharing and decision making
Psychologists are dissatisfied with the level of support provided and with the level of
information sharing and involvement in decision making. These factors accounted for the
two lowest mean index scores, at 39% (employer support) and 36% (information sharing and
decision making) respectively.
Many psychologists are dissatisfied with the level of support they receive from their
employer and feel there are low levels of information sharing and participation in decision
making. The interview data highlighted a number of issues in respect of the organisational
context for psychologists, and the culture of the HSE was identified as problematic. While it
was noted that there is a culture of blame and a lack of understanding and support, this
commentary was not extensive.

Conclusions: therapeutic and office workspace
Psychologists are unhappy with the therapeutic space available to them to work with clients.
It was noted that the workspace is an important tool in providing a psychology service and is
a basic requisite for the work being carried out.
Three in ten (29.3%) of respondents indicated that they would like to see improvements to
facilities, most commonly therapeutic and clinical space, as well as improvements in
administrative support and/or IT systems.
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Section 6: Findings relating to radiographers
Overview of findings from radiographers
This section presents the study’s findings relating to radiographers, most of whom (78.6% of
the sample) were working in the Health Service Executive (HSE) at the time of the study
(13.1% were working in voluntary settings and 8.3% in private settings). The numbers
working in private settings are very small and caution should be taken when interpreting
findings for this group. Parts 1–5 draw from the quantitative survey data, while Parts 2 and 6
draw on the qualitative interview data. Supporting detail and data are provided in the Data
Appendix.
Part 1 provides a profile of radiographers’ work characteristics and their perceptions of the
job and of the organisation.




The first section of this part describes the work characteristics of radiographers (e.g.
normal working schedule).
The second section provides a description of the coded themes from the text
responses of radiographers that show (i) the aspects of the job that they like most
and (ii) the aspects of the job that they would most like to change.
The third section describes radiographers’ perceptions of their job and organisation,
as measured by 16 themed index scores.

Part 2 describes recruitment issues.


This part concerns only those respondents who had been in their current job for two
years or less. Scores on two relevant indexes (perceptions of the recruitment
process and job expectations) are examined, including responses to individual items
making up the indexes. Relationships between these indexes and others are
explored.

Part 3 describes retention issues.




Percentages of radiographers who intended to stay in and leave their current job in
the next two years are presented, along with their ratings of the relevance of a
range of factors in their intentions to stay or leave.
The coded text responses (described in Part 1) of the ‘stay’ and ‘leave’ groups are
compared.
Then, scores on two relevant indexes (intention to leave organisation and intention
to leave profession) are examined, including responses to individual items making up
the indexes. Relationships between these indexes and others are explored.

Part 4 describes a regression analysis of respondents’ intention to leave the organisation.


The regression examines the extent to which three ‘blocks’ of characteristics
(individual and employment characteristics, perceptions of job and organisation, and
impacts) predict respondents’ intention to leave the organisation.

Part 5 describes a regression analysis of impact characteristics.


A set of ‘driver-type’ regression analyses examines the interrelationships between
the perception measures and the impact measures that are significantly associated
with intention to leave the organisation (from the analysis in Part 4).

Part 6 describes the qualitative results from the interviews with radiographers.
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This part provides an insight into the key issues arising for radiographers, based on a
thematic analysis of the interview data.

Part 7 presents a summary and conclusions.


This part considers the main issues arising from the qualitative and quantitative
findings and draws conclusions about the retention and recruitment of
radiographers.

All analyses are weighted to provide nationally representative estimates on the basis of
grade and full-/part-time status (see Table 6, in Section 2: Methodology).

Part 1: Work characteristics and perceptions of job and organisation
Work characteristics
This part presents information on the working characteristics of radiographers. Section 2:
Methodology provides additional demographic and employment information (e.g. gender,
age group, grade).
A majority of respondents (64.8%) had been working as a radiographer for 11 years or more,
while 5.9% had been working in this profession for two years or less, and the remainder
(29.3%) for between 2 and 10 years. Figure 64 indicates some movement between jobs and
organisations: for example, 17.3% had been in their current organisation for two years or
less, and 26.6% had been in their current job for two years or less.
Figure 64: Years working as a radiographer, in current organisation and in current job
0%

20%
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Note. 6.4% of respondents did not answer this question.

Figure 65 shows radiographers’ normal weekly working hours and whether or not they had
worked on call over the past four weeks. Just under three-fifths (59.1%) normally worked
31–40 hours per week, while 19.2% normally worked over 40 hours per week and 21.7%
normally worked up to 30 hours per week. A majority (84.5%) of respondents had been on
call in the past four weeks; of these, about four in five had worked on-site while one in five
had worked off-site.
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Figure 65: Normal weekly working hours and on-call work in the past four weeks reported
by radiographers
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Figure 66 shows information about the working schedules of radiographers. In line with the
nature of the service, working schedules were spread across day time, evenings, night time
and weekends, with a majority of usual work scheduled during daytime hours. During the
four weeks preceding the survey, 16.2% of respondents had usually worked on call, while
40.9% had sometimes been on call and 42.9% had not worked on call. Additionally, 11.8%
had usually worked more than one hour after their shift ended, and a further 15.8% had
sometimes done this.
Figure 66: Working schedules of radiographers over the four weeks preceding the survey
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Never (on no occasion over the previous four weeks)
Note. 8.5% of respondents did not answer this question.

Figure 67 shows the frequency with which radiographers reported working overtime with
pay, without pay and with time in lieu. Working overtime with pay was common, with 76.5%
of respondents doing this once a fortnight or more often. This is related to the on-call
system that is in place in respect of radiographers. Time in lieu was also relatively common:
58.6% did this once a fortnight or more often (this is again related to the on-call system).
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10.6

Working overtime without pay was reported once a fortnight or more often among a third of
radiographers (33.0%), whereas 24.0% did this once every one to three months while 42.9%
never worked overtime without pay.
Figure 67: Frequency with which radiographers reported working overtime with pay,
without pay and with time in lieu
0%

20%

40%

Frequency of overtime with pay

Frequency of overtime without pay

Frequency of time in lieu

Once a fortnight or more often

60%

80%

76.5

33.0

100%

11.3 12.2

24.0

42.9

58.6

26.9

Once every 1-3 months

14.5

Never

Note: not all columns add to 100% due to rounding.

Figure 68 shows the normal amount of time taken to get to work reported by radiographers.
Commute times varied: while a majority (62.3%) took 30 minutes or less to get to work,
30.7% took between 31 minutes and an hour, and 7.0% took more than an hour to get to
work.
Figure 68: Normal time taken to get to work reported by radiographers
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Note. 6.2% of respondents did not answer this question.
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Commentary on the job: positive aspects and aspects to change
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job
Figure 69 shows the percentages of radiographers who mentioned each of 12 themes
identified in response to the question ‘Please describe the three most positive things about
your current job’ (4.6% did not make any comment).
The two most common themes related to the interesting, rewarding or varied nature of the
work (65.8% of responses included this theme) and having good colleagues, a good working
environment or good standards of care (60.8% of responses). In addition, 18.5% commented
positively about the work conditions (e.g. small amount of on-call work, better work–life
balance and leave), 12.8% commented positively about flexibility in working arrangements
and 11.0% mentioned that the location of the work was convenient.
A small minority commented positively about job security and/or pay (9.8%), on
opportunities for training and/or professional development (8.3%) and good facilities and/or
equipment (5.9%).
Other themes emerged less frequently: 5.3% commented positively about management,
5.1% commented specifically on enjoying the teaching or managing aspects of their work,
4.5% commented that they liked working with technology and/or commented positively on
advances in technology, and 3.8% commented that on-call work was a source of extra
income.
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Figure 69: Coded themes in response to the question ‘Please describe the three most
positive things about your current job’
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Aspects of the job respondents most wanted to change
Figure 70 shows the percentages of radiographers who mentioned each of 14 themes
identified in response to the question ‘Please describe the three things that you would most
like to change about your current job’ (4.6% did not make any comment).
The most commonly mentioned theme related to pay increases, addressing pay equity
issues and/or addressing pay restoration (43.1%). Respondents pointed out that their basic
pay lagged behind that of their other allied health professional colleagues and that it was
unfair to have to do on-call work to be able to afford to live; others commented that there
should be a pay increase in recognition of additional qualifications and/or modalities; some
commented that ultrasonographers should be paid more due to their higher levels of
responsibility; and some of the comments mentioned the need to restore pay to (at least)
the levels seen prior to the post-2008 financial crisis. A small number of respondents
commented that the basic wage is too low to afford Dublin’s living costs.
The second most common theme, emerging in 35.6% of comments, related specifically to
working conditions and/or work–life balance. There were varied aspects to this: for example,
respondents commented that the amount of on-call work required was unsustainable; the
workload was too much, leading to safety risks and risk of burnout; the on-call shifts were
too long; and/or the rest periods between on-call work and normal work were too short. A
small number of comments indicated that there were (unfair) differences in the number of
hours they were expected to work in comparison with their colleagues.
Also, 22.4% of respondents indicated that they would like to see an increase in staffing
levels, mainly among radiographers but also support and admin staff. This theme is closely
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related to the theme of working conditions and/or work–life balance described above in that
they tended to co-occur.
A little over one in five (21.8%) indicated that they were unhappy with the opportunities for
progression available to them – in particular, the shortage of senior grades and the lack of
recognition for having studied and/or qualified in specialised areas. Some of the comments
mentioned the UK’s grading structure for the radiology profession and suggested that the
Irish structure should be brought in line with the UK’s in this regard.xiv
A similar number (21.6%) commented negatively on on-call work conditions. They felt that
the rate of pay for on-call work was too low given the high workload and level of
responsibility coupled with unsociable hours and thought that, since it is taxable, it should
also be pensionable. Some suggested that the on-call system should be replaced with shift
work. Respondents commented that the volume of on-call work was very high (as high as
daytime work) and that this was unsustainable. On-call work usually entails working as the
sole radiographer without the support of a second radiographer and/or support staff; this
was a source of safety concerns among some. A few of the comments mentioned the poor
facilities (for food and/or rest) available to them when on call.
Around one in five radiographers (19.1%) commented that support for training and
development was poor and wanted to see financial support, study leave and/or incentives
for achieving further qualifications or training. This theme often arose in conjunction with
commentary on career progression (described above). A small number of these comments
indicated that some work settings had a training budget for radiographers while others did
not.
The need for better facilities was mentioned by 14.4% of respondents. Most commonly
these comments related to frustration and safety concerns regarding working with outdated
or faulty equipment, or the need for more equipment to cover the caseload. Some of the
comments mentioned other aspects, such as parking facilities, the canteen and IT systems,
but these were in the minority.
One in seven or so respondents (14.1%) commented on the need for improvements to
management, specifically in terms of planning, accountability and/or structures; 12.7%
commented that they would like to see more support and respect from management and
other healthcare disciplines for their work.
Just over one in ten respondents (11.3%) commented that the management of the workflow
and/or rota needed to be improved, while 10.9% wanted more flexible working
arrangements, such as the possibility of working reduced hours or taking parental or unpaid
leave. Also, some respondents commented that they had to book annual leave a year in
advance and felt that this was too rigid. These two themes overlapped with comments about
working conditions in general and on-call conditions in that they tended to co-occur.
Between 2.5% and 8.8% made comments for the following measures:




improve work environment, communication or morale (8.8%) (commonly occurring
alongside comments on working conditions and management)
provide more autonomy and/or input into decision making (7.1%)
provide more support for the physical demands of the work (2.5%).

xiv

Information on the UK system is available from the Society of Radiographers
(https://www.sor.org/about-radiography/career-radiography).

242

Figure 70: Coded themes in response to the question ‘Please describe the three things that
you would most like to change about your current job’
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Perceptions of job and organisation
Figure 71 presents the means for radiographers on 16 index measures that were included in
the survey. Four additional indexes relating to recruitment and retention are examined in
more detail in Parts 2 and 3. All indexes are expressed as percentages (see Section 2:
Methodology for more information), and higher scores indicate more positive outcomes.
One ‘negative’ scale (burnout) has been reverse scored for this section (to low burnout) in
order to allow for comparisons with the ‘positive’ scales.
The three indexes with the highest scores (ranging from 71% to 81%) are:




impact (81%)
perceptions of co-workers (76%)
engagement (71%).

This indicates that radiographers generally perceive their job to have a positive impact on
others, have positive perceptions of their co-workers and are highly engaged in their work.
The three indexes with the lowest scores (ranging from 26% to 33%) are:




satisfaction with pay (26%)
information sharing and decision making (29%)
work–life balance (33%).

This indicates that a majority of respondents are dissatisfied with their pay, feel that there is
a low level of information sharing and participation in decision making, and are experiencing
a poor work–life balance.
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Five of the remaining 10 indexes have low to moderate average scores (37–42%), i.e.
satisfaction with on-call rota (37%), employer support (39%), perceptions of manager (39%),
training and promotion opportunities (42%) and low burnout (42%).
An additional three indexes have moderate average scores, i.e. job satisfaction (specific)
(45%), autonomy (46%) and organisational commitment (50%).
The remaining two indexes have moderate to high average scores (58–67%), i.e. job
satisfaction (global) (58%) and perceived quality of workplace (67%).
Effort–reward ratio is an additional measure that is not included in Figure 71 since it is on a
different metric to the 0–100 scale of the indexes: radiographers had a mean effort–reward
ratio of 1.71, meaning that they put in 1.7 times more effort than the reward experienced in
their work.
A small number of these measures vary significantly by grade, sector, gender, age group
and/or full-/part-time status. See the Data Appendix for detailed results.
Figure 71: Index scores (perceptions of job and organisation) for radiographers
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Part 2: Recruitment issues for radiographers
Just over one-quarter of respondents (27.3%) had been in their current job for two years or
less. These 27.3% responded to questions about the recruitment process and their job
expectations.

Recruitment process
This index measures radiographers’ perceptions of the efficiency and fairness of the
recruitment process. Higher scores indicate more positive perceptions.
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The overall score on the recruitment process index is 58%, indicating a moderate to high
level of satisfaction. For example, 63% of respondents were satisfied with the interview
process (Figure 72).
Figure 72: Responses to items on the recruitment process index

Recruitment process (new recruits only)
Information provided about the job

14

Job application process
Interview process

26

63
24

10

53

25

65

40

Induction / orientation received on commencing job
Dissatisfied

62

22

23

Length of the overall recruitment process

63
12

15

Communication from the recruiting organisation
Fairness of the recruitment process

23

34
Neutral

18
16

42
49

Satisfied

Note. Percentages are based on respondents who had been in their current job for two years or less (27.3% of all
respondents).

Satisfaction with the recruitment process was most strongly related to:






satisfaction with on-call rota (.510)
training and promotion opportunities (.507)
work–life balance (.445)
job expectations (.444)
perceptions of manager (.441)

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The recruitment process scores do not vary significantly by gender, grade, sector, age group,
or full-/part-time status.
See the Data Appendix for more detail.

Job expectations
This index measures radiographers’ perceptions of the extent to which job expectations
matched job experiences. Higher scores indicate more positive perceptions.
The overall score on the job expectations index is 68%, indicating a relatively high level of
match between expectations and experience. For example, 64% of felt that the job met their
original expectations (Figure 73).
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Figure 73: Responses to items on the job expectations index

Job expectations (new recruits only)
My job responsibilities turned out to be what I
expected (RC)

72

My working conditions turned out to be what I
expected (RC)

59

This job meets my original expectations (RC)

Yes

64

Neutral

6

5

22

36

5

31

No

Note. Percentages are based on respondents who had been in their current job for two years or less (27.3% of all
respondents). ‘RC’ indicates that the item has been reverse coded to produce the index score. See Section 2:
Methodology for more detail.

The job expectations index scores were most strongly related to:






job satisfaction (global) (.633)
satisfaction with on-call rota (.505)
effort–reward ratio (−.492)
job satisfaction (specific) (.478)
burnout (−.474).

In addition, the job expectations index scores were moderately to strongly correlated with
the intention to leave organisation (−.46) and intention to leave profession indexes (−.39).
(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
The job expectations scores do not vary significantly by grade, gender, sector, age group or
full-/part-time status.
See the Data Appendix for more detail.

Issues arising from interviews in respect of recruitment of radiographers
The findings in respect of recruitment highlighted a number of challenges and key issues,
including:




the length of the process
the creation of a panel
the availability of qualified radiographers.

While there was some agreement that it was important to conduct appropriate checks on
personnel being appointed to radiographer jobs, that ‘they’re [personnel in the National
Recruitment Service] very right to be as thorough as they are’ and ‘they [personnel in the
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National Recruitment Service] are very nice people’, there was nevertheless a lot of
frustration expressed around the recruitment process.
Comments such as ‘there’s layers and layers to the whole thing’ and statements that it is
‘ridiculous’, ‘horrendous’, ‘a nightmare’, ‘takes too long’ and ‘does not work’ were made
throughout the interviews, and a number of radiographer managers, particularly in larger
HSE hospitals, suggested that the recruitment process is one of the biggest challenges they
experience in their work.

Length of the recruitment process
A number of participants, mainly radiographer managers, highlighted the length of time it
takes replace staff who leave. Examples of the length of time taken included zero to three
months, seven to eight months and 18 months, and one person had been on a panel for ‘it
seems like 100 years’. One person noted:
It’s ridiculous how long it takes for a radiographer to be replaced when one leaves
due to that system.
One participant stated that:
The problem with even getting staff is that it can take nearly a year between us
advertising someone, advertising a post and getting them in.
It was suggested this placed HSE hospitals at a significant disadvantage relative to voluntary
and private hospitals, which ‘just run their own campaign… and can actually have somebody
in situ in eight weeks’. This manager went on to say:
It’s just not an even playing field. If you’re managing in a voluntary hospital, you can
get somebody in 8 to 12 weeks. From start to finish. If you’re in an HSE hospital, it’s
0–12 months. And if it’s a senior grade, it’ll definitely be a year. You have to run the
campaign in the HSE. I have one… all the forms [were] signed [and] sent up to
Manorhamilton [several months previously]. It was advertised two weeks ago… And
that’s me replying to every email within an hour of [them] being sent from
Manorhamilton. I have another one that I sent up just before [several months ago].
And I got an email during the week saying, ‘You’re now on a list.’ This is [eight
months later]. ‘You’re now on a list. Somebody will be in touch with you over the next
few weeks.’
Another manager supported this assertion, saying:
I have a [name of specialist area job] that I’m trying to interview. It’s gone through
all the hoops in the hospital, which is a nightmare anyway. Employment committee,
make sure my WT [Whole Time Equivalent number] is correct. It’s a replacement
post. It should be pretty straightforward. It’s gone to the National Recruitment
Service [NRS]. The NRS has advertised it. We have somebody here who has applied
for it. I said when’s the interview going to be? I get told it is in the queue. They will
not tell me how long the queue is. They will not tell me where it is in the queue. Then
it’s a different person dealing with it every time I ring.
The advantages of the voluntary sector were confirmed by a radiographer manager working
in this area, who noted:
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We’ve been kind of lucky in the fact that we do our own recruitment here, so we’re a
voluntary hospital and so we can be quite dynamic in how we recruit. We can… If I go
down to recruitment tomorrow I can set up a panel fairly quickly and pull people off
a panel and stuff like that… And I believe… they [radiographer managers in the HSE]
have awful difficulties… I think there can be quite a lot of red tape and it can be quite
slow.
Vetting was highlighted as problematic, particularly when waiting to appoint radiographers
from other countries. One person noted:
So, they’re all waiting. So, we’ve got the staff. We’ve got the people waiting on travel
visas. Then they’re waiting on recruitment. Like, where I interviewed for somebody
[several months previously], we are still waiting on vetting.

Panel
A panel is formed following interviews and then radiographers are appointed from the panel
as posts come up. One manager explained:
And they have a National Basic Staff Grade Panel… So, if I have a vacancy in [a
hospital] and I put through for staff grade, I just get the next person on the panel.
It was explained that some people remained on a panel from previous years and that,
consequently, newly interviewed radiographers who were placed on the panel were
positioned at a lower number than those individuals. When a new post is available,
however, an expression of interest is sent to the first approximately 30 on the panel and
that, if they respond that they want to work in the specific hospital, the person who is
highest on the panel is appointed. However, this is considered to be very problematic, and it
was suggested that ‘none of us are happy with that. None of the managers are happy with
that methodology.’ The reason given was that the manager does ‘not know who they [the
new recruit] are – I’ve never met them’ and:
I only know who I’m getting when all the contracting is done, and then they give me
a phone number to call and set up a start date.
The importance of ‘knowing who you are getting’ was highlighted, and one manager stated
that:
I have gauged for myself where they [a specific person the manager wished to hire]
are on the panel, so I only put jobs [out there when]… I believe [that person is] about
next [on the panel in terms of the numbering system] and it has worked out for me
three times, because I’ve got the person who’s already working here.
It was also noted that when requests for expressions of interests from radiographers on the
panel do not generate any responses ‘then we have to go to our local HR to try to get a
bespoke campaign. And that just takes forever.’

Availability of qualified radiographers
It was noted that there is only one radiography education programme in Ireland, and this
takes place at University College Dublin. Some consideration was given to those undertaking
the radiography course and it was suggested that some do not have a good sense of what
the job entails. In relation to young people undertaking the degree, one radiographer
manager said:
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I never took students before. I took [number of students] this year. And none of them
had an idea what radiography was when they set foot here. Even though they’d been
a couple of months in college. And what one [undergraduate] said to me [was], ‘Oh, I
was hoping I’d like it.’ Now, s/he did unfortunately leave us.
It was also highlighted that many staff are recruited from the UK, and one manager noted:
I think when it comes to recruitment, if Brexit goes ahead, we’re in big trouble,
because for years [there] has only been a very small cohort of people who have been
trained in Ireland, and we have been [depending on UK-trained radiographers].
It was also suggested that new graduates are offered jobs in the bigger hospitals by the time
they graduate and this means the other hospitals ‘have no pool to pull from’. It was noted
that ‘it’s a huge problem’.
One manager noted that, since the requirement for radiographers to register with CORU
(the Health and Social Care Professionals Council), there has been a significant reduction in
the number of radiographers coming to work from Northern Ireland:
And since [the requirement to register with] CORU has come in anybody coming in
from Northern Ireland or the UK – it takes six months for them to register… And
that’s a massive problem, and so really what’s happened is they’ve stopped coming,
only the ones that are really, really determined to come.
It was noted that this is a particular problem for those hospitals based near the border.

Initiatives to deal with the recruitment process
A number of radiographer managers highlighted the use of fixed-term contracts to get over
the lengthy recruitment process. One radiographer manager said:
We recruit locally. We just tell them, ‘We’re going to give you a temporary contract
and you can apply for the permanent post when the panel is being formed.’
Other managers mentioned the use of social media (e.g. Twitter and LinkedIn accounts) to
promote their own service. Some had developed booklets setting out ‘this is what we do,
these are your training opportunities, this is [a] lovely place to live’.
Some managers highlighted the importance of encouraging radiography students to come
back to the hospital to take up posts on a temporary basis and of facilitating them to take
time out to do further education or to travel. One hospital was reported to have set up an
exchange programme with a hospital in another country, and this was noted as having had a
positive impact.

Summary of issues arising in respect of recruitment of radiographers
In summary, the recruitment process was identified as very challenging, and an extensive
and lengthy process is required to fill posts. It was suggested that the creation of a national
panel has been very problematic for two reasons. First, the manager of the service a
radiographer is being allocated to has no knowledge of the individual and is, therefore,
unable to make a judgement as to whether the person is suitable for the job or not. Second,
it was noted that radiographers could be on the panel for an extensive period of time, and
when an expression of interest is circulated it may not get any responses.
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The availability of radiographers was also noted to be problematic as there is only one
radiography undergraduate programme in Ireland. While radiographers are recruited from
the UK, it was noted that this could be a problem post-Brexit. Recruiting radiographers from
Northern Ireland was also highlighted as having become more difficult recently due to delays
with CORU registration. Local initiatives include giving radiographers short-term temporary
contracts and publicising the work of the unit and the benefits of working there.

Part 3: Retention issues for radiographers
Percentages intending to stay in or leave current job
Respondents were asked whether they intended to stay in or leave their current job in the
next two years. The responses are shown in Figure 74. In order to form two groups (stay and
leave), ‘definitely leave’ and ‘probably leave’ were recoded as ‘leave’, and ‘definitely stay’
and ‘probably stay’ were recoded as ‘stay’.
About one in three respondents (34.0%) intended to leave their current job in two years or
less, while 66.1% intended to stay.
Figure 74: Responses to the question ‘In the next two years, do you intend to leave your
current job, or do you intend to stay’?
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Note. 5.6% of respondents did not answer this question. Totals may not add to 100% due to rounding.

Relevance of factors for intending to stay in current job
Respondents who expressed an intention to stay in their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 75. The three
most common reasons were ‘suitable working hours, days and/or rota’ (58%), ‘personal or
family reasons’ (52%) and ‘convenient location’ (48%). In addition, one in three (32%) rated
‘lack of available alternatives’ as highly relevant. One in four (25%) rated ‘too disruptive to
leave’ as highly relevant, while 24% rated ‘patients/service users easy to work with’ as highly
relevant.
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Figure 75: Ratings of the relevance of various factors for intending to stay in current job for
the next two years

Relevance of factors for intending to stay
Suitable working hours / days / rota

11

6
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20
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Neutral
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Other reason(s) to stay

58

20

22
8

25

32
33

25

32

48

24

52
46

Somewhat relevant

14

19

Highly relevant

Note. This question was answered by the 66.0% of respondents who expressed an intention to stay in their
current job for the next two years. Not all columns add to 100% due to rounding.

Of those who intended to stay, 20% described other reasons for their intentions. Many of
these comments reiterate the issues raised in Part 1, i.e. pay and working conditions
(particularly work–life balance and number of hours worked), on-call work conditions and
lack of promotion opportunities elsewhere. Some respondents indicated that their work
colleagues and/or work environment kept them in their current jobs.

Relevance of factors for intending to leave current job
Respondents who expressed an intention to leave their current job were asked to indicate
the relevance of a range of factors to this intention. These are shown in Figure 76.
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Figure 76: Ratings of the relevance of various factors for intending to leave current job in
the next two years

Relevance of factors for intending to leave
Working hours / days / rota not suitable
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Work environment too demanding
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Work too physically demanding
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8
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56

Coming to the end of a contract / training
programme / retiring
Other reason(s) to leave

24
36

Taking a career break but intend to return within five
years

Neutral

36

56
10

28

25

14

Location of workplace inconvenient
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27

11
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Better job opportunities elsewhere

9

8 3
10 5 3

13

38
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Note. This question was answered by the 34.0% of respondents who expressed an intention to leave their
current job in the next two years. Not all columns add to 100% due to rounding.

The three reasons with the highest percentages of ‘highly relevant’ ratings were ‘better job
opportunities elsewhere’ (43%), ‘staffing levels a problem’ (39%) and ‘work environment too
demanding’ (36%). Also, 28% rated ‘working hours, days and/or rota not suitable’ as highly
relevant, 26% rated ‘work too physically demanding’ as highly relevant and 24% indicated
that personal or family reasons were highly relevant.
Smaller percentages rated the following as highly relevant: ‘location of workplace
inconvenient’ (11%), ‘patients/service users difficult to work with’ (8%), ‘taking a career
break but intend to return within five years’ (3%) and ‘coming to the end of a contract or
training programme, or retiring’ (3%).
Of those who intended to leave, 47% described other reasons for their intentions. Again,
reasons varied, and many responses reflected a combination of reasons. The most
frequently cited reasons were poor pay and/or a lack of promotion opportunities, financial
reasons, poor working environment or management, and poor working conditions and/or a
lack of flexibility. Some respondents indicated plans to travel and/or change careers.
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Commentary on positive and negative aspects of the job: ‘stay’ and ‘leave’
groups
The ‘stay’ and ‘leave’ groups were compared on their responses to the two questions
described in Part 1 of the results, above (i.e. aspects of the job that they liked the most, and
aspects that they would like to see changed).
A series of chi-square tests (stay/leave by presence/absence of each specific theme)
indicated just three significant differences between the stay and leave groups on these
themes:




(positive aspect) enjoy teaching and/or managing aspects of the job (leave: 2%; stay:
10%; p (chi-square) = .010)
(positive aspect) good facilities or equipment (leave: 9%; stay = 4.5%; p (chi-square)
= .037)
(aspect for change) more opportunities for progression and/or grade restructure
(leave: 29%; stay: 18%; p (chi-square) = .002).

These results indicate that the leave group were less likely than the stay group to comment
on enjoyment of the teaching or managing aspects of the work (possibly because these
aspects were less likely to feature in their roles) and more likely to comment positively on
the facilities or equipment in their workplace (possibly in the perceived absence of many
other positive aspects of the job). The leave group was also more likely to comment on the
need for more opportunities for progression and/or grade restructuring than the stay group.

Intention to leave the organisation and leave the profession
These two indexes measure radiographers’ intention to leave their current organisation and
the radiography profession. They are constructed from two related questions, which are
described together in this section. On both scales, higher scores indicate a higher intention
to leave.
The overall mean on the intention to leave organisation index is 48%, indicating a moderate
overall intention to leave the organisation. This index comprises the first item in the first
graph below and the first and second items in the second graph below (Figure 77).
The overall mean on the intention to leave profession index is 36%, indicating a low to
moderate overall intention to leave the profession. This index comprises the second item in
the first graph below and the third and fourth items in the second graph (Figure 77).
About two-fifths (39%) of radiographers indicated that they thought about leaving the
organisation often or all of the time, and 29% thought about leaving the radiography
profession often or all of the time (first graph). About one in five radiographers (21%)
indicated that it was likely that they would leave their organisation within the next year,
while 9% indicated that it was likely that they would leave the radiography profession within
the next year (second graph).

253

Figure 77: Responses to items on the intention to leave job and intention to leave
organisation indexes

Frequency of intention to leave
Think about leaving the organisation

27

Think about leaving the radiography profession

Never or Rarely

35

43

Occasionally

39

28

29

Often or All the time

Likelihood of intention to leave
Likelihood of searching for a job in another
organisation
Likelihood of leaving the organisation within the next
year
Likelihood of leaving the radiography profession
within the next year
Likelihood of exploring career opportunities outside
of radiography
Unlikely

30

19

51

59

20
77

49
Neutral

21
14

16

9

35

Likely

Note. 6.0–6.5% of respondents did not answer these questions. Not all columns add to 100% due to rounding
Intention to leave organisation is composed of the first item in the first graph and the first two items in the
second graph. Intention to leave profession is composed of the second item in the first graph and the third and
fourth items in the second graph.

The scores on the intention to leave organisation index were most strongly correlated with:






intention to leave profession (.588)
job satisfaction (global) (−.534)
job expectations (new recruits only) (−.464)
organisational commitment (−.460)
effort–reward ratio (.410).

The scores on the intention to leave profession index were most strongly correlated with:






intention to leave organisation (.588)
job satisfaction (global) (−.469)
engagement (−.399)
job expectations (new recruits only) (−.390)
effort–reward ratio (.372)

(For further detail, see the Data Appendix, which shows intercorrelations between all index
scores.)
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The scores on the intention to leave organisation index did not vary significantly by gender
or sector (HSE, voluntary or private). However, the scores varied significantly by grade,
full-/part-time status and age group. Clinical specialists (41%) had a significantly lower score
on the intention to leave organisation index than basic grade radiographers (52%), with the
scores of the other grades ranging from 45% to 49%. Part-time employees (42%) had
significantly lower index scores than full-time employees (50%). Older radiographers, aged
41–50 years (44%) and 51 years or older (34%), had significantly lower scores than younger
radiographers, aged 21–30 years (57%) and 31–40 years (52%).
The scores on the intention to leave profession index did not vary significantly by gender,
sector (HSE, voluntary or private), full-/part-time status or age group. However, the scores
varied significantly by grade, whereby clinical specialists had the lowest mean score (29%)
(with the scores of the other grades ranging from 34% to 43%).
See the Data Appendix for more detail.

Part 4: Regression analysis of intention to leave the organisation
Introduction
This part presents the results of a multiple regression analysis of radiographers’ intention to
leave the organisation. An advantage of multiple regression is that it allows the examination
of multiple respondent characteristics simultaneously, thereby providing an indication of
which are the most important in predicting the outcome.
In line with the theoretical framework guiding this study, the variables are categorised into
three blocks: individual and employment characteristics (or controls), perceptions of job and
organisation and impacts (Table 35).
Table 35: Explanatory variables in the regression model of radiographers’ intention to
leave the organisation
Block

Block 1:
individual and
employment
characteristics
(controls)

Block 2:
perceptions of
job and
organisation

Measure

Description/comment

Gender

Male is the reference group

Grade

Basic grade, senior grade, clinical specialist, radiography
services manager 1 and 2; basic grade is the reference group

Full-/part-time status

Part time is the reference group

Sector

HSE, voluntary, private; HSE is the reference group

Age group

21–30, 31–40, 41–50, 51 or older; 41–50 is the reference
group

Autonomy

Index; higher scores indicate a more positive outcome

Impact

Index; higher scores indicate a more positive outcome

Satisfaction with pay

Index; higher scores indicate a more positive outcome

Information sharing and
decision making

Index; higher scores indicate a more positive outcome

Perceived quality of workplace

Index; higher scores indicate a more positive outcome

Satisfaction with on-call rota

Index; higher scores indicate a more positive outcome

Employer support

Index; higher scores indicate a more positive outcome
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Block

Block 3: impacts

Measure

Description/comment

Training and promotion
opportunities

Index; higher scores indicate a more positive outcome

Perceptions of co-workers

Index; higher scores indicate a more positive outcome

Perceptions of manager

Index; higher scores indicate a more positive outcome

Engagement

Index; higher scores indicate a more positive outcome

Work–life balance

Index; higher scores indicate a more positive outcome

Job satisfaction (specific)

Index; higher scores indicate a more positive outcome

Job satisfaction (global)

Index; higher scores indicate a more positive outcome

Burnout

Index; higher scores indicate a more negative outcome

Effort–reward ratio

Ratio of effort–reward; higher scores indicate a more negative
outcome

Organisational commitment

Index; higher scores indicate a more positive outcome

To facilitate interpretation, a summary of findings is presented alongside the more detailed
regression results. Section 2: Methodology provides a technical description of how the
models were built.

Results
Table 36 provides a summary of the regression analysis, while Table 37 shows the more
detailed model output. The results indicate that:








In Model 1, the only individual and employment characteristic associated with
intention of leaving the organisation is age (gender, grade, full-/part-time status and
sector are not significant). The effects of age are quite weak (as indicated by the rsquare value of .079).
In Model 2, which includes measures of perceptions of job and organisation, 5 of the
10 indexes examined are significant predictors of intention to leave the organisation:
perceptions of manager, training and promotion opportunities, employer support,
satisfaction with pay and perceived quality of workplace. The control variable (age)
is still statistically significant in the presence of these perception measures.
In Model 3, three of the seven impact measures are significant: global job
satisfaction, organisational commitment and effort–reward ratio. Again, the control
variable (age) is still statistically significant in the presence of these perception
measures. The driver-type analysis in Part 5 examines this finding further, i.e. it
examines which of the perception measures serve to drive these three impacts.
Model 2 (perceptions of job and organisation) explains 31% of the variation in
intention to leave the organisation, while Model 3 (impacts) explains 38% of the
variation in intention to leave the organisation.

Table 36: Summary of regression of radiographers’ intention of leaving the organisation
Characteristics unrelated to likelihood of
leaving current organisation

Characteristics related to likelihood of leaving
current organisation

Individual and employment characteristics (controls)
Gender

Age group (younger more likely to leave)

Grade
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Characteristics unrelated to likelihood of
leaving current organisation

Characteristics related to likelihood of leaving
current organisation

Sector (HSE, voluntary or private)
Full-/part-time status
Perceptions of job and organisation
Autonomy

Poorer perceptions of manager

Impact

Fewer training and promotion opportunities

Information sharing and decision making

Lower levels of employer support

Satisfaction with on-call rota

Lower satisfaction with pay

Perceptions of co-workers

Lower perceived quality of workplace
Impacts

Engagement

Lower global job satisfaction

Work–life balance

Higher effort–reward ratio

Job satisfaction (specific)

Lower organisational commitment

Burnout
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Table 37: Parameter estimates and significance tests for multiple linear regression models of radiographers’ likelihood of leaving the organisation

Radiographers: intention to leave the organisation

Model 1: individual and
employment characteristics only
(r-square = .079)
Expected
change in
outcome

f or t

p

Model 2: Model 1 with
perceptions (r-square = .311)

Model 3: Model 1 with impacts
(r-square = .381)

Expected
change in
outcome

Expected
change in
outcome

f or t

p

f or t

p

Individual and employment characteristics (controls)
Age: 21 to 30 vs 41 to 50

.224

Age: 31 to 30 vs 41 to 50

.146

Age: 51 or more vs 41 to 50

−.128

.201
12.880

<.001

.107

.194
12.505

<.001

−.113

.106

11.860

<.001

−.090

Perceptions of job and organisation
Perceptions of manager (higher scores indicate a more positive outcome)

−.226

−4.903

Training and promotion opportunities (higher scores indicate a more positive
outcome)

−.177

−3.788

Employer support (higher scores indicate a more positive outcome)

−.163

−3.258

.001

Satisfaction with pay (higher scores indicate a more positive outcome)

−.088

−2.172

.030

.095

2.382

.018

Perceived quality of workplace (higher scores indicate a more positive outcome)

<.001
<.001

Impacts
Job satisfaction (global) (higher scores indicate a more positive outcome)

−.340

−7.615

<.001

Organisational commitment (higher scores indicate a more positive outcome)

−.200

−4.936

<.001

.116

2.813

.005

Effort–reward ratio (higher scores indicate a more negative outcome)

258

Part 5: Regression analysis of impact measures
This part presents the results of multiple regression analysis of the three impact measures
that were statistically significant in predicting radiographers’ intention to leave the
organisation: global job satisfaction, organisational commitment and effort–reward ratio.
For each of these three impact measures, forward regression analyses take the impact as the
outcome and the perception measures (i.e. those included in Block 2 in Table 35) as
predictors. The results are shown in Table 38.
The r-square statistic shows the amount of variation in the impact measure that is
accounted for by the perception measures. The partial correlation coefficients indicate the
relationship between the perceptions measure and the impact measure after adjusting for
the relationships between the other perception measures and the impact.
Taking global job satisfaction first, the analysis indicates that 7 of the 10 perception
measures explain 50% of the variation in global job satisfaction (r-square = .500). The
absolute values of the partial correlation coefficients are weak in magnitude,xv ranging from
.156 to .271. The perception measures that may be considered ‘drivers’ of global job
satisfaction are employer support, satisfaction with pay, impact, training and promotion
opportunities, perception of co-workers, autonomy, and satisfaction with on-call work.
For organisational commitment, 6 of the 10 perception measures are significantly associated
with this outcome, explaining 37% of the variation in organisational commitment (r-square =
.374). The absolute values of the partial correlation coefficients are weak to moderate in
magnitude, ranging from .085 to .324. The perception measures that may be considered
‘drivers’ of organisational commitment are employer support, impact, perceptions of
manager, autonomy, perceptions of co-workers, and satisfaction with pay.
Finally, for effort–reward ratio, 6 of the 10 perception measures are significantly associated
with this outcome, explaining 46% of the variation in effort–reward ratio (r-square = .458).
The absolute values of the partial correlation coefficients are weak in magnitude, ranging
from .152 to .213. The perception measures that may be considered ‘drivers’ of effort–
reward ratio are employer support, satisfaction with pay, training and promotion
opportunities, autonomy, information sharing and decision making, and satisfaction with oncall work.
This analysis underlines the role that employer support and satisfaction with pay play both
in ‘driving’ the impact measures and predicting intention to leave the organisation (as
indicated by the findings of the regression analysis in Part 4).
The results also show that, while the three impact measures have some drivers in common,
(e.g. employer support, satisfaction with pay, and autonomy ‘drive’ all three impacts), there
are also some differences. For example, impact and perception of co-workers ‘drive’ global
job satisfaction and organisational commitment but not effort–reward ratio, and satisfaction
with on-call work ‘drives’ global job satisfaction and effort–reward ratio but not
organisational commitment. The identification of the ‘drivers’ of these three impacts, which
have been shown to significantly predict radiographers’ intention to leave the organisation,
can serve to assist in policy development. That is, identifying ways to enhance these ‘drivers’
may result in more positive outcomes on impact measures, which in turn may lead to lower
intentions of leaving the organisation among radiographers.

xv

As a guide, we suggest these cut-offs for interpreting correlation coefficients: between ±0.50 and ±1
= strong; between ±0.30 and ±0.49 = moderate; below +0.29 = weak.
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Table 38: Results of a driver-type analysis of global job satisfaction, organisational commitment and effort–reward ratio: radiographers
Global job satisfaction

Index

r-square
(cumulative
nested
models)*

Organisational commitment
Partial
correlation
coefficient**

Index

Effort–reward ratio

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Index

r-square
(cumulative
nested
models)*

Partial
correlation
coefficient**

Employer support

.337

.268

Employer support

.296

.324

Employer support

.325

−.213

Satisfaction with pay

.397

.271

Impact

.336

.198

Satisfaction with pay

.383

−.201

Impact

.432

.196

Perceptions of manager

.353

.127

Training and promotion
opportunities

.415

−.164

Training and promotion
opportunities

.457

.145

Autonomy

.363

.125

Autonomy

.433

−.160

Perceptions of co-workers

.474

.164

Perceptions of co-workers

.371

.132

Information sharing and
decision making

.447

−.159

Autonomy

.490

.173

Satisfaction with pay

.374

.085

Satisfaction with on-call
work***

.458

−.152

Satisfaction with on-call
work***

.500

.156

Information sharing and
decision making

NS

NS

Impact

NS

NS

Information sharing and
decision making

NS

NS

Perceived quality of
workplace

NS

NS

Perceived quality of
workplace

NS

NS

Perceived quality of
workplace

NS

NS

Satisfaction with on-call
work***

NS

NS

Perceptions of co-workers

NS

NS

Perceptions of manager

NS

NS

Training and promotion
opportunities

NS

NS

Perceptions of manager

NS

NS

Note. NS = not significant. *The r-square statistic is cumulative, i.e. it denotes variance explained in the outcome for each measure on the list as well as all measures preceding it.
**This is the correlation between the independent variable and the dependent variable after the linear effects of the other variables have been removed from both the independent variable
and the dependent variable. ***Satisfaction with on-call work includes a missing indicator to account for respondents who had not worked on call in the previous four weeks; 84.5% of
respondents had worked on call during that time.
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Part 6: Issues arising from interviews in respect of retention of
radiographers
This part commences with an overview of positive aspects of working as a radiographer and
consideration is then given to challenges arising in respect of the work and organisational
context. The part concludes with a description of factors influencing intention to stay or
leave.

Positive aspects of working as a radiographer
The work of radiographers was highlighted as being very complex and it was noted that
there are many different aspects to it. This is summed up in the following quote from a
radiographer manager:
We have to be clinicians, we have to be medical physicists, we have to be part
radiologist, part nurse, part medical physicist, and then we have [our] whole own
section of radiography, but we have to be an effective scientific communicator,
where we can explain to patients the procedures they just had. But not only the
procedure, but the risks associated. I’m talking particularly about radiation risks. So
again, [it’s] a highly technically skilled job.
A number of radiographers mentioned the enjoyment they get from their work, and
throughout the interviews radiographers made comments such as ‘I really enjoy my job’, ‘I
would have always wanted to do radiography’, ‘I love ultrasound, I love mammos
[mammograms]’, ‘I love some of the things I actually do’ and ‘I do love my work’. One
radiographer said:
You know, but the thing is, I love my job. I actually love working with the patients. I
love that, you know it’s a very interesting thing and you work hard and you study
hard and you know how to do it.
Four issues were identified as being particularly important for radiographers. These are
presented in Figure 78.
Figure 78: Positive aspects of working as a radiographer

1.Being able to
interact with
people

1.Having a
technical
competence

1.Making an
impact on
people’s lives

1.Having good
colleagues and
being valued

One radiographer summarised the importance of both interaction with people and the
technical aspect of the work as follows:
I was a huge fan of physics, and I was, I also wanted to, I had an interest in
medicine… I did a bit of research, and I thought radiography was a lovely marriage to
work in a hospital, interact with patients, but we’re still in a highly technically skilled
job from a physics point of view.
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Interaction with people
It was highlighted that radiographers meet a wide range of people throughout the course of
their work. One radiographer said:
You’re going to meet them from the cradle to the grave. You’re going to meet every
spectrum. You’re going to meet them before they’re born with the ultrasound. You
meet them when they die, when you do forensic radiography. And you meet
everything in the middle.
The relational aspect of the work is noted in the following quote, where one radiographer
said:
I do think a lot of people are in it for the people. Whether that be your colleagues or
whether that be your patients. A lot of people are in it because they’re people
people. That’s why they love it and that’s what keeps them there.

Technical competence
The second aspect highlighted in respect of the role of radiographers relates to technical
competence, and it was noted that radiography allows clinicians to maintain an interest in
science while working in a practical way with patients and technical equipment. One
participant, in response to being asked what they liked about their job, said:
I get to work with equipment, and I have to know the equipment as well as the
chemical side of things.
The impact of the technical and clinical work of radiographers on patient care was also
identified, as illustrated in the following example:
[The doctor] sends them for their imaging, [and] we see immediately what’s wrong.
So that in itself is kind of nice, and [it’s also nice] if you can do something to make
sure that the patient continues on the right track.
This was also mentioned by another participant, who noted:
I can’t really express how important that [radiography] is as a care and health
profession. We’re highly technically skilled… It’s not easy, but if you’re prepared to
work hard at it, you will get, you will be able to develop yourself as a professional,
and [have] huge influence on patient experiences, which I think is fantastic. Like I
said, it’s not only clinical, there’s a huge technical aspect.
One radiographer highlighted the opportunities for development, noting that:
It’s a great career. There’s loads of opportunities within it. You train as a
radiographer but I suppose there’s all the different modalities that you have an
opportunity to train in.

Making an impact on people’s lives
The following radiographer gave a good insight into the impact radiographers can have on
people’s lives, noting:
If you could make a patient’s experience better, then that’s brilliant. That’s kind of
what I try to do in my working life. I just try, and I see someone coming into me,
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they’re having a bad day. I kind of just wanna do something to make their journey
easier or better, … because patients are very vulnerable, and it doesn’t take very
much to make their experience way better, I think.
The positive impact of the work of a radiographer was also mentioned, and it was noted:
We can change people’s lives in a very, very short period of time. In that 15 minutes,
I have a huge impact on whether you will feel comfortable having a CT scan ever
again or an x-ray ever again.
Another radiographer echoed this, highlighting the importance of treating patients well:
You come into A&E and you’ve broken your arm. Those first initial interactions with
people are what you will remember, especially for a pediatric patient. I think that’s a
huge positive aspect of making people smile, making people laugh, at the worst kind
of times of their life. And remembering that this is how I want my father to be
treated or my mother to be treated and I do really enjoy my job.

Having good colleagues and being valued
A number of radiographers mentioned the benefits of having good colleagues, and this was
noted to be a very positive factor in their working context. One radiographer said:
But I’m grateful to colleagues that I’ve worked with for a long time, and that’s the
only thing that’s keeping me here is the fact that I have made great friends in here.
And from social aspects of it, I really enjoyed that.
Another radiographer noted that they would not leave their current job because
we’ve a very good team… if somebody wanted to ring me or I wanted to ring
somebody I would ask somebody if I felt I needed a question.
It was also noted that, in some hospitals, there is a WhatsApp group where radiographers
can pose questions and get advice on ‘What’s the best way of dealing with this?’ Others
noted that ‘it’s nice working with a team and it’s nice working with a good team’. One
radiographer who was considering moving from their job noted, however, that a good
atmosphere may not be available everywhere:
I’m just not sure that I necessarily want to move because I quite like the atmosphere
that I work in now, and I don’t think that there’s going to be many places that will be
like that.
A number of radiographers highlighted the positive feedback they received from patients,
although it was also noted that sometimes ‘we’re nurses, by virtue of being women… and
male radiographers are doctors!’.

Summary of positive aspects of the work of radiographers
In summary, the complexity of the role of radiographer (particularly the dual interpersonal
and technical aspects involved in the role) was highlighted as a positive feature of the job.
Many radiographers noted that they loved their job and enjoyed mixing interpersonal
interaction with having the opportunity to apply their knowledge and skills to improve
patient outcomes. Making an impact on people’s lives was identified as an important
outcome from their work, and when this was valued it was identified as being very positive.
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Having good working colleagues was also identified as a positive factor in the working lives
of radiographers, and this was noted to have an impact on decisions to stay in or leave their
job.

Challenges arising for radiographers in respect of the job
There was considerable consistency in the challenges identified by radiographers, and these
are now presented in respect of those arising in terms of the job and (in the next section)
those arising in terms of the organisation. An overview of issues relating to the job is
presented in Figure 79.
Figure 79: Key challenges arising in respect of the job for radiographers

Challenges arising in respect of the job
• On-call rotas
• Workload and staffing
• Physical nature of the work
• Equipment
The most extensive commentary in respect of the work undertaken by radiographers related
to on-call rotas, and many issues were identified as creating challenges in this area.

On-call rotas
Radiography is, in most healthcare settings, a 24-hour service and, consequently,
participation in on-call rotas is a common feature of the work. While working an on-call rota
was generally accepted as being part of the work of a radiographer, it generated much
negative commentary. Almost all radiographers interviewed (15 out of 18) highlighted issues
arising in respect of on-call rotas and it emerged as a key issue in the thematic analysis of
issues arising for radiographers.
One radiographer manager noted that some staff like to do on-call rotas because they have
less child care, [as] their other half or possibly family can mind them [their children]
on the weekend.
In general, however, the commentary about on-call rotas was negative and they were
variously referred to as ‘a noose around our neck’, as being ‘hell on earth’ and as ‘being the
biggest problem’. A number of participants in the study, predominantly those from larger
hospitals, identified the need for a proper shift system to be put in place.
It was highlighted that in some of the larger hospitals radiographers can be on multiple
rotas, and in that situation the scheduling and rostering can be difficult for radiographers
but also for the managers trying to fill the rotas. One radiographer manager gave examples
of a range of rotas (the A&E department, orthopaedics, CT scanning, MRI and others), all of
which had to be filled on a 24/7 basis in the manager’s particular hospital, and noted the
challenges in ensuring this was the case. It was noted that this results in many radiographers
working on multiple rotas and that, in those situations, the problems are multiplied. One
radiographer noted that because they were trained in a specialist area, they ended up on
‘four separate on-call rosters’ as well as doing ‘nine to five Monday to Friday’.
The following quote from a radiographer provides an overview of the challenges arising
when working on call:
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I think as well, people underestimate on-call. It’s very pressurised and you’re very
vulnerable on your own. And I think there needs to be more support for us. That’s the
one part of the job that radiographers find the most stressful is on-call. Up during the
night, you might get very little sleep. You’re on your own. It’s very heavy work, you
know? And I think that’s one area where – and the pay, you don’t have a choice, you
have to do it, you know? I think if people had the choice, they wouldn’t be doing this.
Figure 80 shows the issues that were identified in the thematic analysis relating to on-call
rotas.
Figure 80: Issues arising in respect of on-call rotas
1.Lack of choice in taking part in on-call rotas
1.Inequity in on-call rotas, closely related to payment and
compensation
1.Challenges in meeting time-bound protocols

1.Personal safety

1.Impact of on-call rotas on health and wellbeing

Lack of choice in taking part in on-call rotas
In some hospitals, it is mandatory for all radiographers to take part in on-call rotas, while in
others the situation is less clear cut. One manager noted:
Where I am, I don’t give them a choice at all… It’s the only way I could think of. I
know other places, and they left one person off [the rota], and then had two people
off. And then they ended up with five people, one of whom was going on maternity
leave, to cover 24–7, 365 days on call… So yeah, that’s the only way it works.
Unfortunately!
From the perspective of radiographers, this was challenging and one radiographer, whose
situation had recently improved, said:
We had that scenario when we were low in staff, where the management would
come and say, ‘Look, I need someone to cover Saturday night, you’re next on [the]
list, it’s yours.’ And you’ve no choice, you have to do it. Whether you’ve something on
or you’re on holiday or… it’s up to you to try [to] get rid of it once you’ve been given
it. And so we’ve had that scenario, that was our worst scenario. Now that has
changed thankfully.
A radiographer manager drew attention to the impact on patients because of the on-call
requirements, noting that:
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So, if I did a night shift last night, and I finished at 8 o’clock this morning, I can’t be at
work today with the European Working Time directive. So, I have to go home and
sleep. But then that means my list of patients that I have for the specialty I’ve trained
in don’t have access to me. So I have a few of the ultrasound radiographers – I have
just taken them off the call roster for the staff with their agreement. Because I need
to keep the service running Monday to Friday.
Where some individuals do not do on-call work, however, it can create a sense of unfairness
among others. A number of radiographers spoke about the need for fairness in the on-call
rotas. One person noted:
Some people can get away without doing on-call, but everyone’s meant to be doing
it.
Inequity in on-call rotas and compensation
Different on-call rates are paid according to whether the radiographer is on-site or off-site.
Where a radiographer has to be called in from home, the rate paid is per hour and part
thereof. The cost for the radiographer, however, may be considerable because they may
have to ‘get somebody to babysit the kids in case they get called in’ and they may have to
drive ‘a long distance because they can’t afford to live close to the hospital’.
Differences in the busyness including job demands, number and complexity of on-call rotas,
despite similar levels of compensation, were also identified throughout the data, and this
was highlighted as problematic for radiographers:
Say in the smaller hospitals, because they’re getting [a] fee per hour, so they’re
actually earning more than they used to. Whereas the hospitals here where the fee
per hour is the same… the thing is we’re busier but we get paid the same as them.
Differences in the complexity of the work undertaken while on call were also highlighted,
and some rotas can only be filled by those who have additional specialist training (e.g. CT
scanning, MRI) while others can be filled by any radiographer. Again, the complexity of the
work undertaken while on call was closely linked with the financial compensation provided.
One radiographer said:
And also another huge issue here is if you’re covering CT [while on] call, … acquiring
CT scans, which would be [a] much higher radiation dose – much bigger, greater
responsibility – and you’re paid exactly the same as [for] taking an x-ray of a hand
over in A&E. It doesn’t make any sense. It’s not reflective of the responsibility you
have.
It was also noted that having additional specialist training can be a disadvantage because it
may mean having to take part in additional rotas. One radiographer manager explained:
People are on three on-call rosters for me. They’re on CT, they’re on general call, and
they’re on house call. So, that means they’re on at least once a week. So, we pull on
their time, and weekends are huge. People will tend to go to a private hospital. That
doesn’t open on the weekends. Or, [it] doesn’t do the complex stuff on call. Because
they get paid the same.
This issue was also raised by a radiographer who said: ‘I’m nearly sorry I trained in all these
things. Because no one cares… there’s no incentive.’
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Time in lieu for on-call work
In addition to issues arising in respect of financial compensation, many radiographers drew
attention to differences in time in lieu (TOIL) for being on call, and many compared the
current situation with that prior to the Haddington Road Agreement. One radiographer
explained:
What they did was, they cut TOIL as well. What it meant, if you worked a 24-hour
Saturday shift, we used to get maybe a full day back for it… what happened when all
that changed, they actually cut the TOIL in half. If you got one day off for working
three, four hour[s in the] on-call system, now they cut it back to half a day.
It was also noted, however, that not everyone was adhering to this and ‘it is very hospital
dependent’. It was suggested that, in hospitals where the on-call requirements were not as
onerous, it was possible to apply a more generous approach to TOIL. One radiographer
manager said:
That has caused problems… the reason I didn’t deviate from the agreement was
because we were so short staffed. We started at such a low base, I couldn’t afford to
give them a day off. Equally, the hospital that’s not many miles away will have one
[person] on call. Whereas I have one on call plus another [more than four] bleeps
[people on call who carry a bleep] so it wouldn’t affect one person it would affect
[more than four].
Challenges in meeting time-bound protocols
A number of protocols have been developed over the past few years to improve patient
outcomes, particularly in the areas of stroke and cardiac arrest. These protocols are time
bound; for example, adhering to stroke management protocols means that radiographers
‘are expected to be there within 20 minutes, half an hour, and for some people that’s just
not possible’.
Additionally, in some hospitals, radiographers are on call off-site (i.e. they remain in their
home until they are needed). Radiographers drew attention to the general increase in the
urgency of carrying out x-rays and the pressure this creates if a radiographer has to come in
from home. One radiographer said:
When I qualified, when you came in, if you were in an accident, the first thing they
did was x-ray you head to toe. Now, they want to use CT head to toe, but they want
you to be CT’d in a very short space of time. But the CT call is from home. You have to
come in and do it from home. And people are shouting at you, and screaming at you.
Because you should have been there 10 minutes ago, even though you shouldn’t
have been.
This was also highlighted by another radiographer, who said:
And pressure. It’s not nice, and, take this instance, they will be ringing you, as well,
when you’re on the way in. You’re not supposed to touch your phone when driving
but if you don’t, then they’re complaining, ‘Well, where are you?’
One radiographer explained that in some hospitals there are no facilities to enable them to
be on-site and the hospital may arrange bed-and-breakfast accommodation for them. It was
noted, however, that this is not a good solution. One radiographer said:
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I don’t think what’s been taken into account is [that] you’re taking those people
away from families. That’s a whole night away. You’re not getting paid, like we get
paid per hour and part thereof so I’m getting called in for [a] CT [scan] and [it]
might’ve only been a quarter of an hour, and I’m not going to get paid for the time
I’m sitting in the [bed and breakfast]. And we’re not being compensated for that.
Personal safety
A small number of comments were made by radiographers about their safety while on call,
and it was noted that many radiographers work alone in more remote areas of hospitals.
One radiographer said, ‘We’re on our own at night, and there have been some dicey
situations.’ Another radiographer noted:
It’s unsafe… You’re on your own, so if you get an aggressive or drunk patient, you’re
on your own in a room. Now we are given panic alarms and we have panic alarms,
that’s just part of our lone worker policy, but you are in a room on your own
basically.
Impact of on-call rotas on health and wellbeing
Two main impacts of on-call rotas on health and wellbeing were identified: tiredness and
negative effects on work–life balance.
Tiredness
One radiographer described how ‘I came in at half eight this morning. I won’t finish until 9
am, tomorrow morning.’ Another reported working from Monday to Friday and then being
on 24-hour call from Saturday morning until Sunday morning, following which ‘you’re
sleeping on Sunday, and then you go back in again on Monday for another full week’.
Another radiographer said:
Sometimes, I suppose the on-call part of our work falls into the next day. It’s a new
day again and you’re expected to perform to the same level every day and that’s not
possible… I’m not allowed to be tired and I think it’s hard that part.
A number of radiographers noted that they found it hard to sleep due to the complexity of
the work involved. One radiographer highlighted this, saying:
I mean there’s a lot of radiation involved and I think you’re taking instruction from
radiologists and it’s in the middle of the night and [there’s] a potential cranial stroke
[and] angios [angiograms], and it’s a high pressure… it’s not just coming in and going
home. There’s an adrenaline… But I don’t sleep very well when I’m on call and if I’m
working the next day, I’m wrecked.
Another radiographer identified this issue, saying:
Sometimes you’ve been on a quite horrendous shift, and you go home, and you’re…
buzzed is not the right word, but you can’t sleep.
It was also suggested that, compared with previously, the amount of work being done at
night is greatly increased and this also has an impact on levels of tiredness. It was suggested
that the number of nurses has increased and the number of patients has increased but the
number of radiographers has stayed the same. One radiographer was concerned about
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being able to continue at this level of intensity, particularly because ‘they’ve [the
Government] upped the retirement age’. This radiographer said:
I won’t be able to do it! I won’t be able to do the work that I’m contracted to do, that
I need to do to pay the bills, because we need to do our on-call to pay our bills, but I
physically won’t be able to [do] it, because the work [has] just got too heavy.
The potential impact of tiredness on patients was also noted, with one radiographer saying:
I’m not going to be [at] my best [when I’m tired]. I think that’s not fair on the
patient… I feel we need to be, in the whole of our health, and I feel we need to be
well… not kind of flagging on our feet.
Negative impact on work–life balance
The impact of on-call rotas on work–life balance was also highlighted, and many
radiographers mentioned challenges, particularly in respect of those with children. One
radiographer said:
But [there’s] definitely a balance to strike between work at home and how many
hours you’re there, how many hours you’re not there.
A radiographer manager noted that the age demographic of personnel in the service meant
that many were young mothers who had to balance their responsibilities as a parent with
the requirement to do on-call work, as follows:
I have had staff who had come to me [and say], ‘Listen, I’m breastfeeding… I need to
be home, I can’t do on-call.’
Another radiographer, who had a small child, drew attention to the need to have family
support:
The on-call is demanding in terms of, you know, I have a [very young child], and since
I’ve had [child] there’s a bit more juggling going on. Maybe my ability to juggle these
things is probably higher than some… I have support behind me from a sort of a
family, do you know what I mean?
Summary of issues relating to on-call rotas
In summary, on-call rotas were identified as very problematic for radiographers and for the
managers trying to staff them. The main issues arising related to the lack of choice in
whether to take part in rotas, the inequities arising between hospitals in terms of payment
and compensation, the challenges of meeting urgent time-bound protocols (especially when
taking part in off-site on-call rotas) and the impact on the health and wellbeing of
radiographers due to tiredness and work–life balance. On-call rotas were very clearly linked
with intentions to stay in or leave the job.

Workload and staffing
Low staffing levels and excessive workload were highlighted as significant challenges for
radiographers, and many spoke about the ‘work burden’, the ‘busyness’ and the ‘heaviness
of the workload’ as well as the consequent ‘stress’ and ‘pressure’ arising. It was noted that
stress arises from the volume of work that needs to be done, the ‘diminished’ quality of
patient care and the lack of time to ‘build a rapport with patients’.
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When asked about the most challenging aspects of their job, one radiographer working in a
specialist area said:
I would say the most challenging aspects of my job are the time pressures to get to a
greater and greater volume [or] number of patients… so there is the greater pressure
to keep doing more and more scans… it’s the stress of trying to manage all those
patients in [name of specialist area] and try and be safe… and trying to see
everybody in a timely fashion.
This was echoed by a radiographer manager who, in response to the same question,
identified similar types of issues:
The most challenging [aspect] is meeting the demands of the department with
limited staff and limited resources, and just trying to prioritise things, and dealing
with everybody who wants their patients looked after straight away when you’re not
able to look after everyone straight away. And there’s a [more than five]-month
waiting list for scans. I’m trying to deal with that as well.
Another radiographer in a specialist area said that, due to the heaviness of the workload,
there was some spill-over into the on-call period:
We know if we don’t get the work done by 5pm, it’s not going to stop at 5pm. That
means that you have to pass it over to your colleagues, and you’re like, ‘I’m really
sorry.’ There could be 20 people left on our list of inpatients that didn’t get done that
day.
One radiographer spoke of feeling guilty for shutting down scans so that they could take
their lunch break and of coming back early from breaks so that they could get through the
list of patients:
I mean what happens then is I end up staying and working through break, working
through lunch, all this stuff just to make sure that it all works out okay.
This radiographer went on to say:
And then you go home and you’re making a dinner for a family and you’re not
sleeping that night ’cause you’re worried about the mess the next day.
Staff shortages
The workload was closely linked with staffing shortages and it was noted that this was ‘kind
of now encroaching into all the areas’. It was also suggested that ‘some places seem to be
fully staffed but one of the [main] hospitals now is haemorrhaging staff’. This radiographer
suggested that the ‘conditions there just weren’t great’ and that this was the reason people
were leaving. Others, however, suggested that most hospitals are short of staff, particularly
since the austerity measures were introduced:
A lot of hospitals are short, and have been since the moratorium. Trying to build up
their numbers, because they’re all getting new services and stuff. You just can’t get
them.
This was also highlighted by another radiographer manager, who said:
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Staffing is a difficult aspect because there just aren’t the numbers there.
Departments are getting busier, and we’re just finding it very difficult to get new
staff members.
An example of the impact was given as follows:
It used to be if you were in general x-ray, it used to be that there [were] four people,
two to each room. Whereas now, because of staffing ratios, we’re going down to
three people across the two rooms. That means that sometimes, people are gone on
lunch… [and] there’s one person for two general x-ray rooms, doing walk-in clinics,
doing [specialist] clinics… You’re relying on the students to be able to process clinics
for you or if they’re good enough, you’re hoping they can maybe x-ray in the other
room, because if they’re third or fourth years, you have no other option… You feel
immense pressure.
Some drew attention to deficits in the particular specialist areas, mentioning that ‘there’s
still a gap in the modalities’, although it was noted by other radiographers that this was now
improving. Some radiographers also identified the need for radiographers to have sufficient
experience in their particular area and noted that the balance between experienced and
inexperienced radiographers was not ‘right’.
Insufficient numbers of support staff
The insufficient number of support staff (e.g. porters, multi-task assistants) was also
highlighted as a problem, and it was suggested that:
It’s a big negative, the job. There isn’t enough support, and you’re spending your
time trying to get people in and out of chairs, unlocking trolleys, when you should
probably be doing scans. I think it’s inefficient as well.
It was also noted that support staff are often unavailable to assist radiographers and, again,
this was particularly acute in the on-call period:
Take, for instance, a busy weekend where you could have 20 or 30 patients on a
Saturday, so, realistically, you’re doing the clerical work, you’re doing the portering
work, you’re running around the place like a mad lunatic delivering oral contrast to
the wards, and during the day you have two radiographers working in CT and a
porter getting the patients for you, you have the clerical staff entering them in, so
you’re doing everything.
One person noted that it would be hugely beneficial to have more attendants and support
staff:
It would just make it more efficient if we had the number we feel we should have,
instead of it being cut by another one… just extra staff.

Physical nature of the work
Attention was drawn to the physical nature of some of the work undertaken by
radiographers, and it was noted that this can be a ‘huge challenge because you could be
dealing with 40 patients a day and half of them could be immobile’. One radiographer said:
You have to get them into the correct position for X-rays and scans. And in and out of
wheelchairs, rolling trolleys, and it’s very strenuous on radiographers.
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It was noted that the situation is much worse when radiographers are on call, and it was
highlighted that:
Our lone worker policy would say, it’s three to a lift or it’s three to a path slide or you
know, slide the patient from a trolley onto a bed, to x-ray. We never really have
those numbers on call… we are breaching protocols all the time.
Impact on patients and radiographers
The impact of having a very busy workload on waiting times for patients as well as on
radiographers’ own physical health was summarised as follows:
But you could be waiting, you could have a patient on a trolley or in a wheelchair in a
scan room. And you could be waiting half an hour until there’s someone available to
come for you, to help you, when you could have another three patients scanned in
the meantime if you just plough[ed] on… So just – you’re caught between trying to
get as many patients as you can looked after, and looking after yourself, basically, so
you don’t get injuries.
A number of radiographers drew attention to the impact of the work on their physical health
and a small number drew attention to ongoing back problems they had and to other injuries.
One radiographer said:
And the problem also, too, is so many people have repetitive strains. I’ve plenty of
sonographer friends who cannot scan. I have one friend who can’t even take an x-ray
now. She’s wrecked from constant, 12 years of constant ultrasound. She hasn’t done
an ultrasound in five years. And if they got more people trained [it would be better
as] there’s too much demand on the few people that can scan.

Equipment
The work of radiographers is closely linked with the equipment available to them. There
were a number of comments about the equipment available being outdated and not
working well, and it was noted that ‘everybody wants to be in the hospital x-ray department
where they have very modern, up-to-date equipment’. It was suggested that in some places
radiographers had been trying to upgrade specific machines for ‘the last two years and we
still haven’t managed to change them’.
Others noted that ‘equipment working properly’ was something they would like to see
addressed in their area, and a number of different examples were given of equipment being
used that was ‘completely out of date’, ‘very inefficient’ and did not allow for the lowest
possible dose of radiation to be applied. It was also suggested that many radiographers in
the country would have ‘to maintain the equipment because we don’t have many medical
physicists, although they are an essential part of our team’. One person noted that:
We could provide a much better service, across the board in MRI, ultrasound, CT, if
we had the proper equipment. People are feeling that they don’t have the proper
resources to provide the best kind of service.
It was highlighted that some CT scanners are provided through fundraising but that there is
no funding for staff to work on them, resulting in expensive equipment not being used. This
aspect of radiographers’ work was compared unfavourably with the private sector, where
‘they have the best of everything and if you wanted something, it was bought and that was
the end of it’.
272

Another radiographer drew attention to the lack of appropriate spaces for their work,
noting:
The most difficult parts of my job I suppose are [that] some of the rooms I’ve worked
in aren’t really suitable for doing ultrasounds… spatially. Lights coming in close to the
ultrasound monitor. It’s not dark enough and there’s desks set up as counters that
are like kitchen counters. There’s no ergometry, there’s no space to put your legs
under the counter.
It was also suggested that radiographers in some places had become so used to the
equipment not working properly that it had become the norm.

Summary of issues arising in respect of the job
In summary, four key challenges were identified in respect of the job of radiographer: on-call
rotas, workload and staffing, the physical nature of the work and a lack of up-to-date,
properly functioning equipment. Of these, challenges arising in respect of on-call rotas were
raised particularly frequently, and they were identified as very problematic for
radiographers and for managers trying to staff the rotas. The main issues arising related to
the lack of choice in whether to take part in rotas; the inequities arising in different on-call
rotas in terms of busyness, complexity, payment and compensation; the challenges of
meeting urgent time-bound protocols, especially when taking part in off-site on-call rotas;
and the impact on the health and wellbeing of radiographers due to tiredness and poor
work–life balance.
Excessive workload and understaffing were also identified as major challenges, and many
radiographers spoke about the stress and pressure arising as a result. Some radiographers
spoke of not being able to complete their work on time and of the impact of this on patients,
on-call colleagues and themselves. The physical nature of the work was highlighted along
with the risks arising for radiographers due to the lack of sufficient support staff;
interviewees mentioned the impact on their own physical health, particularly in terms of
back injuries and repetitive strain injuries. Finally, some challenges were identified in respect
of equipment, and a number of examples were provided of equipment being outdated,
inefficient and ineffective.

Challenges arising relating to the organisation
Issues arising in respect of the organisational context for radiographers are now presented.
An overview of these is presented in Figure 81.
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Figure 81: Overview of challenges relating to the organisation
•Pay
•overall pay levels
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Career progression
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Pay
The commentary in respect of pay was extensive and there was much dissatisfaction in
respect of this area. Three main areas were identified as problematic:




overall pay levels
inequalities in pay
changes in on-call payments.

Overall pay levels
Many radiographers highlighted low levels of pay relative to the work they do. Several drew
attention to the high number of points (over 500) needed to gain entry to the radiography
course and suggested that this created an expectation that radiographers would be well paid
when qualified. This is noted in the following quote:
There’s a reason you can’t keep people who are getting 500 and 600 points at their
[secondary school] Leaving Certificate, coming into a job where they get 30,000
euros a year.
It was strongly highlighted that radiographers’ pay has to be addressed as they start on
‘quite a low wage’ and ‘our basic salaries are phenomenally bad’. It was also suggested that,
by ‘putting all our eggs in the basket of on-call work’, the profession had made a mistake; in
that regard, many radiographers noted the change to their on-call payments that took place
in 2008. Some radiographers suggested that they had been disproportionately affected by
the pay cuts that took place and that, despite an increase in workload, many are now
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earning less than they were at the start of that period. This is highlighted in the quote below:
I came across a pay slip that I had from when I was a young radiographer back 11
years ago before all this USC and cutbacks came in. I was bringing home a lot more…
Whereas now you seem to be working harder, working longer hours, doing a lot
more patients, and bringing home a lot less money. You’re working a lot harder for a
lot less is what I’m trying to say.
Inequalities in pay
Inequalities in pay were identified, and these focused on:



inequalities between the pay of radiographers and others, particularly allied health
professionals
a limited differential in pay between radiographer grades, specialisms and
managerial grades.

Many radiographers compared their pay with that of other allied health professionals,
including physiotherapists, speech therapists and occupational therapists. This is highlighted
in the quote below:
I suppose the pay parity with healthcare professionals is a huge issue for
radiographers. There is maybe five to ten thousand… difference in some grades, and
there’s no explanation for that… And it’s a bit insulting, to be honest.
Another radiographer noted:
The radiographers have millions of euros worth of equipment to be looking after as
well. It’s not taken into consideration at all. And [there’s] a huge responsibility on all
radiographers [in terms of] the radiation dose and [the] responsibility of that is huge.
And still, we’re paid far less than our colleagues, such as the physios. I don’t
understand, no one can understand why that would be. That’s a huge issue.
It was suggested that, while radiographers could receive similar pay to other allied health
professionals when on-call payments are taken into account, this was unfair. One
radiographer said:
We’re there on bank holidays at four in the morning, [St.] Stephen’s Day I’ve been
there, Easter, St. Patrick’s Day. My friend [who is a physiotherapist] doesn’t. My
friend works a nine-to-five job, gets all of her holidays off, gets all of her annual
leave, and sleeps every night of the month.
The contribution of on-call payments to radiographers’ salaries when compared with allied
health professionals’ pay was also highlighted by another radiographer, who noted:
That’s a huge thing within even our hospital with staff – it is a huge topic of
conversation that most of the other kinds of professions are getting about 8,000
euros a year [more]. The first 8,000 euros we do on call is actually for free.
The examples in Figure 82 were given by one radiographer manager of differences in pay
between radiographer managers and others. This manager also noted:
And the radiographers services managers’ salaries, which are at the top of the scale,
are also pathetic for managers. So there is no incentive financially for us to stay and
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be promoted within the structure. Which means the wrong people are going for
these jobs. They’re too young and inexperienced to do it.
Figure 82: Pay differentials for managers as suggested by one radiographer manager

Radiographer manager 2 • €71,256
Laboratory manager

€90,063

Pharmacy chief 1

€88,417

Physiotherapy manager

€79,647

Note: These pay levels have been checked with the ‘Consolidated salary scales in accordance with FEMPI 2015
and the Public Service Stability Agreement 2013-2020’ and are accurate (see
https://www.hse.ie/eng/staff/benefitsservices/pay/consolidated-salary-scales-1st-october-2018.pdf)

It was suggested that radiographers’ pay should be aligned with that of medical physicists
because it’s such a technically demanding job. So we have to know the equipment,
we have to know radiation, we have to know [the] effects of radiation, we have to be
able to monitor, to quantify, and communicate all of these [things].
Pay differentials for different levels of responsibility
It was also noted that all basic grade radiographers were paid the same irrespective of the
busyness of their work schedule or the complexity of their work. One radiographer said:
But I think the pay scale is wrong for radiographers. Ultrasound, CT, MRI, like they’re
huge, you can kill someone in any of them. And if I don’t see [something] in
ultrasound no one else will see it. CT, it’s a huge amount of responsibility and yet
there’s no… you can be your basic grade radiographer just in off the street and
trained into all these things and you’ll get the same pay… Why would you [bother]?
This overlap in salary by grade was also mentioned by others, with one person noting that
‘the pay stops after the top of the senior scale, where the specialist starts in the middle’.
Another radiographer noted that when a clinician becomes a radiography services manager
they may take a significant pay cut because ‘they would have been supplementing their
income all along with on-call work’. One radiographer said:
I can’t take a €17,000 pay reduction with the responsibility of the whole department
on me. So, there’s no incentive.
Others noted differences in the type of work undertaken and gave examples of where
somebody working in [a lower-band hospital in same county] which is a much quieter
hospital, she will get paid the same as me, and I’m working in a level-three hospital.
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Changes in on-call payments
A number of issues were raised about on-call pay, although it was noted that many
radiographers rely on on-call payments to meet their financial commitments. One
radiographer manager said:
A lot of radiographers, as much as they find the on-call very stressful, they rely on it
financially. Especially base grade radiographers starting off, who would be on the
lower end of the scale. To have any quality of lifestyle, they’re relying on the – they
feel a requirement, pressure to have to be on call financially.
This issue is also highlighted in the quote below:
And therefore I will be taking a huge pay cut when I step back from them [on-call
rotas], which I’m going to have to because I will burn out [otherwise].
Many radiographers mentioned changes arising from the Haddington Road Agreement in
respect of on-call payments, and it was noted that there had been an 18% cut in salary along
with significant cuts in on-call rates. This decrease was compounded by a change whereby
payment for on-call work moved from ‘payment per patient’ to ‘payment per hour’. The
following quote highlights the impact of this difference:
So, what the hourly rate has done is allowed a colleague to work in a really quiet
hospital and [get paid as much as I get]… Whereas I’m getting paid the same, but I
am up all night dealing with a totally different level of trauma and different
complexity of cases.
It was also noted that, previously, if a radiographer worked in a specialist area (such as CT,
theatre or MRI), they got paid a higher hourly rate because the work was more complex.
However, this has now changed, which has had a significant impact on the willingness of
radiographers to do particular types of work. One radiographer said:
There’s a lot of people now who won’t up-skill into [certain areas] because what they
did was, they put us back on parity [so that] someone doing a finger x-ray for A&E…
gets the same rate as a CT radiographer. Basically, they don’t recognise the specialty
anymore… [so] why should I up-skill?
It was highlighted that on-call pay is not taken into account for pension purposes or by banks
for mortgage or loan purposes, which has become a bone of contention. One radiographer
said:
Then the other thing I suppose I’m really bugged about is [that] all my on-call
earnings do not go towards my pension. I’ve been doing on-call now for [more than
30 years], but none of that’s gone to benefit my pension. Even though there were
huge proportions of my earnings [were] on-call payments.

Organisational culture and management
A number of issues were raised in respect of organisational culture and management. Key
issues arising in this area are presented in Figure 83.
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Figure 83: Issues arising in respect of organisational culture and management
Positive experiences of management

Challenges arising from management

Layers of management

Engagement between non-radiographer colleagues

Career progression

Ongoing education and training

Positive experiences of management
Some radiographers highlighted their positive experiences with managers and noted that
managers’ willingness to support their staff meant that staff stayed in their current job. One
radiographer manager noted having a good relationship with their manager:
I have a very good relationship with my manager, so I can go to [the person] and say,
‘These are my most pressing issues.’ But again, that depends on the relationship
you’ve built, and it depends on their interest in my role.
Another radiographer mentioned the flexibility of their line manager, noting, however, that
not everyone has that experience:
Where we work, our boss, our line manager, s/he’s very flexible. If you need a day
off, s/he’ll do his/her best to get it for you. That’s [a] bonus, and [manager’s name]
s/he’s a really good person, but that’s not everywhere.
Another participant suggested that ‘nobody wants the job of managing the service around
the country’ and there was some sympathy for those who were managing the service,
particularly in terms of managing rotas and staffing. It was also noted that:
It’s not the work, it’s the people you work with that make or break it.
Challenges arising from management
While interviewees recognised the challenges and stress of managing the services, there
were some criticisms of management structures and processes. It was stated that in some
hospitals there have been a number of changes in management structures that have created
uncertainty and challenges in developing relationships. One radiographer manager drew
attention to a dual management line, where a general manager forms part of the
administrative system and has a role in the strategic planning of the service, and a
consultant radiologist is in charge of the department. This person noted that:
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So you’ve two halves as such… [and] sometimes they get blurred as in who’s telling
you to do what… [there’s] a bit of conflict between both.
It was also noted that in some areas there has been a high turnover of consultant
radiologists, and this leads to communication difficulties. One individual spoke of their
experience, saying:
There’s little or no communication with the radiologists that are reporting on our
work. Which is something that definitely needs to be changed. [If] you write
something in the report that they can’t read or you label an image wrong, [you] get
an email from a [radiology] liaison officer [but otherwise you get no contact with the
reporting radiologists].
Layers of management
It was suggested that there has been an increase in the number of layers of management
and that this has had a negative impact on the implementation of the service. This was
highlighted as particularly problematic where managers are not directly involved or engaged
with frontline workers. One radiographer explained:
Actually my manager now also has a manager. And that manager, I don’t see… My
RSM [radiography services manager] 1, I don’t think does much of anything on the
floor or knows anything day to day. [His/her job is] more to do with filling in key
performance [indicators] and complaints coming in and it’s more an office job. S/he’s
more into email. We can go weeks without seeing our RSM 1.
A senior radiographer, who was in charge of an area, gave an example of trying to get
internet access in the department and noted that ‘I could not just ring IT and ask for it’. This
person described the process presented in Figure 84.
Figure 84: Description of the process needed to get internet access, as depicted by one
senior radiographer
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Another radiographer noted that, in their department, the manager was from an
administrative rather than a radiology background, leading the radiographer to suggest:
There’s nobody managing it [the service] now. Nobody, nobody that’s a [name of
specialist area]. There’s an admin person trying to manage the staff but it needs to
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be [name of specialist area]-led. As far as I’m concerned there’s nobody in that role
at the moment.
One radiographer drew attention to another incident where a decision by one line manager
in relation to funding for a member of staff was overturned by the manager at the next level
without any discussion with the initial manager. This, it was suggested, fed into ‘a lot of
disenchantment within our department’ and led to the line manager feeling ‘completely
disempowered by that experience’. It also had an impact on the line manager’s future
decision making. The radiographer said:
Why wouldn’t we just say, ‘Okay management, you decide’? Because if we make a
decision, and somebody doesn’t like it, and they decide to take it further, you’re
going to overrule us. That makes us look stupid in front of our colleagues.
Engagement between radiographers and managers
Some concerns were raised about the engagement between radiographers and managers,
and it was suggested that the level of stress managers are under can lead to very poor
relationships and difficult working environments. The following example was given by a
radiographer:
We have had some horrific nightmares where, say, I’ve seen some horrific things
happen from management towards staff where I’ve seen them screaming and
shouting at staff ’cos of the pressure they are under. Literally, it borders on verbal
abuse.
Another radiographer mentioned that:
I think there’s just a big divide between management of the hospitals and the
radiographers on the ground as well. You don’t see them around, [and] they are not
interested in what you’re doing. So it’s hard, then, when you don’t even know them.
Not being listened to
A number of examples were given of when issues raised by radiographers with managers
had not been listened to. Some of these related to safety of equipment and inappropriate
radiography practices. One radiographer noted:
Now staff themselves get on so well with each other, [they’re] so professional and
they go the extra mile… and they work under incredible strain, but when they put
forward recommendations to management, none of it is even acknowledged… they
don’t even reply to emails. They literally just bin them!
An example was given of a new radiography development in a hospital where radiographers
were not involved in the design and which, following completion, required a complete
redesign because of a fundamental flaw in the layout that, it was suggested ‘must have cost
thousands’.
Another example was given by a radiographer who had highlighted an area of poor practice
that needed to be changed. This radiographer went on to say:
It’s these sorts of things [where] you’re just banging your head against a brick wall.
It’s like, why was I ever bothered? … You can only do what you can, and you just get
frustrated and fed up, to be honest. You’re giving out about [i.e. giving feedback to
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management on] the same things, and nothing’s been done about it. Nothing’s been
listened to, it’s not brought up at a staff meeting, it’s not been addressed. That’s a
thing that affects all that we can do.
In response to a question about whether there was an alternative structure in place to raise
clinical issues within their hospital, this radiographer said:
NO! You’d run the absolute risk of admonishment… it’s the whole thing of whistle
blowers, you know, you say something and your career’s over. So, you just don’t, you
go along with it.
Not feeling valued
A number of examples were given by radiographers of when they had felt undervalued by
management. This was particularly the case in situations where they had been working in
the area for a long time and felt they should have been treated with greater compassion and
flexibility. Examples included needing flexibility in their working time due to family
bereavements or in terms of getting part-time working hours to improve their work–life
situation.
It was also highlighted that, throughout the system, there is no mechanism in place for
explicitly valuing staff. One radiographer gave an example of having worked in a different
location where anyone who had not missed a day of work in the previous year was entered
into a draw for a prize. The individual went on to say:
It’s just the little things really, you know. They just all add up and it just gets very
frustrating.
Others drew attention to not feeling valued by patients, and it was noted that people are
often waiting for ‘months for a scan’ and then when they come for their appointment they
may be waiting ‘an hour or longer’ because there are so many referrals that ‘it’s impossible
to keep [to the] schedule’.

Relationships with non-radiographer colleagues
As noted previously, having good colleagues was identified as very positive and a number of
radiographers mentioned this aspect of their working lives. Some positive commentary was
expressed in respect of non-radiographer colleagues (e.g. ‘I really like working with the
entire team – I like working with other specialties’ and ‘I have [a] good working relationship
with the radiologist’).
Some issues, however, were also raised about the demands placed on radiographers by
other health service personnel and the extent to which the role of radiographer was
understood and valued. It was highlighted that doctors and in some cases nurses can refer
patients for x-ray, but radiographers cannot and this can create some difficulties. One
radiographer said:
From a radiation point of view, we are made to do things that we shouldn’t do,
because they [doctors and nurses] just want them… They don’t respect the fact that
we actually have a huge responsibility. When it comes to radiation, people forget
that it’s actually a danger to your health, [and] they just want you to do it.
One radiographer spoke of an experience where:
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The CNM [clinical nurse manager] came up to me and said, ‘If you don’t scan this
man, he is going to lose his ear, because [main city hospital] won’t take him without
the brain scan and they’re going to reattach his ear.’ … And we were being
emotionally kind of threatened by other site managers to try to fit in more people
when there’s actually no more room to fit in people.
Another radiographer spoke about the impact of communications issues arising:
They devalue your opinion… [and there is] very poor respect. Even at night time here.
In our protocols calling the radiographer for an x-ray in the middle of the night isn’t
protocol. When I worked in [another hospital] years ago, the registrar had to call
you. You’d have to be justified to do something out of hours. Now it’s not the doctor,
it’s not even the nurse, it’s the hospital receptionist that rings you. She’s ringing you
and she’ll say to you, ‘A&E are sending out a patient,’ and you’re like, ‘Well, let me
talk to the doctor’ [and I wonder] do I need to get help? If the patient happens to
have an infectious disease…? Are they drunk, are [they] going to send someone over
drunk that could potentially attack you?
Other examples related to having to wait for patients to arrive at the radiography
department, and it was noted that:
Just, for instance, you could be waiting an hour for a patient to come across from
A&E because there might be a disagreement over whose job it is to bring the patient
over. That kind of politics affects us as well. Like if the porter’s on break, and whose
job is it then?

Career progression
The promotional structure for radiographers is presented in Figure 85.
Figure 85: Structure of the radiography service
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It was highlighted that the grading structure has been in place since the early 1980s and that
it is ‘old fashioned with a limited number of increments’.
Insufficient promotional opportunities
It was suggested that there are not enough promotional opportunities available for
radiographers, that ‘internal progression is capped’ and that ‘it’s dead man’s boots!’ to get a
promotion. One radiographer said that some radiographers go through their entire career
working as a basic grade clinician although many have master’s qualifications:
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For some people in radiography, they can go through their whole working life as a
basic grade radiographer, and there’s no acknowledgement given to their certain
level of experience because of the level of expertise in what they do.
It was also highlighted that even if a person does additional training and undertakes a
master’s in a clinical specialism, ‘there’s only one clinical specialist in each area generally in
each hospital and there is a very narrow pathway for people’. This structure was compared
unfavourably with the situation in the UK, where it was noted that ‘there are more levels’. It
was noted that this is better for people since they get some acknowledgement of their
experience and expertise in a particular area.
Advanced practice
Others suggested that there should be more role development and advanced practice within
radiology, and it was noted that this was taking place in respect of nursing and other allied
health professions. It was noted that ‘I feel like that’s something that’s certainly lacking for
radiography’ and it was suggested that radiographers are leaving because they have
difficulty progressing within radiology. One person noted:
I feel there’s that lack of kind of area to grow, to challenge yourself, to further
yourself. I feel people are leaving radiography, excellent radiographers. I know
people who’ve gone back to do medicine, to be dentists. I know people who have
gone off to build websites and to own businesses, and it’s because there was no role
for them. Currently if you want to advance yourself in radiology, you either have to
become a clinical specialist or you become a manager.
Another radiographer suggested that s/he could make ‘a lot more of my role’ if given the
opportunity but that in some areas once a radiographer gets to clinical specialist level the
only way to progress is into a management grade. Others drew attention to the movement
of non-radiographer colleagues, particularly nurses, into management roles outside their
clinical area, which can provide an alternative career pathway. However, it was noted that:
We don’t have that. Because of our pay structure, to get the equivalent pay in
hospital management, you’d have to go into quite a high level of hospital
management, therefore you don’t have the experience, but to do it you’d have to
drop back down.
In terms of management grades, it was suggested that radiographer services manager 2
‘tends not to be a destination job – it tends to be a stop along the way’ and that ‘people
tend to take the RSM job… for short periods of time and then move to something else’.

Ongoing education and training
There are two broad issues arising in respect of ongoing education and training, and these
are presented in Figure 86.
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Figure 86: Issues relating to ongoing education and training

Continuous professional development

Development of a specialism
Continuous professional development
A number of radiographers drew attention to the requirement to undertake CPD and to the
‘folders’ they must hold in order to be compliant with their CORU registration. One
radiographer, however, suggested that ‘this is not a new concept for radiographers’. This
radiographer said:
You can’t be a radiographer, get a qualification and then sit on your hands. It’s
impossible. You have to keep up with legislation, with the latest literature, etc., in
order to be able to do every aspect of your job. You have to be flexible, autonomous
and constantly learning… as a profession and as a concept, that’s not new to us.
It was suggested, however, that there is
a lot of work in keeping your CPD folder [up to date] and we don’t get any particular
work time to do it, so it’s on your own back to renew your licence.
There were some differences in the responses to a question about whether support is
provided for ongoing training and education. One radiographer manager said:
I think there’s a perception that there are problems. It’s very hard, but I think if you
look at the framework of CPD, it’s quite clear that it’s not up to my manager, or it’s
not up to my hospital, or it’s not up to the HSE, it’s not even up to my professional
body to provide me with CPD opportunities. It’s up to me as a professional, it’s a
personal thing.
Another radiographer manager highlighted initiatives taking place, noting that:
We promote education as much as we can. We have people doing post-grads, we
have people doing in-house training, we have people who are doing audits on our
work which [are] presented to other people.
In general, however, it was reported that employer support for CPD is limited or unavailable
to radiographers. One manager noted that ‘there’s no training budget in a lot of hospitals, or
they might partially fund you – it’s all coming out of your income’. The following
radiographer provided an insight into this, saying:
No, we don’t get time for it, we don’t get money for it. We don’t get anything. There
is none. It’s non-existent. So if I want to go do some CPD, I first of all get a
childminder, usually at the weekends they’re on, so I’d have to pay a childminder to
come and mind my kids. And then I have to head up for a day or a night, and I don’t
get any time back for it, and I don’t get any compensation for it… And yeah, I found it
really difficult.
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Another radiographer noted the challenges in taking time out from a very busy work
schedule to do training or attend a journal club (where people meet up to discuss the latest
developments reported in scientific journals):
They offer these journal clubs at lunch time, they’re a great idea, but I find that that’s
my break from work, do you know? They [management] don’t allow any other time
from what I can see. It’s all in your own time, from what I can see, and I don’t have
much of my own time.
Development of a specialism
A number of specialist areas have developed in the field of radiography, including
ultrasound, CT scanning, MRI, interventional radiography and mammography, and personnel
working in these areas are generally required to undertake an MSc in the particular area.
Participants in this study highlighted limited support for undertaking this additional
education, noting that:
You will have paid for that yourself, in over 50% of cases. That means people will
take out [a] 7,000 euro credit union loan to educate themselves, and to do their job.
And they get no allowance for it. For that qualification… Whereas in nursing, you’re
sent on the course. You’re back filled. And then when you’ve qualified, you get 1,500
to 2,000 euros for having the qualification.
One radiographer manager who had undertaken a master’s degree noted that the only
reward for it was ‘just the knowledge. I just reward myself by my ego!’ Another radiographer
manager noted:
There’s no monetary gain. There’s not even professional gain. You know, you’re not
getting increased status or increased recognition.
It was suggested that this compared unfavourably with the situation in the National Health
Service in the UK, where additional training is ‘appropriately recognised with advanced
practitioner status and pay to go along with that’.

Summary of issues arising in respect of the organisational context
Many issues were raised in respect of the organisational context for radiographers and, of
these, factors relating to pay attracted substantial commentary. Three main issues were
identified in respect of pay. The first was inadequate pay levels for the type of work carried
out, with radiographers needing to work on-call rotas to make up their salary. Second,
inequalities in pay between other allied health professionals (e.g. physiotherapists,
occupational therapists) and radiographers were highlighted, and it was noted that
radiographers are on considerably lower salaries than others. Pay differentials between
different grades of radiographer were also identified, and it was suggested that there is little
difference between the top of the basic radiographer grade salary scale and the start of the
clinical specialist scale. It was also noted that individuals who become radiographer
managers could end up with substantially lower take-home pay due to no longer
undertaking on-call work. The third area, relating to changes in the on-call payment rates
following the Haddington Road Agreement, was identified as a source of much upset and
anger, as these changes have resulted in a significant reduction in take-home pay for many
radiographers.
Challenges were also identified in respect of the organisational culture and management
(predominantly non-radiographer management) of the service. While some radiographers
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highlighted positive relationships and experiences with their manager, in general, the
commentary in this area was negative. It was suggested that there are too many layers of
management and that this, along with a lack of visibility of managers, has a negative impact
on the service. Communication between radiographers and managers was identified as
problematic in some cases, and a number of examples were given of unsatisfactory
outcomes to issues raised. Many radiographers reported that they did not feel valued either
by management or by other non-radiographer colleagues. It was suggested that there is a
lack of understanding of the role and work of radiographers and that there is a lack of value
for what they do.
Career progression in radiography is limited, and this is partially a reflection of the short
career pathway. It was also noted that advanced practice would be of benefit in radiography
and that greater role development could take place. Two issues arose in respect of
education and training: it was strongly suggested that there is limited support (and that
there are inequitable levels of support) both for CPD and for the development of
specialisms.

Impact of issues relating to the job on intention to stay or leave
Two issues relating to the job emerged as having a considerable impact on radiographers’
intention to stay in or leave their job: the on-call rotas and the staffing and workload.

On-call rotas
On-call rotas were identified as a key reason for radiographers leaving their jobs. One
radiographer who had already left a job noted:
Now in my current role that I’ve only [been] doing since [name of month], I’ve no
more on-call. I made a big life change recently, where I took a 50% pay cut, and I
moved to the country. I took a job [where] I don’t do any more [on-call], and so I
have no [on-call] at the moment.
Another radiographer gave some insight into the thinking that may take place around
whether to stay in or leave a post:
But my family now. Should I just stay put? Should I go to somewhere quieter? Our
on-call commitment is massive. When we lose a radiographer… when somebody
leaves our department, we have to absorb the extra calls. So, there’s no giving it out
to [an] agency or a bank system. We have to absorb [it], we’re hoovering [it] up and
[we have a number of] radiographers on call, [but] we actually should have more
than [that number of] radiographers. And we [have more than 20%] vacancies here,
so we’re hoovering all that up ourselves, that impact on our… on your work–life
balance and all that. And I… recently… got a round of viral infection that I shouldn’t
be getting at my age but I know that’s just pure burnout.
One radiographer noted that being allowed to work half time meant it was possible to stay
in their current job:
And the fact that my boss has allowed me to work half time because I have a young
family also is another incentive to me staying. That’s hugely important, because of
the amount of on-call we do, and the workload… and if I wasn’t allowed to work half
time, I definitely think I would not be at work here.
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Workload and staffing
The workload and staffing ratios were also identified as having an impact on intention to
stay or leave, and one radiographer, in response to a question about why they had recently
moved jobs, said:
It was just the volume of work, and I suppose stuff outside of the actual department.
We had very good conditions.
Another radiographer said:
I know there’s other hospitals where it is quieter, but at the same time, there’s
people thinking, ‘Oh well maybe I’ll go part time. I’ll do this three or four days a
week.’ Will I step away from it all together, because if you see [people] in some other
professions they don’t seem to have the constant stress.
This was reiterated by another radiographer, who noted:
I actually don’t think it is sustainable, because [it’s] maybe 30 years I [will] have to
work. I don’t think I’d be able to withstand the pace… We all know that it’s not shift
work, because we could be working 24 hours, and then off for a day, and then back
another. It’s all over the place… I don’t think it’s sustainable, no. Definitely not. If you
compare what work I was doing 10 years ago to what I’m doing now, it’s not
sustainable.

Impact of organisational issues on intention to stay or leave
Reasons for leaving rarely occur in isolation, and as expected many radiographers
mentioned multiple reasons for leaving or staying. Specific issues identified as having an
impact on radiographers’ intention to stay or leave were:





pay
organisational and managerial support
career progression
support for training and education.

Pay
Many participants linked the issues around pay with retention and recruitment, noting that
changes in the on-call payments mean that many radiographers now earn less than they did
prior to 2008 and are treated less favourably than other professionals (particularly allied
health professionals), and that young people entering radiography, who require a high
number of points to do the radiography course, are not willing to put up with this. One
radiographer manager, in response to a question about how they would sell the service to
young people, noted:
If you want to be perpetually poor for the rest of your life, do radiography. And
unless our pay scales are addressed, I wouldn’t encourage young, intelligent,
enthusiastic people to do it because it’s just not financially rewarding enough. And as
you go on, like I said, you will be paid your maximum salary in your early twenties in
radiography. As you go on, you take on more responsibility, you know more, you
have more experience, it just means your salary goes down and down and down.
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Organisational and managerial support
Organisational and managerial support also had an impact on intentions to stay or leave,
and one radiographer noted:
We are losing a lot of staff. There is a big attrition rate within radiology… we have
lost [more than five people] in [the] last few months… The way I’m seeing this and I
know I’m not just saying this for myself is that it’s a top-down management issue…
What I’ve found the scariest thing of all, and I’ve seen that recently, is that staff
don’t talk – they don’t talk about the concerns that [they] have. What seems to be
happening all over the place is a lack of urgency and they stop talking. Like, ‘There is
no point in me talking to you – I’m just going and that is it.’
The impact of working in the profession for a long period of time was also mentioned, and it
was noted that the busyness of the work in some hospitals and the level and consequences
of taking part in on-call rotas were not sustainable in the longer term. This is highlighted in
the following example of a radiographer who was working as a clinical specialist. This person
noted:
It’s very busy. It’s, yeah busy, you know, all the time and we’re short staffed. And
you’re juggling and you’ve got stresses… And I think it’s the stresses… that mean that
when I come home I’m exhausted. So I can’t just, you know, what’s the words? You
know you can’t switch off then. You can’t… So I thought if I job-share it, I could give
the best of me to both.
Part-time or reduced working hours
Arising from the above, it was noted throughout the interviews that getting part-time work
was very difficult, and comments were made such as ‘the department manager doesn’t take
people on part time’.
One radiographer was not able to get job-sharing in the hospital they were working in and
went on to say:
I have thought of just throwing in the towel all together and just taking… You know,
just leaving it all together and just becoming [a] full-time working [parent]. But, I
don’t want to be a full time parent.
The importance of being able to do shorter working weeks and part-time hours was raised
by a number of radiographers, and this was particularly highlighted in the context of on-call
rotas. One radiographer noted:
Part of me knows that I’m still young and that I’m still able [to do the job]. I definitely
wouldn’t be able to do the hours that I do and to the kind of extent that I do it in 20
years… I guess there’s a limit on how long or how well I can do these kind of hours
under this kind of stress… I think that there is a finite amount of time that you could
do that level of high-pressure work without it impacting on you personally.
Another noted that ‘I’d like to be doing less, to be honest – as I get older I’d like that to be an
option.’

Career progression
It was highlighted that the lack of career progression has an impact on radiographers. One
radiographer manager said:
288

I would see that as an issue for radiographers… We get radiographers who have 500plus points in their [secondary school] Leaving [Certificate] and they come into a
profession that has little to offer them in management… And this is a problem for us,
we get a lot of people who stay at senior [level] and you think [they] have more to
offer, but they don’t want to [be a] clinic specialist, but they don’t want to manage
people, and they don’t want to become an RSM because they don’t want to manage
that many people. They tend to linger at that grade, even though I think they have
more to offer.

Support for training and education
It was suggested that the above issues with career progression have an impact on
recruitment and retention. First, it was suggested that it is a minimum requirement for a
clinical specialist post that the radiographer has completed a master’s programme in that
area. Consequently, if fewer people undertake this education, there will not be sufficient
numbers to apply for a vacant post. One manager noted that this had occurred in their
hospital:
And we have run into this problem here where nobody has the course and what do
you do? And nobody from external wants to come into the role, and we’ve had to
hire somebody on the basis that they will do the course. But really, that’s not the
correct thing to do, and we’ve had to hire them on a temporary contract until [the]
point they do the course.
This manager also noted that sometimes a person who has completed the course ‘maybe
isn’t the best person for the job, but because they have the course they get the job’. It was
also suggested that if a radiographer has to fund and support the cost of the course and
attendance at it, ‘they have very little loyalty to you’.
In summary, issues relating to the job, particularly on-call rotas, workload and poor staffing,
were highlighted as key reasons for leaving radiography posts. Issues relating to the
organisational context were also mentioned, and of these pay was noted as particularly
important. The role of management, the limited scope for career progression and poor
support for CPD were also identified as reasons for leaving.

Part 7: Summary and conclusions about the recruitment and retention
of radiographers
Findings from the survey of radiographers (completed by 592 individuals) and interviews
(completed with 21 radiographers at various grades) identified a number of issues relevant
to career and job intentions.
This part presents the findings from quantitative and qualitative data in respect of
radiographers.

Work characteristics



A majority of respondents (64.8%) had been working as a radiographer for 11 years
or more, while 5.9% had been working in this profession for two years or less, and
the remainder (29.3%) for between 2 and 10 years.
There is some movement between jobs and organisations: 17.3% had been in their
current organisation for two years or less, and 26.6% had been in their current job
for two years or less.
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Just under three-fifths (59.1%) normally worked 31–40 hours per week, while 19.2%
normally worked over 40 hours per week and 21.7% normally worked up to 30 hours
per week.
A majority (84.5%) had been on call in the past four weeks; of these, about four in
five had worked on-site while one in five had worked off-site.
Commute times varied: while a majority (62.3%) took 30 minutes or less to get to
work, 30.7% took between 31 minutes and an hour, and 7.0% took more than an
hour to get to work.

Views on the job
The survey questionnaire included two open-ended (text response) questions:



Please describe the three most positive things about your current job.
Please describe the three things that you would most like to change about your
current job.

The responses were coded into themes for quantitative analysis.

Positive aspects of the job




The two most common themes related to the interesting, rewarding or varied
nature of the work (65.8% of responses included this theme) and having good
colleagues, a good working environment or good standards of care (60.8% of
responses).
In addition, 18.5% commented positively about the work conditions (e.g. amount of
on-call work, work–life balance and leave), 12.8% commented positively about
flexibility in working arrangements and 11.0% mentioned that the location of the
work was convenient.

Aspects of the job to change









The most common theme related to pay increases, addressing pay equity issues
and/or addressing pay restoration (43.1%). Respondents pointed out that their basic
pay lagged behind that of their allied health professional colleagues and that it was
unfair to have to do on-call work to be able to afford to live; others commented that
there should be a pay increase in recognition of additional qualifications and
modalities; some commented that ultrasonographers should be paid more due to
their higher levels of responsibility; and some of the comments mentioned the need
to restore pay to (at least) pre-crisis levels.
The second most common theme, emerging in 35.6% of comments, related
specifically to working conditions and/or work–life balance. There were varied
aspects to this: for example, respondents commented that the amount of on-call
work required was unsustainable; the workload was too much, leading to safety
risks and risk of burnout; the on-call shifts were too long; and/or the rest periods
between on-call work and normal work were too short.
Also, 22.4% of respondents indicated that they would like to see an increase in
staffing levels, mainly among radiographers but also support and admin staff.
A little over one in five (21.8%) indicated that they were unhappy with the
opportunities for progression available to them – in particular, the shortage of
senior grades and the lack of recognition for having studied and/or qualified in
specialised areas.
A similar number (21.6%) commented negatively on on-call work conditions. They
felt that the rate of pay for on-call work was too low given the high workload and
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level of responsibility coupled with unsociable hours and thought that, since it is
taxable, it should also be pensionable. Respondents commented that the volume of
on-call work was very high (as high as daytime work) and that this was
unsustainable. A few of these comments mentioned the poor facilities (for food
and/or rest) available to them when on call.
Around one in five (19.1%) commented that support for training and development
was poor and wanted to see financial support, study leave and/or incentives for
achieving further qualifications or training. Some of these comments indicated
that some settings had a training budget for radiographers while others did not.
The need for better facilities was mentioned by 14.4% of respondents.
Most commonly these comments related to frustration and safety concerns
regarding working with outdated or faulty equipment, or the need for more
equipment to cover the caseload.
One in seven or so respondents (14.1%) commented on the need for improvements
to management, specifically in terms of planning, accountability and/or structures;
12.7% commented that they would like to see more support and respect from
management and other healthcare disciplines for their work.

Perceptions of job and organisation
Figure 87 presents the means for radiographers on 16 index measures that were included in
the survey. One ‘negative’ scale, burnout, has been reversed to allow comparisons with the
‘positive’ scales.
The three indexes with the highest scores (ranging from 71% to 81%) are:




impact (81%)
perceptions of co-workers (76%)
engagement (71%).

The three indexes with the lowest scores (ranging from 26% to 33%) are:




satisfaction with pay (26%)
information sharing and decision making (29%)
work–life balance (33%).

These results indicate that radiographers generally perceive their job to have a positive
impact on others, have positive perceptions of their co-workers and are highly engaged in
their work. However, a majority are dissatisfied with their pay, feel that there is a low level
of information sharing and participation in decision making, and are experiencing a poor
work–life balance.
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Figure 87: Index scores (perceptions of job and organisation) for radiographers
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Recruitment
Just over one-quarter of respondents (27.3%) were in their current job for two years or less.
These 27.3% responded to questions about the recruitment process and their job
expectations.




The overall score on the recruitment process index is 58%, indicating a moderate
level of satisfaction with the efficiency and fairness of the recruitment process.
The overall score on the job expectations index is 68%, indicating a relatively high
level of match between expectations and experience.
The recruitment process scores and job expectations scores do not vary significantly
by grade, gender, sector, age group or full-/part-time status.

Findings relating to recruitment of radiographers arising from the qualitative data
The recruitment process for radiographers was identified as very challenging, and an
extensive and lengthy process is required to fill posts. It was suggested that the creation of a
national panel has been very problematic for two reasons. First, the manager of the service a
radiographer is being allocated to has no knowledge of the individual and is, therefore,
unable to make a judgement as to whether the person is suitable for the job or not. Second,
it was noted that radiographers could be on the panel for an extensive period of time, and
when an expression of interest is circulated it may not get any responses.
The availability of radiographers was also noted to be problematic as there is only one
radiography undergraduate programme in Ireland. While radiographers are recruited from
the UK, it was noted that this could be a problem post-Brexit. Recruiting radiographers from
Northern Ireland was also highlighted as having become difficult recently due to delays with
CORU registration. Local initiatives include giving radiographers short-term temporary
contracts and publicising the work of the unit and the benefits of working there.

Retention
About one in three respondents (34.0%) intended to leave their current job in two years or
less, while 66.0% intended to stay.
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Reasons for staying in the job







Respondents who expressed an intention to stay in their current job were asked to
indicate the relevance of a range of factors to this intention.
The three most common reasons (i.e. with the highest percentages of ‘highly
relevant’ ratings) were ‘suitable working hours, days and/or rota’ (58%), ‘personal or
family reasons’ (52%) and ‘convenient location’ (48%).
In addition, one in three (32%) rated ‘lack of available alternatives’ as highly
relevant. One in four (25%) rated ‘too disruptive to leave’ as highly relevant, while
24% rated ‘patients/service users easy to work with’ as highly relevant.
Of those who intended to stay, 20% described other reasons for their intentions. The
two most common reasons expressed by respondents for their intentions to stay in
their current job were location and financial; others commented that age was a
factor, and some indicated that good work colleagues kept them in the job.
Many of these comments reiterated difficulties with pay and working conditions
(particularly work–life balance and number of hours worked), on-call work
conditions, and lack of promotion opportunities. Some compared the working
conditions in public hospitals unfavourably with those in BreastCheck
(mammography) clinics and private settings.

Reasons for leaving the job





Respondents who expressed an intention to leave their current job were asked to
indicate the relevance of a range of factors to this intention.
The three reasons with the highest percentages of ‘highly relevant’ ratings were
‘better job opportunities elsewhere’ (43%), ‘staffing levels a problem’ (39%) and
‘work environment too demanding’ (36%).
Also, 28% rated ‘working hours, days and/or rota not suitable’ as highly relevant,
26% rated ‘work too physically demanding’ as highly relevant and 24% indicated that
personal or family reasons were highly relevant.
Of those who intended to leave, 47% described other reasons for their intentions.
Many responses reflected a combination of reasons. The most frequently cited
reasons were poor pay, a lack of promotion opportunities, financial reasons, poor
working environment or management, poor working conditions and/or a lack of
flexibility. A small number of respondents indicated plans to travel and/or change
careers.

Intention to leave the organisation and leave the profession





The overall mean on the intention to leave organisation index is 48%, indicating a
moderate overall intention to leave the organisation.
The scores on the intention to leave organisation index did not vary significantly by
gender or sector (HSE, voluntary or private). However, the scores varied significantly
by grade, full-/part-time status and age group. Clinical specialists (41%) had a
significantly lower score on the intention to leave organisation index than basic
grade radiographers (52%), with the scores of the other grades ranging from 45% to
49%. Part-time employees (42%) has significantly lower index scores than full-time
employees (50%). Older radiographers, aged 41–50 years (44%) and 51 years or
older (34%), had significantly lower scores than younger radiographers, aged 21–
30 years (57%) and 31–40 years (52%).
The overall mean on the intention to leave profession index is 36%, indicating a low
to moderate overall intention to leave the profession.
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The scores on the intention to leave profession index did not vary significantly by
gender, sector (HSE, voluntary or private), full-/part-time status or age group.
However, the scores varied significantly by grade, whereby clinical specialists had
the lowest mean score (29%) (with the scores of the other grades ranging from 34%
to 43%).

Regression analysis of intention to leave the organisation
The regression analysis showed that intention to leave the organisation is associated with:









poorer perceptions of manager
fewer training and promotion opportunities
lower levels of employer support
lower satisfaction with pay
lower perceived quality of workplace
lower global job satisfaction
higher effort–reward ratio
lower organisational commitment.

Intention to leave the organisation was not associated with gender, employment grade,
sector or full-/part-time status. However, younger radiographers (50 or younger) were more
likely to intend to leave than older psychologists.
Further analyses of the impact measures (global job satisfaction, effort–reward ratio and
organisational commitment) underlined the role that employer support and satisfaction with
pay play both in ‘driving’ the impact measures and predicting intention to leave the
organisation.

Findings emerging from the qualitative data in respect of retention
Summary of positive aspects of working as a radiographer
The complexity of the role of radiographer (particularly the dual interpersonal and technical
aspects involved in the role) was highlighted as a positive feature of the job. Many
radiographers noted that they loved their job and enjoyed mixing interpersonal interaction
with having the opportunity to apply their knowledge and skills to improve patient
outcomes. Making an impact on people’s lives was identified as an important outcome from
their work, and when this was valued it was identified as being very positive. Having good
working colleagues was also identified as a positive factor in the working lives of
radiographers, and this was noted to have an impact on decisions to stay in or leave their
job.

Summary of challenges arising in respect of the work of radiographers
Four key challenges were identified in respect of the job of radiographer: on-call rotas,
workload and staffing, the physical nature of the work and a lack of up-to-date, properly
functioning equipment. Of these, challenges arising in respect of on-call rotas were raised
particularly frequently, and they were identified as very problematic for radiographers and
for managers trying to staff them. The main issues arising related to the lack of choice in
whether to take part in rotas; the inequities arising in different on-call rotas in terms of
busyness, complexity, payment and compensation; the challenges of meeting urgent timebound protocols, especially when taking part in off-site on-call rotas; and the impact on the
health and wellbeing of radiographers due to tiredness and poor work–life balance.

294

Excessive workload and understaffing were also identified as major challenges, and many
radiographers spoke about the stress and pressure arising as a result. Some radiographers
spoke of not being able to complete their work on time and of the impact of this on patients,
on-call colleagues and themselves. The physical nature of the work was highlighted along
with the risks arising for radiographers due to the lack of sufficient support staff;
interviewees mentioned the impact on their own physical health, particularly in terms of
back injuries and repetitive strain injuries. Finally, some challenges were identified in respect
of equipment, and a number of examples were provided of equipment being outdated,
inefficient and ineffective.

Summary of challenges arising in respect of the organisational context for
radiographers
Many issues were raised in respect of the organisational context for radiographers and, of
these, factors relating to pay attracted substantial commentary. Three main issues were
identified in respect of pay. The first was inadequate pay levels for the type of work carried
out, with radiographers needing to work on-call rotas to make up their salary. Second,
inequalities in pay between other allied health professionals (e.g. physiotherapists,
occupational therapists) and radiographers were highlighted, and it was noted that
radiographers are on considerably lower salaries compared with others. Pay differentials
between different grades of radiographer were also identified, and it was suggested that
there is little difference between the top of the basic radiographer grade salary scale and the
start of the clinical specialist scale. It was also noted that individuals who become
radiographer managers could end up with substantially lower take-home pay due to no
longer undertaking on-call work. The third area, relating to changes in the on-call payment
rates following the Haddington Road Agreement, was identified as a source of much upset
and anger, as these changes have resulted in a significant reduction in take-home pay for
many radiographers.
Challenges were also identified in respect of the organisational culture and management
(predominantly non-radiographer management) of the service. While some radiographers
highlighted positive relationships and experiences with their manager, in general, the
commentary in this area was negative. It was suggested that there are too many layers of
management and that this, along with a lack of visibility of managers, has a negative impact
on the service. Communication between radiographers and managers was identified as
problematic in some cases, and a number of examples were given of unsatisfactory
outcomes to issues raised. Many radiographers reported that they did not feel valued either
by management or by other non-radiographer colleagues. It was suggested that there is a
lack of understanding of the role and work of radiographers and that there is a lack of value
for what they do.
Career progression in radiography is limited, and this is partially a reflection of the short
career pathway. It was also noted that advanced practice would be of benefit in radiography
and that greater role development could take place. Two issues arose in respect of
education and training: it was strongly suggested that there is limited support (and that
there are inequitable levels of support) both for CPD and for the development of
specialisms.

Summary of reasons for radiographers’ intentions to stay or leave
Issues relating to the job, particularly on-call rotas, workload and poor staffing, were
highlighted as key reasons for leaving radiography posts. Issues relating to the organisational
context were also mentioned, and of these pay was noted as particularly important. The role
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of management, the limited scope for career progression and poor support for CPD were
also identified as reasons for leaving.

Conclusions: intention to leave
The results indicate that about one in three respondents (34%) intended to leave their
current job in two years or less, while 66% intended to stay.
Clinical specialists (41%) had a significantly lower score on the intention to leave
organisation index than basic grade radiographers (52%), and this was also the case in
respect of part-time employees (42%) compared with full-time employees (50%). The
youngest age group of radiographers (57%) were more likely to intend to leave the
organisation than the oldest age group (35%).

Conclusions: recruitment of radiographers
There is a moderate level of satisfaction among new recruits in respect of the fairness and
efficiency of the recruitment process, and the overall score on the recruitment process index
is 58%. There is also a relatively high level of match between expectations and experience,
and the overall score on the job expectations index is 68%.
From the perspective of managers involved in the recruitment process, however, the
process was identified as very challenging, and an extensive and lengthy process is required
to fill posts. It was suggested that the creation of a national panel has been very problematic
for two reasons. First, the manager of the service a radiographer is being allocated to has no
knowledge of the individual and is, therefore, unable to make a judgement as to whether
the person is suitable for the job or not. Second, it was noted that radiographers could be on
the panel for an extensive period of time, and when an expression of interest is circulated it
may not get any responses.
The availability of radiographers was also noted to be problematic as there is only one
radiography undergraduate programme in Ireland. While radiographers are recruited from
the UK, it was noted that this could be a problem post-Brexit. Recruiting radiographers from
Northern Ireland was also highlighted as having become more difficult recently due to delays
with CORU registration. Local initiatives include giving radiographers short-term temporary
contracts and publicising the work of the unit and the benefits of working there.

Conclusions: positive aspects of the work and the organisation
Radiographers believe they have an important impact on people’s lives, have very positive
perceptions of their co-workers and are highly engaged in their work.
These findings are reflected in the impact (81%), perceptions of co-workers (76%) and
engagement (71%) index scores. Positive perceptions of co-workers, along with having a
good working environment or good standards of care (60.8%), are also reflected in the two
most common themes in terms of positive aspects of the job. The most common theme
related to the interesting, rewarding or varied nature of the job (65.8%).
These aspects are also highlighted in the qualitative findings, where the complexity of the
role of radiographer was mentioned as a positive feature of the job with particular attention
drawn to the dual interpersonal and technical aspects involved in the role. Many
radiographers noted that they loved their job and enjoyed mixing interpersonal interaction
with having the opportunity to apply their knowledge and skills to improve patient
outcomes. Making an impact on people’s lives was identified as an important outcome from
their work, and when this was valued it was identified as being very positive. Having good
working colleagues was also identified as a positive factor in the working lives of
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radiographers, and this was noted to have an impact on decisions to stay in or leave their
job.

Conclusions: on-call rotas
There are low levels of satisfaction with the on-call rota system, and this is reflected in the
mean index score of 37% as well as in the low work–life balance mean index score of 33%. Of
those intending to leave their job, 28% rated ‘working hours, days and/or rota not suitable’
as highly relevant. The most common reason for respondents indicating they intended to stay
in their job was ‘suitable working hours, days and/or rota’ (identified by 58% of survey
participants).
The on-call system elicited extensive commentary in the interview data, and challenges
arising were raised much more frequently in respect of this area than all others. On-call
rotas were identified as very problematic for radiographers and for managers trying to staff
them. The main issues arising related to the lack of choice in whether to take part in rotas;
the inequities arising in different on-call rotas in terms of busyness, complexity, payment
and compensation; the challenges of meeting urgent time-bound protocols, especially when
taking part in off-site on-call rotas; and the impact on the health and wellbeing of
radiographers due to tiredness and poor work–life balance.

Conclusions: staffing and workload
Radiographers highlighted substantial pressures arising from a combination of low staffing
levels and consequent workload. Two of the three most ‘highly relevant’ ratings identified by
respondents intending to leave their job were ‘staffing levels a problem’ (39%) and ‘work
environment too demanding’ (36%)
Excessive workload and understaffing were identified in the interview data as major
challenges, and many radiographers spoke about the stress and pressure arising as a result.
Some radiographers spoke of not being able to complete their work on time and of the
impact of this on patients, on-call colleagues and themselves. The physical nature of the
work was highlighted along with the risks arising for radiographers due to the lack of
sufficient support staff and the impact on their own physical health, particularly in terms of
back injuries and repetitive strain injuries.
Findings from the regression analysis show that a lower perceived quality of workplace is
significantly associated with intention to leave the organisation.

Conclusions: pay
Radiographers are dissatisfied with their pay, which they feel is low. The mean index score
(26%) is the lowest overall index score.
Factors relating to pay attracted substantial commentary in the course of interviews. Three
main issues were identified in respect of pay. The first was inadequate pay levels for the
type of work carried out, with radiographers needing to work on-call rotas to make up their
salary. Second, inequalities in pay between other allied health professionals (e.g.
physiotherapists, occupational therapists) and radiographers were highlighted, and it was
noted that radiographers are on considerably lower salaries than others. Pay differentials
between different grades of radiographer were also identified, and it was suggested that
there is little difference between the top of the basic radiographer grade salary scale and the
start of the clinical specialist scale. It was also noted that individuals who become
radiographer managers could end up with substantially lower take-home pay due to no
longer undertaking on-call work. The third area, relating to changes in the on-call payment
rates following the Haddington Road Agreement, was identified as a source of much upset
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and anger, as these changes have resulted in a significant reduction in take-home pay for
many radiographers.

Conclusions: organisational context and employer support
Radiographers do not feel supported by their employers, perceive that they have few training
and promotion opportunities, and have poor perceptions of their managers. These issues are
significant in the regression analysis of leaving the organisation.
These findings are also reflected in the overall mean index scores of employer support
(39%), perceptions of manager (39%) and training and promotion opportunities (42%). While
information sharing is not significant in the regression analysis, it was reported to have the
second lowest mean index score at 29%.
These challenges were reflected in the interviews, where difficulties in organisational culture
and management (predominantly non-radiographer management) of the service were
identified. While some radiographers highlighted positive relationships and experiences with
their manager, in general, the commentary in this area was negative. It was suggested that
there are too many layers of management and that this, along with a lack of visibility of
managers, has a negative impact on the service. Communication between radiographers and
managers was identified as problematic in some cases, and a number of examples were
given of unsatisfactory outcomes to issues raised. Many radiographers reported that they
did not feel valued either by management or by other non-radiographer colleagues. It was
suggested that there is a lack of understanding of the role and work of radiographers and
that there is a lack of value for what they do.
Career progression in radiography is limited, and this is partially a reflection of the short
career pathway. It was also noted that advanced practice would be of benefit in radiography
and that greater role development could take place. Two issues arose in respect of
education and training: it was strongly suggested that there is limited support (and that
there are inequitable levels of support) both for CPD and for the development of
specialisms.

298

References
1.
Public Service Pay Commission. Report of the Public Service Pay Commission. Dublin:
Public Service Pay Commision; May 2017.
2.
Public Service Pay Commission. Report of the Public Service Pay Commission:
Recruitment and retention module 1. Dublin: Public Service Pay Commision; 2018.
3.
Public Service Pay Commission. Engage to Change: A collaborative study on
recruitment and retention of nurses, midwives and doctors. Dublin: Public Service Pay
Commision; 2018.
4.
Department of Public Expenditure and Reform. Civil Service employee engagement
survey. Dublin: Department of Public Expenditure and Reform; 2017.
5.
Siegrist J, Li J, Montano D. Psychometric properties of the Effort–Reward Imbalance
Questionnaire. Unpublished manuscript, Dusseldorf University; 2014.
6.
Seppälä P, Mauna S, Feldt T, Hakanen J, Kinnunen U, Tolvanen A, et al. The construct
validity of the Utrecht Work Engagement Scale: Multisample and longitudinal evidence.
Journal of Happiness Studies. 2009;10:459.
7.
Spreitzer GM. Psychological empowerment in the workplace: Dimensions,
measurement, and validation. Academy of Management Journal. 1995;38(5):1442–65.
8.
Kristensen TS, Hannerz H, Hogh A, Borg V. The Copenhagen Psychosocial
Questionnaire: A tool for the assessment and improvement of the psychosocial work
environment. Scandinavian Journal of Work, Environment & Health. 2005;31(6):438–49.
9.
Demerouti E, Bakker A. The Oldenburg Burnout Inventory: A good alternative to
measure burnout and engagement. In: Halbesleben JRB (ed.) Handbook of stress and
burnout in health care. New York: Nova Science; 2008. pp.65–78.
10.
Larson SA, Lakin C, Bruininks RH, Braddock DL. Staff recruitment and retention: Study
results and intervention strategies. Washington: AAMR; 1998.
11.
Beehr TA. Perceived situational moderators of the relationship between subjective
role ambiguity and role strain. Journal of Applied Psychology. 1976;61:35–40.
12.
Cammann C, Fichman M, Jenkins D, Klesh J. The Michigan Organizational Assessment
Questionnaire. Unpublished manuscript, University of Michigan; 1979.
13.
Meyer JP, Allen N.J. A three-component conceptualization of organizational
commitment. Human Resource Management Review. 1991;1:1–89.
14.
Meyer JP, Allen NJ. Commitment in the workplace: Theory, research, and
application. Thousand Oaks, California: Sage; 1997.
15.
Perreira TA, Morin AJS, Hebert M, Gillet N, Houle SA, Berta W. The short form of the
Workplace Affective Commitment Multidimensional Questionnaire (WACMQ-S): A bifactorESEM approach among healthcare professionals. Journal of Vocational Behavior.
2018;106:62–83.
16.
Meyer JP, Allen NJ, Smith CA. Commitment to organizations and occupations:
Extension and test of a three-component conceptualization. Journal of Applied Psychology.
1993;78(4):538–97.
17.
Howlett O, McKinstry C, Lannin NA. Using the cognitive interviewing process to
improve survey design by allied health: A qualitative study. Australian Occupational Therapy
Journal. 2018;65(2):126–34. p.126.
299

18.
Lightfoot. National Ambulance Service of Ireland emergency service baseline and
capacity review. Bracknell: Lightfoot; 2015.

300

