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Without my patients [ would not be the person that I am today
— and ultimately it is to them that this book is dedicated.
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Prologue: A Good Job

Two a.m. and we are standing on the side of the road waiting for the
fire service to take the top off the car in front of us. The wind whistles
across the flats making us all shiver despite our fleeces and our jackets.

Two cars have been involved in a high-speed road traffic accident
(RTA), the parked car that was hit has been shunted forward leaving
ten-yard-long skid marks. The cars aren’t too damaged but the seats
inside have shifted around, trapping the occupants.

There are seven ambulances here, four fire trucks, half a dozen police
and three ambulance officers with clipboards. There are eight patients,
all but one need cutting from the cars and collaring and boarding. The
only woman involved is ‘walking wounded’.

The reason that it is taking so long for our car to get its lid removed by
the fire service is because of the position of one of the patients inside.
He looks rather unwell and the crew looking after him really would
like to get to him sooner rather than later.

Our ambulance was fourth on scene. When I arrived I spoke to a sta-
tionmate to see what he wanted us to do, who he wanted us to look
after. Normally he is the station clown, now he’s all serious and pro-
fessional, no fake beards or silly glasses.

Everyone gets checked over, all the ambulance crews are calm, it’s seri-
ous but it doesn’t look like anyone is about to die; more a case of being
careful moving the patients ‘just in case’.

The roof comes off the car and with the help of another crew and
some firefighters we get our patient out safely and strapped to a board.
He is freezing cold. He is not wearing warm clothing so the delay in
getting him out and the terrible weather have us concerned for his
body temperature.

We are in a new ambulance so the heater works. Turning it up to full
we are soon sweating as we assess the patient and prepare for trans-
port.
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I get on the radio to pre-alert the hospital. For some reason the radio
isn’t working properly and our Control can’t hear me, so I use my
phone instead. Thankfully it works.

I travel a mile over speed-bumps to get to the hospital; there is no
other route and every bump makes me aware of my patient in the back
being jostled around. It’s not the first time that I curse the council.

After all our patients are safe at the hospital we stand outside and
laugh and joke. We reconstruct the accident, we talk about the more
injured ones and we mock the driving skills of one of the officers.

We occasionally help people.

It’s a good job sometimes.

| X
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Introduction

I’'m not special. All T am is one of the faceless people who work for an
ambulance service. If you are lucky you’ll never meet me in a profes-
sional capacity. Most of the time you won’t even think about us; per-
haps only occasionally sparing a thought for our work when an
ambulance whizzes past you on the street, lights flashing and sirens
sounding.

This book is a series of snapshots from the life of one ambulance
worker. For the past few years I have been writing about ambulance
work on the internet, regularly updating my website. From around the
world people have come to read, and comment on, the sorts of jobs
that I go to on a daily basis.

This book is not special — there are no tales of heroics, no exciting
derring-do, nothing to compare with what the dramas on TV and film
would have us believe. This is what ambulance staff the world over
deal with day in and day out.

This is a book that lets you understand some of the situations that
ambulance staff encounter every day, some of the pressures, and some
of the humour that we use to let off steam.

Every time I talk about a patient in this book that situation has hap-
pened for real, to a real person.
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Taxi

The staffing of ambulances at the moment is ... to put it bluntly ...
poor.

Working on the fast response unit (FRU — a car that is designed to get
to the sickest patients quickly) means that I often get to an emergency
call within minutes of it being made. Unfortunately, with so few
ambulances on the road, the patient and I are often left staring at each
other for long periods of time; in a couple of cases up to an hour.

I was sent to a young man having an asthma attack. It was late at
night, and he had been queuing to get into a nightclub when he had
started to feel his breathing getting tight, the sign of an asthma attack,
so had headed to a taxi office in order to go home. Unfortunatel, his
asthma progressed and so an ambulance was called. What he got was
me, on my own, in a car.

After dealing with the drunken group of teenage girls that had taken
time out of waiting for a cab to start loudly ‘caring’ for my patient, I
started my assessment. It was a cold night so I sat the young man in
the taxi office and listened to his chest. I could hear a nice loud wheez-
ing from his lungs so I started him on the first dose of our asthma med-
ication. I got his details and checked his vital signs, and waited for the
ambulance to turn up.

It takes between five and ten minutes for the asthma medication to
finish, and by the end of it there was still no ambulance.

I listened to his chest again, still an audible wheeze, so I gave him a
second dose of the medication. So there he was, sitting in a cab office
at three in the morning with a mask over his face, ‘smoke’ pouring
from it, and all around us were intoxicated people getting cabs home.

It was not very dignified.

We started chatting, and I was impressed by this polite young man
with good manners and common sense. The second medication fin-
ished and so we continued to wait, and wait, and wait for the ambu-
lance. I phoned up my Control and asked if there was an ambulance
assigned.
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‘Sorry ECS50, we are still holding calls in that area.’
I was on my own with this patient for the foreseeable future.

Sometimes I can transport a patient myself to hospital, it’s not techni-
cally allowed. Actually, we’ve been told that we shouldn’t do it at all,
but in some cases I think ’'m doing the right thing for the patient. So I
will load them into the car (which only has the front passenger seat,
the rest of the car is taken up by equipment) and nip into the nearest
hospital. Control is often happy for me to do this, as it means one less
job that it needs to send a proper ambulance to.

I couldn’t transport this patient, though, because he wanted to go to
his local hospital, which would mean driving past two other emer-
gency departments and out of my area. I couldn’t see Control, or my
bosses, being too happy with that.

So the patient, at his insistence, got a cab to hospital. The double dose
of medicine had cleared his lungs up nicely, but he would probably
need some short-term steroid treatment. I rechecked my assessment of
him, and was happy that his physical condition was good enough for
him to get a cab to hospital. T wasn’t happy, though, that there was no
ambulance for this patient who actually warranted one.

As I write this I wonder what would have happened if he hadn’t
responded to the medication that I gave him.

Leaving My Job

I think I’'m going to be leaving my job soon.

I went to a six-month-old baby with possible meningitis. The baby had
the right sort of rash (although it was only on the back of the knee
and, after checking, nowhere else). It had a temperature, but was one
of the happiest, most alert children I’ve ever had the pleasure of meet-
ing. It just didn’t seem as if it had meningitis, and trust me, I’ve seen a
fair few children and adults with it so I have a pretty good idea what
it looks like.

Then, as in the past, I was left waiting for an ambulance.
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For around 45 minutes.

There was no way I was going to be able to transport the patient in my
car. It’s just not equipped to carry such a small child. We don’t have
baby seats and as the family didn’t have a car they didn’t have one
either.

So the family ended up phoning a friend to take them to the hospital.
The ambulance turned up just as they were getting into their friend’s
car.

All T had going through my head was the potential newspaper headline
‘No Ambulance For Baby Dying Of Killer Bug!”’

Later that night I went to a woman who was having an extremely
painful miscarriage. There is nothing I can do for that on scene, the
patient needs to be in hospital. Thankfully the ambulance wasn’t too
far behind me, but if I had been waiting on scene then it would have
been a very awkward and distressing wait (again, because of the
pain, it would have been impossible to transport her in my car).

More and more 'm looking at my watch as an ambulance fails to
arrive. It’s only a matter of time before I have someone die in front of
me while waiting for an ambulance.

So, ’'m seriously considering leaving the FRU and going back to work
on an ambulance. That way I can pick up sick people, and take them
to where they need to be: a hospital.

So after the holiday season, I think I’ll be sending a memo up to the
office asking to return to my ambulance role.

Zafira

I’m not perfect.

I arrived at work to find that my FRU car was nowhere to be seen.
There was no one on the early shift, so where had my car got to?

The week before a friend of mine had had an accident in the Newham
FRU car (in front of a load of police officers, which had given them
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some amusement I would imagine). So the car that I would normally
use was being borrowed by Newham station.

So the plan was for me to get picked up at my station by a station offi-
cer, go to Newham, get the keys to the brand-new Vauxhall Zafira,
return to my station with the car and start working.

The station officer met me and drove me down to Newham station.
He asked me, because I was leaving my secondment on the FRU, if I
could write up my thoughts on what was good, bad and what could be
improved about it.

I told him that I’d be more than happy to point him in the direction of
where my thoughts lay.

The brand-new Zafira was parked in the garage at Newham so I
hopped behind the wheel and, after some struggling with the new
design of handbrake, managed to reverse it out and into the parking
area.

Where to the absolute horror of the station officer I drove into another
car.

Oops.

Luckily there was no damage to the Zafira (which had less than 600
miles on the clock) and very slight, if any, damage to the other car.

The first accident I had in over 18 months and it was in front of a sta-
tion officer ...

Not a good start to the shift.

My thoughts on the Zafira are these; if you wanted a rapid response
vehicle, the Zafira shouldn’t have been chosen. It is too top heavy and
wallows like a hippo in thick mud. The acceleration is awful, you hit
the pedal and it takes one and a half seconds before the diesel engine
gives you any sort of power. It is comfortable to pootle around town
in, and the high-up viewing position is quite nice.

But there is no way that it could be considered a ‘Fast’ car.

I think the reason why we have them is because they are able to carry
patients, and I imagine that soon FRU drivers will be asked to take the
coughs and colds that we see so much of to hospital.
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§§9

NYE Night

New Year’s night was a busy one for the London Ambulance Service.
There were 38 stabbings over the course of the night. I spoke to my
workmate who was on the FRU that night; he attended four stabbings
one after another.

By 5 a.m. there had been in excess of 2000 calls (we normally do a
shade under 4000 calls over 24 hours).

On the television one of our top-ranking management people
described the night as ‘horrific’, which I would say is a pretty fair
assessment.

I am extremely glad T wasn’t working that shift.

Ten Deep Breaths

The call details appeared on the computer terminal in the FRU:

‘Nineteen-year-old male — Patient has lump on ribs — difficulty in
breathing.’

Halfway to the address, a private house, my screen was updated:
‘Patient has taken cocaine.’

I was met at the front door by a young male, stripped to the waist and
obviously agitated.

‘Comein, myribsfeelfunny, andmyshoulderbladedon’tfeelright.’

‘Slow down,’ I said, taking his pulse — 110, a bit on the high side, but
he was bouncing off the walls.

‘My ribs man! They don’t feel right! Have a feel.” He then started run-
ning his hands up and down his chest.

‘Have you fallen over? Been hit? Anything unusual happened?’ I
asked.

‘No man - just feel them ... FEEL THEM!
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‘Look, you need to calm down,” I replied. ‘I can’t do anything while
you are hopping all over the place.’

He started shouting, ‘FEEL THEM! JUST FUCKIN’ FEEL THEM!

He turned his back to me, indicating that I should feel his normal-
looking ribs.

A sudden wave of anger passed over me — it was all I could do to not
punch him in the back. I examined his ribs; they felt perfectly normal
to me.

‘There,” I said, ‘your ribs are fine.’
“What about my shoulder blades man?’

‘Look, you’ve taken cocaine right? You are feeling paranoid, it’s
normal, just try to relax a little.’

‘WHAT ... ABOUT ... MY ... FUCKIN’ ... SHOULDER BLADESY"’

He turned his back on me again. I gritted my teeth and grabbed his
shoulder blades. ‘They are fine. Now. Sit. Down.’

He sat down. Then he stood up, then he paced around the kitchen,
then he did a few circuits of the sofa, then he sat down again, then he
stood up and hopped around a bit. [ was getting tired just watching
him.

‘Look,’ I said trying to calm him, and me, down, is this the first time
you’ve taken cocaine?’

‘No man!’

‘OK, well if you want we can take you to the hospital, get you checked
out if you’d like?’

‘NO! he shouted. T’'m not going to hospital.’

Fine, I thought, not that the hospital will thank me.
‘OK mate, then are you alone in the house?’

‘Nah, my dad’s asleep upstairs.’

“Well, Id like to have a chat with him, so he can keep an eye on you.’
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‘NO! Get out of my house.” He started advancing towards me. ‘No
hospital, no waking my dad up, just get the fuck out of my house!’

I left the house. While a fight with the patient would have done
absolute wonders for my stress levels, it certainly wasn’t worth the
hassle, the risk of injury and, most importantly, the paperwork.

But what should I do now? If a patient isn’t transported then we
should leave a copy of our patient report form with them. Should I
post it through the letterbox? The problem with that was if his father
saw the report I’d be breaching patient confidentiality. I guessed that
the police wouldn’t be too interested in paying him a visit either. So I
left the form sitting in my car — there was little else I could do for him,
as he didn’t want help.

I sat in my car, filled out my forms and took a couple of deep breaths.
It would be a long Christmas ...

55
Taxi?

I’ve had a couple of people send me a story that appeared in the news-
papers.

Nursing staff from a Telford hospital have been accused of using an
ambulance as a taxi after a night out.

It was claimed some of the nursing staff got into an ambulance outside
The Swan in Ironbridge on Sunday.

The ambulance service has found a crew did provide unauthorised
transport to staff but said it was not in operation and returning to base
at the time.

To be honest this tends to happen a bit with nurses asking if you can
give them a lift to the train station and the like. You tell the nurse ‘Hop
in the back, we’ll give you a lift — if we get a call you’ll have to hop out
again.’ It helps keep relations good between the hospital staff and our-
selves. It doesn’t hurt anyone and it definitely doesn’t remove an
ambulance from service.
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In fact, it can do good. A crew I know was giving a nurse a lift to the
train station after her shift finished when they then got a call to a car-
diac arrest and the nurse was able to help out. As long as the crew
wasn’t refusing calls then I can’t see the harm in it. In London I’d
imagine that our Control would love it as it would mean we are out
roaming rather than sitting on station, something our management is
eager for us to do.

And if Pm going to spend all shift taxiing drunks around, I don’t see
why we can’t sometimes help out the poor buggers who work their fin-
gers to the bone looking after those same drunks.

I wonder if the person who complained is the sort who expects an
ambulance to turn up seconds after they’ve cut their finger?

§§9

O Chickenpox

I went to two cases of adult chickenpox last night. The hospital says
that there was another adult with chickenpox the day before that. It
seems like we have a little outbreak here.

As both my patients were Nigerian, I have a sneaky feeling that the big
(mainly Nigerian) church in Newham may be where the disease was
spread and the timing of the symptoms would support this.

As one of the families had school-age children with the disease, I'm
going to guess that a lot of children will be ill over the next few days.

Off the top of my head, I can’t remember if I have been vaccinated
against chickenpox — but I do know that I had it twice when I was a
child, both times at Christmas.

Rough

It was cold, it was dark and it was raining the sort of thin greasy rain
that soaks straight through your clothes. I was making my way to one
of the Docklands Light Railway stations for a ‘Male — collapsed, caller
not willing to approach patient.” I’d been to this station in the last
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week for a hoax call and I wasn’t sure if this was a repeat perform-
ance.

At the bottom of the stairs just sheltered from the rain was a young
man in his twenties, dirty, dressed in filthy clothes and curled up next
to a plastic bag. Standing over him was another man, this one dressed
in a suit, looking a bit concerned.

(The London borough of Tower Hamlets has both the richest, and the
poorest population in London.)

‘He’s just laying there, not talking,” the smartly dressed man said. ‘I
didn’t really know what to do ...

I let him know that I’d take care of the patient, and that he had done
the right thing and could go home.

It was just me and the patient. Given the way he looked it was a rea-
sonable assumption that he was homeless. If he was homeless then
there was a reasonable assumption that he was drunk and given that
he was in such a public place there was a chance that there was some-
thing physically wrong with him.

I attempted to wake him up — he was keeping his eyes closed when I
tried to open them, so I knew that he wasn’t really unconscious.

‘Look mate,’ I said, ‘if you don’t open your eyes, 'll have to check
your blood sugar, which means poking a needle into your finger. If you
open your eyes then I won’t have to do that.’

No response.

So I checked his blood sugar along with the rest of his vital signs;
everything was fine.

I crouched down opposite him.

‘Look, you can open your eyes and talk to me you know — we’ll still
take you to hospital. To be honest, I can’t blame you, an A&E waiting
room has got to be a pretty good option on a crappy night like this.’

Some commuters walked between us; they didn’t look at us. I looked
in his plastic bag; there was a sociology textbook.

‘Sociology? I could never enjoy reading that sort of thing.’



More Blood, More Sweat and Another Cup of Tea

He opened his eyes. “S’all right.

Excellent. He was talking to me, which meant that the paranoid voice
in the back of my head telling me that he might be seriously ill could
shut up. It is something that always worries me — that despite my expe-
rience I’d miss something serious on a drunk or homeless guy.

We had a little chat while I was waiting for the ambulance to arrive.
He’d been a rough sleeper for two years; he admitted to drinking too
much. He seemed a nice enough person.

‘Bloody freezing tonight,” I said to him. ‘I reckon the hospital has got
to be a fair bit warmer and drier tonight.’

‘T don’t want to go to hospital,” he said back to me.

I was surprised. ‘Are you sure mate? It’s no skin off my nose if we take
you in.’

“Yeah, I’'m sure. I’ve just had too much to drink.” He mentioned a
hostel nearby. “Which way is it from here?’

I pointed him in the direction of the hostel and he wandered off down
the road.

I’'ve got to admit that I felt sorry for him. I didn’t know why he was
homeless, and I’'m not a strong believer that all homeless people are
victims, but because I’d sat and spoken to him, because he hadn’t tried
to hit me and because he seemed like a reasonable person I felt some
sympathy for him. He must have made some sort of impression on me
as I can still remember the job six weeks after it happened.

Maybe I'm just getting soft in my old age.

The Black Dog Has Been Taken Outside
and Shot

I left work this morning with a song in my heart and joy in my step;
last night was my final shift on the FRU car.

No longer will I be standing around with my hands in my pockets for
45 minutes while a six-month-old child lies in front of me with possi-

11
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ble meningitis. No more will I be told by Control to go and drive
around and look busy when there is something good on telly, and no
longer will my only conversation with people consist mainly of “Where
does it hurt?’ for twelve hours straight.

The letter that I wrote my boss telling her that I wanted to come off
the FRU takes effect from Friday. I’ll soon be back to working on a
‘truck’, a nice big person-carrying medical-taxi truck.

Lovely!

I was hoping that this last shift would fly by in an exciting cascade of
trauma, life-saving and dramatic illness.

Ahem.

It was actually a fairly quiet night. I did seven jobs, four of them
being people with coughs (one cough having lasted three weeks before
the patient decided to call an ambulance at five in the morning). My
last call was to an elderly gentleman with emphysema (and a cough)
who actually needed hospital treatment.

However, my first two calls were to drunks.

My second job was a “classic’ — ‘Male collapsed in street, unknown life
status — caller refusing to go near patient or answer any questions.” So
I rushed there and found two female police officers standing over a
drunk male who was asleep in the street. I did all my normal checks to
make sure that he was only drunk (as opposed to being drunk and in
a diabetic coma, drunk and has had a stroke, or drunk and has been
stabbed). Everything pointed to him being just drunk.

We woke him up and were prepared to send him on his way. He stood
up - took one look at me, and smacked me in the mouth.

I “assisted’ him onto the floor. The police officers and I then stopped
him from injuring himself by sitting on him in a professional manner.

The police have been trained in restraint — they are all careful because
they don’t want people dying of positional asphyxia. I haven’t been
trained in restraint (well, not in the ambulance service) but ’'m guess-
ing that someone isn’t going to die because I'm kneeling over their arm
while holding their wrist.
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So we carefully restrained him (for around 25 minutes), while he
explained how he was either going to kick my head in or sue me. By
then the police had tracked down a, now mortified, relative who came
and took him away.

No damage done to me, although I would think that as he wakes up
this morning he’ll have a number of bruises. I hopped in my car and
told Control that I had been assaulted twice in two jobs, so I asked if I
could head back to the station for a calming cup of tea, which they
allowed. They also made sure that I was all right and didn’t need any
other help.

When my mother found out about my being assaulted, did she ask
how I was? Did she ask if I had been hurt or damaged?

No.

Her comment was, ‘At least you’ll have something interesting to blog
about.’

Bloody lovely that is ...

Complaint

It is a constant danger in this job that a patient, or more likely a
patient’s relative, will make a complaint against you. While a member
of the public can moan about a perceived insult (and half of the com-
plaints against the ambulance service are due to ‘attitude’), there is
little that we can do about a patient who is generally acting like a twit.

I have been pretty lucky in my career in that I've only had two com-
plaints made against me: once while a nurse and once while working
on the ambulances.

The nursing complaint was that I checked the correct dosage of a drug
with another nurse before giving it to a child. For some reason this
person had decided to complain about me for following the sensible
rules laid down by my superiors. My boss at the time called me into
the office, patted me on the head and told me I was a good boy and
should keep up the excellent work.
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The ambulance complaint went to a local investigation.

I was called into the office and asked if I remembered calling a patient
a ‘bitch’. As I have a poor memory I didn’t remember until the ambu-
lance officer gave me the paperwork for the job.

We had been called to a patient who had been arguing with his family,
he’d drunk a bottle of wine and pretended to be unconscious. As he
didn’t want to ‘wake up’, we decided to take him to hospital. While in
the back of the ambulance he slapped my leg.

I told him that he ‘slapped like a bitch’ and that he really shouldn’t do
it again or I might get upset.

I know, not the best insult in the world. He’d surprised me and T had
to come up with something witty on the spur of the moment. If he’d
hurt me then I would have thrown him off the ambulance, but as it
was such an ineffectual strike I found it more amusing than anything
else.

The officer had to investigate the allegation so he interviewed the
other staff present and they supported my side of the story. He then
had to travel to the patient’s home and interview him there. Luckily
the officer saw the character of the patient and convinced him not to
go any further with the complaint.

If d complained to the police it would no doubt have been considered
‘not worth prosecuting’ by the CPS, but if the patient had continued to
complain I could have been seriously disciplined.

All of which only makes me think that I shouldn’t leave any witnesses
alive ...

Snapshots

... We get the call to the RTA, a car has crashed into a bus; normally
these things are ‘nothing’ jobs. We put on the blue lights and head
towards the crash ...

... The radio bursts into life, there is an officer who ‘lucked’ onto the
scene — he tells Control that he needs a lot of ambulances, the fire serv-
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ice and the police. The injuries are all serious. We wonder if he is talk-
ing about the same crash we are going to ...

... We crest the hill, with one look at the car and the bus we know it’s
going to be serious ...

... [ jump out of the ambulance and head to the car; I ask the officer
what he wants us to do. He tells me that we can’t wait for the fire serv-
ice to arrive to cut out the first patient as his breathing is so ragged.
We agree that he needs to be out of the car immediately and that a pos-
sible neck injury is a low priority ...

... We get him out and I watch as he takes his last breath ...

... We work on him; he is so young we have to make the attempt. The
DSO (duty station officer) and other FRUs work on the other people
in the car ...

... He is lying lifeless in my ambulance and the BASICS doctor
declares him dead — then we rush off to the next casualty ...

... This one gets sedation. I write the dose and time on his chest so that
the information doesn’t get lost in the chaos. Another ambulance crew
speeds him to hospital ...

... The next one is declared dead as the firefighters cut him out ...

... The other dead man is left in the car, there is nothing to do for him,
it will be some time before the firefighters are able to free him ...

... I check on the people in the bus, there are some injuries that will
need hospital treatment. ’'m trying to keep them calm and relaxed. My
crewmate and I move from our ‘all-business’ personalities to our ‘reas-
surance’ ones in the time it takes us to walk to the bus. I deal with the
multiple casualties one at a time, my crewmate helps me out ...

... My ambulance becomes a mobile mortuary; the police are checking
for identification. The blood is pooling on the floor ...

... P’m sitting on the back step of the ambulance, two of the dead are
in my ambulance; one, wrapped in a sheet, is at my feet. We are wait-
ing for the undertaker ...

... The police investigation team is chalking the outlines of vehicles
and taking photographs of the scene ...
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... My paperwork is done. It seems like such a little bit of writing for
such a serious call where three men have been killed ...

... Medical equipment and wrappers mix with the debris of the acci-
dent. There is the familiar ‘tick-tick-tick’ of our blue lights revolving in
their housings ...

... Back at the station I have a face mask on as I clean the floor and
trolley of the ambulance with the jet spray we normally use on the out-
side of the vehicles. My crewmate is doing the gentler job of cleaning
the equipment. The blood comes off eventually ...

... It’s time for our next job.

Repeat Offender

On Saturday one of the first jobs was to go to someone whose name
my crewmate recognised.

‘He’s a nice old boy,” he told me. “When his wife was alive she’d call us
every time he coughed. He’s deaf and blind. He used to be a British
champion boxer. He’s a big fella so I hope we don’t have to carry him
downstairs. We don’t see him much now; he hasn’t called us out in ages.’

The patient was sitting alone in his flat, scattered around him were
books that he could no longer read. In the corner was a television that
probably hadn’t been turned on in years. He was just a frail man sit-
ting quietly in his chair marking time. On the table next to his chair
were the remains of some ‘meals on wheels’. T could see that he had
once been a ‘solid’ man, like the old men still living in our area who
used to work on the docks — tall and thick with muscle. He wasn’t that
man any more. He was frail, shaking, and seemed nervous of every-
thing, not something that you’d expect from an ex-boxer.

It was hard getting his history as I needed to lean close to his ear and
shout. At one point he let out a hacking cough just as I was up close to
him so we took him to hospital with a possible chest infection.

Our last job of the day was back to the same address — he’d been dis-
charged from hospital and just wanted someone to ‘check his pulse’.

We didn’t mind.
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Algesia

Seven-hour shifts are really easy to do, especially when you have spent
the last year doing only twelve-hour shifts.

The jobs tonight were pretty easy — even easier for me as I was driving
the ambulance rather than treating the patients. We had a 16-year-old
girl with a sore throat, a pair of drunks, one of whom had a twisted
ankle, a little old lady who’d fallen over indoors and had a nasty
scrape to her arm, and a young woman, twelve weeks pregnant, who
had been assaulted at work and struck in the stomach.

The real standout job for me shows just how daft some people are.

The patient was a twelve-year-old boy. We got the job as ‘child bang-
ing head on walls and floor’ and when we turned up the child was
indeed clutching his head and hitting it against a wall. The parents and
child spoke poor English, but we easily managed to learn that the child
was suffering from an earache, and that this was the cause of the
head-hitting.

‘How long has he had the pain?’ asked my crewmate for the night.
‘Five years then, three hours now,’ replied the father.

We understood what he meant — the child had an earache five years
ago, but this current episode, and the reason why we were called out,
had lasted three hours.

‘Have you given him any painkillers?’

‘No,’ the father looked confused.

‘Do you have any painkillers?” my crewmate asked.
“Yes, but we haven’t given him any,” said the father.

So the family could see their child rolling around the floor, screaming
in pain and banging his head against the walls, and didn’t consider
that a painkiller might have — oh, I don’t know — helped with the pain.

I can imagine the scene in the hospital when the nurses give the child
some pain relief — the parents looking at each other, slapping their
foreheads and saying, ‘Doh! We could have done that!
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There are a lot of daft people out there — and T get to meet most of
them.

Back on the Car ...

There is a slight problem I have with returning to the ambulances, and
that is my new partner is currently on sick leave, and has been for
some time. No one knows when she will be fit to return — so I often
find myself ‘single’ with nobody to work with.

When you are single you can be teamed up with another single pretty
much anywhere in London.

At the moment our sector is having trouble reaching our government
targets (which are calculated at the end of February). Of particular
concern is Poplar ambulance station which, because of atrocious man-
ning, is struggling to meet them. To counter this management have
made it known that any shortfall in manning Poplar must be corrected
as a priority.

So, when I’'m single I’'m often going to find myself making my way
over to the Poplar area.

Last night, however, there was no one for me to work with at Poplar
so they asked me to work on the FRU.

Fear of being asked to travel over to the other side of London if I
refused meant that last night I was once more a solo responder.

This meant I had the right hump.

Thankfully it wasn’t too busy; the usual complaints of ‘my child
hasn’t eaten properly for two days’, T’'m having an angina attack” and
‘I'm drunk’ were quite enough. There was one interesting job though
—a policeman hit a pedestrian with his car.

Thankfully he wasn’t travelling on blue lights, nor going too fast for
the road. The woman apparently ran out into the road without look-
ing, which given some of the pedestrian activities  normally see wasn’t
out of the ordinary. Luckily for the woman involved there was an
anaesthetist walking past, and he managed the immediate need to keep
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her neck still. After our examination our main concerns were that she
was concussed and that she was cold from lying in the road - thank-
fully the ambulance was pretty quick, and she was soon in the warm,
where our further examination showed no immediate injuries.

The area was cordoned off and as the woman was being looked after
by the crew I went to make sure that the policeman who had been
driving was all right. He was quite shaken up by the event, and I hope
he gets support from his work.

Wee-Wee

The plan was perfect — we’d just taken a drunk to hospital and the
patient (a 45-year-old man, married, father of two) had decided to uri-
nate in the back of our ambulance. Both my crewmate and I were
happy at this as we would have to return to our station to mop out,
and on the way my crewmate could grab a chicken takeaway meal.

And I could get a cup of tea.

This apparently flawless plan was spoilt when we stopped for the food
and a man came running out of a pub to tell me that a friend had ‘a
fuckin’ big gash in his head’ from when he had fallen over.

So I dutifully entered the pub, to find a 50-year-old man with a cut
down to the skull running from his hairline to his eyebrow. Most
impressive.

Less impressive was his friend telling me that the patient had taken
some speed earlier.

I don’t know about you, but I consider myself too old to be taking that
stuff, let alone someone old enough to be my father.

Not that I’ve ever taken speed myself. I like my brain cells exactly how
they are, thankyouverymuch.

Luckily another ambulance turned up and took the patient off our
hands, and so we returned to the station where I completed the job of
mopping out the urine that had been washing backwards and for-
wards on the floor as we drove along.
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I just wish I could be a fly on the wall when our original drunken
patient tries to explain to his wife exactly why he has pissed his
trousers.

Swagger

‘He’ll end up in the bush,’ I said.

‘Nope - the road,’ replied my crewmate.

‘Bush.’

‘Road.’

The man we were watching dropped to the floor — in the road.

It was the last call of the night — a police CCTV camera had seen a
man sitting in the middle of the road in what can only be described as
a ‘dangerous’ part of town.

We arrived to find our patient rather drunk and sitting in the road
under a CCTV camera. Circling him was a hungry pack of feral chil-
dren who scattered when they saw us arrive.

We had a pleasant little chat with him — he had scraped his face when
he had fallen over, and had no desire to get out of the road.

We spent twenty minutes trying to persuade him to get out of the road.
We tried being nice, we tried reverse psychology and we even tried
explaining that the police would soon be here and they would make
him move on. He refused to move, and he refused to go to hospital —
he was a very stationary object.

We got back into the ambulance, where it was warm, to await the
police. We’d already parked in a ‘fend off’ position so that a passing
car wouldn’t hit our patient.

I don’t believe in making work for myself.
‘Control, have we got an ETA for the police please?’

Control replied, ‘I can only tell you what they have told me — there are
no policemen in the big policemen storage box, as they are all out
dealing with other things.’
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Great.

Right, I thought, time to try a little trick I learnt while reading a book
about how the human brain works. Certain gestures and objects have
‘hard-coded’ responses in your brain. So if you walk up to someone
who is sitting in the road and give them your hand (as if you were
about to shake theirs), they will often take it, and from there it is fairly
easy to get someone standing.

Success! Our patient was now standing (well ... swaying) and indi-
cated that he wanted to go home. His home was about 400 yards
away in one of the tower blocks that surrounded us.

He took two steps and started to fall — he grabbed at my crewmate’s
jacket, spun himself around her and by some miracle remained
upright.

‘I’m fine,” he said. ‘I don’t want you helping me walk home.” He pulled
his arms out of our grasp and started to stagger home.

We got into the ambulance and slowly followed behind him.

A message from the police (via our Control) appeared on our display
terminal. ‘Are you all right? Does the man have any warning signs?’

Warning signs¢

‘Control,” I was back on the radio, ‘I’ve got this message about “warn-
ing signs”. Well, I don’t think he has any signal flares, or any of those
reflective red triangles you put behind your car when it breaks down.’
Yes, I know ... I was being silly.

While trying not to laugh Control replied, ‘I wondered what the police
meant by that as well.’

What I think had happened was that the CCTV operator had seen
what looked like my crewmate being attacked by the patient when he
was just stumbling around.

We kept following the patient.
He started to swagger.
He started to sway.

He swaggered some more.
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We quickly laid bets on him falling into some bushes by the road.
I chose the bushes.
I lost.

We got out of the ambulance and picked him up again. This time we
decided that ‘technically’ breaking the law and frogmarching him
home would be in the patient’s best interest. So we grabbed an arm
each and in a jolly fashion walked him home.

With the three of us all with linked arms making our way down a
deserted street, it was inevitable that I’d start whistling “We’re off to
see the wizard’.

The patient got home safely, although I’d guess that the family
member who answered the doorbell wasn’t too pleased with him.

99§
Scent

Way back in my past I trained to be a teacher (of small to medium-
sized children). Rather thankfully I’ve managed to block out much of
the trauma from those days. My poor memory does have some posi-
tive sides.

However, Pve just done a job in a primary school, and all those mem-
ories came flooding back.

To be honest I think it was the smell that did it. Smell is strongly tied
to memory, which is why certain odours can transport you back in
time, say to helping your mum bake a cake, or to painting a shed with
your father.

In this case it was the smell of the floor polish coupled with the scent
of the powder paints in the air that flung me back to my days of trying
to control 33 mini-disaster machines (or as they are known to the gen-
eral public ‘children’).

I’'m sure that new parents must have the same experience when they
first visit their child’s school.

The job itself was quite an easy one, one of the teachers was having a

22



More Blood, More Sweat and Another Cup of Tea

panic attack, which is fair enough really — I know that if T were still
trying to teach, I’d be in a constant state of panic attack.

Betting Shops

I know I’ve written about having a wager with my crewmate about
which way a drunk would fall, but I don’t want to give you the wrong
idea.

I think betting is silly.

I have no idea how to work out any odds. Terms like ‘odds of 11/7,
‘each way’, ‘accumulators’ and ‘handicap’ make no sense to me at all.
Since childhood the betting shop has always seemed to me to be a
seedy place where hard-drinking, and hard-smoking, men flush their
money down the toilet. Not somewhere I would ever visit.

Occasionally T do find myself, because of the duties of my job, fre-
quenting these dens of vice. And to be honest most of them aren’t that
bad. The most common reason why I am sent to these places is
because someone has passed out in the toilets due to drugs, or less
commonly, drink. For some reason betting-shop toilets seem to be
really popular places to take drugs.

Don’t ask me why.

These jobs are fairly rare, so I was surprised to find myself called to
betting shops on two separate jobs in one day. Even more surprising
was that neither of these jobs was junkie related.

The first job was to a 50-year-old male who had collapsed, and when
we arrived the FRU driver was looking a bit concerned. The patient
was as white as a sheet and not talking. We were all worried that he
was going to die while in the shop, so we quickly loaded him into our
chair and removed him to the ambulance.

While trying to do this, every other user of the betting shop continued
around us without batting an eyelid. Normally we’d get a bit of an
audience, but not so in this case. At one point a man ‘tutted’ me
because I was standing between him and some vitally important bit of
paper on the wall.
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I’ll leave it to you, dear reader, to guess my reply to that.

As soon as the patient was in the ambulance he started to come round.
All of our investigations showed nothing unusual, so we concluded
that it was just a ‘simple’ faint.As it was a slightly prolonged one we
took him to hospital for a few more tests.

The second job to a betting shop was for a 60-year-old male who was
having a critically low blood sugar. He was a diabetic, and when we
arrived he was rooted to his stool watching the horses racing on the
TV screens. His wife was starting to get frantic at his refusal to talk.

On checking his blood sugar we discovered that it was very low, and
this would explain his strange behaviour.

We tried to persuade him to drink a can of coke but he refused so we
made the decision to give him an injection of glucagon. This drug,
when injected into a muscle, is often good enough to reverse a low
blood sugar for a short period of time. The plan was to get his blood
sugar high enough for him to come out of his confusion for long
enough so that we could get some sugar in him.

That was the plan at least.

Instead, we just gave him enough strength to start fighting us, his wife
and the betting-shop lady who threatened to ban him if he didn’t do
what the ‘nice’ ambulance people told him to do.

In an effort to get him into the ambulance, we ended up wrestling with
him in the street. It was a bit strange to be physically restraining a pen-
sioner while trying to (a) not hurt him, and (b) not look like a bully,
even though he was a good couple of inches taller than me.

Then a police car drove past us.

It did a U-turn in the middle of the road and pulled up in front of our
ambulance.

A couple of police officers got out and helped us persuade the patient
to get into the ambulance where we could finally get him to drink the
can of Coke we gave him. Sometimes it just needs a couple of big men
in black and white uniforms to get a patient to do what you want.

This is one of many reasons why we like the police.
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What didn’t help was the wife who would alternately berate her hus-
band for poorly controlling his diabetes, and then spend time telling us
that she was a devout Christian.

Thankfully the Coke did the trick and the patient made a full recovery
— we left him and his wife in the nearby café getting something more
substantial than a can of Coke and a Mars Bar.

Two good jobs, and not a trace of drink or drugs on them.

Makes a nice change.

It Says ‘London” on the Side

Last night was a bit strange, which for a change had nothing to do
with the patients I was seeing.

Newham hospital was packed to the gills with patients, there were no
beds available there, so a lot of my workmates ended up transferring
patients from Newham to other hospitals around the area. At one
point it got so bad that for two hours Newham ‘diverted’, or closed to
non-‘blue light” ambulance jobs. Hospitals don’t like doing this as
they get fined for restricting their services, but when the situation is
dangerous it’s actually in the best interests of the patients.

But my crewmate and I had to be that little bit different.

We had managed to return to station for three minutes when the
phone went. Control wanted us to transfer a patient from a hospital
out of our area to another one on the other side of London. We were
told that there were no ambulances available in the originating hospi-
tal’s sector.

The patient was a young lady who might have been in premature
labour with a pregnancy of 30 weeks. The nearest SCBU (specialist
care baby unit) with an empty bed was in Hammersmith. Hammer-
smith is on the other side of London. I suppose we should have
counted ourselves lucky that it wasn’t in Brighton.

So I drove through our sector, into another sector to pick up the
patient and the midwife. We then drove 30 miles through the centre of
London to get her to Hammersmith hospital. I don’t drive through
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London very often — I don’t need to, London Underground is cheaper
and easier than trying to find a parking space. Thankfully all our
ambulances now have GPS navigation systems installed — so it’s a
simple case of following the arrows on the little screen and avoiding
the cars that insist on trying to crash into you. I had a strange feeling
of pride that I managed to find the hospital without getting lost or
crashing. I then cruised around the hospital looking for the maternity
entrance, and managed to find it by sheer luck and good fortune.

The hospital itself was completely different from the hospitals in our
area — it was clean, it had comfy chairs, and the doctor who met the
patient showed us the staff kitchen so we could get a cup of tea.

The only thing the same as the hospitals ‘back home’ was the angry
glare from the midwife as we entered the unit.

On our way back to Newham we managed to get a job.
‘Aha!” we thought, ‘this might be an interesting one.’

But no — it was exactly the same sort of patient/job that we get in
Newham: an elderly Bangladeshi gentleman with all over body ache
and a heavy head.

Still, he was a very pleasant man so we didn’t mind.

This patient went to St Mary’s hospital by request, and I’ll admit that
on my first attempt at getting him to the hospital I drove past the obvi-
ously well-hidden entrance ramp. So I had to enter the one-way
system, adding an extra mile on our journey. St Mary’s have a ‘wel-
come mat’ outside their A&E department. You don’t get welcome
mats at Newham. At Newham you have to force open the ambulance
bay doors ...

§§§

Good Job/Bad Job

Good Job

Any time where a patient actually needs an ambulance.
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People having an acute flare-up of a chronic condition (diabetes,
asthma, heart disease)

People who can’t walk, but who live on the ground floor.

People who make an effort towards managing their chronic condi-
tions.

Maternal emergencies.
Nice people.

Old people.

Children who don’t cry.

Any time a patient, or their relative, says a simple “Thank you’ at the
end of their trip.

Bad Job

Runny noses, coughs and colds. Verrucas.
People who have had an argument with a family member.

People who can’t walk, but live at the top of a block of flats with no
lifts. And are heavy.

People who abuse their bodies with drink or drugs.
S a.m. matern-a-taxis.

Gangsters crying because they have been stabbed for dealing drugs on
the wrong street.

Awful nursing homes.

Parents who weep over their child’s cut finger causing them to have
hysterical screaming.

Mr T know my rights’.
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Valentine’s Day

First off ...
... Bah humbug.
(It’s not just for Christmas.)

I’ve just finished with a job that makes me question this whole ‘love’
idea.

I had been sent to an alcoholic who had just had an epileptic fit and I
arrived to find his fiancée looking very worried.

She told me, ‘T’ve known him for ten months and I’ve only seen him fit
once, so I’m afraid I got scared and called for an ambulance.’

I reassured her that this wasn’t a problem and that she had done the
right thing.

I looked after the patient, it was an easy job, and I spent some time
waiting for the ambulance to arrive. (I was ‘single’, so T had been
asked to work on the FRU again; the alternative was to work out of
Waterloo station.)

I looked around the room they were staying in. It was not what you
would call ‘homely’; it was the typical house of a young alcoholic (he
was the same age as me). Cans of cheap cider were lying around the
place, there was no furniture apart from a settee and a TV, empty cig-
arette packets littered the floor and the pictures hadn’t been mounted
on the walls.

There was an axe leaning against the fireplace.

His fiancée was young and not obviously unattractive, she didn’t seem
particularly stupid and she didn’t look like a fellow alcoholic. So T was
confused as to why she would want to marry an alcoholic.

I’'m afraid it just befuddles me as to how you can love someone who
loves their next drink more than you. In any partnership you will
come second to an open bottle of cider.

I just don’t understand.
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§§9

O Tagged

We help the people of Newham.

One of these people has seen fit to ‘tag’ one of our ambulances with
graffiti.

This means that the ambulance will be taken off the road so that it can
be cleaned.

This will cost money.
It will also remove an ambulance from the road.
This means an ambulance might get delayed coming to a call.

Thope it is a call to the ‘tagger’, and I hope that they are in a great deal
of pain.

In the past we’ve had people break into our ambulance station to steal
radios from the cars parked there as well as steal the station’s TV.
When you are working yourself into an early grave on a cold and wet
night shift it makes you want to pack the whole job in.

Lost Words

Canary Wharf has a skating rink at the moment and my crewmate
and I were sent there to attend to a ‘fall, head injury’.

‘Excellent,” we thought, ‘a nice simple job — nothing complicated.’

We were met by a worried-looking ice rink worker who wobbled
across the pavement on his skates to meet us.

‘We wouldn’t normally bother you guys, but we think it might be seri-

5

ous.

Grabbing my bags I was led to a woman sitting in the changing area
with two youngsters, both of whom were looking a little concerned.

‘Hello there. P’m with the ambulance, what seems to be the problem?’
I normally start with a version of this as a conversational opening
gambit.
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The patient replied, “Well, I had a bit of a fall—’ She paused. I—’ She
paused again. ‘Head ... hit ... migraine—’

She seemed to be having trouble finding the right words to use. I
quickly examined her, and was happy that she hadn’t hurt her neck
and the small lump on the back of her head didn’t look serious either.
So why was she acting so strangely?

‘I get migraines,’ she told me. ... lose ... um ... er ... um ... words, and
I...eyes ... eyes ... go blind.’

This is a pretty rare presentation of migraines, but not unheard of.

We got her into the back of the ambulance and all my examinations
there were normal. She was complaining of ‘losing her words’ (expres-
sive dysphasia) and of going blind in her right eye. She didn’t seem too
upset by this and had already taken her normal migraine medication,
although I’'m not sure how paracetamol and metoclopramide would
help with these symptoms as ’'m not an expert on migraine treatment
although T know that triptans can sometimes be used.

Her symptoms started to get worse, she couldn’t find any of the words
that she wanted to use, and so I needed to get a more thorough history
from the two youngsters. They were her nephews and she had been
treating them to a trip to London. Although young, they were both
very mature and helpful and after some prompting from the patient
(‘Laptop ... look ... laptop’) we found a patient information card in her
purse. The card let us know that all the symptoms that she was expe-
riencing were indeed part of the presentation of her migraine.

It was a short trip to the hospital, during which she started to make a
slight recovery and we left her in the capable hands of the A&E
nurses. Unfortunately for the patient, the hospital was extremely busy,
so I’'m guessing that she had to wait a little while for any treatment.

The three of them had come from Surrey, so they didn’t know the area
well, although we were able to give them directions home from the
hospital. We had chosen this one over another slightly closer so that it
would be easier for them to get home after any treatment.

A day out in London turning into a trip to the hospital — it happens
more often than you would think.
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§§9

Bleurgh
For the past five nights the majority of my patients have been sick with
one or more of the following;:
High temperature,
Runny nose,
Vomiting,
Night sweats,
Lethargy,
Cough,
‘Generally unwell’.

So there must be at least one highly infectious disease epidemic in the
area. While you or I might want to curl up in bed with some Lemsip
and paracetamol, it would seem that a large number of Newham’s
population would rather sit for hours in an A&E waiting room.

Madness.

Which leads me to the point. Ambulance crews spend a lot of time
around these infectious patients, who have often never been taught the
good manners of putting their hand over their mouth when they
cough.

So is it any wonder that I've got painful eyes, a streaming nose, a con-
stant mild headache and a feeling that Pm suffering from a mild hang-
over.

But:

Ambulance crews mustn’t have more than three periods of sick leave
in an 18-month period.

So I’'m having to drag my potentially infectious body into work —
where maybe I can infect some more people ...

So in conclusion:

Send me nurses — pretty female ones with plenty of drugs.
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§§9

Free-Market Oxygen

Some patients with chronic lung disease need oxygen, and rather than
keep them in hospital, these patients often have cylinders of oxygen
delivered to them at their home.

Until recently it was the pharmacist who supplied these cylinders, but
the government in its infinite wisdom has decided to privatise the
supply of oxygen. This means more paperwork.

And now a patient has died, possibly because of a delay getting her
oxygen delivered. It drives me crazy that I spend my time in my ambu-
lance going to 23-year-old men with coughs, yet apparently no ambu-
lance was called for this woman.

It all comes down to the government wishing to run the health service
like a business.

I know that some people believe that the free market will constantly
provide superior service to anything run by the government. Unfortu-
nately healthcare isn’t a ‘market’ and this market view of the NHS
leads towards some very silly initiatives. It’s why ‘failing’ hospitals get
less money than ‘successful’ hospitals. Who would want to throw
money into a failing business?

Why are hospitals so dirty? It’s because of the free-market contracting
of cleaning to the cheapest supplier — regardless of the quality.

It’s also why, despite increasing numbers of patients, more calls, very
few new staff and all the other reasons why we may not meet our gov-
ernment ORCON target this year, we’ll get less money to be spent on
improving our service.

But what do I know —I’m a van driver not an economist.

§99
Uniform

The thing about wearing a uniform — it really changes your behaviour.
I’m guessing that a lot of you are aware of the Milgram experiment,

where members of the public more willingly follow instructions if the
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giver is wearing a uniform or other symbol of authority. (Go to the
internet for a more complete explanation. If you’ve never heard of
this experiment, it and the Stanford prison experiment make scary
reading.)

So when I am wearing my uniform I am more confident and can order
people around. The police, firefighters and members of the public tend
to do what I tell them if there is someone sick around. Obviously I
only use these powers for the force of good, but without my uniform I
am a much shyer person.

I noticed this when I went to a recent gathering of internet people.
When I arrived T knew one person there, and once I’d stopped talking
to her I became an instant wallflower.

But there is a flip side to wearing an ambulance uniform, you also
become more passive.

Out of uniform, if I was in the street and some drunk tried to hit me —
I’d punch them on the nose. If T was verbally abused - I'd soon be in
their face shouting and ranting along with the best of them.

Yes, I know three paragraphs before I'said I was a wallflower, but this
is in a social situation. When my temper is roused it is a terrible thing

to behold.

But in uniform I’ll gently restrain the drunk trying to hit me and T’ll
ignore any verbal abuse that is thrown at me. Unfortunately the anger
that I feel is then turned inward, which T am guessing is not a healthy
thing to do.

I wonder if it is the uniform, or the risk of having a complaint put in
about me, that turns me into such a wimp. It might just be that I spend
so much time trying to keep patients calm, that 'm feeling very
mellow when people abuse me.

Abuse Your Ambulance Crew

I was racially abused on Friday night, and it meant I spent the rest of
my shift gritting my teeth and wanting to punch someone.
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We were sent to a ‘standard’ abdominal pain with vomiting. The
patient, a black woman, had vomited ten times that day and had lower
abdominal pain. As always I treated the patient with respect and com-
passion (as that is my ‘default setting’). All her observations were
within the normal limits. Talking to the patient was a bit tricky as she
insisted on having me ask every question at least twice before answer-
ing.

So we took her to hospital, where I handed over the patient to the
triage nurse. She was happy to have another nurse perform a further
assessment (for example, an analysis of the patient’s urine). Unfortu-
nately the place for this assessment was physically full, so we were
asked to take the patient into the waiting room until some space could
be made. My crewmate did this, while I booked the patient in with
the reception staff.

My crewmate told me that when the patient saw she was going to be
put in the waiting room, she let out a loud “Tut!’

My crewmate then joined me in the reception area which overlooks
the waiting room.

The patient then threw herself on the floor and pretended to be uncon-
scious (trust me, when you’ve seen people really pass out in a chair,
you can tell when they are faking it).

The waiting room erupted with two people jumping to her aid. The
security guards went to get a nurse. Then a lot of the people in the
room started shouting at us to come and help. Never mind the half-
inch-thick glass between us and them.

We told them that a nurse was on the way.
‘Look at her! Look what’s happened to her!” shouted one man.

“Yes mate,’ replied my colleague, ‘there’s nothing wrong with her — all
she’s trying to do is get seen before you.’

The patient was loaded onto a trolley and taken into the main area of

the A&E.
The crowd in the waiting room then started moaning at us.

Then both my crewmate and I heard the comment that would have us
angry for the rest of the shift.
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“You wouldn’t treat her like that if she were white.’

My crewmate stormed out of the department — he was, quite rightly,
fuming.

All T could do was laugh loudly at the black teenager who had said
this. “Well, if you are that stupid, you’ve just opted out of talking to
me,’ I said to her.

I left the hospital.

Here is the thing that made my crewmate and me so angry. We like our
job — we both like helping people and we’ll help anyone, we don’t care
what colour their skin is, which religion they believe in, or if they can
speak English or not. I don’t even care if they are an illegal immigrant.
We sure as hell don’t do this work for the pay. My crewmate is a
trained plumber so he could be earning much more money installing
radiators.

We don’t need to work in this area — I could put in for a transfer to a
more ‘white’ area tomorrow. But I enjoy working in east London — it’s
a challenge — and I enjoy working with all the different cultures that
make up our ‘demographic’. For me, a predominantly white area
would be incredibly boring.

But that comment: “You wouldn’t treat her like that if she were white.’
It made me despair as to how we are seen by the non-white popula-
tion. Are we all seen as being racist? Does the assumption that I would
treat a patient better if they were white sit in the minds of the people I
treat? Is this why I get so few thank yous? When I walk into a house-
hold, do the people there think ‘I won’t get good treatment from these
two, they are both white’?

I wish I’d gone around to the person who had made the comment and
challenged her. T wish I’d gone into the waiting room and explained
exactly what had happened. But as I’'ve mentioned earlier, the uniform
that I wear makes me more passive than I would normally be. So I
turned the other cheek and walked away.

I'm still fuming.
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99§
Slow Suicide

Imagine that you are 23 years old.

You are also a ‘brittle’ asthmatic. This means that you can have
asthma attacks that can rapidly progress to life-threatening status. You
have been intubated in ITU a couple of times — this is a last ditch treat-
ment to keep you alive.

So why, whenever you get taken to hospital, would you treat your dis-
ease as a mere annoyance?

Also, why would you smoke 20-40 cigarettes a day, knowing that it
will make your asthma worse?

And why would you self-discharge yourself from the resuscitation
room against medical advice only to require a blue light return straight
back to the resuscitation room?

It’s just a form of slow suicide.

| Wouldn’t Trust Them with My Dog

I have another example of why I don’t think that the free-market
system is particularly good for the health service, or at least not good
for the patients who use it.

I was working in another area a little while ago, and while there got
sent to a private nursing home. The patient was given to us as ‘80-
year-old female with difficulty in breathing’. We arrived and saw what
looked to be two nurses having an animated discussion in the main
foyer.

Grabbing our equipment we followed one of the nurses into the
depths of the home, and were shown to the patient’s room.

The patient was very much dead.

Also in the room were four nurses. They were standing around and
they weren’t doing CPR, they weren’t breathing for the patient. They
looked at me for guidance.
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I immediately switched into commanding mode. “Why isn’t anyone
doing CPR?’ T asked.

‘We were,” one of the nurses replied, ‘but I saw you coming in the
mirror and stopped.’

The mirror was positioned so that if she had been doing CPR, she
would have had to have eyes in the back of her head to see me coming.

When someone isn’t breathing you have to breathe for them — this is
the ‘ambu-bag’ that TV doctors put over someone’s face and operate
by squeezing it. It forces oxygen into your lungs. Unfortunately the
patient had a normal oxygen mask on her, which would just bathe her
face with oxygen, but it wouldn’t get it into the lungs where it needed
to be.

The patient was also lying on an air mattress, which would have
meant that any CPR which may have been done would have been inef-
fectual because you need the patient on something hard so you have
something to push against.

I felt the jaw of the patient — rigor mortis had already set in, so there
was no point in attempting to continue any resuscitation attempt.

Someone had tried to take the patient’s blood pressure, as there was
still a BP cuff around her arm.

As is usual in these cases where we know or suspect that care has been
— shall we say — lacking, we offer the services of the London Ambu-
lance Service (LAS) to teach the nursing staff more effective resuscita-
tion skills. However, they should have these skills anyway as qualified
nurses. Talking to one of the people who teaches these courses, it
seems that many of these nurses have forgotten how to do this. It’s free
to them although I don’t think we get any extra money from the gov-
ernment to run it.

The nurse in charge, who was busy photocopying in the office while
all this was happening, refused.

So, in a world of competition between privately owned care homes, it
would seem that the care has not improved. Instead you get poorly
skilled nurses, managed by staff who don’t want them to improve.
This despite a number of suppliers who are all in competition with
each other — it’s a lucrative market providing elderly care.
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§59
Laughing Policeman

You’ve got to laugh when an ‘old salt’ police sergeant tells you that
he’d like to meet the person who assaulted my patient ...

... And shake their hand ...

... And you agree with him even though you’ve only known the
patient for 20 seconds.

Structural Collapse

The radio sparked into life, ‘General Broadcast, General Broadcast —
are there any crews able to deal with a ceiling collapsed on a mother
and her two-year-old child?’

We were just finishing up the paperwork on our previous job so we
asked for it to be sent down to us. I was driving and we were soon at
the house. From the outside everything looked normal.

However, inside the house it was pure chaos.

There were seven children running around the house, all of them
under the age of twelve. A single mother was clutching her two-year-
old to her chest. At first glance they looked unharmed. The mother
seemed more frightened and angry than injured.

We soon got the full story: the mother and her child were having a nap
in the bedroom when the ceiling had fallen on them. We entered the
bedroom expecting a few scraps of plaster. Instead we were met with
the sight of one-and-a-half-foot plaster and lath ceiling, a huge chunk
of which had fallen six foot onto the bed.

The hole in the ceiling was about five feet in diameter; there was a lot
of heavy debris spread across the bed and floor.

Rather understandably the woman was a bit upset — the individual
pieces of plaster that had dropped on her were about the size of my
hand and were over an inch thick. I couldn’t estimate the total weight
of the plaster, but each lump was very heavy.
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It was about now that the headache I’d thought I’d got rid of earlier
in the evening started to return.

As a single parent who had just moved into the area she had no other
relatives to help look after the children so she was refusing to go to
hospital. My crewmate took her and the toddler into the ambulance so
that he could examine her more fully. If he found nothing too serious
then we could leave her at home to look after her children.

So off they went to the ambulance.
Which left me looking after six anklebiters.
I don’t like children.

While he was in the ambulance my crewmate phoned the patient’s GP
and arranged for them to come and visit the patient. He then arranged
for the police to turn up and give the patient some legal advice. Rather
obviously the patient was a trifle annoyed at the landlord who had
assured her that the house was fit to be lived in.

Meanwhile T was doing my best to entertain the children. My best
wasn’t enough.

I was relieved when the children’s older brother arrived with some
takeaway chicken meals. Yes — there were now eight children in the
house of this 36-year-old woman. This older brother was more like a
father to the others and he soon had these apparently feral children
under control.

Luckily for the woman and her child our initial guess was correct —
neither she nor her child was seriously injured.

My crewmate and I escaped from the scene as soon as the police
arrived.

Shorn

An ideal invention for the blogger in your family would be a pair of
video-recording glasses — wear them all day, and should something
interesting happen the wearer presses a button to save the last 30 sec-
onds of video to a small storage device.
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If that were possible I'd now be showing you a video of a lovely young
man.

I was driving along on blue lights and sirens (to an ‘intoxicated — feel-
ing unwell’) just heading past the Underground station when from the
pavement I could hear someone shouting: “Wanker ... Wanker ...
Wanker.” He was also making the traditional hand gestures.

A quick look at him led me to believe that he was either homeless or
an alcoholic, or both. I could see that he had no front teeth and he
only looked around 30 years old.

I slowed the ambulance so that my crewmate and I could laugh loudly
in his general direction.

He turned his back on us.
He bent over.
He pulled his trousers down.

Suddenly we were confronted with a skinny white arse, and dangling
between his legs were equally white and skinny testicles.

They looked shaved.
Just then a police car came over the hill.

I wound down my window and spoke to the police driver, ‘See that
fellow with no teeth? He just exposed himself to me.’

‘The one calling you a wanker?’ asked the policeman.
‘That’s the one ... Have fun!’

We continued on the way to the call as best we could between tears of
laughter.

It’s strange the things that make your day.

§§9

12th November 2046

The young man breathed a sigh of relief as he finally sighted his quarry
of the past four days. The old man was sitting on the park bench
enjoying the sun and feeding the ducks.
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‘Hello fella,” the young man said as he sat down on the bench. ‘You
said that you’d be able to tell me about the old days? About 2006?
About the blankets?’

The old man tore off another piece of bread and threw it in the pond
and watched a small crowd of ducks hungrily fight over it. ‘Sure, if
you want to hear about that sort of stuff.’

The young man started a mini-recorder and placed it on the bench
between them while the old man continued to talk.

‘It was back in o-six, about the middle of February, and if you believe
the reports it was the first winter of the “big freeze”. I remember the
years that followed, OAPs dropping dead in the road, cats frozen stiff
in the streets ... Happy days.’

Before continuing the old man took a swig from a bottle of something,
probably illegal, which he’d concealed in a brown paper bag.

‘As you know I was working in London for the ambulance service, it
was a pretty good job, but back then the health service was run and
funded by the government. So a lot of things went wrong.’

The young man interrupted, ‘“That was when Blair the Deceiver was in
power? Just before the Party started to dissolve parliament?’

The old man looked sullen. “That’s right, bad days, very bad days.’

Sensing that the old man was about to enter a fit of depression, the
young man decided to prompt him, ‘But about the blankets ...?

“Yes,’ replied the old man, eyes suddenly snapping into focus, ‘we used
to say back then that the only equipment we really needed was a chair
and a blanket, but on that day there were no blankets to be found. We
searched the stores, we even tried ransacking disused ambulances in
case they had some — but there were none to be found.’

“What did you do?’ asked the young man.

‘Well, we got onto our Control — they tried to contact someone in
management, but no one seemed to be around. So Control spoke to
their overseers — the people who had the job to look after these emer-
gencies. They were no help.’

“Was the management ever any good?’ the young man asked.
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The old man was quiet for a moment before continuing, ‘In this case it
turned out that there were no blankets at our central stores. Normally
the blankets would be stored there before being delivered to individual
stations by a tender driver. But the warehouse that washed and packed
the blankets hadn’t delivered any to the stores.’

‘With no blankets, how could you help patients?’

‘Well, after talking with Control they suggested that we “liberate”
some blankets from the hospitals in the area — so some of us went on
stealth missions. We’d take in a drunk and while the nurses’ backs
were turned your crewmate would sneak out with an armful of blan-
kets.’

The old man threw another chunk of bread to the anxiously waiting
ducks. ‘We didn’t call it stealing. Besides, the hospitals had more than
enough.

‘Of course,’ the old man continued, ‘back then we’d share a blanket
among a couple of patients — there wasn’t enough for one blanket
each. This was before the HSN1-MRSA cross-breed became epidemic.
You’d never get away with it these days. But back then if there wasn’t
filth on the blanket, you would use it again. We had to or there would
have been blanket shortages every day of the year.

‘In this case the shortage lasted for a couple of days. It turned out that
nearly everyone in the blanket warehouse had applied for annual leave
at once, so there was hardly any staff working. In those days you had
to use up most of your annual leave before April. That year they pre-
vented the ambulances from collapsing by letting us carry over more
leave to the next financial year than normal, but they forgot about
some of the support workers.

‘We were lucky that year ... we didn’t know it was about to get
worse —’

The youngster clicked off his recorder before the old man could con-
tinue. ‘Yes, but we all know what happened in twenty-o-nine. ’'m just
researching the precursors to the health collapse and I was thinking
that this might be of some use.’

‘Well, T hope I was of some help,’ the old man said standing up from
the bench with a groan. ‘I’'m off to stretch these worn bones. If I can be
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of any more help, just let me know.’
‘Will do Mr Reynolds,’ said the young man, ‘will do.’

Yes, we did have a shestage absence of blankets a couple of days ago.
So far there is no official reason, but the tender driver told me the
theory that T used in this story. It’s also true that we have to reuse blan-
kets for different patients. There was a manager around, but he was in
a meeting. [ don’t know what the ‘overseers’ suggested.

There is no HSN1-MRSA cross-breed. I’'m keeping my fingers crossed
that I’m still alive in 2046.

Yes, I wrote this because I have too much time on my hands.

Sorry.

On the Power of Blankets

I have mentioned that the blanket is one of the more important and
versatile bits of kit that the modern ambulance can have. In the good
old days of horse-drawn ambulances the proto-EMT would refer to
his equipment as ‘one and one’, meaning one carry chair and one blan-

ket.

Even today, with our increasingly technologically based healthcare
system, the humble blanket has a multitude of uses. For those of a
‘hitchhiker’ mindset think of a blanket as a towel writ large.

Primarily it is used to stop little old ladies (LOLs) from getting cold
when you drag them out of their nice warm house into the often freez-
ing conditions of the ambulance.

Said little old ladies don’t like being wheeled around in our carry chair
— it has no handrests and feels very unsafe. LOLs will often try to grab
out at things to steady themselves — this is dangerous, especially if we
are carrying them down stairs. So we wrap the patient in a blanket,
and make sure that their hands are gently restrained.

You can use the blanket as a sliding/carry sheet when transferring a
patient from a bed to a stretcher, or from the ambulance stretcher to
the hospital trolley. The ambulance blanket is thick and strong with a
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close weave. While I wouldn’t like to try using it to lift someone off the
floor, I would imagine that it is strong enough to do so.

When in the ambulance we can use the blanket to protect modesty.
Some of the things we do to people require them to bare their chest,
for females this can be troubling. We can use the blanket to cover the
patient as much as possible.

If the patient has been incontinent while wrapped in the blanket, we
can ‘gift’ the blanket to the hospital — it’s what nurses are for (and we
don’t carry warm soapy water and wipes in the back of our ambu-
lances). Nurses soon learn to unwrap carefully the patient who has
been left in the ambulance blanket.

Because of the thickness of the blanket, and the difficulty of carrying
vomit bowls into houses, the blanket can catch any vomitus the
patient may produce while leaving the house. Reassuring the patient
that it is fine to vomit on the blanket is important in case they become
embarrassed.

When moving a dead body from a location, two blankets in the “T-
wrap’ will disguise the lack of life from bystanders. It’s also good for
wrapping up very frail LOLs when it is freezing outside.

With the addition of two triangular bandages the ambulance blanket
can be converted into a pelvic splint. This helps stabilise pelvic frac-
tures which can become life threatening if allowed to wobble. As an
aside, the next time I see a trauma surgeon flex the pelvis in a sus-
pected fracture, P’m going to find their car and let down their tyres.

If you don’t have the head blocks that go either side of the head to pro-
tect a possibly broken neck, then by the correct folding of the blanket
you can form a snug-fitting c-spine restraint. I prefer the use of blan-
kets to the specialist kit here because the blanket is better able to form
itself to the patient’s head and neck.

Our blankets are red — this makes them ideal for hiding blood.

If you have a nasty trauma in a public place the blankets are large
enough to be used as screens. This requires the use of two firefighters
to hold each end. Don’t worry, they were probably standing around
doing nothing anyway.
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The blanket also works well as an ‘NHS special’ pillow. We don’t
carry pillows on our ambulances and many hospitals are short of
them. So roll up your blanket and place under the patient’s head.
LOLs with a curvature of the spine will be especially grateful, as in a
moving ambulance without a pillow their heads tend to roll around
like a nodding dog.

If folded correctly, you can put it on your trolley bed and have
‘AMBULANCE’ written down each side. This not only looks good but
also makes it really easy to wrap patients up in it.

If you have a patient who might become aggressive then the blanket —
if tucked in tightly — can provide a mild restraint.

Doing CPR on the floor for an extended period of time can be wear-
ing on your knees — a folded blanket makes a nice cushion to rest on
while pounding away on some dead person’s chest.

If someone decides to have an epileptic fit in the back of your ambu-
lance, the blanket can be used to protect the head (or other part of the
body) from hitting the ambulance wall or other hard surface.

Have you had a huge spillage of some noxious fluid? Are you worried
that as you return to your station to mop out the back of the ambu-
lance the fluid will run through the door into the driver’s cab and thus
contaminate your packed lunch? Simply mop it up with a blanket.

If someone tries to attack you, throw it at them like a net — it may dis-
tract them long enough for you to run away.

There are probably a hundred more uses for the ambulance blanket —
and no doubt as soon as I publish this I’ll think of another 20. Still, I
think that you will see that the humble blanket has many more uses
than our defibrillators and ECG machines.

Friday Night's All Right for Fighting

The first job of our Friday night was to a little old lady (actually, she
wasn’t that little). She had been standing on her bed with her daughter
to fix the curtains when she’d felt dizzy and fell down. She then
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bounced off the bed and landed on the floor. Unfortunately for her, she
had landed on her neck and head.

One of the first things that I do in a case like this is to make sure that
there isn’t an injury to the neck. I’ll do this by gently feeling the neck
while the patient tells me if it is sore. If there is soreness to one side of
the neck then this will normally be a muscular injury while if the pain
is in the middle of the neck then there is a chance that the injury is
more serious. Like a broken neck.

This woman nearly leapt from her bed when I gently touched her neck
— she had a potentially serious neck injury.

So we needed to be extremely careful in order to make sure that if the
patient had broken her neck, we wouldn’t make her injury worse by
bouncing her down the stairs from her flat to the ambulance. Unfor-
tunately, everything we had to tell the patient had to be translated by
the daughter. I need to learn Bengali; it’s a real shame I have no head
for languages.

The patient had to be moved down the bed so that our scoop
stretcher could go under her then she needed to be securely strapped
onto it ready to be carried downstairs. In this case I used a blanket roll
to secure her head rather than the more expensive and less effective
head blocks. We called for another crew to give us a hand because in a
case like this it is better to be safe than sorry, and you need to be care-
ful carrying a potentially unstable neck fracture down two flights of
stairs.

We were all really impressed with the neatness and effectiveness of the
strapping. I wanted to take a photo of it because it doesn’t often look
as good as it did with that job.

As mentioned, she wasn’t too light, and it’s really tricky to manoeuvre
a six-foot-long orthopaedic stretcher out onto a balcony, around half
the building and down two flights of stairs. At one point we had to
suspend the poor woman’s head over the balcony in order to get her
around the awkward architecture of her building — pretty lucky that
she wasn’t looking down at that point.

The job itself went like clockwork.
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My back, however, was starting to hurt from the less-than-safe lifting
that we needed to do to get the woman out her flat and into the ambu-
lance.

We then had a couple of ‘nothing’ jobs — coughs, colds and bellyaches.

We got to around midnight when we were sent on a call for a “17-
year-old male, has a knife, cutting wrist, suicidal’. As it was in the
street I thought that we’d go and have a look — if he was violent then
we could soon drive off and await the arrival of the police.

The young man was lying on the floor, his left hand was covered in
blood and there were already two policemen there. They looked happy
to see us.

A quick assessment later and it turned out that the patient had nearly
severed his left little finger. He was covered in blood and refusing to
say anything except that he wanted to die. I managed to get a ‘quick
and nasty’ bandage on his hand while the police and I wrestled with
him. He wasn’t very happy with being put into the ambulance and
once inside fought with us like a man possessed. Blood was every-
where, he was trying to bite us and the police had to handcuff him
(which for some reason, probably paperwork, they really didn’t like
doing). It took the three of us struggling with him to get him to hospi-
tal and when he reached the department there needed to be six police
guarding him in the psychiatric room.

He was, to use an ambulance service technical medical phrase,
‘proper mad’.

I felt sorry for the fellow — he didn’t ask to go out of his gourd.

I also felt pain.

Pain in my back.

While fighting with the patient in the back of the ambulance I had
somehow wrenched my back and the whole right side of my body was
in pain.

So we went back to station, I filled out the required paperwork and
went home. I stayed home for the next two nights, partly due to the
pain and partly due to a desire on my part to avoid exacerbating the
injury.
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Gassed and Splinted

I often bemoan the fact that I tend not to get sent to many jobs involv-
ing ’trauma’. If you’ve been stabbed, I’ll be down the road picking up
a matern-a-taxi. If you’ve fallen out of a second-floor window, I’ll be
one street over dealing with the sleeping drunk. And if you’ve thrown
yourself under a tube train, I’ll be one stop down dealing with the
twisted ankle.

It’s not that I like people to be badly hurt, it’s just that I occasionally
like to have a job that I have to think about. So the smallest little trau-
matic injury makes me happy.

We were sent to a 50-year-old man who had fallen. We made our way
up the stairs to the gentleman’s bedroom and saw him lying on his
bed; with him was a woman in a nursing uniform crying her eyes out.
The patient had indeed fallen; his foot was the main injury.

The patient normally wore a caliper on his foot because of nerve
damage from having polio as a child. He had fallen and the caliper had
caused the toes of his right foot to bend upwards. He had split the skin
on the underside of his foot where the toes meet the body of it, and he
had probably broken something.

The woman in the nursing uniform (who turned out to be the patient’s
wife) told us that at least one toe had been dislocated and that the
patient had twisted it back into shape himself.

He was, unsurprisingly, in a lot of pain.

First, we gave the patient pain relief, some Entonox. The paramedic I
was with was going to give him something stronger, but the patient’s
pain completely disappeared with the ‘gas and air’.

We then bandaged his foot and placed it in a vacuum splint. This is
pretty much a sand-filled bag that becomes rigid when you suck the air
out of it. They are very handy when dealing with injuries in awkward
areas. I don’t get to use them often, but when I’ve needed one, they are
perfect.

We then had to very carefully carry the patient down the stairs.

All the time the patient was thanking us for looking after his pain and
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for helping him get to hospital. He was a genuinely nice man, and his
wife was nice as well. It was a good job. We were able to aid someone
who needed help and while we needed to put on our thinking caps as
to how best to get the patient out of the house the job went smoothly.

I spoke to him later in hospital — he’d managed to break three toes and
one of the bones in his foot; his wife was still with him and once again
they thanked us (and let us know that the Entonox was a better
painkiller than anything the hospital gave them).

It put me in a good frame of mind for the rest of the day.

More Crap GP Work

I was working on the FRU again for a shift; I’d turned up to work on
an ambulance, but there was no one else to crew up with me.

One of my first calls was to a possible heart attack in a GP surgery.

Once again I found the patient (a very pleasant lady) sitting out in the
waiting room. There are a number of treatments that should happen
with someone who is having a heart attack. First they should have a
full set of vitals, then oxygen should be given along with an aspirin
and, if the blood pressure is good enough, a squirt of glyceryl trinitrate
(GTN). It’s pretty standard stuff and does a world of good for the
patient (aspirin alone increases your chance of surviving a heart attack
by around 25 per cent).

So, how many of these things had the GP done?

Well, he’d taken some vitals but they were very different to what we
got in the back of the ambulance. However, vitals can change and I
wouldn’t want to call the GP a liar.

At no point had the GP given aspirin, GTN or even waved some
oxygen under the patient’s nose. The receptionist was helpful, and she
led the patient from the waiting room into her office so that I could
better assess her without everyone in the waiting room listening in.

I checked the patient’s blood pressure, gave her some GTN, an aspirin
and put her on oxygen; all things that should have already been done
by the GP.

49



Tom Reynolds

Thankfully, the ambulance was pretty quick in turning up, and the
patient went off to hospital.

I had a chat with the GP - it’s one that ’ve had a couple of times now.
It’s a chat about how possible heart attacks shouldn’t be sat out in the
waiting room, about how ISIS-2 and NICE say that an aspirin should
be given. How GTN is a good thing to give such a patient, and that
oxygen can really help with the pain and anxiety.

‘T don’t care about that,” said the GP, ‘I just want her to get TROP-1.”
(TROP-I is a special blood test to determine a heart attack.)

He then didn’t want to hear that sitting a woman out in the waiting
room with a potentially life-threatening condition was, on reflection,
a bad idea. I know GPs are busy, but is a two-year-old with an ear
infection really more important?

I’'m left in awe of GPs who don’t seem to want to freat anyone. Like
nursing homes I’'m sure I only meet/remember the rubbish ones. But if
my mum was having a heart attack and went to the GP I’d be fuming
if they sat her in the waiting room for an ambulance to arrive. It’s not
hard to give someone an aspirin, it’s not hard to give them oxygen and
it’s definitely not hard to keep an eye on them in your examining room
while you wait the (less than) eight minutes it takes for an ambulance
to arrive.

I’ve mentioned before how the LAS will visit and help train rubbish
care homes — I’'m beginning to wonder if we should also go to GPs and
let them know what the ambulance service (and by extension the local
A&E departments) expect.

Wasting the Time of a GP

I’m not aiming to annoy GPs, but the day after the ‘heart attack in the
waiting room’ I went to another case where the GP was less than help-

ful.

It sounded like one of our ‘crap’ calls: ‘six-year-old female, losing
weight, tired’, not what you’d mark down as needing an emergency
service.
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The ill child was very thin, and her concerned parents told us that she
had been losing weight for the past couple of weeks. She was lethar-
gic, wasn’t eating well (she was mainly drinking a lot of fizzy drinks)
and had been having spells of dizziness. To my eye the child did look
rather unwell.

The father had taken her to the GP earlier in the week, and the GP had
told him that he was ‘wasting his time’ and that the child would soon
put the weight back on. The father asked for the child to be sent to the
hospital, and the GP refused this.

We got the child into the ambulance and starting running our tests.
Her pulse was normal, as were her blood pressure and oxygen levels.

Her blood sugar was not normal. It was above 33 mmols (which is, I
think, around 660 dg/l). The normal value is around 5§ mmols.

The child was (almost certainly) an undiagnosed diabetic.

In my ‘big book of how to tell what might be wrong with someone’
there are six probable causes for severe long-term weight loss. They
are Malignancy, Depression, Thyrotoxicosis, Uncontrolled Diabetes,
Infection and Addison’s Disease. Within minutes of meeting this child
for the first time, we had a provisional diagnosis.

It’s not hard to do a blood sugar test in a GP surgery; it takes less than
30 seconds.

So why did the GP tell the parent to go away? Was it because the GP
was so busy trying to fill the government’s targets? Or was it the case
that the GP considers severe weight loss in six-year-old girls a ‘phase’
that they will grow out of?

However, now I realise why the ambulance service is doing diabetes
screening.

Small Observation

When the weather is nice, a polite 90-year-old woman who has drunk
a bit too much wine and has fallen over can be a very endearing
patient.



Tom Reynolds

(Another) Nan Down

Since I am feeling (and to be more honest looking) fat I’ve decided to
take up cycling again. 'm sure that I gave a great amount of joy to
anyone who saw this particular tubby man puffing and panting
against the wind while cycling along at 1 mph. Still, if I want to stop
from looking six months pregnant I need to start some exercise.
Another reason is a job I did yesterday.

We were sent to a strange call. It was given as ‘Elderly woman lying on
the green as you enter Kellett Road. Woman may have got up.’

Rushing to the green we found it empty. So we decamped from the
ambulance, grabbed our bags and went for a little wander to see if the
patient was hiding in a dip in the ground. Across the green, near some
houses, some people started waving at us so we trotted over.

The patient was a very elderly woman. She was wearing a nightdress,
a threadbare cardigan and nothing on her legs. She was also barefoot
— I was surprised that the thin skin on her feet hadn’t been torn apart
by the pavement.

The temperature, not taking into account the strong windchill factor,
was around 1° Celsius.

She was — unsurprisingly — a bit blue and she felt like a block of ice.

We only had our medical equipment with us; we didn’t have a blanket
so I took off my fleece and wrapped it around her before running back
to the ambulance to bring it closer to the patient.

I was shocked by how out of breath I was after jogging about 150
yards. Twenty-four hours later and my ankles were still in pain.

I brought the ambulance closer and we bundled the patient into the
back, turned the heating on full and wrapped her in our blankets. The
patient was one of those little old ladies that you would want to give a
good cuddle to if she were your gran. We had a short and uneventful
trip to the hospital where she was soon receiving the attention of the
nursing staff.

My crewmate filled in a ‘vulnerable adult’ form, which means that the
social services will get involved so that the patient will (hopefully) get
any long-term care that she needs.
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I managed to get my fleece back.
It now smells of granny wee.

It’s in the washing machine as I type this.

More Madness in East London

We were called to a fourth-floor flat in one of the many housing
blocks in the east of London where we found an unkempt man in his
forties pacing back and forth along the access balcony to his flat.

He wasn’t wearing any shoes, socks or a shirt, and his trousers and
pants were falling off him.

While he paced he was muttering about God and the Devil.

The patient obviously had mental health issues, but we also suspected
something else was causing this behaviour. At one point he made to
throw himself over the balcony. We stood in his way to prevent him
doing this, and more importantly to stop him making us go through
the, frankly hard, work of trying to save his life in the face of major
trauma.

As we led him back into his flat to get some shoes/clothes we realised
that the reason why he was behaving so strangely might have been
exacerbated by drug use. We nearly tripped over an empty bottle of
methadone.

The flat was — as I’ve mentioned before — exactly how you would
expect a drug den to look. There was drug paraphernalia strewn
around the place, mattresses on the floor and the heavy curtains
looked like they had never been drawn.

The patient continued to pace around while occasionally becoming
quite agitated. While we didn’t think that he would become violent we
were still rather wary of getting too close to him or letting our guard
down.

After half an hour we had managed to get him dressed and were able
to lead him downstairs where we ‘ahem’ ‘gently’ got him into the
ambulance.
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While I drove us to the hospital my crewmate did his best to keep the
patient calm. We pre-warned the hospital that they would need secu-
rity and the secure room ready for us. Unfortunately, the hospital
switchboard wasn’t picking up the phone so there was no one there to
meet us when we rolled up outside the A&E doors.

At one point he exposed his genitals to my crewmate.

A bit of a struggle began where the patient wanted to jump off the
ambulance and run away, so my crewmate and I ended up restraining
him until security arrived to help drag him into the department’s
‘padded room’.

I had a similar job the day before, another job where I ended up
wrestling with a mentally disturbed patient.

What struck me as amusing was that on consecutive days the first job
of the shift was to someone with an altered mental state who was
blaming their God and the Devil, and who would later go on to show
us their genitals.

I wonder if it’s something in the water?

I also sometimes wonder what the mentally disturbed would rant and
rave about if we hadn’t thought up the idea of religion.
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O Ethnic Relations

After two days of struggling with people, it was nice to go back to the
simple jobs that are a joy to do. It’s also good to see a sense of commu-
nity.

In this case it was a little old lady who had tripped over a wobbly
pavement in one of our local markets. She was surrounded by people
of all backgrounds. There was a black market warden who had put
cones over the offending paving stones. A Bangladeshi man was chat-
ting to her and two Greek-looking men met me at the ambulance and
led me to the patient. A Sikh stall keeper also pointed me in her direc-
tion.

The patient herself was one of the dying breed of ‘traditional’ English
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east Londoner. Normally an extremely healthy 80-year-old, she had a
graze to her nose that refused to stop oozing blood. A real pleasure to
talk to, we chatted about how the east of London has changed in her
lifetime and how she still enjoyed living here.

‘'m an ethnic minority now,” she told me, ‘but there are still a lot of
people around who’ll help you out.’

And she was right — as an ambulance person I tend only to see the
worst of people. I go to the assaults and the arguments. I hear about
the murders and the abuse, the neglect and the trouble. Just as this
woman was, for me, an unusual patient in that she was a healthy 80-
year-old, so it was that I saw the unusual event of people helping
someone in distress.

It was one of those jobs that leaves you with a smile on your face for
the rest of the day.

Lying to Patients

Here is the thing — I’'m a pretty poor liar. I don’t get much practice, I
don’t like doing it and as part of my personality flaws I love sharing
things that I know with anyone who’ll listen. Unfortunately, in this
business you need to try to keep some things to yourself.

I was called to a place of work where a 55-year-old woman was com-
plaining of constant headaches. When I arrived on the scene a work
colleague was comforting her as she had obviously just been crying.

I got a verbal history from the patient — the headache had been coming
and going for two weeks and normal painkillers weren’t touching the
pain. There was no other history of ill health, she hadn’t been to the
doctor for years and she had no allergies. She told me that on that
morning she had woken up with the headache and also a feeling of
‘not being connected to the world’. Once more, her painkillers hadn’t
even touched the pain.

A quick ’n’ dirty neurological examination didn’t reveal anything par-
ticularly scary and her observations were all normal apart from a
moderately raised blood pressure. I discounted the blood pressure as
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her being scared and sitting in the back of an ambulance looking at my
ugly face.

So we had a drive over to the hospital.

All through the trip I could see that her main fear was that she had
grown a brain tumour. The words were never mentioned but her fear
was of such intensity and direction that I knew that this is what she
was thinking. I would have loved to lie to her. I would have given a lot
to be able to put my arm around her and tell her that there was no
chance of the headaches being caused by a brain tumour.

But I couldn’t.

I had to sit there and explain about all my ‘negative findings’. I could
tell her that her pulse was fine, that she hadn’t had a stroke, that her
blood sugar was better than mine and that her short neurological
exam didn’t show anything unusual.

But I couldn’t tell her what she wanted to hear.

We reached the hospital, and while I handed over to the nurse one side
of her face started to become numb ...

A little later, while returning to the hospital with another patient, [ saw
our woman in the resuscitation room. She was sitting up and talking
to her work colleague who had accompanied her in the ambulance. I
wondered why she was in there but was too busy to ask the resuscita-
tion nurse.

Towards the end of my shift I saw our patient walking back from the
toilet (with colleague still in tow). I asked her what the doctors had
found.

‘They are keeping me in,’ she told me and my heart sank, ‘apparently
I have a really high blood pressure, and that’s what’s been causing it.’

‘Oh superb!’ Isaid. ‘They can cure that!’

You could see that she was a lot more relaxed, and that her main con-
cern was that she was now going to be in hospital while the doctors
treated her blood pressure.

Hardly a concern at all.

The thing that I didn’t tell her was that her blood pressure had been so
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high, our machine for recording it hadn’t been able to measure it cor-
rectly. Which is a little troubling.

Patientside

Let’s imagine that you are old and need a bit of care in your home —
simple stuff, nothing too taxing, just a bit of a hand to help you wash
when you wake up. Maybe you need help with some of the fiddly
little tablets you have to take. Perhaps you just need someone who’ll
help you keep your flat tidy.

Then, for the sake of argument, let’s say you’ve had a bit of a fall -
nothing too serious, it’s just that your legs are starting to get a bit
weak, and you don’t want to use the walking frame the hospital has
given you. You are lying by your front door. You press the community
alarm button you are wearing and when your carer arrives she lets
herself in and then the ambulance people.

The ambulance people quickly check you over while you are on the
floor — they let you know that they don’t want to pick you up if you’ve
broken your leg. So you let them examine you, and when they find
nothing, you ask them if they can just put you in your normal chair by
the television. You wonder why the ambulance crew are tutting at
your carer for not at least putting a pillow behind your head while you
were stuck on the floor.

The ambulance crew help you up and put you into your favourite
chair. As you aren’t hurt by the fall you don’t want to go to the hospi-
tal — you’ll only sit in the department for several hours before some
young doctor tells you that you should be using your walking frame.
It’s easier to sit in your own flat. The ambulance people seem pretty
nice, though, and they want to give you a full physical check-up to
make sure that there is nothing obvious that would cause you to fall.

You tell the ambulance people that you’ve been having a few falls as
your legs have been getting a bit weaker recently, but that you get
around all right and that you have the community alarm button
around your neck should you get into any trouble. The ambulance
people try to persuade you to go to hospital, but you refuse again. One
of the ambulance people checks various pulses and pressures and
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sugars and heart tracings before agreeing that you can refuse to go
with them.

The ambulance man is looking around your flat and tutting at the
carer again. He doesn’t like it that as he walks around he is making a
crunching noise as he crushes your tablets which are strewn all over
the carpet. It’s not your fault that you sometimes drop them. It’s not
the carer’s job to make sure that you can take your pills.

The ambulance man then asks you that as you don’t want to go to
hospital, would you mind if he got your GP out to see you? You agree
and the ambulance man says that your GP might be able to arrange to
have handrails put on your walls — it sounds like a good idea as you
really don’t like using the walking frame. You tell the ambulance man
your GP’s phone number but he doesn’t want to borrow your phone.
He tells you that if his Controller phones the GP then the call is
recorded so if the GP promises to come out then they darn well better.
You wonder why the ambulance man is so distrusting of GPs.

The ambulance man then disappears for a bit into the kitchen, he’s
talking to the carer before she leaves. You can’t hear what he says, but
his voice seems a little forceful.

The ambulance man comes back and asks you one last time if you’d
like to go to hospital, you refuse and the ambulance man reminds you
to use the walking frame for getting around — and also to make sure
that you have your emergency button on you at all times. He tells you
that he is only a phone call away. He picks up his equipment and pre-
pares to leave.

You’ve enjoyed chatting to him and his partner, so you try to keep up
a conversation — the only person you regularly see is your carer, and
she doesn’t talk to you much — she hasn’t said a word to you while the
ambulance people have been here. The ambulance people stay and
have a chat with you, but they can only stay ten minutes. But at least
those ten minutes are ten minutes of conversation you wouldn’t have
had otherwise.

The ambulance people wave goodbye to your carer as she walks out
the door without saying a word.

Ten minutes later you wave goodbye to the ambulance people, and
you are left on your own until the evening carer comes.
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Downstairs in the ambulance, an ambulance man’s heart breaks just a
little.

Hit and Run

We were sent out of our area for a ‘Pedestrian vs Car’. Often these are
‘nothing’ jobs, the person isn’t badly injured simply because there are
very few roads where a car can get up the sort of speed to cause seri-
ous injury. Then I had a look on our mapping terminal and which
road it was.

‘Bugger,” I said to my crewmate, ‘could be a nasty one.’

Despite the general low speed of traffic in London, there are still some
roads where cars can build up a dangerous speed. This was one of
them.

We got there quickly and found an FRU already on scene along with
some police, one of whom was holding the patient’s neck as still as
possible. The patient was writhing around on the ground in a mixture
of fear and agony. The FRU paramedic looked rather relieved to see
us.

As T jumped out of the ambulance he came over and told me that it
was a hit and run, that the patient had been thrown some distance and
that she had an open fracture of her arm.

An ‘open fracture’ is where a bone has been broken and is sticking out
of the skin. There is always a worry about infection in this sort of
injury; we also worry about nerve and blood vessel damage — it is a
serious one.

My first concern, however, was to protect her from any other injuries
— specifically any neck or back ones — and then to get her off the cold
dark road and into the warm and well-lit ambulance. Then we would
‘scoop and run’ to the hospital which was less than three minutes
down the road.

First things first — I told my crewmate to get our scoop stretcher and
trolley bed off the back of the ambulance, then I grabbed a cervical
collar and, taking control of the patient’s head, placed it around her
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neck. It is here that I'm glad of my hospital experience as she was
wearing a necklace that I took off before putting on the collar — you
can’t X-ray a neck that has one on it, and once the collar is on then
any necklace is that much harder to remove.

While I was doing this the paramedic was putting a temporary dress-
ing on the patient’s fracture, so while I was holding the patient’s head
I started to talk to her. She didn’t remember anything about the acci-
dent and she kept repeating herself. While this can be normal after a
traumatic event, it made me consider, as always, whether she might
have received a brain injury as a result of either hitting the car or the
ground.

I was certain that we weren’t going to ‘stay and play’ at all.

We strapped her to our scoop, lifted her onto the trolley and then put
the trolley in the back of the ambulance. We could have put needles
into her, filled her with fluid, given her pain relief — but with the close-
ness of the hospital I thought that the best thing for her would be to
be out of my ambulance as quickly as possible.

In her confused state the patient kept wanting to poke at her broken
arm, so the journey to hospital was mainly taken up by my holding her
(working) hand while standing over her so I could talk to her in a vain
effort to try to keep her calm.

Soon we were relaxing at the hospital having handed the patient over
to the resus team. The FRU paramedic told me he had been returning
to his station after an equipment failure when someone had jumped
out at him and shouted that the patient had been hit by a car. As he
put it, ‘Four months on the FRU and the most interesting job I have is
the one I get waved down for when I have no kit in the motor.’

My crewmate asked me later if I missed A&E nursing. While generally
I don’t, I do miss a ‘nice’ trauma sometimes — my first thought is to get
the patient into hospital so I don’t often get the chance to use my
trauma nursing skills.

But then again — I do now get to drive the wrong way down the road.

Rereading this writing from three years ago I have absolutely no recol-
lection of this job, which is strange as I don’t get that many trauma
calls.
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Happiness Is

Happiness is ...

Driving over a crowded Tower Bridge on blue lights and sirens, some-
times on the wrong side of the road.

Despair is ...

Doing all that to get to a drunk who then tries to assault you and ends
up crushing your hand against a door handle.

Offering the Chance

There were two police officers standing over the crying woman. From
50 yards you could tell she was an alcoholic, blood matted her hair

and she held her head in her hands.

We walked her onto the ambulance, it was warmer than the night air,
and we had more comfy seats than the wall she was sitting on.

The policewoman joined us to get the woman’s initial statement — as
the woman was drunk, another statement would have to be taken
after she had sobered up.

The woman told us how she had been drinking all day in the park
with her partner and his sister — then her partner’s sister had kicked
and beaten her before stealing her handbag.

She told us how her partner continually bullied her and how she lived
in fear of him. Her partner’s name was known to both the police and
me and it wasn’t known to us for him being a paragon of virtue.

The police officer was friendly and supportive — she called on the spe-
cialist team for domestic violence and started the process of getting her
referred.

I took her to the hospital; while her wounds weren’t serious she would
need some sort of social services input before she could be discharged
— her home wouldn’t be a safe place to go.

‘This time,” she told me, ‘this time, I’ll press charges and get out from

>

him.
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When she sobered up she’d probably go back to him, but we had to
offer her all the chances we could — just in case, this time, she was
right.

Sometimes, life is like a bad TV programme.

Shaken Baby

We were called by the police to a child of a few months old. The father
of the child had allegedly got into an argument with its mother. He
had then shaken the baby in an attempt to silence its crying.

The police had already arrested the father and taken him away. The
child seemed unhurt by the assault. However, we took the child to the
hospital for a check-up.

What strikes me (besides the obvious bastardy of shaking a baby) is
that even if he becomes the best father in the world, should his child,
when grown, ever look at their medical notes the words that will leap
out at them will be, ‘Patient violently shaken by father.’

Imagine if you were to find something like that in your medical notes.
How do you think that would make you feel?

§59

[ On the Strange Thoughts that Assail You at
Five in the Morning

I have two ideas. One is more serious than the other.

I’ll leave you to decide which one is serious.

Idea One

The LAS should have business cards printed up which state something
along the lines of ‘Due to your inability to control your drinking of
alcohol you have wasted the time and resources of an emergency
ambulance and staff (including dispatchers and call takers), an A&E
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department along with nurses, doctors, radiographers and other NHS
staff. Please think on this.” We could then leave these in the pockets of
the drunk patients we pick up so that they could reflect on their behav-
iour when sober.

We might have to get it printed up in a few languages, though ...

Idea Two

Concerning matern-a-taxis at 5 a.m. Can I beat one of them to death
please? Just as a warning to the others.

Taxi Driving

Matern-a-taxi!

Ten minute contractions!

Treated as a large yellow taxi by the whole family!

The family never said thank you to their highly skilled medical crew!
Treated to a free pram, carry cot and car seat by my taxes!

(If they have a car seat then they must have a car.)

Total distance travelled: 0.8 miles!

Unhappiness of this particular ambulance crew for being used as taxi
drivers: 7/10!

An Upsetting Job

She was 31 years old and I was kneeling next to her forcing air into
her lungs because she had stopped breathing.

I was sent the call as a ‘31-year-old suspended’ and to be honest I
didn’t think that it was going to be as given. ‘Suspended’ means no
signs of life, and that tends not to happen to young people. I was
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working solo on the FRU at the time, and I sped to the address, reach-
ing the place at the same time as the ambulance. It was an ambulance
with two trainees working it. While one of the trainees and I went to
the patient the other one and their supervisor turned the vehicle
around so that they could leave the scene quickly if needed.

I rang the bell to the block of flats. Whoever answered the entryphone
seemed to be a bit disorientated, but we soon got in.

‘Probably a psychiatric patient,’ I said to the trainee as we stood in the

lift.
‘T hope so,’ replied the trainee, ‘I’ve not done a suspended before.’

‘Don’t worry about it,’ I said. ‘Just remember that you need to try to
keep calm. ’m there to run it until your supervisor gets there.’

The doors to the lift opened and we made our way to the flat. I walked
in through the door and all hopes of the call not being a suspended
were dashed.

The patient, a deep shade of blue, was lying flat on the floor. Over her
was a man I took to be her partner; he had one ear on the phone, lis-
tening to instruction from one of our call takers. Tears were running
down his face as with his free hand he pushed on the woman’s chest in
an effort at CPR.

On the sofa was the daughter of the patient — she was around five or
six years old. She was also crying. I realised that it was this little child
who had opened the flat door for us.

The trainee and I fell into our roles — I managed the patient’s airway
and breathing while the trainee connected the defibrillator. The patient
had had a pulse but had suddenly stopped breathing. There was noth-
ing in the patient’s history to suggest what had caused this sudden
stopping of breathing. The mother had overcome a serious illness a
few years earlier, but that wouldn’t account for what was happening
today.

The job itself went pretty well; while the patient didn’t start breathing
again on her own, we did manage to ‘pink her up’ a lot. The transport
to hospital went well and we handed the patient over to the hospital
staff with a real hope that she would make a recovery.
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I went back to the hospital a while later.

The patient had suffered a sudden huge and unrecoverable bleed into
the brain. She would never wake up.

For some reason this really upset me. I don’t normally get upset at
people dying, but for some reason this one really did.

I don’t know if it was because she had left a small child behind - a
small child who saw her mother die in front of her. I don’t know if it
was because the mother overcame a serious illness six years ago for the
sake of her child. I didn’t know what would happen to the child as the
mother’s current partner wasn’t the biological father.

I suspect that it was because, for once, I thought that in giving the
patient the best chance possible, she might have survived. ’'m guessing
that I was disappointed that the patient died despite doing our best
work.

Whatever the reason, I was at my most upset over a dead patient since
I'd attended the death of a 13-year-old a year ago.

If there is a slight upside to the story it’s that because we kept her
organs protected by breathing for her, those same organs were used to
give a new lease of life for a number of other very sick patients. I only
hope that this fact gave some comfort to her family.

Yes, 'm a registered organ donor.

Being Lied to

The patient said that he had been kidnapped.

He hadn’t.

He said that the people who had kidnapped him were Serbian.
He then said that they were Bosnians, then that they were ‘Pakis’.
He said that the keys to his car had been stolen.

When the police searched him, they found his car keys.
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He said he didn’t know where the damage to the side of his car came
from.

There was a matching damaged skip just down the road.
He said he had been walking home.

Other people had seen him driving; they were the ones who had called
the ambulance.

He said he had only had a drink or two.
He was so drunk, be could barely walk.
He said that he didn’t want any trouble.

He had previous convictions for assaulting both the police and ambu-
lance crews.

He told the police that he didn’t want them involved.
He got arrested for drink-driving.

He told us to ‘fuck off’.

So we did. Then he spat at the police.

We put one of our face masks on him to stop him spitting at anyone
else.

He smashed bhis head against the floor in temper.

His hand was causing him pain, but the injury wouldn’t cause any last-
ing damage.

We were quite happy that he refused the ambulance. The police doctor
would probably arrange an X-ray and treatment of his hand.

I hate drunk drivers with a passion. I particularly hate abusive drunk
drivers who could have killed someone and who have been flagged as
being violent towards anyone in a uniform. When he told us to ‘fuck
off’, I was more than happy to open the door to the ambulance and
have the police remove him.

For some reason I find it difficult to care about his painful hand.
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Clockwatching

It’s 3 a.m. in the lonely hours of the morning and I’'m nervous.

We are in the bedroom of a six-year-old boy. His mother found him
having trouble in breathing half an hour ago.

His airways are so tight that every breath that he takes turns his chest
inside out. He is trying to breathe so hard that 'm waiting for his
breastbone to snap under the strain.

From across the room I can hear the air whistling through a tiny
airway. He has the classic posture of the asthmatic trying to force air
into their lungs — he’s sitting upright, hands on knees.

He can’t cry, he hasn’t the breath for it.
I want him in the ambulance. No, I want him in hospital.

But we can’t go just yet. The single mother has two other children,
both under the age of five, and they can’t be left alone in the house.
They need to be woken up and dressed. One needs to be thrown, still
sleeping, into a pushchair.

I’m counting the seconds; ’'m waiting for the boy to start turning blue.

I’m eyeing the kit in our bag, how much experience has my crewmate
had in intubating a closed-down airway?

We are already giving him all the drugs that we can. He’s so sick that
he quietly accepts the noisy nebuliser mask.

I help the mother dress one of her children — socks and shoes slipped
onto sleepy feet.

Then it’s time to go. Like all parents she worries about our insistence
that we leave the child topless as we walk out into the cold air. It’s
because of his high temperature I tell her. I don’t tell her that it’s also
so we can easily see that he’s still breathing.

For once my big fear isn’t a complaint from the mother — it’s that the
child will die in the back of our ambulance.

I pass the ‘blue’ call over the radio to pre-alert the hospital; the radio
isn’t working too well so I have to repeat some of it. I don’t think that
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the radio operator understands one of the medical terms that I use; it’s
not their fault as it’s pretty obscure. The broken radio means that I
can’t be sure of the read back.

I don’t care, as long as they have the paediatric doctor waiting for us
there I’ll be happy.

We are 1.9 miles from one hospital, 2.4 from another. I go for the fur-
ther hospital, the drive is straighter and I can use the A13 which at this
time of the night is clear. The other hospital has too many speed-
bumps and side turnings on the route.

I’'m listening to what is going on in the back of the ambulance. My
crewmate sounds relaxed and over the sound of the engine is the reas-
suring noise of the child’s breathing.

I glance at the speedometer — I’m hitting 80 mph; I didn’t know that
these ambulances reached that kind of speed. I'm thankful that the
road is clear and empty and that there are no hazards.

I spot the patient’s young sister looking at my face in the rear-view
mirror, her eyes wide open now.

We pull up to the hospital and I take care of our patient’s siblings; I
bed them down in the relatives’ room while the doctors and nurses
and mother look after their brother.

It’s only half an hour later that I'm talking with the paediatric nurses.
While it looked touch and go for a bit, our patient responded well to
the medications that we can’t give. His breathing is back to normal.

I love the paediatric A&E nurses at this hospital; they are experts at
what they do and despite the cynicism that is endemic in the NHS,
they really do care for their patients.

We are chatting and laughing at the memory of our fear. We have
fought back against death, and this laughter is our victory cheer.

The family are reunited.

I still have that memory of fear, though.
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Thank You Taxpayers

If you pay UK taxes, I’d like to take a moment to thank you. You have
helped me out quite a bit.

We got a call as “Two people in collapsed state’, so we rattled around
to the house only to find the two ‘patients’ having a nice (for them)
drug trip. They were boyfriend and girlfriend and the boy’s mother
had called the ambulance. She told me how they were both known to
use drugs, and that her son had spent some time in a rehab unit trying
to kick his drug and alcohol addiction.

We called for another ambulance as they were so far into their drugged
state they were in a real danger of blocking their own airways and
choking to death. There was no way we could transport both patients.

So I stayed downstairs with the man. He was 6 feet 2 inches, built like
a brick outhouse that has a hobby as a weightlifter. My crewmate
looked after his girlfriend in the bedroom. Sometimes I draw the short
straw ...

Eventually another ambulance turned up (we were having a very busy
night), and we started to move the patients into the ambulances.

Unfortunately for me, the male patient became just a bit agitated and
started waving his arms about. He managed to string together a couple
of naughty swear words just for my ears. As we got him into the
ambulance he managed to punch my crewmate and kick the FRU
driver who had arrived to help us out.

As I was trying to strap him down onto the bed he swung an arm at
me and caught me in the face.

My glasses went flying off my head, bounced around the back of the
ambulance and landed in pieces at my feet.

I’d just like to state that without my glasses I score a 9/10 on the Mr
Magoo Scale. This is about the level where you would pick up a
skunk thinking that it was a pet cat while being just shy of walking
into walls.

We took both patients into the local hospital, where the young man
decided to kick off again. He tried biting a couple of us until the docs
could dose him up with Haldol, which calmed him down.
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I then called Control on our radio and let them know that I was no
longer able to work — I don’t have a spare pair of glasses, so there was
no way I could continue.

Control sent one of our new duty station officers (DSOs) over for a
chat — ’'ve got to say I was pretty impressed with him, he seemed to
have a good idea of what was going on and he talked a lot of sense. He
told me that each night around ten ambulance crews are assaulted,
which is a surprisingly large number given the shortage of ambulances
on the road each night.

He also told me that when I got new glasses I should give the receipt to
him so that he could do battle with the finances department and then
I could claim the money back. Asking him if the patient would be
made to pay by the LAS, I was told that this wouldn’t be the case and
that the money would come out of our normal funding.

I was told not to buy any solid gold glasses.

I find this a bit ridiculous. Here is a patient who has indulged in some-
thing illegal — he has assaulted a number of ambulance and hospital
staff (thankfully no one was seriously injured) — he has wasted all our
time and broken an essential bit of kit for the running of an ambu-
lance. Because of him there was one less ambulance covering our area
that night.

And he’s going to get away without losing a penny.

I can see why we don’t bother pressing criminal charges against him (I
have read enough police and magistrate blogs to understand a little
about the CPS), but you’d think that we could win some small civil
action against him.

So, as it is, my new glasses are being provided by the taxpayer.
Thanks.

It took the LAS just over a year to refund me the money I spent on my
glasses, no wonder outside contractors charge the NHS more for any
work they do — it’s to make up for lost interest while they wait for
them to actually cough up the cash.
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Helpful Demons

The government hates hoodies, the media lambast hoodies, people in
the street are scared of hoodies. Hoodies are urban demons that do
nasty things to people and then post them up on YouTube.

We were on a nice simple job — a woman had taken her child to the
GP; the GP had called us because he thought that the child needed to
go to hospital.

As we pulled up outside the surgery, a group of hoodies wandered up.
‘What’s happening?’ they asked.

‘Plane crash. Didn’t you hear it?” My standard answer — anyone would
think that children didn’t learn about patient confidentiality in schools
these days.

We entered the surgery and were directed to the patient. The GP was
still with the two-year-old and the mother. It was nice to see a GP who
continued to care for the patient while waiting for the ambulance.

The child had had some breathing difficulties during the day and the
GP had already started treatment with some salbutamol nebulisers.
The mother didn’t speak any English so the GP (who was from the
same ethnic group) explained what would be happening and we made
a move to the ambulance.

Outside the surgery the hoodies were still hanging around. We opened
the door to the ambulance to allow the mother and child to get
onboard but she just stood there saying something to me in some
Asian language.

We tried our usual attempts to communicate but the woman refused to
get onto the ambulance.

‘Here mate,’ said one of the hoodies, ‘she says she wants to phone her

husband.’

‘Could you tell her that she can phone him when she gets to the hospi-
tal? We haven’t got phones on the ambulance.’

There was a bit of a dialogue between the two of them.
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At the original hoodie’s direction one of the others in the group pulled
out a phone and handed it to the woman.

‘She can use my mate’s phone if you want then she’ll be happier to get
in the ambulance.’

There was some attempt to ring her husband, but unfortunately his
phone was engaged. The hoodies then spoke to her and she agreed to
get onto the ambulance.

We tried to assess the child but the mother wouldn’t let us take his coat
off.

Once again, our ‘street thug’ group translated for us.
‘She says he’ll cry if you touch him.’

The GP treatment had obviously worked well so we weren’t about to
argue the point. We would just take her and her child to hospital and
one of the nurses there could translate for her.

I thanked the hoodies for their help before getting into the ambulance
and driving off.

‘No problem mate.’

So there you have it, these demonised members of society helped us
and the woman by translating and offering the use of a phone. Of
course, that won’t make it to the front page of the newspapers. I'm old
enough to have seen the reality of the cycles of media hatred and
scapegoating. I remember skinheads being to blame for all society’s
wrongs, then the punks, then the ravers, now it’s hoodies.

I’m sure that people older than me can go further back. I'm certain
that some will remember everyone blaming the teddy boys in a similar
way.

Silliness.

Absurd Council ‘Thinking’

So picture the thought processes that went into these decisions:
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You have a young woman who has already broken her ankle in a sui-
cide attempt by jumping out a second-floor flat window.

So the council rehouse her ... in a fifth-floor flat.

When her husband attempts to protect her by installing metal grilling
over the flat’s balcony, the council threaten him with court action for
‘defacing’ the building.

We’ve just taken her to hospital because she was threatening suicide by
jumping out a window.

Perhaps the council can rehouse her in an even taller building?

Twits.

Last Night's ‘Off Job’

Take off your shoe.

Now remove your sock/stocking.

Get a ballpoint pen (red for added authenticity).

Lightly touch the nib of the pen against the sole of your foot.

You are now looking at the same wound that I went to last night. As a
Category A call.

The patient was a 25-year-old woman who had stood on a sliver of
glass. The pain was apparently so bad that not only couldn’t she
walk, but the pain was travelling up her leg and into her chest.

Chest pain = Category A call = blue light response, get there in eight
minutes or someone might die.

I had to wheel her out of her expensive riverside #a¢ apartment.
Her husband told us that he would follow behind us in his car.

The only sound you could hear while she was being wheeled out
was Reynolds grinding his teeth.

After she was safely dropped off at hospital I indulged in a little
‘primal scream’ therapy.
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Wild Geese

This night shift was lovely and easy. One patient was a little old man
who was ‘not right” and had ‘vague eyes’. His wife was terribly wor-
ried about him, but I suspect that there was little seriously wrong with
him. We then got sent to a two-week-old baby with a flaky scalp.
Once more, a nice easy job where we didn’t even have to carry the
patient.

Then we were sent to ‘54-year-old male with chest pain’. The call had
come from a public telephone box so I wasn’t too surprised when we
received the update ‘Patient has been drinking.” The area is a local
haunt of our homeless alcoholics — there are public toilets, a nice
churchyard nearby to hide and sleep in and a number of off-licences to
buy their cheap tramp juice.

Both the FRU and us spent some time driving back and forth trying to
find him, with no luck.

We got back on station before being sent on a similar call in the same
area. I suddenly had a brainwave.

‘I bet it’s John Smith,’ I said. ‘He’s an alcoholic homeless guy, normally
as good as gold, but he calls us when his hostel kicks him out for
drinking.’

We got an update: ‘Patient’s name is John Smith.’

Once more we chased around the area looking for him; at least this
time I knew who we were looking for. Once more he had given us the
slip. ’d never known him to act like this.

Still, next time I see him Il have a little word in his shell-like ...

Three years later, I haven’t seen him again. Perhaps we should check
the churchyard for an extra set of remains?

Why You Should Pull Over and Let Us Pass
(Or Hahahahahaha ...)

A quick thank you to one of the police cars of Newham.
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There we were last night, driving on blue lights and sirens to a job that
would ultimately prove to be as dull as ditchwater.

I was racing down Barking Road. I always race to high priority jobs,
it’s what ’'m paid to do.

Ahead of us, at the junction with Ron Leighton Way, there was a
police car. They saw and heard us coming so they pulled over to let us
pass. Just then another car decided to overtake the police car in the
middle of the junction, pulling out in front of us so that we had to
slam on the brakes to avoid driving into them.

I may have honked our horn at them.

So it was with much merriment that I saw in our rear-view mirror the
police car pulling the car over in preparation for a jolly good talking
to.

We were laughing about it for the rest of our shift.

Arranged

I had two new experiences yesterday. I’ll tell you about the job I had
that left me unhappy that I couldn’t help more.

We arrived at the same time as the police to find an Indian woman
crying on her bed. We had been sent round to the house because she
was supposedly threatening to jump from a window and there were
signs of a disturbance all around the bedroom. The woman herself
wasn’t seriously physically harmed although she had a few scratches to
one of her wrists, an obvious sign of attempted self-harm.

She was lying face down on the bed, sobbing uncontrollably. Her hus-
band told us that he had ‘done something wrong” and that she had got
upset over it.

She was obviously in no fit state to remain at home but it took a long
twenty minutes to persuade her to make a move down to the ambu-
lance where we could have a private chat with her.

Her story was simple, yet one I hadn’t come across before.

Her marriage had been ‘arranged’; she had met the man who was to
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be her husband just four months before they married. The pair of
them lived in a house with her husband’s mother and sister. The hus-
band was apparently seeing other women on the side and his mother
had told our patient that this was normal in England. Our patient told
me, between sobs, that her mother-in-law and sister-in-law both bul-

lied her.

Her only family was out in India, and today when she had told her
father about her troubles he had started crying. This is what had sent
her into such a distraught state. She was distressed because she had
made her family unhappy.

My only option was to offer her a trip to hospital so that they could
clean and dress her minor wounds. The police officer, however, could
offer more; she took my patient’s mobile phone number and promised
that she would pass that number on to the groups that deal with situ-
ations like this. All T could do was get her out of the house for a couple
of hours so that she could collect herself and start thinking about what
she could do next. As T often feel in such distressing cases I wished that
there was more I could do for her.

I would imagine that due to the ethnic make-up of east London there
are quite a few arranged marriages. I'm always suspicious about the
marriages where a 40-year-old man is married to a 26-year-old female.
While I’'m not completely against the idea of arranged marriages,
there does need to be specialist support for those people who are quite
obviously powerless in the relationship.

Arranged marriages should not be about power over a woman being
given to a man.

I hope that the woman whom we left in the A&E department will be
able to get the support she needs and that the short period of time I
knew her will be a turning point for her.

Sugar

The Tate and Lyle sugar factory is pretty much smack bang in the
middle of my ‘patch’. When I was on the FRU and ordered to ‘go and
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drive around - see if you can find someone injured’, T would often
travel past it. I'm a bit of a geek and factories full of pipes, chimneys
belching strange smelling smoke and arcane bits of machinery interest
me greatly. However, until today I’d never actually been inside this
behemoth of a factory.

The call was pretty simple — the hydraulics of a forklift truck had
burst, and the fluid had splashed into the driver’s eyes. Luckily he had
been wearing safety goggles, so had been spared the full brunt of the
spray. The company’s first aider/fireman had already washed his eyes
out with plenty of saline so there was little for us to do except take him
to hospital to make sure that nothing had scratched the front of them.

But that wasn’t the fun bit ...

To show us where the patient was a security guard met us at the main
gate then he jumped into a Vauxhall Astra and drove like a man pos-
sessed through the factory grounds towards the patient.

I was driving.
I got to chase him. I got to chase him the length of the factory.

More importantly I got to chase him through narrow turnings and
under footbridges full of pipes. Smoke was billowing out from vents
while I dodged between lorries and powered up ramps.

In my head the theme music to The Sweeney was playing.
I just may have giggled like a nine-year-old girl.

Yet another thing that I love about my work — I get to go into some
strange places.

F-off

I have just felt a surge of rage.

Some bastard just told us to F-off simply because we dared approach
his crossing point on blue lights and sirens and expected him to wait
the second it would take us to pass.
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Somehow (don’t ask how) I managed to avoid jumping out and
punching him in his gobby mouth.

... and breathe and relax ... breathe and relax ...

The Standard Weekend Night

I return to work for a Friday, Saturday, Sunday night shift.

Deep joy.

The standard breakdown for a weekend night shift is as follows:
19:00 — Clock on at the station.

19:01 - First call, normally to someone elderly, probably chest pain.
20:00 — Man with ‘man-flu’.

21:00 - First assault of the night, outside a pub.

22:00 - ‘Unconscious’ male in street — normally a homeless guy.
23:00 — Another assault. Fuelled by alcohol.

00:00 — “‘Unconscious’ — drunk in street.

01:00 — Child with a high temperature — everyone in the house is
awake.

02:00 — Young man with bellyache/young woman with dizziness. (We
are now the only ambulance running from West Ham.)

03:00 — Nightclubs kick out. An assault who doesn’t want to go to
hospital.

03:30 — Drunk in the street or a drunk who has injured themselves.
04:30 — Get back to station.

04:31 — Matern-a-taxi.

06:00 — Another matern-a-taxi.

06:30 — Return to station — start watching the clock for sign off at
07:00.
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06:57 — Get a job for a little old lady with cardiac chest pain, miles out
of my area.

06:57:01 — Start swearing.

07:25 — After a ‘scoop and run’ return to station to sign off — all ready
to repeat the night in just 11 hours and 35 minutes.

Moped Madness

So the first job of the night turned out not to be an elderly person with
a common medical ailment, but instead a young man who had hit a
car then while limping home had caused three people to call an ambu-
lance.

Add in another call in the same general area and you had a potential
for chaos. However, our Control staff are pretty good so everything
was sorted out.

The patient had reached his home and then started hyperventilating,
with all the symptoms that this brings. Luckily he wasn’t seriously
hurt and once he had calmed down it made for a fairly easy job and a
pleasant trip to the hospital.

Sucking Lungs

The second job of the night is a two-day-old baby who has coughed up
‘something white’. It’s an easy job where the parent carries a healthy
baby into the ambulance, I drive it 800 yards and the local hospital
provides reassurance.

Forgiveness is also due because the birth was difficult and the baby
was born two weeks early. Although there is some negative marking
for thinking that the baby ‘needed suctioning for amniotic fluid still in
the lungs’.

I’d just like to say that my (female) crewmate finds babies cute.

I don’t.
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Persuasion

I used to swim. I used to swim a lot and so it was a nice surprise to be
called back to one of the swimming pools that I used to spend so much
time in. Unfortunately it was for a drowning.

Rather obviously we raced around to the pool. A member of staff
kindly ran us to the first aid room where we would find our patient.
During this run, carrying pretty much the entire contents of our ambu-
lance with us, I was going through my mind about everything I knew
about drowning — I was expecting a lot of work on this job.

We entered the first aid room, and the patient, a young lad, was
wrapped in a space blanket, sitting up chatting with his friends. My
crewmate and I both breathed a sigh of relief.

We spoke to the patient, his friends and the two lifeguards who’d
pulled him out of the water. The patient had been unconscious on the
bottom of the pool for around 30 seconds; after the lifeguards had
pulled him out the patient had started breathing on his own. A short
period of time after looking ‘shocked” and ‘shaking’ the patient had
made an apparent full recovery.

‘T don’t want to go to hospital,” he told me. ‘’m all right.’
My crewmate and I looked at each other.

I turned back to the patient. “You haven’t got a choice mate — you are
going to hospital.’

As I looked at the patient the thing that was foremost in my mind
(and the mind of my crewmate) was ‘secondary drowning’. In second-
ary drowning there can be damage to the lungs caused by the inhala-
tion of a fluid. The patient will then die a couple of hours after being
pulled from the water.

He was going to hospital. I just had to persuade him. So I tried all the
nice ways, the ways that won’t worry the patient, the ways that main-
tain respect and autonomy and all those other hippy words that are
apparently so important even if the patient is bleeding to death in
front of you.

None of it worked.
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Time for the big guns.

‘OK mate,’ I said, ‘the reason why we are taking you to hospital is
because of a thing called secondary drowning — you are all right now,
but it can cause you to drop dead in a couple of hours, and there
would be nothing we could do about it. So you are coming to the hos-
pital with us — you have no choice in the matter.’

He agreed to come to hospital with us. He was a pleasant young man,
and he was given the all clear a bit later that day.

My point is that despite the cries of the ‘respect brigade’, sometimes
you have to become a patriarchal bully in the best interests of the
patient. Sometimes it’s the only way to get the patient the care that you
know they need. I don’t like bullying people, but sometimes it’s the
only way to protect both the patient — and my job.

So, sod it, sometimes I’'m a bully.

The Jobs We Do ...

We arrived at the location at the same time as the FRU, one of those
warrens of estate flats that cover our patch. It was gone nine in the
evening and there were patches of rain. The job started well as I fell
arse over tit up an unlit flight of stairs while carrying some of our kit.

Our patient was given as a 60-year-old having an asthma attack. After
peering at door numbers in the dark and climbing three flights of stairs
we finally managed to find the flat. Our FRU was peering at his watch,
he was off work in ten minutes so was hoping that we wouldn’t need

his help.

A bedraggled woman opened the door; she was in her late fifties and
was crying.

‘She’s dead,’ she said to us, ‘she’s dead.’
I pushed past her, not knowing what to expect.

The body was lying on the floor, half in the living room, half in the
hallway. Flies crawled over it, and there was the smell of death in the

flat.
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‘T came home from shopping and she was just lying there,” the woman

sobbed.

I wondered if I should check for a pulse on the corpse. But where is the
pulse on a dead dog?

The deceased was a rather overweight collie dog. T walked over to it —
while my expertise is in dead people, it was pretty obvious that the
animal had been dead for some time. It looked like doggy CPR would
not be needed. It would also take an hour to shave the dog enough to
be able to stick our defibrillator pads to its chest. So we decided to step
outside our guidelines and declare the patient dead without the cus-
tomary heart-trace.

My crewmate looked after the human patient as I waved the relieved
FRU goodnight. It looked like at least one of us would be getting off
work on time for a change.

I looked around the flat; it was a bit cluttered and a little grimy but not
too bad. Unfortunately there has been an explosion in the fly popula-
tion in east London recently and I think that most of them came from
this flat. One bit of flypaper had been hung and it was solid with the
bodies of flies. The rest buzzed around us, landing where the dog had
evacuated its bowels and then in our hair.

Lovely.

Our patient was incredibly upset that her dog had died and T have
complete sympathy for this. It’s awful to lose a loved pet and as this
woman lived alone it was probably her only company. She’d become
so upset she’d started to have trouble breathing. My crewmate had
already done a good job of calming the woman down, but every time
she saw the body she’d start crying again.

It also became obvious that the woman had some sort of mental ill-
ness; she had some strange beliefs that didn’t affect her ability to look
after herself and was a bit ‘off’ (which is obviously a highly profes-
sional medical term for ‘somewhat eccentric’).

The woman also refused to come to hospital.

But what could we do? All the council workers who would remove the
dog would be home having their supper.
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Once more it was down to the ambulance service to step outside our
normal job of giving people a taxi ride to hospital.

Leaving my crewmate with the woman I made my way back down to
the ambulance and radioed Control. After giving her the story there
was silence on the other end of the radio followed by laughter. Once
she had stopped laughing she asked if she could phone me privately. A
few moments later my phone rang and I was greeted by Control gig-
gling down the line at me.

Once the pair of us had calmed down a bit we decided to contact the
RSPCA and see what they could advise. After a bit of toing and froing
I ended up speaking to one of their inspectors. For some reason they
are only really interested in animals that still have a pulse, but he did
tell me that the Harmsworth animal hospital would take the dog in to
be cremated if our patient agreed.

I checked with Control that it would be all right for us to do this; they
agreed that it was in the patient’s best interests and none of us wanted
to leave her all night with an incontinent dead dog in her living room.
We spoke to the patient and, after saying her final goodbyes, she
agreed to let us take the dog.

I’d been in the job longer than my crewmate, so I made sure that I was
at the head end, while she got the leaky end that was covered in mag-
gots. She’s worked with animals before so didn’t mind.

Honest.

We wrapped the corpse in a sheet and started lugging the dead weight
down the stairs.

Now, I know it’s awful to lose a pet. I’'ve known people devastated by
the loss of a dog and can fully sympathise. But there was something
inherently funny about two ambulance folks carrying a dead dog out
to an ambulance at the dead of night. So ’ll admit that there were a
fair few giggles. All the time we were hoping that no one would look
out of their window to wonder what we were doing.

Finally we made it to the ambulance and loaded up. Just then a police
carrier crept up to us and asked if we needed any help with anything
(for we were on that kind of estate). We told them the story. I think
they enjoyed the entertainment.
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We then found ourselves driving across London with a dead dog in the
back of our ambulance. My crewmate spotted me checking the corpse
in the rear-view mirror — there then may have been some suggestion
that I thought it was a zombie dog and that it was waiting to attack ...

We reached the Harmsworth hospital and signed over the dog to the
very helpful nurse. ’'m not sure what the people in the waiting room
made of two ambulance people carrying a dead dog past them in a
sheet, all four legs stiffly pointed in the air.

Then it was a case of mopping out the back of the ambulance (where
the dog had ... leaked) and getting on with finding some less hirsute
patients.

Now, some people might think of this as a waste of an ambulance, but
we did what we had to do in order to help the woman, to stop her
having stress-related breathing difficulties. We also filled in one of our
‘vulnerable adult’ forms to refer her to the social services in order to
help with her fly infestation and maybe have someone formally assess
her mental health. Sorting out someone’s health by removing a dead
dog is a new treatment — perhaps I could get a grant to research it?

On Dealing with a Brain Surgeon

I was sent to a twelve-year-old whose hand had been burnt. The
address that we were given was in the street so we could expect any-
thing.

Outside the local newsagent was a group of ‘feral’ children, eight or
nine of them aged 10-13 I'd say. Itold my crewmate who was driving
that we would ‘scoop and run’ as it was near the end of our shift and
there was no way that I wanted to try to control a bunch of little
thugs.

‘Who’s the patient?’ I asked as I jumped out of the ambulance. I’d
already spotted one lad holding his thumb; sure enough he identified
himself as the patient.

‘OK then, on the ambulance.’ I opened the door and bundled him in.

About six of the other children all wanted to come with him. I wasn’t
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going to hang about to argue so, after discovering that there was no
relative or adult present, we made our way to the hospital leaving his
friends by the side of the road.

The child had decided to spray some deodorant into a glass jar then
drop a match in it. As the fumes caught light his hand had received a
minor but painful searing. The skin wasn’t even red.

Still, we have a nice burns dressing that smells lovely and can ease the
pain so I wrapped his hand in one and asked him why he had done
such a daft thing.

‘Dunno,’ was this particular brain surgeon’s answer.

I told him, in no uncertain terms, that playing silly buggers with chem-
icals and fire would only lead to him getting even more hurt. Did it do
any good? Well I doubt it, but surely it was worth a try.

Here comes the confession — I was a little short with him. Not only do
I think that a ‘there, there, everything will be all right” approach would
have been wasted on him, but I also wanted to make sure that he knew
exactly what an idiot he’d been. I wanted to embarrass him, I wanted
him to pay attention and most of all I didn’t want him doing similar
things in the future. There may have been some sarcasm; hopefully
he’ll remember that more than if I'd been all motherly towards him.

My brother is a teacher — he uses sarcasm when needed to control his
classes; he can be nice and he can be a right evil sod, it all depends on
the child and on the situation. So on that day I took a leaf out of his
book.

I just hope that I don’t end up returning to that child after he’s torched
his parents’ house.

Forgetting Your History

The first patient of our shift this morning was a classic example of
how patients can often forget a potentially useful part of their medical
history. The patient was an elderly man with a general sort of abdom-
inal ache. We quizzed him about his history (nothing especially rele-
vant apart from some possibly constipating drugs); our initial idea was
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that the patient had constipation.

It was only as we were wheeling him out of his front door that he men-
tioned that he had diverticulitis — a medical condition that can cause
exactly the type of pain he was describing.

At least he mentioned it to us rather than waiting and telling the
nurses, making us look like fools, something that happens with some
regularity (they’ll then go on to tell the doctors something additional,
thereby making the nurses look bad).

A Warning

Dear Opiate Addict,

Just a quick letter to give you a warning — especially if you are in the
east London area (although I do not know how far the distribution of
drugs stretches).

It appears that there is a batch of illegal opiates on the streets of
east London. What is unusual about this particular batch is that I
believe it to be cut with a little less chalk/rat poison/talcum powder
than usual. I can tell you this because my friends and I have come
across a number of regular users of these substances who have over-

dosed.

Signs of an overdose include a reduced desire to breathe, purplish
lips and ending up being buried in a cemetery in a wooden box called
a coffin.

As a suggestion — if you desire to inject/smoke opiate-based drugs,
try a little less than you normally use, and make sure that there is
someone ‘straight’ to watch over you. If your rate of breathing drops
below ten breaths a minute they should call for an ambulance. Tell the
caller not to worry, the ambulance service and the hospitals don’t
involve the police. If they wish, just ask them to leave the door open
before they run away. A note pinned to your chest may also be useful.

Try not to vomit. It just makes a mess.

I would also ask that when we revive you, try not to attack the
ambulance crew for ‘ruining the buzz’ — trust me, we only do this if
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we think that you are about to die.

At least you know that the rest of the batch you have may last you
a little longer than expected.

Keep safe out there!
Yours,

A friendly ambulance person

Bloody CPR

I’d give his friend 11 out of 10 for sheer guts — he did something I
wouldn’t have done in a million years.

They’d left him sitting on the garden seat enjoying the afternoon sun —
last night had been a heavy drinking session and he was a bit sleepy.
He was fine half an hour ago, but when they next saw him he was cov-
ered in bloody vomit and he wasn’t breathing.

I was working solo on the FRU car when I got the call as ‘bad hang-
over — sleepy — not breathing’. As I didn’t know any better I was think-
ing about what I would say to them when I arrived to find the patient
breathing, something about ambulances not being needed for hang-
overs ... Still — no matter; as always I drove there as quickly and safely
as possible.

His friends opened the front door for me and I walked into the house.
One of them, in a thick Eastern European accent, asked me to follow
him. He led me out to the garden; lying on the patio in front of me was
the patient. He wasn’t breathing, he was covered in bloody vomit and
he was a nasty shade of mottled purple. One friend was doing good
chest compressions while on the phone to our Control.

Another friend was giving him mouth-to-mouth ... through the bloody
vomit covering the patient’s nose and mouth.

I’ve got to say that this impressed me a huge amount. It also made me
feel a little ill.

To be honest, if his friends hadn’t been doing CPR I probably would

have recognised death right there at the scene. As it is, if someone
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starts CPR then we have to continue all the way to the hospital. I
started doing my job — breathing for the patient using my ambu-bag
and pounding on his chest to keep blood flowing to the essential
organs.

Every time I pressed on his chest a little geyser of bloody vomit
erupted from his mouth. With an airway in the patient’s mouth, that
gush of fluid can travel a long way. The ground around the patient was
also covered in his vomit so I couldn’t kneel down. I ended up doing
the chest compressions standing with my feet five feet apart while
bending over the patient.

My back started to twinge.

The ambulance took zen minutes to get there. To be fair, they did have
a long way to travel, and there were some heavy roadworks between
them and me. We scooped him up into the ambulance and drove
quickly to the hospital while I continued to do chest compressions
and the ambulance attendant kept breathing for him.

As suspected there was nothing that we or the hospital could do -
another man in his mid-forties dead.

I had to go back to the house to pick up the FRU car. The patient’s
friends came out to meet me; only a few of them spoke English. I had
to explain that the patient had died. The ambulance service doesn’t
like to use the word ‘died’. Unfortunately it was the word I had to use.
I let them know that they had done everything correctly but that the
patient didn’t have much chance of surviving despite his friends’ best
efforts.

I left them trying to phone the patient’s mother so that they, in their
native tongue, could explain what had happened.

Stabbings and Sex Politics

I arrived on station this morning to hear the news on the television
that there had been 50 stabbings over the bank holiday weekend.

‘Hmm,’ I thought, ‘a few more than normal, but hardly news.’
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Then I realised that they were talking about the whole country and not
just London.

So now I was surprised at just how low the number of stabbings was.

I don’t know if it’s just east London having a higher number of stab-
bings than the rest of London, thereby causing me to overestimate
how many we have, but I wouldn’t be surprised if there were nearly 50
stabbings every weekend in London alone.

I went to a stabbing yesterday. We’d normally wait for the police to
arrive to escort us into the house but the way that the job was sent
down to us over the computer terminal let me think that we could
approach safely.

The doorbell was answered by a young man with an obvious wound
to the upper arm.

Getting him onto the ambulance I learnt that he had ‘come clean’ to
his long-term girlfriend about cheating on her two years ago. During
the course of the argument she had then stabbed him in the arm with
a kitchen knife.

Thankfully the wound, while deep, wasn’t especially serious — for the
ambulance side of things it was a simple job to dress the wound and
take the patient to hospital. The doctors at the hospital would have to
be more cautious as the nature of the wound meant that the bone, or
the layer of tissue covering the bone, might have been damaged, in
which case infection was a bigger worry than normal.

The police arrived and got the whole story — the first words out of the
patient’s mouth were, ‘I don’t want her charged.” So the case will be
referred to the domestic violence team but it probably won’t go any
further.

On the way to hospital I let the patient know how lucky he was. I’'ve
been involved in a couple of jobs where a domestic argument has
turned into murder when the man has been stabbed by his
girlfriend/wife. One was on Christmas Eve.

My advice to everyone is that you shouldn’t have an argument in the
kitchen ...
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At the hospital the patient’s girlfriend arrived with tears in her eyes. As
soon as the nurse had finished assessing the wound the couple pulled
the curtain across the trolley bay and hugged each other for a long
time.

It’s strange, but I know that I’d feel different about the situation if it
had been the woman who had been stabbed. If he had stabbed her,
then I would be thinking of how the woman was a victim. With a male
being stabbed I’'m thinking more about how daft he was in causing the
argument in the first place.

With a male being stabbed by a woman, it is kind of expected that he
will just ‘get over it’, while if a woman was stabbed by a man I would
start imagining that this could be a possible start, or fatal ending, of a
longer term abuse.

I’m vaguely comforted by the thought that if this was more a case of
prolonged abuse I’d be just as sympathetic for the victim whatever
their sex.

It’s strange to examine your thoughts and see such a hidden prejudice.
I guess that somehow, while being brought up to act as a gentleman, I
was programmed to see women as needing protection.

And to think I always considered myself a feminist.

New Terms

I’ve just discovered a new phrase that the police use: “TACAU’, which
means ‘Treat All Calls As Urgent’. It’s used to flag an address so that if
there is a 999 call from it they run there as quickly as possible.

In this instance it was because a young man decided to beat his
mother-in-law over the head with a broom before threatening to kill
other members of the household.

Everyone was rightly concerned that he might return to the house to
make good on his threats, which is why the policeman in attendance
flagged the address.
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The mother-in-law had such a swollen cheek her face was twice the
normal size.

Back when I was an A&E nurse I would have put her somewhere quiet
so that she could try to relax, especially because she couldn’t speak
English and her relatives were still at the house dealing with the police.

Unfortunately the nurse in charge was a little less sympathetic and put
her out into the waiting room. So I ended up leaving her looking upset
and confused, surrounded by people she couldn’t understand. While it
might have been the “clinically correct’ thing to do, I wouldn’t have
thought it was the right thing to do.

Rioting and Waiting

Apparently there are near riots in the Canary Wharf area.
Today I have been working alone on the FRU car.

I’ve just spent an hour and 20 minutes sitting on scene with an 86-
] p &
year-old woman waiting for a ‘real’ ambulance to take her to hospital.

Why so long?

Because all the ambulances were dealing with (presumably) drunken
rioting idiots.

It’s also typical that the one time I work outside of my normal area we
get the ‘fun’ of rioting.

559
Not with Your Ten-Foot Barge Pole

You know you’ve been doing this job for a long time when someone
mentions that your patient is a heroin-smoking, weed-puffing drug
addict who funds her habit with prostitution — and you don’t blink an
eye.

Maybe it’s because I'm used to working in Hackney.
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Like all the prostitutes I’'ve met, I wouldn’t touch her with a ten-foot
barge pole. Heaven knows the sort of people who are so starved of sex
that they would consider paying good money to have it with them.

§§9

[ Not All Bad

It’s not all drug-addled prostitutes in this part of the world.

I’ve just been cheered up out of a funky mood by watching some
youngsters practising Capoeira dancing in a bandstand. They have
these little bongos to provide the music.

The sun is out and, yes, I still love London.

Minimalist Blogging #1

Second least fun thing yesterday — trying to hold still the leg of a five-
year-old boy while he waved it around. I was feeling the broken ends
of his leg grinding together.

Minimalist Blogging #2

Least fun thing yesterday — looking after a 72-year-old man. His wife
of 50 plus years had died in his arms and there was nothing we could

do for her.

§§9

[ Minimalist Blogging #3
You’ve got to be careful in this job, because the thought that will keep
you lying awake at night covered in a thin film of sweat is simply this:

Any action, inaction or wrong action tomorrow at work may well
mean [ kill someone.

I suspect doctors have this a lot worse than us ambulance people.
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§§9

[ Minimalist Blogging #4

I like east London; with the mix of cultures and languages it’s like
living in the ‘cantina’ scene out of Star Wars.

§59

[ Minimalist Blogging #5

Despite being an atheist, I still feel uncomfortable walking in my
boots into a mosque, especially while the prayers are still going on. At
least the people who ask me to remove my boots understand why I
can’t do as they ask.

Community Care

One of the things that the newspapers seem to like to do is to stir up
trouble between different racial groups. One need look no further than
the amount of press given to a demonstration against ‘police brutality’
held on my patch — less than 100 people turned up, and yet it was
‘important’ news.

Actually living and working in Newham gives you a much better pic-
ture of how people get along, and it has nothing to do with the main-
stream media’s attempts to split us apart on behalf of various vested
interest groups.

I was sent to a little old lady who had fallen over earlier in the day; she
had been found by her next-door neighbour who looked after her.

My little old lady was white British, while the family who looked after
her were Bangladeshi Muslim.

For a number of years they had helped her and her husband, checking
in with them to make sure that everything was all right. The son of the
neighbours would help out around the house.

When my patient’s husband had died, the family had stepped up the
amount of help they gave her.
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It was the neighbour’s son who had found her and called us. It took us
some time to deal with the patient — she had an obviously broken hip
and we needed to give her a large amount of painkillers before we
could move her. During this time the Bangladeshi mother and son
stood watching, making sure that she was all right. The mother spoke
no English, but even I could recognise her prayers.

As we loaded the patient into the ambulance both the mother and
father were praying, and it brought a smile to my face when their son
shouted at them, ‘“Will you both stop that, we aren’t in the village any
more.’

When the patient’s real son turned up he appeared more concerned
about the inconvenience that his mother’s fall was causing him. The
neighbour’s son was more concerned with her health.

This is what I see: communities working together and looking after
each other, not because of government-sponsored ‘multiracial commu-
nity days’ but because, quite simply, we all live together. It is a shame
that you don’t hear about these small acts of humanity when so-called
‘community leaders’ are shouting about perceived unfairness.

Things that Make Me Want to Go Stabby

Sometimes we meet lovely people, who look after one another, who do
their bit for the community and who are just #zice. But in all things
there is a balance, people who are not quite so nice. Such is karma ...

Some of my station workmates were parked at the hospital on
Wednesday night booking a patient in. Someone broke into their
ambulance and stole the satnav monitor (which won’t work as all the
actual electronics of it are buried deep in the motor itself).

They also stole a drugs pack with little else in it besides some Calpol
and some vials of adrenaline. So keep your eyes open for someone
with a fast heart rate running around Newham with sachets of Calpol
in their pockets.

What this means is that we will have one less ambulance on the road
while it is getting fixed (the whole dashboard was pulled out). Also
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that night there was a strange man walking around the station at 3
a.m. He stole some cigarettes and when challenged replied, “You’re
open 24 hours ain’t you.” He then acted threateningly towards one of
our female crews before leaving. Shame I wasn’t there ...

I wonder if the people that did this care that they are robbing the com-
munity of an ambulance.

I suspect that they don’t.

Why | Keep Telling My Mother that | Would
Rather Wear Glasses to Work than Contact
Lenses — Namely Their Protective Quality

As the subject line says: it’s so that when I get sprayed in the face with
someone else’s blood it goes onto the glasses rather than into my
lovely, virus-absorbing eyes.

It was the last job of our shift, just down the road from the hospital —
it was given to my crewmate and I as “Throat cut. Serious bleeding.’
Now, I’ve been at this game long enough to realise that a cut throat
can be anything from a near beheading to a shaving cut.

As an aside, my mate got sent to a ‘stabbing’, it turned out that the
landlord of our ‘victim” had poked him in the chest with a finger ...

So we rushed down there, fully prepared to see a man with a slight
scratch to his neck, probably from an irate girlfriend.

As we got there, the first few things that I saw made me think that this
was a ‘proper’ job.

There was someone laying on the floor in the street with a dark puddle
of liquid around him.

There were two policemen leaning over our patient.
The police were looking worried.

There was already police ‘incident’ tape strung around the area.
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I leapt out the cab of the ambulance, grabbed my response bag and
jogged over to the patient while my crewmate parked the ambulance
and started getting the stretcher out of the back.

Our patient was an 18-year-old man; he was covered in blood
although thankfully he was screaming. Screaming is good; it means
that you are alive.

The police had saved his life — one of them had bunched up the
patient’s T-shirt and was pressing it against the wound. When I
removed the T-shirt to look at the wound I found a small cut under the
jaw, but one that had severed an artery. The wound was still spurting
blood at high force which caught us all a little by surprise.

Through this cut of perhaps two centimetres, the patient had lost
about a litre of blood. Without the quick thinking of the police, he
would have bled to death on the scene. As it was the patient was enter-
ing the second stage of shock brought on by loss of blood. This was
serious.

I jammed a couple of dressings on the wound, and knowing that just
tying them wouldn’t work I spent the rest of the job applying pressure
with both hands while trying to reassure the patient. It was here that
the patient gave a cough and I felt the familiar feeling of someone else’s
blood being splattered across my face. Given the proximity to the hos-
pital we ‘scooped and ran’, putting the patient into the ambulance and
blue-lighting it into Newham hospital.

One of the policemen travelled with us. The patient was, quite under-
standably, frightened by his predicament and asked for someone to
hold his hand. As I was clutching the dressings to his neck I didn’t have
a spare one, yet the policeman, also covered with the patient’s blood,
didn’t hesitate to hold the frightened patient’s hand.

When we got to the hospital the patient asked if we were all white. T
have no idea what was going through his head to ask that question,
perhaps he had been brainwashed to believe that all white people in
uniform don’t give a damn about young black men. To be honest I
hadn’t given it a thought and I doubt that the policeman had either, all
we saw was someone who needed our help.
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It’s what drives me nuts about the media, and to a certain extent mem-
bers of the public and community leaders. Everyone is so quick to
jump onto the bandwagon of criticising the police over, for example, a
raid where they believed they had good information about a chemical
bomb, yet you never seem to hear about the numerous small acts of
kindness that they perform daily.

This is why I think that if you really want the truth of the situation you
need to go to the people who are actually there — this is why blogs and
websites have taken off in popularity and in authority.

We got the patient to the hospital where he was seen by the trauma
team. The surgeons got a bit splattered by blood themselves; unlike
me, however, they had plastic aprons on.

So then it was a simple case of washing my face and arms, mopping
out the back of the ambulance and going home to sleep ...

... only to be kept awake by drunken football fans.

The Usual Suspects

I never knew it, but it seems that we local ambulance crews have been
having a holiday!

Two of our regular attenders (both alcoholics) had disappeared, while
another was in prison. Oh, the glory of never having to go to the
familiar call of ‘female fitting’ on Green Street, or the ‘man collapsed’
at Woodgrange Road.

Unfortunately, it seems that with the nice weather the usual suspects
have returned.

Three especially are particularly unwanted. One, who is possibly the
most disgusting-smelling man alive, has reappeared from who knows
where. He’ll have an ambulance called for him because he (a) drinks
too much and falls asleep in the street, and (b) looks half dead — well,
he smells dead. He has been picked up eight times in one day. I
watched him as he was dropped off at hospital by the ambulance, then
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five minutes later he was staggering off looking for the nearest off-
licence.

We are a bit stuffed to be honest — people call us and we have to go to
them, we have to take them to hospital because there is no other place
we can take them. There is no chance of them being cured. We just
have to wait until they drop dead. Then they are replaced by younger
‘up and coming’ alcoholics.

Our second caller is less smelly, although with the recent death of his
landlord I don’t think that’ll last too long. He has possibly the world’s
most broken nose and often phones us up to let us know that a man
has collapsed. If you aren’t quick getting there then he’ll sometimes
wander off and you never find him - instead you swaste spend 20 min-
utes trawling the streets. I was sent to him the other night. I saw him
standing in the public phone box still talking to Control so we sidled
up to him. He never noticed us.

‘Control,’ I called up on the radio, ‘is our “collapsed” patient still on
the phone?’

‘Roger that.’
“Well, he’s the most upright collapse I’'ve been to in some time ...”

I don’t mind this one too much as he walks onto the back of the ambu-
lance, sits fairly quietly while we have a chat, and then walks off the
back of the ambulance at the hospital.

The regular Pm going to write about here (for have no doubt, there
are many more) vanished for nearly a year. She also is particularly
smelly, occasionally abusive and will call us four or five times a day.
She had been living with some nuns, but they got fed up with her and
threw her back out on the streets.

So there you go - too annoying for nuns ...

It’s sad to have people in this state, there is nothing anyone can do to
help them and their lives are disappearing down the neck of a bottle of
cheap cider. Sometimes I think that their whole social circle revolves
around drinking, riding in ambulances and sitting in hospital waiting
rooms. It also drives you crazy when you are just about to have your
first cup of tea of the shift and you get sent out to them. Once or twice
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I’ve had to bite my tongue as I sit in the back with them while Control
is desperately radioing for a free ambulance to go to a sick child.

But what can you do?

Since writing this all of the people mentioned in this entry are now
dead, and as predicted they have been replaced by some new ‘up and
comers’.

Maybe

There is a little old lady. She sits alone in her house. Mainly she stays
in one room — there is no radio, there is no television.

She sits at her table and shuffles paper.
She has a mild form of dementia.

Her carers arrive, they give her some medication. They change her
incontinence pad; they get her dressed and washed.

Meals on wheels arrives; she has something to eat.

In the evening there are more carers, they change her incontinence pad
and give her some night medication. They put her to bed.

She lives, isolated in her house.

Her carers don’t like her because she shouts and she repeats herself.

One day she falls over. She is found by her carers.

So the ambulance service is called. We pick her up, but she doesn’t
want to go to hospital.

We watch the carers bully her so that they can change her soiled incon-
tinence pad. The carers are aggressive. Their tone of voice and the
words that they use are harsh.

Our patient tells us that the carers that visit in the morning have hit
her. Given the attitude and actions of the carers that I have seen this
doesn’t surprise me.
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We contact her daughter — this isn’t the first time that she has made
this claim; her daughter has reported it to the social services.

We leave the patient as she doesn’t want to go to hospital and we
cannot kidnap her. We return to station where we fill out a ‘vulnerable
adult’ form. This goes off to our Control where it is dealt with by a
specialist team.

A week later ’'m asked to phone the social services person dealing
with the case.

They ask me what I’'ve seen, what I’ve heard.

Explaining over the phone it feels that trying to express the atmos-
phere in the house is impossible.

But for once I have faith in the social worker; I don’t know why but I

do.

I don’t know how this story ends.

The little old lady needs people to not hit her; she needs company and
she needs care.

Maybe our attendance will be the tipping point that will start that
care. Maybe the social services needed to hear from someone else the
reports of abuse. Maybe the carers tiptoe around the daughter when
she is there. Maybe something will get done.

I hope so.

95§
Heatwave

London (soon to be the rest of England) is under a bit of a heatwave at
the moment; temperatures of 30°C have led to all sorts of announce-
ments. The Met Office has raised the Heat-Health level to 3. The next
level up is a National Emergency.

The advice given is as follows:
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Stay out of the sun. Keep your home as cool as possible — shutting win-
dows during the day may help. Open them when it is cooler at night.
Keep drinking fluids. If there is anyone you know who might be at
special risk, for example an older person living on their own, make
sure they know what to do.

When they suggest drinking plenty of fluids I don’t suppose that they
mean beer. So please stop stripping your top off, drinking nothing but
pints of Stella and then thinking it’s amusing to run out laughing in
front of ambulances travelling on blue lights. It’s not big, it’s not clever
and one day my eyes will be elsewhere and it’ll be all I can do to wave
at you as you bounce off my windscreen.

I’ve also seen news that over the past few days the number of calls
described as ‘Collapse’ is up 48 per cent, while calls to asthmatics are
up by 13 per cent.

Calls are up all over London. While we’ve got used to dealing with
3800 calls a day, our rate is now around 4500. With no extra ambu-
lances you can imagine how busy we are. Remind me to tell you some-
time how we are expected to work without a break.

Blue, Blue, Blue and Blue

I have a bit of luck; a brand-new shiny relief has drawn the short straw
of working with me for four days. This means that [ know who I’'m
working with for this period of time, which makes me a more relaxed
ambulance person.

She asks that she be described here as ‘sexy, smart, kind-hearted and
with a nice bum’, or something like that. I was too busy laughing at
her after the first few words.

She is actually a very nice person and I think she’ll fit in well with the
rest of our complex. I’'m enjoying working with her.

... except ...

Last night, with one exception, all our patients were so ill we had to
‘blue’ them into the resuscitation room at the hospital. ‘Blueing’ in a
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patient means that we find ourselves racing to hospital on blue lights
and sirens because we are concerned about their well-being.

Our first call was a “classic’: a frail, demented 90-plus female in a nurs-
ing home who had become semi-conscious. We arrived at the home to
find that the FRU had arrived before us. He shouted out of the
window at us that the patient ‘wasn’t well’.

Breathing at 60 times a minute, she barely flinched as we lifted her
across onto our trolley bed. She looked so unwell I connected her to
our defibrillator machine just in case.

As is usual with these cases the nurses at the nursing home couldn’t
give us too many details on the patient; they had no idea how long she
had been ill for and had to be persuaded to call for the next of kin.

Our next job was for a man who had collapsed and was having a
seizure in the street. He had a cycle of coming out of a seizure then
having another one. This continued in the ambulance so once more we
found ourselves ‘blueing’ into the hospital. The patient continued to fit
until some rather strong drugs were given.

Our next patient was another ‘fitter’; this one, however, was a two-
year-old girl. As we arrived she was still fitting. Prolonged fits can
result in a lack of oxygen to the brain, so this justified another ‘blue’
into hospital. As we arrived at the hospital the child woke up and
seemed fine.

I hate children — when they are ill they really put the wind up me.

Our last blue call of the shift was to another child; this one was five
years old and had fallen four feet out of a bunk bed. He had a painful
shoulder and neck, a huge bump on his head and was very drowsy.

I didn’t like how drowsy he was. It’s normal for a child to be sleepy
after an accident, but this seemed a more profound drowsiness than is
to be expected.

As the child was a funny shape I couldn’t fit a hard collar to his neck
(to protect against the possibility of injury). Trying to put a collar on a
child normally has them squirming and crying, but this child just lay
there wanting to go to sleep. I had to make do with wrapping his head
in a blanket roll, an old-fashioned way of immobilising the head, but
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one that I think is often more effective than the specifically designed
equipment that we have.

So once more we found ourselves heading into hospital under blue
lights and sirens and I’d like to thank my shiny new relief for a nice
smooth ride. It’s easy to get fired up in the moment, to start driving
hard, all the while forgetting that your crewmate is getting bounced
around in the back of the truck. This didn’t happen, which made me
grateful, as I would have been the one bouncing around in the back.

Once we got to hospital the child seemed to make a full recovery. I sus-
pected that the hospital would observe him overnight before sending
him home.

I'm thankful that there was a nice doctor receiving the patient; she
understood that I had my concerns even though the child now seemed
fine. It’s the curse of the ambulance service that in the nice controlled
atmosphere of a resus room things rarely seem as bad as they are out
on the road.

Still, no one ever lost their job by ‘blueing’ in a patient who didn’t need
it. I'd rather be a bit of a worrier than have someone drop dead as I
calmly wheel them through the doors after convincing myself that
‘they aren’t that sick’.

So a busy night but one in which we both felt we’d done some good
work above and beyond the normal ‘pick up drunk, take to hospital,
mop out vomit’ that I often find myself doing.

Armed Siege
Suddenly I find myself involved in an armed siege on my patch. It’s

never good when you have to make a rapid dash for cover ...

I’'ve got to give the armed police their due — they turned up very
quickly once the call went out.

It started out sounding like our usual sort of call, an assault in the
street. A nice simple job for a pleasant afternoon in Newham.
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We arrived and found six police officers around a Russian man and his
girlfriend. There was a lot of shouting and screaming on the part of
the man, mainly because he’d had his two front teeth knocked out.

Suddenly one of the police turned to me and said, ‘Quick, we are
moving to another area.’

‘Why is that?’ I asked.

He pointed to a house window across the road. ‘Because there is a
man there with a gun.’

Thirty seconds later my ambulance, my patient, my crewmate and
most importantly me were 200 yards down the road behind some
houses and a very solid brick wall.

Policemen with big guns appeared from nowhere and they laid plans
about what to do about the situation.

To cut a long story short, the police negotiated the release of a child
from the house and after around seven hours the siege was ended
peacefully.

My patient managed to smoke all of one policeman’s cigarettes.

Working for Your Pay

A friend of mine has just come back from a job as a solo responder.

A small child was choking on a bone. He managed to clear the child’s
airway so the child didn’t choke to death.

I let him know that I was impressed with the way that he had saved
the child’s life; without him being there the child would have died.

“You’ve earned your pay packet for today,” I told him.

He didn’t seem too impressed with me commenting on the incident,
saying, ‘It was nothing.’

So, consider this being ‘Mentioned in Dispatches’.

Top bloke.
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§§9

Boating

Pm sitting on standby next to the Thames, waiting for someone to fall
ill (or fall over on a Sunday football field). As I sit here I’ve been
watching canoeists paddling up and down, and I am terribly jealous.

One of the things I’ve always wanted to do is boat up Regent’s Canal;
I can only imagine the sights T would see.

Instead, I’m sitting, sweating and dreaming.

Intermediate Tier

I need to give you a bit of background before I talk about today.

There is a breed of ambulance called the ‘Intermediate Tier’. Staffed by
two crew who have had less training than for a regular ambulance,
they attend to the lowest priority jobs, the so-called ‘Green calls’.
Green calls are the sort of calls that, while an ambulance may be
required, it is not essential to have it speeding to you with two fully
trained staff on blue lights and sirens. They also deal with ‘GP Urgent’
and ‘Non-Urgent’ calls, those patients whom a GP has seen who need
treatment at a hospital but, again, don’t require a full response.

So far it has worked well. Some emergency ambulance people loathe
doing Green calls, as they are often not very exciting. (I like them
because they are normally simple jobs.)

As I am a long-term single (without a regular crewmate since she
broke her foot), I have been working with lots of different people.
Today I was put onto an Intermediate Tier vehicle with a woman who
normally works on it.

P'm always happy for a bit of a change of scenery. As I have no idea
how the paperwork/assessment/handling of these patients differs from
my normal emergency work it was suggested that I drove.

The first job was to someone with quite severe back pain. While not
life threatening the patient needed to go to hospital for some really

105



Tom Reynolds

good painkillers and there was no way that they could get there on
their own. Severe back pain is annoying as there is little that we can do
to help; the patient often has to walk as the pain gets worse if they sit
in our carry chair. However, after some pain relief with ‘gas and air’,
the patient was able to make their way to the ambulance.

At the hospital T bought myself an overpriced hospital sandwich and
settled down for breakfast.

Another snippet of background. In my mouth there is a broken tooth;
I’ve had it for ages and it seldom bothers me. I have so far ignored it.

As 1 bit into the sandwich I felt an incredible shooting pain running
from the tooth, under my tongue and jaw and into my feet. I started to
sweat and feel sick. I couldn’t talk because I had pins and needles in
my tongue.

Finally the pain died down into a dull roar and I suggested that we had
a drive over to a dentist so I could make an appointment.

I entered the dentist’s surgery and found it empty. The staff were about
to start their lunch break. The nurse behind the counter looked me up
and down, asked me a few questions about the pain and disappeared.
She came back moments later and told me that the dentist would fix
my tooth for me now.

Fifteen minutes and £50 later I became the proud owner of a tempo-
rary filling. T was ecstatic with my treatment — they were very kind
seeing me in their lunch break, and the dental treatment was first class.
The nurse behind the counter said, “We can’t have you saving lives
with bad toothache can we?’ Sometimes the ambulance uniform is an
excellent thing to be wearing. I blessed them all for working during
their lunch break. I may have offered one of them a marriage pro-
posal.

It has been more than 20 years since I last visited a dentist (and, yes, I
know that this only confirms the American view of English dental
care), not out of fear, but more that if it didn’t hurt me then it wasn’t
worth the trouble.

Pm also grateful that there were no Green calls that needed our atten-
tion at that time.
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There were two more calls for us this shift. Another woman with back
pain and a man who was so heavy I worried that he was going to
break our carry chair. Normally we need to tip the patient back on our
carry chair. This is considerably tricky to do when he weighs more
than you do and you find your feet lifting off the ground.

With the exception of my tooth it was a lovely shift, and a nice change
of pace.

Double Fall

‘Report on arrival’; it’s something that Control asks us to do when a
call seems serious. It’s also a way of reminding us that there are extra
ambulances or even the helicopter doctors available to help us with a

difficult call.

This job was to a ‘fall from height’. To be honest, I was a bit worried
about what we would find.

The patient was a 95-year-old man; he had needed to change a light-
bulb on his upstairs landing. He had got a stepladder, climbed up it
and in the process of undoing the bulb had toppled backwards.

He’d fallen, cracking his head on the lintel of the bathroom door. He’d
then rolled down his stairway before coming to rest halfway down the
stairs.

When we arrived he had picked himself up and was sitting on the
downstairs sofa. His concerned neighbours (who were the ones who

had called us) had already changed the lightbulb for him.

A quick examination showed exactly two injuries. He had a small
bleeding wound on his arm and he also had a bump on the back of his
head.

He hadn’t hurt his neck, he hadn’t been knocked out, he hadn’t broken
any of his frail-looking bones.

He was also a very nice chap.
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While I can often examine someone to decide if they have injured their
neck, and indeed this patient apparently didn’t have any neck injury,
in this case I thought that it would be best to err on the side of caution.
Ninety-five-year-olds tend to have crunchy bones.

Half of this job is how you relate to people, so I told the patient that I
was going to strap him down to our spinal board so that when he got
to hospital he wouldn’t be sent out into the waiting room but would
instead be seen immediately. It’s sometimes better to say this than ‘You
may have broken your neck and I don’t want you dying as we go over
one of the many speed-bumps on the way to hospital.’

So we took the patient to hospital. They saw him straight away and it
was determined that he had, indeed, only minor injuries.

He was a very lucky fellow. And we didn’t need the Helicopter Emer-
gency Medical Service (HEMS) team, which is good because when I do
need it it means that someone has been seriously injured.

Fall = Not As Given

The call was to a 28-year-old female who had ‘fallen down, unable to
get up’. So far, so dull. We drove to the house on blue lights as, for
some reason, it was rated as a high priority job. As an aside, one of my
pet hates is that a little old lady who has fallen over and is stuck on the
floor without any physical injury gets a very low priority, while a 20-
year-old with a cough is often a high priority.

We arrived at the house, grabbed our bag full of equipment and made
our way inside. A man was standing by the door hopping from foot to
foot. He said something about ‘she’s had it’ and ‘funny breathing’. We
fully expected to see a woman lying on the floor having a panic attack.

We climbed the stairs into a room full of mattresses and clothes lying
around the floor. There are four females in the room. Our patient, her
sister, a next-door neighbour ...

... and a newborn baby girl, still attached to the mother by a glisten-
ing umbilical cord.

Time to switch into action mode.
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I jogged back to the ambulance to get our childbirth delivery packs
while my crewmate started to assess the patients. He is only a couple
of months out of training school but handled himself really well. He
cut the cord and I looked after the baby while he took care of the
woman. My immediate impression was that everything had gone
smoothly. The mother had minimal bleeding and with a bit of rubbing
on my part the baby soon ‘pinked up’ and didn’t seem to be in any sort
of distress.

I spoke to our Control on the phone and they promised us a midwife.
In a case like this, what we normally do is get a midwife out to assess
the mother and child and do the normal things that occur in the hos-
pital. Then if they are happy with both patients we can leave them at
home. Much nicer than taking them to the hospital when the danger-
ous part has already passed.

However, the midwife seemed to be taking a bit of a time to arrive.
Here is a rough time-line.

00:10 Baby born.

00:15 We arrive, experience mild panic.

00:16 Cord cut, everyone is happy.

00:20 Ask for midwife.

01:00 Ask where midwife is. Controls tell us that there is difficulty in
getting one.

01:30 Still waiting.

02:00 We are informed that there is a midwife who will come out.
Midwife is waiting for taxi as there are no ambulances available to
bring her to scene.

02:40 Midwife arrives, does various technical things.
03:00 We are clear from scene and are ready to do another job.

The mother was in occasional pain from needing to deliver the pla-
centa and didn’t want to hold the baby. The father was worried that he
would drop it. So it was up to me to cuddle it and keep it warm while
awaiting the midwife. So for three hours I was left holding the baby.
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I have an idea of why the call didn’t come down to us as a ‘birth at
home’. T imagine that the sister phoned for the ambulance, said some-
thing about the patient lying on the floor, which the call taker then
typed into the computer. Then the sister told the call taker that the
baby was coming out and so the call taker had to talk the sister
through the fun and games of childbirth. They were then so busy that
while the call taker bumped the priority of the call up for immediate
dispatch, they forgot to type in that the woman was having her baby.

Perfectly understandable, and it’s nice to be surprised every so often.

Faux Pas

It’s 5 a.m. and we are attending to the now traditional early morning
‘matern-a-taxi’.

Two women leave the house; one is obviously pregnant while the other
is wheeling the pregnant woman’s case.

‘Hello,” says my crewmate, motioning to the pregnant woman, ‘you
must be our patient.’

The patient nods an affirmative.

‘And you,” he continues to the woman following, ‘you must be her
mother.’

‘Erm, no,” she replies, ‘’'m her sister.’

I would like to apologise to all the people in that street for waking
them up with my laughter.

My crewmate was a tad embarrassed and, of course, I didn’t let him
forget it for the rest of the shift.

‘Cheating’ to Get Care

I’ve mentioned before about how we in the ambulance service have
procedures in place for the elderly whom we suspect of being at risk.
If there is a risk of abuse or violence then we can fill in a form, fax it
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off to Control as soon as we reach a hospital and the team in Control
will make sure that social services are made aware of our concerns.

It works pretty well to be honest. I’ve done a few of these ‘vulnerable
adult/vulnerable child’ referrals and have got good feedback on most
of them.

Unfortunately, there is no easy way to alert social services to a ‘non-
emergency’ cause for referral.

We were called to an elderly lady who had got out of bed and had
slipped. She had fallen on the floor and couldn’t get up. Also in the
house was the woman’s sister, also in her eighties. Her sister had tried
to help, but the patient was heavy and the sister was frail. Our patient
was stuck.

I’'m more than happy to go to these sorts of calls (a ‘Nan down’ call)
mostly because if the cause of the fall is a simple trip or slip we can
pick them up, check them for injuries and more often than not leave
them at home. The patient is happy to be off the floor and not being
dragged to hospital, and we are happy because we feel that we have
done something useful for a change.

In this case it was a simple slip that had caused the patient to fall and
she had not hurt herself. We picked her up off the floor and after an
examination were more than happy to leave her at home.

I asked the patient and her sister if they had any carers, anyone who
came in and helped them with the day-to-day stuff. She replied that
there was a district nurse once, but that she had disappeared without
doing anything.

With my inexpert eye I looked around the flat. I could see where some
handrails could be useful, where some modifications to the bath could
improve safety and where a better bed could prevent a recurrence of
the fall. The patients could also do with a community alarm.

Community alarms are great, the person wears an alarm around their
neck and if they fall over or get into trouble they can activate it and we
turn up to help them.

So it appeared that someone had been there once, but since then the
sisters had dropped off the radar.
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There was no way that I could justify filling in a ‘vulnerable adults’
form for this, they weren’t ‘vulnerable’, they just needed a proper
assessment to provide some things that would make their life that little
bit easier and safer. If I filled in one of those forms it would take time
and resources away from those who really did need immediate action.

Unfortunately I’'m stuck — we have no pathway in place to involve
social services in any way other than in an emergency fashion. Our
emergency care practitioners can refer patients to social services, but
only if they live in certain postcodes (where Primary Care Trusts —
PCTs - fund the ECPs; it all gets horribly complicated).

The LAS could do with improving this. We need a way to bring
patients to the attention of the social services that doesn’t require it
being an ‘emergency’. Let’s face it, we see hundreds of people each day
(around 4000 calls each day at the moment), who better to keep an
eye out for people who might be at risk, yet who haven’t yet had any
social services input?

Maybe the social services don’t trust us to do their job for them.
Maybe they are so overstretched that they can’t deal with a raft of new
referrals that we would make.

Well, in this case I’ve ‘cheated’. I gathered the patient’s details, spoke
to a friendly receptionist (actually all the receptionists at the hospitals
are friendly) so I could get the GP information and I’ve now written a
letter to the GP detailing my concerns. 've done all I can do about this
situation, which means that I can sleep at night, but wouldn’t it be
better if we didn’t have to ‘cheat’?

I hope that the GP/social services don’t get snotty. I hate having to
shout at people.

Oh FFS!

Can you imagine the ambulance response ...

We are driving along on blue lights and sirens, traffic is heavy and we
are on our way to a potentially life-threatening call.
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From the side of the road we see a member of the public gesticulating
angrily at us. He is shouting, swearing and indicating something to us.

He is angry because our sirens are so loud they are disrupting his
mobile phone call.

Obviously it is a more important phone call than our emergency jour-
ney.

One member of this ambulance crew may well have made a rude hand
signal at this pillock, I wouldn’t like to say which one.

I happen to think it was justified.

Shattered

I am absolutely knackered — twelve-hour shifts followed by running
around taping TV for my travelling family has had me sleeping around
five hours a night in a strange bed, in warm weather that does not aid
rest.

During today’s shift I have had an ominous feeling that I am in some
sort of trouble, just waiting for the call from management to come into
the office for ‘a chat’. T had no idea why I was feeling this way until I
pondered the stimulant effect of the four cans of Red Bull that I have
drunk in order to remain upright. Pm suffering from fatigue and drug-
induced paranoia.

Not fun.

At least the work I’ve been doing has been pretty stress-free, nothing
too much like hard work. Today’s trickiest job was a demented 96-
year-old with serious difficulty in breathing. Living in a nursing home
we noticed that the staff were keeping well out of arm’s reach. The
FRU who was already there warned us that she was a bit ‘punchy’ and
he was trying to sneak some medicine under her nose to open up her
airways.

‘Hello dear,” said my crewmate, ‘we need to take you to hospital to
sort out your breathing.’
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‘FUCK OFF!’ came the rather loud reply.

We tried to persuade her to come with us but she was having none of
it. A couple of times she tried to grab us but experience has taught us
to keep all vital bits of our bodies away from these sorts of patients.

I often tell patients that I can’t kidnap them, but when the patient is
demented like this then they lack the capacity to refuse our treatment.
Using our super-secret martial arts techniques (grab her arms and
wrap her in a blanket), we managed to safely transfer her to the ambu-
lance. She was cursing us all the time.

We ‘blued’ her into the hospital as, although we couldn’t get any vital
signs on her, we could see that she was seriously ill.

It’s all a bit sad really; she lives in a typical nursing home, is demented
and angry most of the time and ends up feeling very unwell and being
kidnapped (using as soft a force as possible) by two men in green. No
matter how bad my day was, hers was worse.

Tilt

It’s normally pretty easy to get a patient out of a house. They either
walk, or we put them on our collapsible carrying chair and
carry/wheel them out. Occasionally you come across a job where that
simple approach isn’t going to work. This is often a satisfying job as
you have to solve a problem for a change.

We were sent to a teenager who had hurt her leg playing football in the
garden. We arrived to find the girl lying on the living-room floor. Also
present was her mother, older brother and baby sister. The girl had,
indeed, been playing football and, due to circumstances that I shall
obscure for reasons of privacy, had broken her leg right up where it
joins with the hip.

This is often an injury related to age, old people fall over and break
their hip, and this was the exact same injury. The problem with this is
that we can’t really carry them out on our chair because of the pain
and further injury that can be caused by the two ends of the bone
grinding together, chewing up muscle and nerves and potentially dam-
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aging the main artery that supplies blood to the leg. If you damage
that it’s very easy to bleed to death.

‘No problem,” we thought. The girl herself was light and the mother
and older brother were sensible people. So we warned everyone
involved that it would take a bit of time to remove the patient from the
house in as safe and pain-free a manner as possible.

Now, with a patient like this we would normally put our scoop under-
neath, strap them in a bit and then lift them onto our proper trolley
bed. Unfortunately, in this case, the angle to the front door was such
that we wouldn’t be able to get our large trolley bed into the house,
and giving the scoop a dry run, we wouldn’t be able to fit that out the
front door either.

Didn’t those people who designed houses 80 years ago consider
modern ambulance stretchers? Typical really.

So we sat and thought for a moment. The patient was calm (and by
now the pain relief we had given her was working), the mother was
calm, the older brother was calm, baby sister filled her nappy (that or
my crewmate farted but managed to keep a straight face). Could we
go out through the garden? Nope, there was no access to the street
through that route. Could we open the living-room window and pass
her out that way? Nope, the design of the window precluded us from
doing that.

Brainwave!

If we strapped the patient to the scoop really well then we could tilt it
up by 50 degrees and fit it (and the patient) through the door.

However, this involves a lot more strapping in a way in which we
don’t really get much practice. You have to follow it up by a bit of
faith that when you lift the scoop up the patient isn’t going to slip out
the bottom of it and end up in a painful heap on the floor.

So we explained what we were going to do (Rule #1 in keeping
patients calm: explain what you are going to do) and spent the next
ten minutes tying her to the scoop, hoping that we were doing it right.

Then came the moment of truth: we lifted her up, carried her towards
the door and tilting her up held our breath.
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It worked perfectly, she didn’t move an inch, she didn’t cry out in pain
and, most importantly, we didn’t drop her.

From there it was a simple job to carry her to the ambulance where we
travelled as carefully to hospital as possible in speed-bump-infested
east London.

She was seen pretty much immediately by an A&E consultant.

Job was a good "un.

§§9

O The Truth*

‘It started off pretty easy, writing my book. I mean, there was always
plenty of material, people would fall over and injure themselves and
I’d write about it. I mean, for God’s sake, I work in east London it’s
not as if we are short on stabbings and shootings.’

The author looked down at the half-drunk bottle of cheap cider.

‘But, of course, as the editor read my progress he started demanding
more from me. It wasn’t good enough for him to read about some
bloke falling off his bike and skinning his knee. He wanted blood and
gore; failing that he wanted “heart-warming” or “shocking”. I mean,
I try to do as little work as possible, but now I found myself having to
go looking for patients and interesting ones at that.’

Taking a swig from the bottle he looked around as though frightened
that someone walking their dog across the deserted park would over-
hear him.

“Well, it started off pretty simply, but then most bad ideas do. We’d be
driving down the street and I’d see some old woman looking a bit
unsteady on her feet. I'd give her a blast on the sirens and see if I could
make her fall over. Did I mention that the editor liked little old ladies

*By ‘The Truth’, I actually mean ‘Completely Made Up’. This section was
inspired by a joke from the very funny Scaryduck who, incidentally, has a
book for sale.
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being injured? I’d get some good comments for a nice “Nan down”
story. But it still wasn’t enough, he demanded more. So then I gradu-
ated to pushing small boys’ heads through park railings. I'd go to a
house and the first thing I’d do was to go into the kitchen and look for
a nice large pot. My crewmate would look after the patient while I
worked on jamming it onto a kid’s head.

‘It went well for a time, but that editor, that damn editor, demanded
more. So we took to cruising the streets at night looking for drunks
winding their way home from the pub. My crewmate would hide the
ambulance around the corner and I’d jump out from behind some
bushes and beat up the patient. Then we’d “discover” another case of
“inner city violence”.’

The author took another swig from the bottle and stared at his hands.

‘T suppose publishing the evidence was a bad idea. The book had
become a kind of confessional, detailing my crimes against humanity.
Where once I would have dry spells without an interesting job, now I
only had to stalk the night carrying a root vegetable, some stockings,
a half-brick and a length of garden hose and I’d have a section worthy
of the best tabloid papers.

‘My stationmates started asking questions about why I kept getting
such interesting jobs. I thought I’d thrown them off the scent with a
few blatantly made-up stories, but who would believe that I'd go to a
drug addict with a heart of gold, or would find myself trying to save a
pigeon with a broken wing? So I got found out. The service couldn’t
stand the shame so they quietly “retired” me.

‘Still it wasn’t all bad — the BBC needed a replacement presenter for
Animal Hospital for Rolf Harris. A TV programme where vets look
after cute little creatures is pretty simple. I could get viewers crying
over injured little animals; I mean, people cry over sick animals a lot
more than sick people.

‘Now if you’ll excuse me, I have to prepare for tonight’s programme. I
have a baby deer to kneecap. These things don’t run out in front of
cars on their own you know.’

The author stood up and walked off into the sunset swinging his
favourite claw hammer while whistling a happy tune.
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Why Your Train Yesterday May Have
Been Delayed

Sometimes, even when it’s cold and dark and raining on your head,
you have to go a bit slow.

I was working on the FRU last night. My crewmate is still off sick and
will be for at least the next four weeks so finding myself without a
partner and being asked to go ‘on the car’ is fairly common.

I’'m sent to a job marked as ‘Male fell onto train track, head injury,
***track current off*** >

It’s that last bit that I like to see.

I get there and park up at the normal parking place for the police and
the ambulance. Just as my handbrake goes on a British Transport
Police (BTP) van screeches up behind me. A policeman jumps out,
shouts, ‘He’s on platform three’, and runs into the station. I gather my
equipment bags and waddle after him. (All the equipment we carry
tends to slow us down.)

I’'m led to the patient by one of the staff. Even though we are both
walking quickly and with purpose a passenger still tries to stop the sta-
tion worker to ask if there is a replacement bus service. ’m guessing
that obviously leading a heavily laden ambulance worker to a patient
is less important than her trip home.

The patient is, indeed, lying on the tracks of the Docklands Light Rail-
way. Around him are several BTP officers and station workers so I
know that the area is safe. They have already covered him with two
blankets and put a dressing on his head wound. Wisely they haven’t
moved him, so he remains pretty much facedown. They have been
talking to him although they say that he isn’t making much sense.

I jump down onto the tracks (it’s about a five-foot drop) and start to
get a feel for what has happened and how badly injured the patient is.
He’s not behaving normally; in fact, he’s acting ‘post-ictal’, which is a
side effect of having had a seizure. There is what I would call a reason-
able amount of blood swilling around the puddles on the track. I
know I’'m going to get bloodied in this situation, so I dive on in.
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I'm not happy with the distance that the patient fell. One of the station
workers was talking to him as he fell onto the tracks and his head
bounced off one of the rails, which explains the blood that is covering
everything. The worker then tells me that, after falling and hitting his
head, the patient had a fit for about a minute. It’s all starting to come
together.

‘When you talked to him, before he fell, did he sort of go all stiff?’ T
ask the station worker.

“Yes, his eyes kinda went funny.’

So now it looks like the patient started to have his fit while standing
on the platform, fell back onto the tracks and landed on his head. 'm
not happy about moving him. His head has travelled about eleven feet,
and I can’t rule out a serious injury to his neck. So now there is little I
can do besides give the patient oxygen, try to reassure him and get
rained on.

Thankfully the ambulance crew are quick to arrive. I explain what has
happened and they agree with me that the best course of action is to
‘collar and board’ the patient before moving him off the track. We do
this to protect the patient’s neck and back. If he has damaged his neck
then the hard collar and head blocks that we fit around him will
reduce the chance that moving him will damage his spinal cord. A
damaged spinal cord can result in paralysis or death so we don’t want
to make any injury worse.

Unfortunately this takes time, especially when you are dealing with a
wet, semi-conscious patient in the dark. As we are preparing to secure
the patient he has another fit. Then he has another one as we are
trying to strap him to the scoop so that we can lift him off the tracks.
Thankfully he has a clear airway throughout and the fits don’t last too
long. It’s one of those situations where you need to go slowly in order
for the patient to receive the best treatment.

Throughout this we can hear the station tannoy announcing delays
due to ‘a person on the tracks’. So now, dear tube traveller, you have
an idea what is going on when your train is similarly delayed.

The Transport police have been very helpful throughout and now they
and the station staff help us lift the patient onto the platform and then
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onto the trolley. The police want to know how the patient is going to
dos if the injuries are life threatening then a much more in-depth inves-
tigation needs to be carried out.

I tell the police that, to be honest, I don’t know how seriously the
patient is hurt. While the fall may have been caused by an epileptic fit,
the head injury might be nothing too serious and the further fitting
might be his normal pattern of epilepsy. Or it could be that the patient
may not be epileptic at all and may have just fainted onto the tracks
and that the fitting is being caused by fatal bleeding on the brain.

We load the patient onto the ambulance. Now he is in the warm, dry
and well-lit ambulance we can cut off his clothes and make a proper
inspection of him. Physically he seems unhurt apart from the seizures
and the head injury. We need to decide which hospital to take the
patient. We could take him to Newham hospital, which is about three
minutes down the road. While this has a good A&E and is very close
it doesn’t have the resources of our second choice, the Royal London.
We choose the Royal London mostly because if the patient does have
bleeding on the brain, then that hospital has neurosurgeons that can
operate on him. If we took the patient to Newham hospital and he
needed neurosurgery then he’d have to be transferred, all of which
takes time.

So we go (under blue lights and sirens) the further distance to the
Royal London. I travel with the crew in case something nasty happens
during the transport. The patient has a further two fits while on our
way to the hospital.

However, we safely reach the hospital. Wheeling the patient into the
resuscitation room he chooses that moment to start to lose control of
his airway. It’s annoying; we look after him all this time, then as soon
as some doctors see us the patient gives them the impression that we
have been letting him choke to death.

Nevertheless, he is safely in the hands of the doctors. We have done
our job by not letting him get any worse. By bypassing the nearest hos-
pital we have got him to a centre that specialises in his potentially seri-
ous injury. A job well done and the crew and I feel happy that we have
helped someone who really needed it (unlike my mate who went to a
young woman with period pains).
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The only problem is that the back of the ambulance looks like a bomb
has hit it. P’m covered in blood up my arms where my gloves stop and
my hi-visibility jacket is likewise covered in blood and train oil and
possibly other substances. I have only one such jacket and, as ’'m
working for the next six days, I wonder when I’ll be able to give it a
wash.

Oh well, a dirty jacket is the sign of a hard worker. Right?

And T appear to have lost my wristwatch. Bang goes £20.

Three Glass Stories

Some injuries are like buses, you don’t see any for ages and then two
come along at once.

We were called to a young man with a cut foot. The trail of blood led
up the garden path to a small pool of the same blood underneath a
rather annoyed young man. While walking in the street he had stepped
on a broken bottle, the glass had sliced through the sole of his trainer
and managed a fairly nasty cut to the sole of the foot. It was a simple
job to wrap his foot in a bandage and then stare in awe at the lump of
glass poking through the trainer. He was a nice enough lad who
hopped to the ambulance, and whose friend’s mum had already put on
a pretty good dressing. He just needed an X-ray to exclude any glass
being left in the wound and a couple of stitches.

Our last job that day was also a foot cut on some glass; this time it was
a 15-year-old girl who lives in a pub. She’d been barefoot, and as is
typical with the pubs around our way, there had been a nice sliver of
glass on the floor. Cue much screaming and a rather huge amount of
blood. Feet tend to bleed a lot, partly because there are plenty of blood
vessels in them and partly because gravity tends to make the stuff leak
out of you. I’d give the people in the pub a medal, though; not only
had they tried using a towel to stop the bleeding but they’d also laid
her on the floor and lifted her foot above her head. If only all our
patients had such sense.

She still had the sliver of glass in her foot and while we aren’t supposed
to touch such ‘foreign objects’, I believe that we have enough minor
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injuries experience to pull it out and better control the bleeding with
pressure. It’s a bit nasty to put pressure on a wound when there is a
two-inch lump of glass in it. Needless to say the patient managed to
leak the red stuff all over the floor of the ambulance and my crewmate
looked as if she had performed surgery on the patient. The bleeding
was controlled, the patient was taken to hospital and everyone was

happy.

My final glass story happened the night before last. We were called to
a ‘collapse behind locked doors’. The relatives of a woman in her six-
ties had called us because they could see her lying on the sofa in her
ground-floor flat but she wasn’t answering the door or telephone. We
arrived and the door was well locked — there was a deadbolt as well as
the normal Yale, so neither I nor my martial arts master/built like a
brick outhouse of a crewmate could kick the door down. At the rela-
tives’ request I smashed the bedroom window and, after some back-
breaking limbo work, climbed in.

Unfortunately, the patient was deceased. It’s never a nice thing to tell
relatives that their loved one is dead and that there is nothing we can
do to help. I tried to explain that the patient looked very peaceful and
that she had probably passed away in her sleep. We waited for the
police and left them to look after the family. I had to have a quick run
back to the hospital so I could wash the blood off the brand-new cut
I’d given myself on my hand. A minor injury that needed no treatment,
and if it meant that the relatives thought we did all we could then per-
haps worth it.

Although T have spent the last two shifts picking glass dust out of my
hair/clothes/boots.

Hit

I was working on the Fast Response Unit so I was on my own and
pretty much left to my own devices. I’d spent part of the night driving
around looking for a job to do, but there wasn’t much going on for us
solo responders. I had a bit of a hunger on me that I thought a quick
trip to Tesco would cure. The one advantage of working on the car is
that you can sometimes get decent food.
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So I drove down there, parked up and went shopping. Plenty of choco-
late and other unhealthy foods (I said you ‘can’ sometimes get decent
food, but there was little point in me breaking the habit of a lifetime).
I had just managed to put my shopping bags of goodies in the car
when the computer terminal rang.

‘Seventeen-year-old male, assaulted outside Tesco.’

Brilliant. The call wasn’t the high priority calls that FRUs are supposed
to be saved for, but as I was already on the scene it would have been
churlish to complain. All our vehicles are tracked by Control on a big
map of London — they know where you are at any point in time. It
turned out that Control had seen me sitting there, realised that they
were out of ambulances and so decided to keep me ‘on scene’.

The patient was sitting inside. He had a brand-new hole in his fore-
head made by some form of weaponry and the Tesco staff had been
taking care of him. A motherly manager was fussing over him, which
I thought was nice of her as he wasn’t a happy bunny. He was other-
wise unhurt and while the cut was pretty big it wasn’t anything too
serious and it had already stopped bleeding.

‘So,” I asked him, ‘who did this?’

‘Don’t want to talk about it,” he replied.

‘OK then, did you see what weapon they had?’
‘Said I don’t want to talk about it.’

Great, here was another young man who wasn’t interested in throw-
ing out any information. My psychic powers were tingling. It was
pretty obvious that he knew the people who had hit him, and he prob-
ably knew the reason why he had been attacked. One thing that I’ve
learnt from the years on this job is that truly random attacks are pretty
rare and while it is wrong, you can generally understand why most of
the people we see get thumped. I looked at my watch; there was no
way I’d be able to put up with this fool playing the ‘silent gangster’
role while waiting for an ambulance.

‘OK, come on, I’'m not supposed to but I’ll take you to hospital in my

)

car.
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‘Thanks.” While he was untalkative he was at least polite.

I let Control know what I was doing and because of the lack of ambu-
lances they were quite happy I was bending the rules. We aren’t sup-
posed to transport patients in the FRUs; if something were to go
wrong with my patient I would be stuck on my own in a car with no
trolley and no assistance.

He sat quietly in my car while I ran him down to the hospital; my
attempts at conversation were met with silence. While on the one hand
this was an easy patient to deal with, on the other it would have been
nice to know what had happened so as to better assess the injuries he
received. He wasn’t impressed that I was trying to talk to him. He
wanted to go to hospital and get fixed and he wasn’t interested in
making my life any easier.

I asked him if he wanted the police involved and he refused, which is
fine by me as it reduces the amount of paperwork that the police have
to do. Unfortunately for him the police were there to meet him at the
hospital. The Tesco staff had called the police on his behalf and had
directed them to the hospital. I don’t think that they got any additional
information out of him.

Before I left him sulking in the waiting room I asked him one last
thing, “When you find the people who hit you, don’t go and beat them
up. It only makes more work for me.’

His reply was a sullen grunt.

I love teenagers.

Allergic Reaction

There is a reason that I came off the FRU, I don’t like sitting on scene
with patients that (for whatever reason) I can’t transport. Sick patients
need to be in hospital, not in their houses being stared at by my ugly
mug.

I was working on the FRU and was sent to a child who was suffering
an allergic reaction. These are normally pretty minor things; mum has
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changed the washing powder and the little >un has a bit of a reaction
to it.

Not so in this case; the child looked like something from a horror
movie. The two-year-old’s skin was covered in itchy and painful-look-
ing blisters, his lips were swollen and he was generally a funny shade

of red.

The first thing that I checked was his mouth. Allergic reactions can
cause the tongue to swell up and if this blocks the airway then a
person can easily choke to death. Luckily this wasn’t happening to this
child; while his lips were swollen his tongue looked fine. The next
thing that you do is to get the stethoscope out and listen to the child’s
chest; an allergic reaction can have the same sort of effect on the lungs
as an asthma attack. Once more the child’s lungs sounded fine, maybe
a bit of an infection, though.

I asked the parents what had happened.

They had realised that the child had developed a runny nose so they
took his temperature and discovered it to be a bit high. Then, unlike
the vast majority of the parents in the area, they had given him Calpol
and Nurofen in order to keep his temperature down. This is something
to be applauded, as there are large numbers of families who would call
out an ambulance for such a thing.

As soon as he swallowed them — pop, pop, pop, the child developed
the blisters and his lips started swelling. So it looked like the child was
allergic to one of the ingredients in the medicine.

Now it was time to wait for an ambulance. I knew we were short of
trucks that night, I’d been bouncing from call to call including a
couple that I shouldn’t have been sent on but had been asked to go
because there was nothing else to send. So we waited, and waited and
waited.

Then we waited some more.
And a bit longer.
And even more.

By now the parents were, quite understandably, beginning to get upset.
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Their child was a bit distressed, although not as much as most kids
would have been. There was little I could do but monitor him and see
if the reaction got worse. While I can give an injection of
adrenaline/epinephrine (or whatever it’s called today) to reverse life-
threatening reactions, it’s not very nice to give it to a patient whose
tongue isn’t swelling up.

I phoned Control to see if there was any chance of an ambulance.
They told me that they had already put a ‘general broadcast’ out for
this call, but there was only one crew at the hospital and they were the
ones I’d just done a job with, so they would still be unloading the last
patient.

I even tried phoning my station to see if there was anyone there who
was waiting for an ambulance to dry after mopping out after a mucky
job. There was a crew there, but they were tied up talking to an officer
because they had been assaulted and they were also filling in one of
our emergency referrals for a child being at risk. I know the crew well
and if they could have come to my rescue then they would have.

I can’t take small children to hospital as the FRU doesn’t have a child
seat and it’s unsafe to transport a small child in its mother’s arms. I
asked the father if he had a car/child seat — but they use public trans-
port. If the child was in danger of not breathing then I might have
taken the risk, but while the reaction looked severe the child was more
uncomfortable rather than likely to stop breathing — actually the child
was having a great time playing with my car keys.

So all I could do was to monitor the child and keep him and his par-
ents calm. I like to think that Pm pretty good at this because, perhaps
due to writing my blog, I can explain exactly what is happening in
quite simple language. I'm also not quick to panic and my general atti-
tude tends to lend itself to keeping people relaxed.

Listening to the child’s lungs he had started to develop a little wheeze,
exactly what happens to asthmatics, so I gave him a Salbutamol nebu-
liser (our treatment for this) and it settled down almost as quickly as it
had started. His tongue was still the normal size although his lips had
become more swollen.

Then the ambulance crew who had been to my last job walked in
through the door. They had turned around their last job in just over 40
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minutes, which is very fast, and had then ridden to my rescue. I love
the look on parents’ faces when they realise that the ambulance has
arrived and I love the relaxed feeling in my gut when I have a sick
patient and the crew walk in through the door.

It all worked out fine in the end. The child didn’t need the injection
and perked right up after some oral medicine. He spent the night and
next day in the hospital under observation and made a full recovery.
While it might sound daft it probably worked in his favour — at least
they’ll have a good idea what started this reaction and can plan on
avoiding it.

While we go to a lot of rubbish on the car, this was a genuine job. It
was just a shame that the ambulances in the area were probably going
to drunks who had fallen over in the street or other minor incidents.
While the FRU is mainly used to get the government-mandated targets
it can sometimes be clinically worthwhile. This was such an occasion.
I’d also like to applaud the parents for keeping calm while their child
looked so ill; they were worried but polite and understanding. A rare
combination.

After the Epilepsy Comes the Work

There is a genuine job that I dislike above all others, and that is some-
one who has had a seizure in a public place and is now ‘post-ictal’. The
post-ictal stage of a seizure is the period after the fitting has stopped
when the patient can become very drowsy or, and this is the bit I hate,
can be extremely confused. These patients can also become violent and
very distressed. It’s normal and something that we learn to deal with,
but I still don’t enjoy it.

We were called to a collapse in a supermarket. It’s fun to go to these as
you try to guess if the collapse is real or if the person faked the fit
because they were caught shoplifting. Yes, I have a nasty, cynical and
suspicious mind.

Out patient was a young woman in her twenties; she was being
restrained in the first aid room by the security/first aid officer. They
could see that she was confused but probably didn’t understand why
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the patient was fighting with them and wanting to walk off. The prob-
lem that we have is that we aren’t really meant to restrain patients, but
on the other hand if I let her waltz out into the traffic I think I’d be get-
ting some rather negative newspaper headlines.

So we tried talking to her but she was still very confused. A quick
check revealed nothing physically wrong; she was just in an agitated
post-ictal state.

So we found ourselves essentially frogmarching the poor woman out
the door to try to get her into our ambulance; she was fighting us the
whole way. Again we aren’t supposed to do this, but I believe that we
are protected under common law to prevent someone from hurting
themselves. She adamantly refused to enter the ambulance but she was
in no fit state to be left alone.

Then our angel descended from the heavens.

A girl, about ten years old, appeared from nowhere. To take one look
at her you would instantly mark her down as one of those wasted
youth who hang around on street corners. She came over and started
talking to the patient; it turned out that she was her next-door neigh-
bour. After asking us if our patient had had a seizure she managed to
persuade her to get on the ambulance where we could do further
checks and provide a bit of treatment.

After some talking (and some persuasion from our angel) the patient
agreed that we could take her home and as she was starting to recover
we thought that this was a reasonable idea. It’s something we some-
times do — provide a bit of treatment until the patient recovers and
then the patient will ask to be either left where they are or to get a lift
home. This is one ‘taxi-ride’ we don’t mind.

All throughout our angel was superb. She went back into the shop and
bought the item that our patient had originally come out for, then she
kept talking to her in order to keep her calm. Finally when we reached
her address she made sure that our patient was safely indoors and
offered to stay with her until her family returned home.

So because of our angel a very tricky job became much easier and
much more pleasant for the patient.

The reason why I don’t like these jobs is that all the public sees is us
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‘fighting’ with an aggressive and confused patient and no doubt forms
the impression that the patient is either drunk, on drugs or insane. I
hate it for the embarrassment that the patient must feel afterwards
when they realise what has happened. I hate it because it’s such a show
we get the maximum number of rubberneckers and you can hear
people tutting as they walk past.

... And yes T hate it because I don’t like forcing people into my ambu-
lance.

Snails

There is a reason that I dislike working nights at this time of year. I
suspect that it has to do with the love I have of animals, even the
slightly squicky ones. During the night, when it is damp, the snails
come out. Perfectly camouflaged against garden paths, each one is like
a little landmine of guilt. T have size twelve feet, my eyesight isn’t the
best and each snail that I crush makes me want to weep. I watch them
during the day, their friendly little eyes looking up at me as they go on
their merry way. Little do they know my unwitting genocide against
their species.

I found myself the other night picking my way through an overgrown
garden to attend to an elderly man with a bellyache — nothing particu-
larly serious but his garden path, long and dark, was full of snails,
soon to be deceased.

So out came my torch and I carefully picked my way between them,
my crewmate (hoof-footed fool that he is) managed to splat one of
them by accident. After discovering that our patient wasn’t too ill my
crewmate helped him get his coat and keys while I snuck out in the
garden and started picking the snails out of the way of the partially
sighted patient. I’'m sorry to say that in my eagerness to save as many
as possible one died in a ‘friendly fire’ incident.

The patient came shuffling out of the house and, despite my feeble
torchlight and my evacuation of as many of our shelled friends as pos-
sible, he still managed to step on two of them. Each one was a chain of
guilt around my heart.
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I know it is strange to think about such things but these are the kind
that go through your mind at 2 a.m.

And, yes, I know that snails are considered pests to gardeners but ’'m
not a gardener, I think ’'m a frustrated Jainist — although perhaps not
as I’d quite happily roll some of our regulars into the canal.

I also have a horrible fear that one night I’ll run over a fox — I think
that’d be the day I have my long-awaited nervous breakdown.

Mugging

I honestly can’t believe it, a Friday night and I went to someone who
had genuinely been mugged.

Please allow me to explain ...

Now, I may be accused of being overly cynical and those accusers may
have a fair point, but given the amount of street violence that I see I
have come to a few conclusions.

(1) Many people who get beaten up have done something to ‘deserve’
it, even if it is a stupid, childish or other pointless reason like ‘respect’.

(2) As someone wiser than I said, ‘For instant arsehole, just add alco-
hol’ — a large amount of beatings are fuelled by it.

(3) Truly ‘random’ violence is very rare.

This is what gives me confidence when I’'m walking down the other-
wise frightening streets in the dangerous parts of town during the
hours of darkness. ’m not involved in drugs or gangs. I have no bank
of ‘respect’ that I have to protect and I’'m not drunk and combative.
This means that it is unlikely that I’'m going to get myself attacked.

In the three and a half or so years I’ve been doing this job I can count
the number of genuine muggings I’ve gone to on the fingers of one
hand. This is obviously a good thing; I’d rather have frequent jobs to
drug dealers who have beaten each other up than to an innocent who
has just been robbed. With the former you can turn up and treat them
while with the latter there is a distinct feeling that you will feel some
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sympathy for them — something that does your hard-bitten ambulance
street-cred no good whatsoever.

The poor soul that I attended to had been punched in the face and the
criminals had stolen his bag. The local kebab shop had taken the
victim in, had called the police and ambulance and had sorted him out
with a towel (for his bust lip) and a bottle of water. The unreported
kindness of strangers often makes my job bearable.

We were first on scene and quickly determined that while shocked, he
wasn’t seriously hurt. He’d need hospital treatment for a cut lip and
eye but wasn’t in any danger to life or limb.

The ‘street crime’ squad arrived a minute or two after us. We let them
use the back of our ambulance as an impromptu interview room so
that they could get a description of the attackers. Two of the team
questioned the patient and my crewmate attended to his injuries;
meanwhile I stood outside (to give them room) and chatted with the
final officer. As is often the case the police were sympathetic and pro-
fessional.

With the details collected we took the patient and his friend to the
local hospital. The problem patients like this have is that as the injury
itself is fairly minor they are often a low priority and are sent out into
the waiting room. But I think that the psychological trauma of being
mugged should warrant a cup of tea and a bit of a sit-down some-
where quiet (not out in the waiting room with the noisy drunks).
Unfortunately, this doesn’t happen because there aren’t the resources
available and this is a damn shame.

This is why we try to make the transport to hospital as nice as possi-
ble as it’s often the last time they’ll get proper one-to-one care.

Danger Bus

The other night T was working with a friend of mine; he’s built like the
proverbial outhouse, is a martial arts master and looks scary. While
Pm not an expert fighter I tend to have no fear.
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That night we earned our name as the ‘Danger Bus’.

It must have been that the police had fewer numbers than normal
working as job after job was being sent to us as a ‘Fight’. No injuries
reported, just that there had been a fight (or that a fight was in
progress). Sometimes we would get more details, sometimes it would
just be that word.

There are two ways of dealing with a job like this. Officially we are
supposed to hold back from the scene of violence until we are either
sure that it is safe or we have a police escort. What often happens in
real life is that we will take a look. We tend to know when a scene is
dangerous and often don’t want to bother the police who are as over-
worked as us. Sometimes something in the description of the call will
give us cause to want the police there.

This job was one of them. It was given as ‘Russians fighting in house’.

If you work with Russians in an emergency setting you will be nod-
ding your head and agreeing with me that this situation was too dan-
gerous for us to enter.

You see, I like Russians, they are fun, normally polite and tend not to
make a fuss. However, when they have been drinking and fighting ...
well, let’s just say that when they fight they tend to play for keeps. I’ve
seen ‘friends’ beating each other over the head with planks of wood
then refusing to go to hospital as the inch-long gashes in their scalp
were ‘nothing to worry about’. Being between two fighting Russians is
not a safe place to be.

So we waited for the police to arrive, which didn’t take too long, then
we advanced using them as a shield. It didn’t look too good to need
police to go into the job, especially when they were both female and
were half the size of us. But you know that 'm no sexist so I knew that
they were more than capable of handling pretty much anything. While
it might not have looked good, I felt a lot safer.

The patient had a rather large split to the lip that would require an
operation in a specialist unit, nothing life threatening but nasty never-
theless.

The next ‘Fight’ we went to was in a Docklands Light Railway station.
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The police had arrived before us and were told, to quote the officer we
met, “You can go lads, it was two teenagers and one of them gave the
other a slap — I told them to stop being silly.” We could see the two
teenagers slinking off into the night.

If people were nicer to each other I might be able to get a cup of tea
once in a while.

Dog (Or, Why | Like Animals More than
Most People)

I’'m racing down the road on lights and sirens; there is a traffic-light-
controlled pedestrian crossing so I have to slow down to avoid knock-
ing over the people who think that it is a good idea to run across the
road in front of me.

Sitting, quite calmly, on the side of the road is a guide dog for the
blind. Amidst all these people running over the crossing, trusting that
I’ll try to miss them should they fall over in the middle of the road, the
dog sits quietly and doesn’t make a move.

The dog has more sense than the people of Newham.

Thursday Night

I’ve just been told to ‘Fuck off’ by one of our regular abusive alco-
holics.

She then tried to push me over.

She’s seventy-five.

I’'m six foot one.

Funny, how we can laugh at these sorts of things. She’s been left at
home; no doubt someone will be called back to her before the night is
over.
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Thank You West Ham

A medal for my crewmate please ...

We picked up one of our ... erm ... ‘less fragrant’ frequent flyers. She
stunk, as is usual with her, to high heaven.

Pm driving; my crewmate is in the back of the ambulance with the
patient.

The people at the football at West Ham are just emptying out.

It takes us 43 minutes to travel the 500 yards to hospital while weav-
ing through traffic that often leaves me a credit card’s thickness of
space on either side. It would normally take us a minute or two.

Every time I tap the brakes a wave of nauseating smell rolls from the
rear of the ambulance into the driver’s section.

My crewmate doesn’t complain at all and just makes conversation
with the patient — something that I wouldn’t enjoy.

We arrive at the hospital to find another crew in the same situation
more than forty minutes in transit, only their patient has drunkenly
urinated all over the floor of their ambulance.

This is exactly the sort of job that we don’t get the recognition for.

My New Plan for Hoax Calls

Yesterday I had a call that I knew was going to be a hoax but would
have to be investigated anyway.

The call came down to our computer terminal as ‘Child on phone
claiming to be 52-year-old male with difficulty in breathing, no answer
on ringback, probably hoax, please investigate.’

While this seems pretty cut and dried it’s probably for the best that we
are sent to investigate; it only takes one misunderstanding and some-
one to die and the whole service would be dragged over the coals. I can
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just picture the headline ‘“Ambulance Thought My Dying Husband
Was a Hoax Caller!’

So we went to the phone box and sure enough there was a gang of per-
haps eight young teenagers standing opposite it. One of them did that
annoying thing where they run into the middle of the road, stamp their
feet then wave at you and shout that they have broken their leg.

We pulled up next to him. ‘Call an ambulance did you?’
The teenager faked ignorance.

‘It’s against the law to dial 999 for no reason,’ I continued.
He just laughed.

So in an uncharacteristic fit of quick-thinking I pulled out my mobile
phone and took a picture of him.

He looked shocked and ran off to his friends and muttered something
quickly to them.

My crewmate completed the illusion by pretending to talk to Control
on our radio.

The gang of kids disappeared.

The good thing was that (a) it’s not against the law to take a picture of
someone in the street (he had no expectation of privacy), (b) if he’d
done nothing wrong he’d got nothing to worry about and (c) if it was
him hoaxing us, then it might give him a sleepless night worrying what
we would do with the ‘evidence’. Of course, there was nothing that we
could do because we couldn’t prove that he was the one to make the
hoax call, so the prospect of a little guilt on his part was the best we
could hope for.

I’'m sure some social worker* would be upset at my actions, but when
we are overloaded with calls such idiocy could cost someone their life.

*Talking of social workers, a friend of mine went on a call last night
where one got involved. Said social worker got out of his car, urinated
in the gutter and then bullied an elderly but otherwise healthy patient
into going to hospital. Words fail me.
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§§9

[» OnTV Dramas and Documentaries

I can’t stand to watch TV medical dramas these days; they have all
fallen into ‘soapdom’. Where once upon a time they would have a sto-
ryline about an interesting disease, they seem a lot more likely now to
have storylines about the staff having sex with each other.

Let me tell you something, working shifts for the NHS means that sex
is the last thing on many of our minds. And no right-thinking ambu-
lance worker would get naked on an ambulance trolley — we know
exactly what sorts of patients we have on them — and it’s just too
yucky to even think about screwing on one.

It’s not just the paucity of good stories, it’s the errors made in the treat-
ment of patients and in the characterisation of staff.

I could go on for hours about the apparent success rate of resuscitat-
ing dead people on TV and how it sets real relatives up with unreason-
able expectations. I've lost count of the number of people who’ve
asked me why I’'m not ‘shocking’ their deceased relative, because they
have seen it being done on the telly.

The staff in these programmes are either angels (the medical staff) or
devils (the management). The ambulance staff are assaulted and never
fight back, the nurses are all incredibly caring all the time and the hos-
pital management care for nothing but ‘the bottom line’ (whatever
that is in a charity like the NHS).

But I don’t worry about such things. I understand the pressures that
TV works under, how something as simple as the sun starting to go
down during filming means that the ‘ambulance crew’ have to get
patients out of a crashed car in a way we never would. I understand
that it’s hard to show the myriad of emotions that runs through the
average staff member every day.

I can understand the documentaries as well; they need to be interesting
and the editing needs to be fast-paced. It’s not the production com-
pany’s fault if the editing makes the medical staff look criminally neg-
ligent in their treatment of a patient.

So I don’t watch medical dramas if I can help it, and I don’t watch doc-
umentaries either — after all it’s a bit too much like a busman’s holiday.

136



More Blood, More Sweat and Another Cup of Tea

Dotty

There is often something endearing about the pleasantly confused eld-
erly, at least in the short term. For us it makes a difference from the
confusion that has little old ladies grabbing your testicles because you
are obviously ‘a Nazi come to take me to the gas chambers’.

We were called to one of our less regular warden-controlled homes.
I’ve been there a couple of times and have normally been impressed
with the staff, not just because I had a cup of tea and a cake once when
I helped them out a little outside of what is normally expected of us.

It was two o’clock in the morning as we pulled into the parking area
of the home. We’d noticed a little old man in a heavy coat who was
pulling a wheeled basket and being flummoxed by the automatic gate.

The warden, looking at the end of her tether, came out to meet us. She
pointed at the man. “There he is, he’s confused and I can’t do anything
with him.’

The patient didn’t really want to go to hospital; he wanted to go for a
walk. Chatting to him I could tell that he wasn’t in a right frame of
mind. My crewmate expertly took the warden off to one side and got
the information that we needed. I on the other hand worked on the
patient.

Luckily he didn’t need much persuading; after a bit of a chat I found
out that he had a long-running problem with his elbow. I explained
that ‘as we are here’, it would be our pleasure to pop him down the
hospital so they could have a look at him. He was a really pleasant
bloke, and I enjoyed having a (slightly muddled) chat.

So we had a nice little journey down to the hospital where we discov-
ered the probable source of his confusion. Someone had cancelled his
night-time sleeping pill. It’s a well-known effect of stopping sleeping
pills that (particularly in the elderly) it can cause night-time confu-
sion, agitation and wandering. I believe that an early episode of
Scrubs had a running joke to this effect. Still, at least the hospital
could make sure that this was the cause for the confusion, not some-
thing more serious.
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Unknown Aggro

Ah, the pure pleasure of being in the middle of a domestic dispute; oh
how I love the shouting, the swearing and the pulling of hair.

We were called to a patient with a long-term illness; his daughter
arrived at the same time as the ambulance and was crying before the
front door was opened. Our FRU driver was already present talking to
the patient and his partner (a surprisingly young-looking woman).

Barely had we set foot in the flat than the arguing started. It appeared
that the daughter had some ‘issues’ with the patient’s partner so they
started shouting at each other over the (rather ill) patient.

They were shouting at each other so much that the patient’s concern
that he was about to be incontinent of faeces couldn’t be addressed in
time. Heaven knows we tried to get him to the toilet, but with both
women screaming at each other it was perhaps inevitable that he
would poo on the carpet.

Enough was enough, so I locked one of the women out of the house so
we could actually find out what was wrong with the patient. The
problem was pretty simple and not worth the aggravation that we
were getting from these warring relatives.

Then the two women started to fight which resulted in some items of
clothing getting torn. I managed to calm things down a little by threat-
ening to call the police. We were all getting exasperated by now and
just wanted the patient on the back of the ambulance and safely on the
way to hospital.

Thankfully the son of the patient arrived and managed to calm his
sister down; we were then able to ‘load and go’ to the nearest hospital.

I didn’t know what the argument was about, and to be honest I didn’t
care. All I wanted was to look after the patient and go on to my next
job. In the end neither of the women was any help to the patient (or to
us). It’s in situations like this that you have to bite your tongue and yet
remain forceful enough to stop people beating each other up.

I don’t know how the police do it day after day ...

I’d want to pepper spray everyone.
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Church

Top call of the day ...

The call was given as ‘Collapsed, not breathing’, so we rushed around
there to discover that the location was a cab office.

A woman had come into the office to try to persuade the cab dis-
patcher to go to church; he had buried his head in his hands and tried
to ignore her.

She then thought he had died, panicked and called us.

The ‘patient’ was apologetic, he didn’t know that we had been called,
while the caller was convinced he had died and come back to life,
despite being told otherwise by ourselves and the patient.

You have got to laugh.

Saviour or Service Abuser

I had my first famous person in the back of my ambulance the other
day.

Jesus Christ.
We were called to a “‘Male, 51, schizophrenic, acting violently.’
So we waited for the police to turn up, for we are not stupid.

The door was opened by a woman; she said something to the police
and they pulled out their ASP truncheons and loosened the straps on
their CS sprays. They made their way upstairs and left the woman
downstairs with us. I started to have a little chat with the woman and
thought to myself, ‘She’s a bit strange ...”

The police came down the stairs, one of them took me aside and, indi-
cating the woman, told me that she was the patient and was on leave
from the local mental health unit. We took her outside where she
explained that, yes, she was on leave from the unit but her father had
suddenly developed schizophrenia.

I asked her if it might be her mania flaring up, and if she would like to
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return to the unit. She agreed that this would be a good idea, so the
police asked her for her name.

‘Jesus.” The policewoman and I looked at each other. ‘Christ,” she con-
tinued.

‘OK,’ said the police officer, ‘but do you have another name, perhaps
one your parents gave you?’

The patient gave us her ‘birth name’ and, fetching her huge bag of
anti-psychotic medication from under the sink, she hopped into the
ambulance.

We drove her straight to the mental health unit that she was on leave
from. We went into a side room to talk to the mental health nurse.

“What’s the story now then?’ she asked.
I told her.
The nurse tutted. ‘She’s not really mad, she’s just playing up.’

I looked at the huge bag of medicines the patient took. ‘But,’ I said,
‘why is she taking all these anti-psychotics?’

‘Well,” the nurse replied, ‘she is a bit mad, but she doesn’t need to be in
the unit.’

I wasn’t in the mood to argue, after all it’s not my place to question the
long-term care of the mentally ill.

We started to leave the unit.

‘Have fun with Jesus Christ,” I fired over my shoulder.

95§
Possession

Once upon a time, in the far depths of internet time, back when the
Lynx browser was pretty much the standard, I signed up to be a
‘Humanist Priest of the Universal Church’ or some such. Don’t ask me
why, I think it was set up so that Americans could get tax-breaks. Not
much use for myself who (a) wasn’t American nor (b) as a student
wasn’t paying taxes at the time. I printed off the certificate, laughed
and forgot about it.
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If only I’d known that I’d end up working on an ambulance I might
well have paid extra (that is paid anything) to get the advanced certifi-
cate. Let me tell you why ...

Every so often we get sent to ‘person behaving strangely’, sometimes
this is an adult and sometimes it is a child. When we reach the patient
we are told, with a straight face nonetheless, that the patient is pos-
sessed by ancestors/spirits/demons.*

Despite being an evangelical atheist, I have to take this sort of thing
seriously. There is however a problem — our training guidelines pull us
in two directions.

Direction one: we should respect the culture and traditions of our
patients.

Direction two: we should never collude with, or reinforce the delu-
sions, of someone who is psychotic.

(Psychosis is defined as ‘irrational beliefs not shared by the patient’s
traditions or culture’.)

You can see the problem that we have.

I have been to a 13-year-old boy who has been possessed by spirits
and, when the police arrived, ran off like Linford Christie. Of course,
he reckoned without the police van coming around the far end of the
street.

I’ve been to a teenage girl who was ‘protected’ from demons by some
wall hangings, but they might have found a way through and this was
what was making her sick.

I’ve been to a mother who was channelling spirits in order to drive out
the evil ancestors plaguing her daughter (who, unsurprisingly perhaps,
had mental health issues).

I’ve been to members of an evangelical Christian cult who were trying
to drive evil spirits out of their elderly relative by throwing salt at
them.

I’'ve been to countless people who have believed that they were pos-
sessed and have had near superhuman strength to prove it. I've seen

*Delete as applicable.
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them “levitate’ off beds despite their father sitting on top of them. I’'ve
seen them running down the street naked, covered in their own excre-
ment, all in order to fulfil some direction from God.

So where do I stand? Do I respect the culture and agree that ‘yes, it
might be demons’, or do I not reinforce their delusions by reminding
them that a urine infection can cause similar symptoms? More impor-
tantly, where does madness end and religion begin?

The Humanity of the Officer of the Peace

We were sent to a 17-year-old boy who had been drinking too much of
the nastily strong cider that our seasoned alcoholics seem to love; the
sort of stuff that comes in blue plastic bottles and costs a pound for
three litres. He had made his way to a friend’s house and then col-
lapsed on their kitchen floor. The family that he had ‘gatecrashed’
were concerned and had called us.

The people at the house were very nice, they realised that he was too
drunk to be left alone but his family lived in Essex and had no way to
collect him. It seemed pretty obvious that the young man needed to be
in hospital; his was a case of alcohol poisoning and to leave him
behind would have been dangerous.

We tried to rouse him from his slumber and were greeted with abuse
and finally a thick stream of vomit, which he proceeded to lay his head
in. The family told us that he was awaiting sentencing for breaking a
man’s jaw and that he was expecting two to ten years in prison. They
mentioned this because they didn’t want to see us punched by his, now
puke-covered, fists.

We decided that it would be wise to call the police.

Two police officers arrived and, after apologising for calling them out,
we explained the situation. We all agreed that the hospital would be
the best place for him, but at a pinch the police could arrest him for
‘breach of the peace’ and then take him to the station where the police
doctor would send him to hospital. A roundabout route, but in either
event he would eventually be cared for in hospital.

142



More Blood, More Sweat and Another Cup of Tea

One of the policemen spoke to the boy firmly but with compassion.
He noted the signs of self-harm on the boy’s wrists and took a fatherly
tone. It was great to see the police officer persuade the boy to attend
hospital when previously the patient had refused all offers of help.

Because of the chance of violence the police officer travelled in the
back of the ambulance with my crewmate in order to maintain our
safety. Thankfully, we reached the hospital with no further incident.

While waiting for the nurses at the hospital to accept the patient I
started chatting to the police officer and he agreed that it was incredi-
bly sad to see the patient in such a state, that he was starting down a
life of alcohol abuse and crime. We could both easily see where this
teenager would end up and we thought that it was both sad and frus-
trating that this descent would probably be inevitable.

It was the common humanity of this seasoned police officer that is so
unrecognised by the media and the public that makes me privileged to
work so closely with these professionals.

While cleaning the ambulance outside the department I saw a drunken
patient ejected by security. Complaining loudly, the patient headed
over to the same police officers and demanded that they ‘do some-
thing’. The police officers calmed the drunk down and advised him to

head home.
He climbed into his car and started to drive off.

The last I saw of this man was him, stopped by the police ten yards
down the road, being breathalysed.

Abandonment

I don’t like it when we get ‘dropped calls’, where someone has called
for an ambulance, yet put the phone down (or been cut off) before all
the details have been given. I don’t like it because without all the infor-
mation in place it is hard to get a ‘feel’ for how dangerous the job
might be.

I don’t like the idea of being stabbed because I don’t know what I'm
walking into.
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The call as we got it was ‘child reporting mother cutting wrists’, then
the child hung up. This could run the whole spectrum of calls from a
hoax to a psychotic woman running around with a kitchen knife. I’'ve
been to both types of call, and it’s why I don’t get too wound up by
hoaxes.

We arrived to find the police already there. Control had called them in
advance as they had realised that the scene might well be dangerous.
The two police officers were standing outside the address; they had
been unable to gain access and were contemplating kicking the door
down.

‘Is everything all right?” a woman shouted down from the flat above
our position.

We explained that we were looking for the woman of the house and
asked if the neighbour had seen her.

‘She left about ten minutes ago; her and her husband got into a car and
drove off.’

I used my finely tuned experience of watching CSI to note that there
was no sign of blood in the area and drew my conclusion that the call
had been a hoax.

‘Hey! ambulance man with his nose to the floor looking for pools of
blood,” the neighbour shouted again, ‘her son is over there by your
ambulance, maybe you can ask him.’

The police and I walked over to where we had parked; the child was
talking to my crewmate, who rolled his eyes as we approached.

‘I'm sorry I called you,’ the ten-year-old said. ‘My mum was angry at
me so she locked herself in the bathroom and told me that she was cut-
ting her wrists. So I called for an ambulance, but she was only pretend-
ing. Then Mum and Dad threw me out of the house and they drove off
in the car. I don’t know where they went.’

One of the police officers asked the child if he had any relatives he
could stay with. The child knew of no adults to look after him.

‘Sounds like a social problem,’ I said to one of the police officers.

“Yep.’
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‘Not a job for an ambulance,’ T continued.

‘Nope.” The police officer looked crestfallen with the amount of
paperwork that he was going to have to do. I’ve read enough police
blogs to realise that any job involving children is a huge pain, more so
I would think if the child has been through the experience this one
had.

“We’ll be off then,” I said with only a little Schadenfreude. I could trust
the police to look after this situation.

Little was I to know that our next encounter would be with a stereo-
typical ‘world’s worst mother’.

Both Boxes Ticked

We were sent to ‘Female, head injury, police on scene.’

The patient ticked both the ‘crack user’ and ‘prostitute’ boxes on the
‘Is your patient a crack whore?’ form.

She was in the garden of the house shouting and swearing at the lone
police officer and the ambulance duty station officer who had been
sent out as a first responder. Between near incoherent offensive lan-
guage we discovered that the woman had a bit of a bruise to her head.

The mother had got into an argument with her 14-year-old daughter.
After years of this sort of behaviour the daughter had finally snapped
and hit her mother around the head.

I spoke with the police officer; he told me that the child had only
recently been returned to the mother’s custody. The social workers
involved in the case had said, “The mother needs to take some respon-
sibility for caring for her daughter.” The police officer was the same
one who had driven the daughter home from foster care.

The mother was well known to the police for the reasons given above.

The police officer was feeling guilty as apparently the child was a
‘good kid’.

Our patient was complaining of all over body pain; my crewmate took
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her into the back of the ambulance and did a sterling job of calming
her down. The drive to hospital was uneventful.

The daughter had to be arrested. We are all crossing our fingers that
the mother won’t press charges.

We meet such lovely people in our line of work.

Cynical Minds Thinking Alike

We healthcare people can be nasty cynical-minded swines sometimes.

Sent to an eleven-year-old child suffering from an asthma attack, I
arrive to find the child breathing normally. His oxygen levels are better
than mine, his breathing is nice and relaxed, and on listening to his
chest I can detect no wheeze or chest infection.

The child tells me that his chest is still feeling ‘tight” even though he
has no other symptoms of any difficulty in his breathing.

Why is it that I, my crewmate and the nurses at the hospital all have
the thought that today is Monday and therefore a school day upper-
most in our minds? Could the child be faking his illness just to get out
of school?

As T say, we have nasty cynical minds.

Still, it meant a nice early trip to the hospital where I could score
something to eat.

Veil

I hate mornings; there is something deeply depressing about crawling
into work while it is still dark knowing that for the next twelve hours
you’ll be run ragged.

The current topic of conversation in the messroom at the moment is
the suggestion that Muslim women wearing full-face veils only divide
communities as well as being harder to understand.
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My patch has a large number of Muslims; some days I’ll only attend to
them. This isn’t a problem for me as most of them are polite and don’t
get horribly drunk and try to hit me.

On more than one occasion I’ve turned around to discover that the
patient I’ve been talking to has ‘robed up’, the woman has turned from
a person into a black ‘blob’. It’s always surprising to see such a total
change.

I’'m a big believer in freedom of expression, and I have no problem
with people wearing whatever they want, but the burka and its rela-
tives can make my life difficult.

You see, I'm a bit hard of hearing, and if the person I'm talking to has
a strong accent I tend to get more meaning from lip-reading rather
than just listening to them. If the person has a full-face covering then
it’s often tricky for me to hear what they are saying. Add in the fact
that the back of an ambulance isn’t the quietest place on earth and the
problem becomes a lot worse.

I don’t want to offend people but it does annoy me to keep saying
‘Pardon?’ because I can’t understand what the person is saying. I'm
trying to be as nice as possible here but what is more important, the
wearing of a veil or the ability for the ambulance man to understand
you and your illness?

It’s Ramadan at the moment so loads of people are fasting and again
this can lead to offence.

I went to a gentleman who had fainted.As he was South-East Asian I
asked him if he had been fasting (as this is a common cause of collaps-
ing at this time of year). He told me that he was a Hindu rather than a
Muslim, and that he hated all Muslims because of the fighting that
had occurred between the two faiths in the past.

I apologised, and the patient wasn’t bothered by my assumption, but
another person might have taken offence and complained. It can be a
minefield out there, especially given some religious adherents’ near
constant level of being offended.

Still it could be worse, we could be killing each other over which sect
of a religion we belong to ...

... again.
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A New Kind of Stupid

Every day I meet a new kind of stupid.

A woman, 35 years old, mother of two children, went to her GP. She
had a swollen belly and pain that came and went in waves. She also
hadn’t had a menstrual period in over nine months. That morning, just
after the pain had started, she had lost some fluid from her vagina.
The pain was getting worse and the waves were getting closer together.

The GP did a pregnancy test that — surprise, surprise — came back pos-
itive.

The GP was incredibly relieved when we arrived.

We had just managed to wheel her into the maternity department
when the baby made an appearance. My crewmate helped the midwife
deliver the baby while I was hiding in the ambulance. I’'m quite happy

for any babies to be born without me being involved. I suspect the
woman was quite happy I wasn’t there as well.

Here was a woman who was fully aware of what pregnancy is like, but
still the whole thing came as a complete shock. Her husband looked
completely shell-shocked as well.

The whole thing really beggars comment.

Forked

I am currently so tired I’'m not actually human at the moment — after a
few litres of Coke I approach sub-human. This is not a huge disadvan-
tage in this job.

Thankfully it was a pretty easy day today.

One call was to a teenage girl with abdominal pain, diarrhoea and
vomiting. She described herself as an alcoholic. I let the nurses at the
hospital know. Perhaps she’ll get referred to the social services, maybe
she is already known to them.

Then there was a homeless guy who was suicidal. The community
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mental health team wasn’t interested in seeing him so he went to A&E
where the nurse in charge took good care of him.

Another call was to one of our regulars, a child who keeps collapsing.
He’s a nice enough lad but so far investigations have shown nothing.
It’s believed that he collapses because of stress over bullying and vari-
ous people are involved in his problem.

The final call of the day was to an ill person whom we never reached.
On the way to the call we came across a four-year-old child who had
been sitting on the crossbar of her father’s bike. Somehow she’d got
her foot caught between the spokes of the front wheel causing a crash.
There was some serious swelling and bruising to her foot and ankle
but thankfully she wasn’t otherwise hurt. It’s possible, but unlikely,
that she could have broken a bone in her foot.

The child was really grown-up, hardly crying at all. She did keep
giving me a sullen stare though ...

Darn kids can see right through me.

Hypo

I think that there is something in the air. Yesterday we went to two dia-
betics with critically low blood sugars. It’s a job that we sometimes do
but isn’t actually that common. The day before there were at least two
others in our area, one of whom was quite ill.

The first was rather simple. A woman found her husband collapsed in
the living room, she called us and we quickly diagnosed and treated
the low blood sugar. When we found him he was unconscious, sweat-
ing profusely and he was rather ill looking. One injection and some
glucose gel and an hour later the patient was playing with his very cute
Doberman. We may have also been enjoying playing with the friendly
dog as well.

The second person was a young woman in the workplace. I felt sorry
for her as her work colleagues surrounded her and it was impossible
for us to move her to a more private area. She wasn’t as low as our
first patient although she was very sweaty and was acting as if she
were drunk. Once more we managed to ‘cure’ her with some sugary
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drinks sipped a little at a time. She was mortified that she was ill in
front of her colleagues.

Both patients did not want to go to hospital and once their blood
sugar was back to normal there wasn’t much that the hospital would
do. Traditionally, these are the sort of patients who refuse to attend
hospital and are left behind by us ambulance crews.

Still, it is nice to be able to help people in such a profound manner; it
makes a pleasant change from people who aren’t actually ill.

Parklife

‘Male, 40 years old — fitting.’

The call was to a park, it was midday, so I didn’t really need to see the
update that said, ‘Patient with two males, both appear drunk.’

I think that it is a law of the universe that your middle-aged, middle of
the day, middle of the park fitter will be an alcoholic. That or they are
an alcoholic who also happens to be epileptic.

As we approached the scene my crewmate asked where I thought it
would be.

‘Well, the drunks tend to hide down by that end, it’s close to the off-
licence.’

I was right. Our patient looked familiar but after a while all alcoholics
start to look familiar. I did recognise his two friends, one had been
picked up two days ago, and the other was another of our regular
callers.

‘He’s had another fit,” said the slightly more sober one. ‘He’s had three
today.’

“Yeah,’ said the other taking a swig from a big bottle of cheap cider,
‘he’s epileptic but he doesn’t take his tablets.’

Our patient had the same ground-in grime that you get from sitting on
a park bench drinking all day, then falling over and going to sleep in
the bushes before heading home at some point in the early hours of the
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morning. It was a simple job to load him up onto the stretcher, check
him out, give him some oxygen and pop him into hospital.

My crewmate and I were inspecting him in the ambulance when I felt
an urge to pass wind.

It was perfect timing, I could blame it on the semi-conscious patient.
My crewmate groaned, ‘I think he’s pooed himself.’

I told her the truth.

Honest.

By the time we reached the hospital the patient was a lot more awake,
so we spoke to the handover nurse, put him on a trolley and went out-
side to clean up, finish off the paperwork and ‘ahem’ air out the back
of the ambulance.

I think it was thirty seconds before we saw him walking out of the
department.

Probably towards the nearest off-licence.

9010

Our code 9010 is for ‘Assist only, not transported.’

It was a grey, horrible day. There was a constant drizzle of rain and
when I got in my car to come to work it was so humid everything I
touched was sticky.

Our first call of the day was to an elderly female who was believed to
have had a CVA (cardiovascular accident), another word for a stroke.
It’s never a nice job so my heart sank.

We arrived to find the patient sitting in her living-room chair; also
present were her friends (who have a front door key) and a carer who
was preparing breakfast. The patient was lovely, she was sorry to have
called us out and was, as is common with our older patients, worried
that she was wasting our time.

She hadn’t had a stroke; instead, she had been unable to get out of bed
and so had crawled onto her landing on hands and knees in order to
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get some help. Her bed had recently been changed after she had been
discharged from hospital a week ago and the rails that she should have
used to get out of bed had been left leaning against the wall.

So my crewmate and I fitted her bedrails. Then we made sure that she
could get into and out of bed. I then checked her physically to make
sure that she wasn’t hurt in any way. We then had a nice little chat,
flirted with each other a bit and then, because the patient didn’t want
to go back to hospital, left her with her carer.

Throughout this call the patient was really worried that she was wast-
ing our time. Personally, I think she had the chance of being our most
worthwhile call all day — we turned up and fixed her bed (even though
that wasn’t our job), thereby providing her with some more independ-
ence. We left her at home feeling happy and more confident about
moving around the house. This wasn’t a job where we save someone’s
life but it was still hugely satisfying to help her out, even if it meant
using common sense rather than following any protocol.

§59

The Things that We Do
I’m an ambulance man. ’'m supposed to pick up ill or injured people,
right?
I’'m not supposed to fix beds.
Or stairlifts.
I’m not here to fluff your pillows.

I’m not supposed to rescue you when your car breaks down, or get
your car running again.

I’m not here to kick down your door because you have forgotten your
key.

I’m not trained to fix your washing machine.

I'm not here to hand you a hanky when you break up with your
boyfriend.

Nor am I here to help you shift a boiler.
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At some point I should mention that 'm not here to settle an argument
over a TV programme.

And I'm definitely not here to supply you with condoms because
you’ve run out and need one now because ‘my bitch wants screwing’.

But still T find people thinking that these are my jobs so they pick up
the phone and dial 999.

§§9

Helpful Passers-By

There is a secret(ish) forum for ambulance staff; one of the contribu-
tors there posted the following entry. While slightly tongue in cheek I
thought that it would be shamefully wasted if it stayed on the forum.
I reproduce it here for your reading pleasure. Send happy thoughts and
wishes of quiet night shifts to “The Saint’ who originally wrote this.

Would all helpful passers-by please note:

If you really must ring for an ambulance for someone you see col-
lapsed/dead/fitting/sat in a shop doorway, please ring then, and not
three hours later, by which time — not surprisingly — the deceased has
got up and left.

Two adult males sitting outside South Kensington tube station, shar-
ing a bottle of Diamond White cider are NOT collapsed — they are
having breakfast/dinner/lunchl/a party. Singing, talking, vomiting and
belching are all indications that the said males are alive.

Someone who is sitting in a shop doorway when it’s pissing with rain
is SHELTERING, not collapsed.

Just because someone with crutches is sitting down, they are not nec-
essarily in need of medical intervention. Having hospital crutches is a
clue. They have already been to hospital, and have been discharged.

If you really feel you just have to interfere in the life of a person hap-
pily sitting there drinking himself into alcobolic oblivion, when you
ask him if he needs an ambulance, please take it as a massive clue

little way of saying “Thank you for your concern, but I'm fine.’
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When someone tells you they are fine, and they do not want an ambu-
lance, please, please, please believe them. They are NOT lying — they
know what they are doing.

Someone who is staggering between point A and point B CAN walk.
The belpful clue is the movement of the legs and feet. If someone tells
you that they cannot walk, but their legs are moving, THEY ARE
LYING. Don’t believe them.

Green stuff coming from a drunk’s nose is NOT a reason for an emer-
gency ambulance — it is actually a reason for an emergency hankie.
Green stuff emanating from the patient’s nose is very rarely Cerebro-
Spinal Fluid, despite what you might have learnt from Casualty, ER
and Holby City. It is SNOT.

If you see a pair of legs under a car, and the legs are surrounded by
mechanic’s tools, the person under the car has NOT been run over —
he is more than likely to be FIXING it. Other clues are the radio play-
ing nearby, and the deceased singing along to the music.

Talking of cars, if you happen to see several cars colliding with each
other, and you can’t get through to the ambulance service, have a look
around you. Yes, the other twenty people with phones stuck to their
ears are ALL calling the ambulance service. That’s why you can’t get
through. And please tell us the right location — saying you are on
Greenford Broadway when you are on Southall Broadway is less than
helpful. And please don’t insist you are right and the other twenty
callers are wrong — it is highly unlikely.

Ob - and — please do not call the ambulance service if you see 200
people fighting on Fulbam Broadway on Friday night. We are not
remotely interested, and will not become interested until the police
arrive. The police have guns, batons and CS gas, and can deal with a
large fight a lot better than two female LAS personnel who are five feet
nothing and jointly weigh 12 stone, and are only armed with rubber
gloves and a frothy cappuccino from the Wild Bean Café. Please ring
the police first —we’ll pop along a bit later. Honestly. We will.

§59
Government Targets

The Healthcare Commission assesses and rates all NHS trusts.
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The LAS got a ‘Quality of Service’ of ‘weak’.
The reason?

We failed ‘All ambulance trusts to respond to 95% of category B calls
within 14 minutes (urban).” Possibly because we are chasing after Cat-
egory A calls with not enough ambulances.

We also ‘underachieved’ at ‘Deliver a ten percentage point increase per
year in the proportion of people suffering from a heart attack who
receive thrombolysis within 60 minutes of calling for professional
help.’ Is this because we don’t do thrombolysis (giving a clot buster) in
London? Instead, we take the patient to an angioplasty centre, which
is much better for the patient.

So, once more we are punished for not having adequate resources and
punished again for providing a service superior to that normally
expected.

We are getting used to being underrated by the government.

Once again this is another example of how the government completely
misses the point of what an ambulance service is for and what it does.
We are underfunded and are forced to chase clinically irrelevant tar-
gets — it’s no wonder we road staff feel rather annoyed.

Hectic

It all appears to have gone crazy in Newham. The hospital is full, they
have no beds for admission and the A&E department is nearly over-
flowing. It’s getting close to standing room only in the waiting room.

The ambulances here are pretty much fully staffed, yet the police are
bringing in ‘blue call’ motorbike crashes because there are no ambu-
lances to send to them.

West Ham football club is playing at home later this afternoon so that
will mean more work.

Apparently the other hospitals in the area are in a similar position.

Whatever happened to Sundays being quiet?
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Beaten

I’'m sitting in the back of the ambulance watching as a 16-year-old girl
cries while explaining to the policeman why her father beat her.

Her tears are falling onto her clothes, leaving small salty circles.
While she is in pain, this isn’t the reason why she is crying.
She uses up the last of our tissues.

Her jaw and chest are hurt where he used his fists and feet to beat her.
I'd say that she has at least one broken rib.

I sit there listening to a long list of abuses her father has visited upon
the whole family, from the seven-year-old up to his wife.

She didn’t deserve this.

Her tears only stop once we reach the hospital.

Beaten Il

It would seem that when it comes to domestic violence cases, they
sometimes come in groups. Just after dealing with one victim of vio-
lence we were called to a woman who had been assaulted. We arrived
to find her talking to two police officers in her house. She had been
punched in the face and would have a black eye coming up soon. They
were getting details on the male who had assaulted her.

The story was fairly simple. The male was her ex-boyfriend but she
had stopped seeing him some weeks ago. However, he kept coming to
her place to persuade her that he still wanted to date her. This time,
though, he had seen fit to break into the house and then to punch her
in the face.

The police knew of the male and were trying to get the woman to press
charges.

For some reason she didn’t want to.

Wias it because she knew him and worried that he would come back
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and kill her if the police were involved? Was it because she didn’t want
to go through the trouble of the courts? Or was it some other reason?
I couldn’t understand it myself, but then, having never been beaten, I
don’t expect I would.

So the police could only refer her to the domestic violence team and
leave the patient in our care.

Sometimes I’d like more ‘closure’ in my work.

Inter-Service Relationships

Four jobs into the shift and none had wanted to go to hospital. It was
a mix of the uninjured and the ‘can’t be bothered’.

The next call came.

“Two people stuck in a lift for two hours, one has collapsed. Fire serv-
ice on scene.’

Great ... this could take hours.

This is not normally a problem, but in this case my crewmate really
wanted to use the toilet.

We dutifully made our way to the train station where the lift was stuck
and, after traipsing around a bit carrying our kit, managed to find the
affected lift. There were a couple of firefighters, some station staff and
three lift engineers. It turned out that two teenage boys had been
jumping around in the lift causing the emergency locks to jam. They
had been stuck for two hours and were making a lot of noise. From
the shouts of both of them it was obvious that neither of them had col-
lapsed.

There was little for us to do while waiting for the engineers to free the
lift apart from chat to the firefighters and watch a fireworks display
going on across the river.

Twenty minutes later and the lift was freed and the two little hooligans
rolled out.

‘Who’s gonna take us to get a McDonald’s?” were the first words out
of one of the boys” mouth.
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No ‘Thank you’, no, ‘Cheers for getting us out’, and definitely no
‘Sorry to waste all your time.’

We told the boys to ‘ahem’ ‘Go home’ and set about packing away our
gear.

One of the firefighters turned to us. ‘Fancy a cup of tea back at our
station?’

My crewmate still needed to use the toilet so we agreed. It was a quick
drive to their station to ‘use their facilities’ and have a nice cup of
warm tea. Excellent company as we put the world to rights and five
minutes later we were back on the road ready to continue. It was
handy of them to offer us the use of their station as it was a lot closer
than our ambulance station, so we were back on the road quicker than
we could have been otherwise.

I’m occasionally dismissive of the fire service (mainly because they
don’t wave when we drive past each other), so it was really nice to be
human to each other. And while I do take people as I find them, a
simple cup of tea has meant that I can look at some of them in a much
different light.

We should do it more often.

Actually I think that we should have ride-outs between us, the fire
service and the police - it’d only help to improve our working relation-
ships (although we ambulance people and the police tend to get on
well anyway because we often attend the same sorts of jobs).

Ghosts of the Past

A tricky job to write up as it touches on a ‘thing’ that has squatted in
the back of my head for a long time. Something I thought I had dealt
with years ago but obviously haven’t. My mum will read this and I
don’t think it’s something I’ve ever really talked to her about, but I
asked her if I could write this and she agreed.

We were stuck in traffic on our way to someone with a headache. It
was a Green call so we didn’t need lights and sirens, we just had to
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trundle there, pick up the 20-year-old and trundle into hospital. It was
a nice easy job and got us a bit closer to the end of the shift.

Then we heard Control asking if there were any free ambulances to
attend to a female who was giving birth; the nasty bit was that the
woman was only 26 weeks pregnant. Control told everyone that the
baby’s head was visible. We called up and mentioned that we were on
a low priority job and if they wanted to send us we would quite hap-

pily go.

A crew was already on their way and as the information came in that
the woman had just given birth we were dispatched as a second crew

to help out. If she had given birth to such a premature baby then every
hand could help.

We were on the other end of our patch and the daytime traffic was
hectic, but I drove like a demon and we were soon there. The job was
at the top of a block of flats so we grabbed our kit, jumped in the lift
and made our way to the right floor.

The doors of the lift opened and standing there was one of my mates
with a tiny baby in his hands. It wasn’t breathing.

‘Do you want the baby or the mother?” he asked.

‘Give us the baby, we’ll run with it,” I answered. With that he handed
us the baby and the lift doors closed.

We were met downstairs by the father, who had run down, so we
rushed out to the ambulance to ‘scoop and run’, to get this baby to the
hospital as quickly as possible. All T could look at was how tiny the
baby was, it looked like the baby birds that you sometimes find fallen
from the nest. Its arms were like matchsticks, it was covered with
blood and there were no signs of life. My mate was in the back trying
to resuscitate the baby while I drove us the, thankfully, short distance
to the hospital.

We got to the hospital and the doctors there tried their best, but
inevitably the baby was declared dead soon after we arrived.

It turned out that the woman, while believing that she was 26 weeks

pregnant, was only 20 weeks so the baby didn’t stand any chance at
all.
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This job shook me up because I believed that the baby had a chance.

I was less than a year old when my mother gave birth to my brother
Mark; he was premature at 23 weeks’ gestation. Today, survival rates
for a baby at that age are around 17 per cent; back then in the 1970s
they were much lower. After a few days of life my brother died.

I thought that it was something that I had put behind me many years
ago, that T had a brother I’d never met, whose grave ve never seen.
It’s not something that we talk about much as it still pains my mum to
think about it. Some years ago, for no reason, I started wondering
what he would have been like if he had survived. I long felt Id put
those thoughts behind me, but looking at a child that I thought was 26
weeks’ gestation brought those memories flooding back. I wondered if
that had been what Mark had looked like.

At the hospital there was an officer. He told us to return to station to
have a cup of tea and a ‘de-stress’ and to return to work when we felt
able. Also, if we wanted to talk, he’d be around to listen.

A cup of tea helped, and I felt able to keep working after a little sit-
down. But now, as I write this, I can feel the sadness in my chest — not
for the child who never had a chance at life, but for the brother whom
I never met.

Pitch Black

It was supposed to be a simple job, pick the little old lady up off the
floor and either take her to hospital or leave her at home. Unfortu-
nately, there were a number of complications.

The first complication was that there was a power cut in the area. As
it was the middle of the night the whole place was pitch black. We
have lovely torches in our ambulances. Well, it turned out that we had
‘a’ torch.

It wasn’t working.
Brilliant, all our actions would be under the light of our pen-torches.

We managed to find the house quite easily; there were two candles in
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the window. The patient herself didn’t open the door, she was too
scared. Instead, one of her neighbours had a key to let people in. He
wasn’t much younger than the patient herself and had been drinking a
little.

We went in and, under feeble torchlight, managed to determine that
she had a black eye, a cut on her shin and a small cut on her face. She
refused to go to hospital. All she wanted to happen was to be put back
to bed.

I looked around, I couldn’t see a bed.

The patient sleeps on the sofa because she is too frail to climb the
stairs to her bedroom. So she puts lots of pillows on the sofa and
throws a blanket over herself. Because of the power cut she didn’t have
any heating.

Like Miss Nightingale before me, this (ex-)nurse was forced to clean
and dress the patient’s wounds under candlelight. My crewmate did a
good job of holding the candle, only dropping it the once.

Still the patient refused to go to hospital.

I asked her if she had any carers. She told me that her son came every
couple of weeks to stock her cupboard with food, but other than that
she had no social services/care input at all. This is partly why she was
sleeping downstairs on the sofa; she hadn’t been offered stairlift instal-
lation.

I wasn’t very happy to leave the patient at home, but she had the
capacity to refuse treatment so I had no choice. In a case like this I like
to have a GP come to visit to make sure that I haven’t missed anything
important (I know my limits). Unfortunately the emergency GP could-
n’t give us a time when he would be able to visit. The keyholder would
be going to bed (it was edging on to 11 p.m.) so there would be no one
to open the door for him.

So with some regret I arranged to have the patient’s own GP come out
to visit her in the morning. It was basically the best I could do for the
immediate future.

Then the patient needed to use the toilet, my (female) crewmate took
care of this (for which I’'m very thankful). It was about now, about half
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an hour too late, that I realised that the light on my pocket PC made a
really good torch.

For a longer term look at her care I filled in a ‘vulnerable adult’ form.
This got faxed off to our Control which then deals with any concerns
that we raise. In this case they will speak directly to the local social
services and hopefully they will provide some help to enable this
patient to live safely in her own home.

I have to do all this; it’s how I get to sleep at night. If I’d just left her
and crossed my fingers then I’d be worrying for days about her. By
doing all the above I’'ve done all that I can, and it is now up to the GP
and social services to do their job.

A conscience is a terrible burden sometimes.

Of course, it would have all been a lot easier if there hadn’t been a
power cut, if it wasn’t during the hours of darkness (when the regular
services all vanish) and if she opened her own door.

Actually, it would have been much easier if I’d been able to persuade
her to go to hospital.

For once I had some feedback from the ‘vulnerable adult’ form that I
put in: the patient had agreed to go to one of the nicer warden-con-
trolled flats just a few streets away. It’s good to know that some people
get a happy ending.

Google Health

I love Google, I really do. It does a wonderful job and helps me out in
nearly endless ways.

But ...

It seems that more and more calls that I go to have a computer running
in the background. These computers are often displaying a ‘health
information’ webpage. While I think that having readily available
information is a good thing, it is important to be able to interpret that
information. It is not enough to read and understand the words that
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are shown on screen, they need to be filtered through some form of
expert knowledge, even if it is just the skill to use a bit of common
sense.

Take, for instance, a job I went to recently. The patient was a fit and
healthy 25-year-old. He works on a building site and this involves
plenty of heavy lifting. For the last two weeks he has had pain in his
left arm. He’d already been to A&E because he was afraid that it was
something serious. The hospital did plenty of medical tests, all of
which came back normal.

So, why was he calling for an ambulance when the illness was so old?
He’d looked on a website and it had mentioned that left-arm pain can
be caused by having a heart attack. He’d read this then started to have
a minor panic attack. As he continued reading it also told him that dif-
ficulty in breathing is another symptom of a heart attack.

Now, most people would realise that, given his history, it would be
very unlikely that he would be having a heart attack lasting two
weeks. But this patient read the webpage uncritically and so convinced
himself that the cause of his pain was cardiac in nature.

Obviously this was one of our high priority calls so the FRU car was
already there although we weren’t too far behind. All I could really do
for the patient was to reassure him, check his vital signs and symp-
toms, and then drive him to hospital so that he could be checked out.
He was a nice enough bloke and he accepted that some of his symp-
toms were caused by his fear so for me it was an easy job and one that
got me off shift on time.

I think that you need to develop an easy-going attitude to these sorts
of calls; you can get very annoyed by those that seem like a waste of
time. I just put it down to fear and lack of knowledge, not something
a lot of people can do much about.

However, with that lack of knowledge, rather unfortunately, often
comes a lack of critical thinking about what turns up on an internet
search. While Google can be helpful, it isn’t the be all and end all and
you still need people who can interpret it.

163



Tom Reynolds

Another Monday Night

Lots of anger tonight.

The local A&E departments are full, the nurses in charge are doing
juggling acts in order to try to get patients in a position to be examined
by the doctors. Waiting rooms are full and in at least one case there are
no beds left in the hospital while plenty of patients need admitting.

I explained to one patient we brought in that this is why she had to go
to the waiting room — there just wasn’t room for her and her two-day-
old headache to lie on a trolley.

‘Fucking hospital, always some excuse!’

It took some restraint on my part to not shout at her to open her eyes
and take a look at the crowded department she was standing in, to
look at the staff charging around doing a dozen things at once, and to
consider that this headache perhaps wasn’t the highest priority illness
that night.

The expectation of patients is much higher than the care which can
reasonably be provided. Even when it is obvious that the department
is being overloaded, the desire to get their ‘serious’ problem cured
immediately leads to anger.

Patient tempers were flaring; the doctors and nurses were run ragged.
Multitasking is an important nursing skill, especially when not only do
you have to do all your normal nursing duties but you have to run
crowd control on angry relatives and the normal cast of drunks.

So please explain to me why those complete ‘expletive deleted’ morons
in the Department of Health are planning to close two of our local
A&E departments? When the current A&E capacity isn’t enough, and
there is a year-on-year increase in attendance, shouldn’t these people
be supporting the A&E departments rather than cutting capacity even
more?

Sorry, I forgot — we are supposed to be more ‘efficient’, people are
going to be treated in the community (by ambulance staff at some
point in the indeterminate future) and they won’t need to go to hospi-
tal. Eighty per cent of our calls don’t need an ambulance. But, and it’s
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a big but, they might need an ambulance, X-rays, blood tests and the
like to come to the conclusion that they didn’t actually need that
ambulance.

Of course, people will still want to go to hospital, and we are unable
to refuse. Then when they get there and see queues running out of the
door they’ll complain and make life awful for the folks who work
there.

This overloading of A&E departments is one of the things that led me
to leave nursing — and I haven’t missed the hassle nor the inability to
properly care for terminally ill patients because there were no pillows
or blankets in the hospital.

It’s sad, but one of my favourite nurses is in the process of moving
career because she’s getting fed up with trying to bail out a sinking
ship. I suppose that this is a governmental success; fewer departments
and fewer nurses mean less wages, which saves money.

I don’t know what they plan to do with the patients, though.

In the end the government decided not to close the hospitals, partly, I
suspect, because of the Olympics coming to the area. It didn’t stop
them severely cutting the services available at one of them, though.

Is It Wrong?

Is it wrong to want to punch a patient after he tells you to fuck off and
he’s going kill you? After you have been extremely nice to them.

This is our first job.

It’s going to be a long night ...

The Right Choice

There is a road on our patch that I’d never been to before; there are
only 30 or so houses in it. However, in the past two weeks I’ve been
there on four occasions.
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Last night I was there because someone had slipped and fallen on the
floor. Last week I was there for an ill child but it was the first two
times I went there that will stick in my mind. They were both on the
same day.

It was the first call of the evening, a ‘difficulty in breathing’ for an eld-
erly woman. We entered the house to be surrounded by a large
number of relatives. This wasn’t unusual as it was an Indian family
and they tend to be large. The patient herself was a very frail and bed-
bound elderly woman who had had many strokes in the past and was
dependent on her family for her care. It didn’t need the FRU para-
medic to tell us that she was extremely unwell. The patient was unre-
sponsive and had laboured breathing. She had a sheen of sweat on her,
a sign that her body was struggling, and she was completely unrespon-
sive.

It soon became obvious that the patient had pneumonia and wasn’t
shifting enough air to keep alive. We loaded her and one of her rela-
tives onto our ambulance and ‘blued” her into hospital. The relative
seemed resigned to our patient dying; we couldn’t disagree with them.

By the time we took our next patient into the same hospital, all the rel-
atives had arrived. They had spoken with the doctors and it was
decided that it was in the best interests of the patient to not pursue any
active treatment, and instead to let her die. The relatives had asked if
they could take her home, and the hospital was in the process of
arranging transport for her.

It must have been a hard decision to make — having seen many, many
futile attempts to save someone’s life, it always seems to involve pain
and suffering as needles are pushed through skin, drugs with nasty side
effects are given and breathing tubes are inserted. It was brave of the
patient’s relatives to make that choice that this moment was the end of
their loved one’s life and that it should be as peaceful for the patient as
possible.

It was less than an hour later that we were called back to the same
address; the job was given as ‘patient deceased’.

What had happened was that the hospital transport had taken the
patient home and, before they left, the patient died. They then advised
the relatives to call for an ambulance.
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So we arrived and everyone decided that it was for the best not to
resuscitate her. We offered our sympathies and arranged for a GP to
come out to certify the death.

The family were lovely; they offered us tea and thanked both us and
the hospital for what we had done. We hadn’t saved her life but we
had allowed her to die with some dignity at home, rather than being
treated futilely on a hospital trolley.

When I went back to the same address a couple of days later (for the
sick child), I saw the funeral notice on their front door. Last night
when I went back to the same street for the woman who’d fallen over,
one of the family came out and thanked us again.

Four times to one small street and for a family and a job that I’ll
remember for a very long time.

The Slow Attrition of the Soul

It is 3 a.m., it is cold and dark and damp. I am tired and fed up and
sad.

My heart is being broken by a deeply demented 65-year-old woman
who can only whimper and cry for no obvious reason. She can hardly
talk because of the dementia, crying quietly to herself is now the only
thing she does.

She is clean and well looked after by her daughter who, a couple of
months ago, suddenly had her mother-as-a-child, in addition to her
own children, to look after.

It’s jobs like that which slowly destroy your soul.

Knee

I have a problem with knees, partly it’s because I'm slightly squeamish
about them, partly because when they break or dislocate it is incredi-
bly painful for the patient.
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Our woman had slipped on a wet floor, she had landed on her knees
and, after we drove across most of our patch to get to her, we found
her lying on the floor.

Upstairs.
In a narrow corridor.
She wasn’t a ‘small’ person either.

My physical examination led me to believe that she had broken or dis-
located her knee — it was a bit tricky to examine her in the enclosed
space she found herself, her weight didn’t help either.

The patient was lovely; she understood why she had waited so long for
an ambulance. She’d also taken some painkillers before we arrived,
something that is an absolute rarity. She was nice to talk to and when
I explained that we would take things slowly for her benefit she under-
stood.

First thing that I did was to give her some of our painkiller gas
Entonox. Then I'slipped a splint around her injured knee. This combi-
nation seemed to help the pain a lot. She further proved to be a good
patient by immediately understanding my instructions on how to take
the Entonox — another rarity in our area.

The staircase that we needed to get her down was steep and narrow;
there was no way we could use our carry chair. She would have to be
strapped to our scoop and carried down the stairs that way. But we
would need help.

I’'m six foot one, my crewmate is five foot eleven and a half, not the
best combination of sizes for getting a large woman downstairs on a
scoop — although my crewmate would like you to all note that she
(believes she) is the strongest one out of the two of us. So we called
Control for assistance, namely another crew or an FRU person. We
were assured that one would be on their way.

While we were waiting we placed the patient on the scoop and started
the long process of strapping her to it so that, when we tilted it by 80
degrees to get her out of the house, she wouldn’t slide out of the scoop
like someone being buried at sea.

After some time one of our emergency care practitioners arrived and
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he gave us some much-needed help in manhandling the patient down
the stairs and into the ambulance. We took the patient to hospital
where X-rays showed a dislocated knee.

This is what I like about my job. This job wasn’t about saving some-
one’s life, it was about causing the patient as little pain as possible
while solving the puzzle of how to get her out of the house all while
keeping her as calm and happy as feasible. It’s not a buzz, but it is the
satisfaction of a tricky job well done.

Extended Role

I had a job that required me to undertake an extended role.

The call came down as ‘Patient’s own hospital bed broken, patient
stuck’, rather predictably I had visions of some little old lady folded in
half by a malfunctioning electric bed.

The “patient’ was sitting in her chair, her husband was running around
flapping and the domestic carer was looking confused.

The bed was a type that I had never seen before. It had a hydraulic
ram underneath it which tipped the mattress on end by 90 degrees, I
suppose so the patient sort of slid into an upright position.

The bed was stuck in this upright position — if the sheets had been
black it would have looked like the Monolith from 2001.

After some fiddling around (a technical term) I managed to get it into
the horizontal position and checked that it would raise and lower as
designed. Pm grateful for my various experiences fixing broken things.

So ten minutes later, after pointing out the rather large print on his
bed’s instruction folder (which said ‘Emergency out of hours techni-
cian ring 0800 xxxx’), we left another satisfied customer.

I decided to have a joke with Control.

‘Control, the patient’s bed is fixed. I’'ll do my paperwork for this job
then I’ll be ready for any blocked gutters or windows that need fixing.’

Funny how people panic and call us.
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The Stanford Experiment

I’ve written before about how I am a different person when I'm wear-
ing a uniform, how I am more confident, more proactive and some-
times louder. The reverse is also true and I think that this is, in some
way, because of the way that people treat me when I’'m wearing the
uniform.

People see me in uniform and permit me to direct them, advise them
and do things physically to them. Without the uniform I can’t do this.

It all became obvious on the way home from the centre of London one
night. T was using the tube and, on travelling up an escalator while
changing between lines, came across a man who had collapsed.

There were two members of the public with him, a station officer and
a station cleaner. As I approached I saw that he was pale and sweaty;
he triggered that bit of my brain that says ‘this person is properly ill’.

I tried to walk past, I really did. I think I got two steps beyond him
before turning around and returning.

‘Hi there, I work for London Ambulance, can I help?’

He’d apparently become dizzy and then had collapsed. A little chat
with him revealed a significant history of internal bleeding in the past.
Feeling for his pulse I couldn’t find one in his wrist, which meant that
he had a very low blood pressure. This would explain his pallor and
sweatiness.

I asked the station officer if he’d called an ambulance and he mumbled
something in the affirmative. I tried to take control of the situation,
but it all came out a bit vague and quiet. I put the cleaning bucket
under his feet to try and raise his blood pressure a little and awaited
the ambulance.

All the time this was going on I was feeling rather vulnerable, unlike
when I am ‘on the job’. I could also tell that the people I was with
weren’t taking me as seriously as they would had I been wearing a uni-
form.

The ambulance crew arrived and I handed the patient over to them.
They didn’t seem impressed, again probably because I wasn’t wearing
my uniform.
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As T walked away I felt rather bad. If T had turned up in an FRU car
then the job would have felt very different, but without my uniform I
wasn’t as confident.

It’s funny what a green shirt can do for your confidence.

Da Boss

‘Our eyes met across a crowded room.’

One of the things that Peter Bradley, the boss of the London Ambu-
lance Service, does is to occasionally come out on the road and do a
shift working on an ambulance. Last night he was in our area teamed
up with a team leader, running an extra FRU car. Whenever he has
been around I’ve not been working; however, last night I was working
at the same time.

We were called to a 37-year-old man who was ‘suspended’, not breath-
ing and with no pulse. Control told us that there was a hysterical
woman on scene and that it was a child who had called us. We rushed
around there and saw that a passing teenager had asked for us. Hop-
ping out of the ambulance I saw an FRU pull up behind us. In it was a
team leader ... and da Boss.

My crewmate and I ran into the house and found the man dead. Stick-
ing out of one leg was a needle and on a nearby workbench there was
some citric acid, a spoon, a lighter and other drug paraphernalia. It

looked like he had overdosed.

There was nothing that we could do except for wait for the police. The
team leader and da Boss looked after the distraught wife and the man’s
young daughter, while my crewmate and I made sure that no one
altered what could be a crime scene. It’s very sad to see someone so
young dead, and to leave behind such a young child is terrible. We try
to rationalise this by saying to each other that perhaps she is better off
without a drug user in the house, but ... T just don’t know.

Da Boss and the team leader came back in with the police to show
them the body and I bid farewell to da Boss with a cheerful, “Welcome
to Newham, sir.’
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The team leader seemed very eager to get him away from me, [ have no
idea why. This was a shame as I would have liked to have asked him
how crap it felt to be screwed over by the government so much.

Actually, I think that may have been why the team leader was so eager
to get him away.

I can still picture the house as I stood in it hearing the crying mother
and child as the team leader told them that their husband and father
had died.

Standing Back

There are times when it is simpler, and better for the patient, to stand
back and let the relatives decide the best course of action.

I went to an older woman who had suffered from a stroke some time
earlier. She had made as good a recovery as was expected and was
being looked after in her home by her family and some paid carers.
There was a lot of equipment in the house. Lifts and hoists had been
installed; the patient had a modified wheelchair and a specialist bed.
The reason why we had been called was because she had developed a
chest infection — this can be very serious in someone who is essentially
bedbound — and so she needed to go to hospital.

As I walked into the house I sensed a vague negative attitude towards
us. It may have been that they were waiting some time for the ambu-
lance (as it was one of our low priority calls), it may have just been
that they were rightfully unhappy that their mother needed to go to
hospital again. So the atmosphere in the house meant that I would
have to handle the family carefully. They had a lot of experience with
their mother so, where we would normally barge in and take control
of the situation, I decided that I would discuss the best way to move
the patient with them.

At every one of my suggestions I explained the reasoning behind my
thinking, and I let the family use their equipment to carefully, and in
their own time, move the patient to the hospital.

At the end of the journey the relatives were a lot happier, all because I
let them do most of the work.
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Two in Two Nights

It was a bit of a ‘stabby’ weekend. I don’t normally do ‘sexy’ calls but
for some reason I had two stabbings on two consecutive nights.

The first was a young man who had been attacked in the street. His
main injury was a stab wound through his thigh. He’d leaked a fair bit
of the red stuff but not enough to particularly worry us. He also had a
slash wound across his chest but this was fairly minor. What made the
job tricky was that there were around 40 youths milling around, all
wanting to talk to their ‘bruv’.

Our patient was more concerned with getting his mobile phone back
from one of his friends. I’'m guessing, given his demeanour, that he
wanted to arrange some retaliation. Meanwhile, more and more of his
friends were arriving and causing trouble for the police. For some
reason the people of Newham seem to enjoy ignoring ‘Police: Do Not
Cross’ tape.

We ‘blued’ him into the local A&E where he was treated (and proba-
bly discharged later that day).

The next day had another stabbing, this one somewhat different.

The patient didn’t want his girlfriend to leave him so he stabbed him-
self in the stomach.

(No, I have no idea either, especially as this was the third time he’d
done this to himself.)

What made it annoying was that the patient was pretending to be
unconscious. As it was difficult to see how deep the wound went, and
we had been told that it might be three inches deep, we ‘blued’” him
into the local A&E. After the doctors there poked a metal probe into
the wound they discovered that it was a minor injury. I left him in the
A&E still pretending to be unconscious.

The police officer who came with us just wanted him to admit that it
was self-inflicted then he could leave. He was only there to check that
it wasn’t the patient’s girlfriend who had stabbed him.

As one wit mentioned to me, the reason that people ignore the police
tape is because they think it only applies to the police — the tape should
read ‘PUBLIC: Do Not Cross’.
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MHU Transfers

One of our more regular jobs is to the Newham Mental Health Unit
(MHU). It is one of the more bizarre side effects of the way that the
NHS is structured in that while the MHU shares a physical site with
Newham hospital, they are completely different trusts.

As each trust has its own portering staff, if a patient needs to be moved
from the MHU to A&E ... they call an ambulance.

So we get calls to patients who need to be moved a grand total of 400
yards down the road. I’ve worked in hospitals where you would need
to wheel patients on trolleys for longer distances just to get them to the
wards. Unfortunately neither trust will take responsibility for wheel-
ing patients between the two buildings.

It doesn’t help that I’'m not enamoured of the medical care for people
in the MHU.

Sometimes we will be called for something as simple as a chest infec-
tion, or that the patient needs blood tests or an X-ray. Sometimes you
will go to something that sounds difficult but which ends up being
something simple.

Take, for example, the last time I went there. The patient was a young
girl and her diagnosis was ‘pulmonary embolism’. This is a serious and
life-threatening illness; it is a clot on the lungs which causes severe dif-
ficulty in breathing, shock and death.

This patient, however, had none of the risk factors or symptoms for
this. She was shaking like a person with Parkinson’s disease but her
vital signs were all normal. She had also been in this state for a couple
of days.

It looked to me like a toxic amount of one of her anti-psychotics.

Oh well, 400 yards later and she was safely in A&E where they
quickly ruled out an embolism and sent her back to the MHU in one
of the private contract ambulances. I’d be interested to see how much
that trip cost the hospital.

The cause of her illness?

A higher than normal level of anti-psychotic in her blood.
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No Boom Today, Maybe Boom Tomorrow

I was working a late shift when I got sent to an RVP (rendezvous
point). These are normally used when there is a suspicion that there is
some violence in the offing — the last ones I have been to were for the
arrest of someone over firearms offences and for the possible stabbing
of somebody in a domestic violence case. Both of which were unevent-
ful; the arrest went calmly and the ‘stabbing’ was actually a ‘stabbing
pain’ with a thick accent.

This one was different; someone had smelt gas and had called the
authorities. The fire service had arrived and cordoned off the road, the
police were there to manage the scene and we were called in case
something went ‘boom’.

We were left alone with these other services for quite some time. Nor-
mally there would be a DSO (Duty Station Officer) at an event like
this, but I think he was halfway across town. So I promoted myself to
‘Ambulance (Non-)Officer In Charge of Scene’. It’s what we are sup-
posed to do with major incidents; the first person on scene takes
charge until someone with some pips on their epaulettes turns up.

I promise that I didn’t stroll around trying to look important.

I found the fireman with the white helmet (the white helmet means
they are an officer) and had a chat with him; then I found the police
officer in charge and chatted with him. I updated Control, then chat-
ted some more with the police about the weather, our stab vests and
why they make such good body warmers, and finally about the people
who didn’t want to be evacuated from their homes.

The man from the gas board came and went with various technical
bits of equipment, then told the fire officer that he needed someone
above him to declare it safe. The woman from the council’s emergency
planning group turned up and I had a chat with her, and managed to
wangle an offer for a cup of tea.

So we waited some more, until our officer finally turned up and tutted
that it was me there. In his words, “Why is it always you at the centre
of the chaos?’

I informed him that as I was in charge, there was no chaos.
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A bit more of a wait around before the scene could be declared safe
and we could all head off. T left just as they were about to dig a hole to
see if the leak was worth repairing.

A nice easy job, no one was hurt, which is always nice, and it managed
to last me until the end of my shift so I even got off home on time.

A Little Good

We were met at the door by a man whose face was covered in blood.
The blood wasn’t his.

There were two ambulances parked outside, one of which was mine.
There was also an FRU. We had been given the job as ‘Male, sus-
pended’ and if the manpower is there then Control will send two
ambulances. As we were both running from our station we had fol-
lowed each other down the road.

We had arrived on scene to find the man, in his fifties, the only living
person in the house. His mouth was covered in the blood of his child-
hood friend. Standing outside were a lot of crying women. Lying on
the kitchen floor was our patient and he was surrounded by blood.
There was blood on the cupboards and the walls; there was blood on
the floor. In the sink there was blood and lumps of lung tissue.

It was obvious that we were not going to be able to do anything for
him.

His friend had been doing mouth-to-mouth but the blood that filled
his lungs had rendered this best of intentions useless.

The patient had been suffering from lung cancer. While watching the
telly he had developed a coughing fit and, coughing over the sink, had
showered everything with blood and then died.

So we did what we thought was best. After talking to the relatives, we
cleaned the kitchen and our patient; we took away the blood-soaked
clothes. Putting a dressing in his mouth to prevent leakage we placed
our patient in a carry chair and took him upstairs and laid him in his
bed. Once there we arranged him so that he looked like he was sleep-
ing.
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By the time we were finished the kitchen was spotless and the patient
was clean and looked restful.

We then helped the family get in contact with the undertaker and with
the GP. We offered them the only help that we could — they had lost
their husband, their father and their friend. We couldn’t save his life,
but we could try to reduce the hurt in those whom he left.

And you go away from a job like that thinking that you did some
good, even though you didn’t save a life.

Anger

I’m writing this when I should be in bed, but I can’t sleep. I can’t sleep
because you made me angry.

You could have been anything; you could have been a doctor, a
teacher, a father. Your family didn’t seem poor, you lived with them
and now you are dead.

Twenty-three years old, a heroin addict.

We tried everything we could, two ambulances were sent. You had the
best treatment you can get outside of a hospital, but I guessed that you
would stay dead when I saw you lying on your bedroom floor. T was
pounding on your chest and all I could hear was your mother crying. I
tuned out that crying because we were so busy. There was a little girl,
perhaps four years old, she was crying as well. Was it your little sister?
I could only ignore her as well, for we were carrying you out of the
house.

I didn’t have time to register the crying, we were too busy trying to
start your heart.

But what did register with me? Sitting outside the hospital while my
crewmate was doing his paperwork I saw your grandparents being led
away in tears. They were broken. Twenty-three years ago they proba-
bly thanked their God that you were born safely. Their dreams proba-
bly had you as a doctor, a teacher, a father.

Now you are dead, and why? Because you sought heroin; because you
wanted that pleasure above everything else.
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I don’t care about you.

I care about your grandparents, your parents, your brothers and sis-
ters. I want to go back in time and, like the ghost of Christmas pres-
ent, show you where your path will lead. I want to slap you awake
and show you what you have done to your family.

Was it worth that pleasure?

Yes. This job did piss me off. Sorry. And it did cause a sleepless night.
I was told by someone much smarter than me that [ wasn’t a cynic, but
that I was often disappointed by the failure of others to live up to their
potential. I guess that this job hit all those buttons.

A Night on the FRU

Grief — a Saturday night alone on the FRU makes for a not very happy
ambulance man.

I was just snuggling down for a little kip on station. It was about three
in the morning and all seemed quiet, the temperature outside was
somewhere around freezing, so lying on the sofa wrapped in my fleece
was looking like a really good idea.

Obviously, the activation phone decided to ring and I soon found
myself speeding far out of my area to a ‘life status questionable’.

His life status wasn’t questionable, his sobriety was. One of our
friends from Europe, he had been drinking and decided to have a sleep
in the doorway of a shop. Granted if I hadn’t gone and woken him up
he may have frozen to death. As he was a nice enough bloke I couldn’t
be too angry. It also put me very close to the Log Cabin, which meant
I could go and have a hot, filling ‘gob job’ before trying to catch forty
winks.

Of course, halfway through the cooking of this gastronomic delight I
get another job. I could tell what sort of job it was going to be — some-
one had dialled 999, said ‘Hello’ then hung up. For some reason
(maybe one to ask our Control), this was coded as another ‘life status
questionable’.



More Blood, More Sweat and Another Cup of Tea

‘Tll be back in a minute,’ I said to the domestic goddess cooking my
burger.

I dutifully screamed through the streets of Whipps Cross to find, to my
utter surprise, an empty phone box.

‘Hello Control,’ I called up on my radio, ‘I have a lack of any dead or
dying people here, please cancel the ambulance, 'm calling it as a
hoax.’

It was then a quick drive back to collect and eat my burger.

The drive would have been quicker had some drunk not tried to jump
into the car so I could ‘just take me up the road’. When I refused I was
sworn at, but that didn’t bother me much as I had a nice hot burger
waiting for me.

The jobs I did that night were:

2 hoaxes

1 painful knee

1 hot child

1 drunk ...

and an alcoholic with liver failure.

This is not good when you need inspiration for writing.

Attention

Everyone was ignoring the patient.

We’d picked her up after an episode of a recurrent illness. She was
going to be fine but I felt sorry for her. Hardly anyone was talking to
her; they were all distracted by her partner. I worried about how safe
her partner would be in the back of our ambulance. It turned out that
it wasn’t a problem.

When we got to the hospital the staff there were more concerned with
the patient’s partner and she did cause a few organisational problems



Tom Reynolds

although she was a big hit with the department. A few other patients
looked a little worried by her presence.

It made me feel bad. I felt that the patient was being ignored with
everyone paying full attention to her partner. So I made sure that I
talked to the patient. ’'m guessing that although she was used to such
reactions she would still feel upstaged.

‘T bet you get ignored a lot when you are with her,” T said to our
patient.

“Yes, but you have to get used to it,” she replied.
But why was all this attention being lavished on our patient’s partner?
Because our patient was blind and her partner was a guide dog.

Sure, it’s an unusual thing to have to deal with a guide dog in an A&E
department (although when I worked in A&E we had a regular), but
it still surprised me that playing with the dog or talking about it
seemed to be more important than putting the patient’s mind at ease.
Maybe it’s because I’ve got a mate who is registered blind, but it just
seems rude to put all your attention on their dog, no matter how cute
they are.

§§9

Meal-Breaks

For the first time ever, ambulance crews are going to have rest-breaks.

For too long we have been working twelve hours a day without a
break. Sure, we may be able to sneak a cup of tea at hospital, but if we
take longer than half an hour to unload the patient, hand over to the
nurse, clean and restock the ambulance and finish our paperwork so
that the patient can’t sue us, then we often get asked if we could ‘green
up’ for another call. Trust me when I say that it can easily take longer
than half an hour to do all the above.

We rarely get to see our station; too many people call us and we simply
don’t have enough ambulances to deal with all the drunks, cut fingers
and coughs and colds that we get sent to.

European legislation means that we should all get a short rest-break. If
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you work for twelve hours, is it really too much to ask for a half-hour
break at some point?

Apparently it is too much to ask for the Sun.

Some journalist, who can no doubt have plenty of cups of tea during
her day, decides to attack our service for (a) following the law, and (b)
treating its staff like human beings who need feeding and watering.

You can see the headline now, ‘My Mum Died While Medics Drank
Tea’.

It can be hard work on an ambulance. While a lot of our work is fairly
simple, there are days when, not only are you run ragged, but you also
have a string of tricky jobs. Why shouldn’t we be like everyone else
and get a break? The police have meal-breaks, nurses have meal-
breaks, doctors have meal-breaks and the fire service has meal-breaks
(if I were being uncharitable I would say that the fire service has occa-
sional breaks in their meals for work).

So why should we be any different?

We make enough sacrifices for this job — shift work knocks years off
your life, wrecks your health and social life. We go into dangerous sit-
uations on a daily basis, get beaten up and sit in enclosed spaces with
infectious patients. We also don’t get paid enough considering how the
government keeps expecting us to hold together the tatters of the
NHS. Until we got breaks we would also be eating unhealthily, wolf-
ing down fast food between jobs. Physical fitness is a concern for us —
gym memberships are a waste of money when we work half the time
they are open.

So the Sun, rag that it is, wants us to work like robots. Instead, they
should ask why, despite meeting targets, regardless of an annual
increase in calls, and despite being told we should cover the shortfall
in GPs and A&Es while the government takes money away from us,
we can’t have more ambulances. Ask why we have to go to people
who have stubbed their toe, got a wart on their foot or have ‘man-flu’.
Ask why, after dark, it’s us and the A&E departments against the
world as all the psychiatric teams, social workers and care home staff
vanish along with the sun.

Maybe that would be proper journalism.
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I’'m already hearing about crews getting abused because of the news-
papers writing articles speculating about patients dying while we sit
down and eat some grub. One person has already reported being
shouted at while having a sandwich, while another received abuse
from a patient with a cut finger (needing only a plaster) — all because
they think we should be running around saving lives. It only needs
someone to abuse me on this subject and they would get a lecture on
how you shouldn’t believe everything that you read in your newspa-

per.

In reality meal-breaks won’t make much difference in responding to
emergency calls. It just means that the ‘stubbed-toe brigade’ will have
to wait half an hour for their free taxi to hospital, while true emer-
gency calls will be covered as well as they are at present. Being able to
have a protected break may also mean crews will be refreshed so that
they will ‘green up’ that bit faster, improving our response to those
genuine calls.

Battered

The radio squawked into life. ‘Can anyone assist with an emergency
call in Alice Street?’

We were around five miles away and there were three ambulance sta-
tions between us and the call. Obviously, everyone else was further
west than us or already busy on their own calls.

‘Sod it,” I said to my crewmate.‘It’ll be fun for you to have a decent run
on blue lights.’

So we made our way there as quickly as we could in the traffic that
seems to come from nowhere at 11 p.m. in east London.

As we approached the scene we saw our FRU already on scene along
with a van full of police. My heart sank, I knew that this wasn’t going
to be a simple job as I could see the police stringing the ‘Do Not Cross’
tape around where our patient was lying. The locals, as usual, were
ignoring the tape; the police were getting exasperated.

Jumping from the ambulance I headed over to the patient. Our FRU

182



More Blood, More Sweat and Another Cup of Tea

paramedic was leaning over the patient’s head and as he straightened
to greet me I saw that the patient’s head was ... well ... mushed.

He had huge swellings around his eyes and head; he was semi-con-
scious and covered with blood and vomit.

‘Apparently,” our FRU told me, ‘he’s been hit once with a lump of
wood.’

Looking at his head I wondered why, if he’d only been hit once, it was
such a strange shape.

‘OK,’ I said, ‘we aren’t going to hang about, let’s run him to hospital.’

There was some commotion as his drunken friend gave his story in
fractured English to a police officer, while more locals ignored the
police tape which was cordoning off the crime scene. I needed to know
how many times the patient had been hit, as it would change my treat-
ment of him. His friend was adamant, he was only hit the once and his
face normally looked misshapen. It wasn’t outside the realms of possi-
bility that our patient was just ... ugly.

As we lifted the patient onto the trolley he let forth a long stream of
vomit which managed to lightly splash my boots.

In the light of the rear of the ambulance I could take a closer look at
our patient — he did have a very lumpy head along with plenty of soft
tissue injuries to the face. One eye was swelling up and he was still
leaking blood from a large cut on his scalp. He was still semi-con-
scious and I made the decision to ‘blue’ him into hospital.

But which hospital? If I was sure he had a brain injury then I could
take him a couple of extra miles to a hospital with a neurology unit,
but if his drowsiness was as a result of alcohol (and we had been told
that he had been drinking a lot) then the much closer local A&E was
a better bet. In the end I decided on the closer A&E, they would be
better able to assess him and if needed could easily transfer him to the
hospital with the neurology unit.

So, after making sure that he hadn’t been stabbed or shot (not unheard
of in east London), we started towards the local hospital.

The police officer who travelled with us asked if our patient’s injuries
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were life threatening. I could only reply that it was a possibility but
he’d have to wait until the hospital ran some more tests.

It was only as we were pulling into the hospital that I noticed one of
his pupils was getting larger where previously they had been equal.
This is not a good sign as it is an indicator of a serious head injury; it’s
normally quite a late sign, though, and he didn’t look that neurologi-
cally impaired. Still it was too late to change our destination. During
the transport he had turned his head to vomit on the floor, and on
arriving at the hospital did the same on the lift of the ambulance.

Straight into resus and I gave my handover to the doctor in charge.
The team descended on him and, after booking the patient in, we left
to begin the long, smelly and mucky task of cleaning out the back of
the ambulance (and changing my now spattered uniform).

We went back to the hospital later to find out what had happened to
our patient. After exhaustive tests it was found that his facial bones
had been broken in several places and he had a fractured skull. His
friend had obviously been lying when he told us that he had been hit
only the once. The reason why the patient’s pupil had started to
change was because the optic nerve had been damaged. There was a
strong chance that he would lose the sight in the affected eye.

Thankfully, I"d made the right decision. After CT scans it was deter-
mined that there had been no brain injury and that the reason he was
so out of it was because of the alcohol he had drunk over the night.

It later transpired that the beating was in part due to the ‘inter-tribal’
warfare that often takes to the streets of London. Country ‘A’ hates
Country ‘B’, and so they decide to beat each other up. The ambulance
service and A&E departments along with the police are the lucky souls
who get to pick up those pieces.

The Long Job

‘Patient is suspended.’

We rushed to the scene. The FRU had arrived seconds before us. The
patient, an elderly man, was lying on the floor. He wasn’t breathing,

he didn’t have a pulse and he looked dead.
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‘He’s dead, isn’t he?” asked his wife. I could tell by the look on her face
that she knew he was dead.

I could only tell her the truth. ‘He isn’t breathing at the moment and
his heart isn’t beating. We are doing everything that we can for him,
but you should expect the worst.’

She nodded; she’d seen the colour of him and seemed resigned to his
death.

My crewmate put the defibrillator pads to his chest — he was in ‘VF
(ventricular fibrillation), a rhythm that we shock. So we shocked him
and did some CPR, all according to our training. Then we shocked
him again, gave him some drugs, breathed for him, shocked him again
and eventually (and surprisingly) got a pulse back.

We all looked at each other - this sort of thing doesn’t happen to us.
Normally our dead patients stay dead.

We packaged him up for hospital, three times his pulse stopped but
after a couple of minutes of chest compressions he’d get it back. Surely
this wouldn’t last, eventually he would die.

His wife seemed confused but happy. Perhaps he wouldn’t die after all.

We rushed him to the hospital. I think he lost his pulse twice more,
each time we got it back. By the time we reached the hospital he was
chewing on the breathing tube.

The hospital worked on him for a long time — still he didn’t die. They
tried everything, they even gave him a drug that costs more than £600
in the hopes that it would help stabilise him. They did everything; they
thought that he might have a chance as well.

His wife had hope. The last we heard was that he was transferred to
another hospital where there was an intensive care bed. P'm guessing
that I’ll never learn what happened to him in the end.

I wonder if it was for the best that we saved him. My guess would be
that, even if he does make a recovery, he will have some form of brain
damage — he went without CPR for too long. The alternative is that he
never leaves hospital. I wonder if his wife will continue to hope until
he fades away in ITU.

From her acceptance that he was dead, to a probably vain hope that
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she would get him back, I wonder if it was cruel that our resuscitation
was ‘successful’. At the time we have no chance to make such deci-
sions, we do what we do and get on with it. It’s later, as you see the
family around the patient, the monitoring machinery showing life but
the patient making no movement, only then do you wonder if it is
right.

I can’t remember many of the people who die despite my best efforts
(the cynical would suggest it’s the sheer numbers I see that make it
hard to remember). But this one will stay with me for some time.

I found out that the patient died two weeks later — it seems cruel now
that we dragged his death out like that, but that is a thought that only
comes with hindsight.

Christmas

Half past five and Pm getting up for work. How is that right or fair?
It’s not all bad, though, ’'m working with one of my favourite people
and she is bringing food.

The shift runs from seven until four. With any luck it’ll be a nice easy
one.

6:52

Preparing the ambulance for the shift, making sure it is fully kitted. All
the while drinking a big mug of tea.

8:25

Got called an ‘angel’ by our first job at five past seven, a very nice 63-
year-old chest pain. Patient called the emergency GP first which, con-
sidering his cardiac history, was probably the wrong thing to do.
Cardiac chest pain = 999 in my book.
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9:26
A little old lady who tripped and cracked her head open. She broke my

heart and I found myself emotionally bullying the nurses with the
phrase ‘we need to show some Christmas spirit’.

9:46

Bless them all — loads of businesses got together and sent us food for
Christmas. I'm devouring the chocolate now.

11:34
Another little old lady who fell over last night but ‘I didn’t want to
bother you’ so waited until this morning to call us. A lovely woman

who may have cracked a rib. She has lots of friends who were all con-
cerned for her and were very helpful for us (again, a rarity).

12:43

A run out of our area for a 50-year-old with a cough that he has had
for three weeks. Quite a thin chap, which always makes such things
look worse.

13:37

Matern-a-taxi.

15:38

Another little old lady; this one fainted. Both her and her family were
lovely.

Half an hour until the end of shift. Will T get another job?
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16:11 — Hometime
No late job (thanks to the kindness of Control) so now ’'m heading
home for the family dinner and the exchange of swag.

Back tomorrow for more of the same ...

16:38 — Or maybe not ...

... And of course as I go to drive to my mum’s for dinner, the battery
on my car decides to stop working. So I’'m sitting in the car, in the
dark, awaiting a pickup.

Merry Christmas all.

Man Down

You are going to love this ...

I’'m at work, it’s 7 a.m. and I’'m checking the ambulance to make sure
that all the kit is there and that it is placed where I can find it. As it is
7 a.m. and I’'m not a morning person I drop the electronic thermome-
ter, part of which falls under the trolley bed. I get down on hands and
knees to retrieve it ...

... and hear a pop in my right knee.
Lots and lots of excruciating pain follows.
So I collapse onto the floor and scream a bit.

One of my stationmates hears me and comes to investigate. “What the
bloody hell* are you doing down there?’

He goes and gets some help. Help to stand there, point and laugh at
me. He includes some trainees in the mockery. I think he is getting his
revenge because I keep calling him tubby.

*He may have used words stronger than ‘bloody hell’.
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I get given some Entonox, a painkilling mixture of nitrous oxide and
oxygen. Nitrous oxide is better known as laughing gas. For some
people this gas does nothing, for me, three puffs in and 'm giggling
like a schoolgirl and can feel hardly anything. That which I do feel
doesn’t seem that important. I laugh a lot, use my good leg to get onto
the ambulance trolley, and have some more Entonox.

Mobile phone photographs are taken.

The trainees take my blood pressure, pulse and the like. I refuse to
take my clothes off as I am a bad patient. I am also, as the young
people say, ‘off my head’ on the Entonox. It’s good stuff, and to think
they give us huge bottles of it to play with.

At the hospital, in between giggles, T am assessed by my favourite
nurse (who, sadly, is escaping that A&E department soon) and I get
seen by an emergency nurse practitioner. I get a full exam, a justifica-
tion for an X-ray and good clinical skills.

The X-ray shows an effusion and maybe some ligament damage. I may
get an MRI scan in the near future.

My duty station officer arrives. His first words? ‘If 'd known it was
you I wouldn’t have bothered coming. I thought it was one of the
trainees.’

He is, of course, joking.

So I'm hobbling around on crutches, with painkillers should I need
them and an appointment to see the knee surgeon in a little while.

A big thanks to everyone involved, from my stationmates to the folks
at the hospital, the care was excellent.

Pre-Christmas Crisis

Our patient was in his mid-forties. He had called us from his mobile
phone to tell us that he had suffered a fit. While 'm used to people call-
ing us if someone has a fit in front of them, the patient themselves phon-
ing us is unusual (and normally means that they haven’t had a fit at all).

We found him sitting on the ground, beside a bus stop. It was one of
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the really cold days and so it came as no surprise to me that he felt like
a block of ice. Our ambulance is warmer than an A&E department so
I decided to sit and chat with him a bit so that he could warm up.

He told me that he was an alcoholic and that he hadn’t eaten or slept
for the past three days. A look into his eyes and I could see that it
wasn’t just alcohol that was his problem. I questioned him further and
he admitted to taking ‘speed’. If he was taking speed then I wasn’t sur-
prised that he hadn’t slept for the past three days.

I checked him over to see if the cause of his seizure was anything we
could treat. All his vital signs were normal although we couldn’t check
his temperature as our electronic thermometers stop working if it gets
too cold.

His home address was on the other side of London, so I asked him
why he was on ‘my patch’.

‘It’s my daughter, you see,” he told me. ‘She’s in foster care around
here, but I want to see her for Christmas. I even bought her a present.’

I'looked around in vain for something that might be a Christmas pres-
ent for a little girl.

‘I'sold it so I could get some cider.’

He’d been sleeping rough and in hostels after losing his daughter to
social services. He’d been drinking so much that he had started to
have alcoholic seizures. Instead of eating properly he had been drink-
ing cheap strong cider and taking amphetamines. Then he had bought
his daughter a Christmas present and sold it for a few cans of cider. If
I left him where he was there was a good chance that, without a decent
meal inside him, he’d freeze to death.

So I did the only thing that I could do —I took him to hospital.

Then I had to put it out of my mind and do my next job.

Bus/Follow Up

We were at the Royal London hospital; I was working with someone
who is fairly new to the job. I like working with new people, they tend
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to not have any bad habits and I can sound like the voice of experi-
ence. My crewmate was one of those steady guys, he’d been out of
training school for some time and I could rely on him not to do any-
thing daft on scene or on the back of the ambulance.

As I mentioned, we were at the Royal London hospital having taken in
the latest ‘difficulty in breathing’ that was, in reality, a runny nose. The
whole shift had been like this, ‘nothing’ jobs that were simple walk-on,
walk-off affairs.

‘Attention all cars, attention all cars — ambulance required for a Bus vs
Lorry RTA in Barking.’

I was driving, my crewmate was the one looking after patients; he
looked a bit excited.

‘Might be a good job,” he said.
‘No mate,” I replied. “We’ll turn up and it’ll be a fender bender.’

But we offered up for the job, although it was miles away, and sped

off.

During the drive there I could hear another crew getting sent to the
same location, then the location of the accident changed — luckily I had
planned this into my route to the scene so we came across the accident
first.

The bus had driven, at slow speed, into a JCB digger. The bus window
was broken but there wasn’t any other damage and as my crewmate
jumped out he was just as quickly waved off — there were no injuries.
We called Control and told them to cancel the other ambulance.

‘Told you it would be nothing,” I said to my crewmate. ‘It’s against the
laws of the universe for me to get an interesting job.’

Curse of the Observer

I had a writer from Casualty out with me a couple of weeks ago. He
lives locally to the area and the BBC likes the writers to do at least one
ride-out so that they can get the gist of what the ambulance service is
like. I know, I know, it doesn’t show up on the screen, but the thought
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is in the right place and as the BBC have been really nice to me in the
past I’'m more than happy to help them out.

He was a nice chap and before the shift started we had a little chat. He
was shown around the back of the ambulance and I told him that I
don’t do ‘heartbreak and trauma’, more ‘drunks and drunkards’. 1
explained all about the ‘Curse of the Observer’ — whenever there is an
observer with a crew, they get nothing but ‘crap’ jobs all shift. We then
settled down for our first call of the day.

So it was only a few minutes into the shift when we found ourselves
rushing out to the ambulance for a “Two-month-old child, not breath-
ing.’

I turned around to the writer and explained that it was probably a
child with a runny nose, it normally was. Then I realised what time of
the day it was — 7 a.m. It wasn’t outside the realms of possibility that
this could be a genuine job. Maybe the parents had slept through the
night and woken happy that their child hadn’t disturbed them, only to
find them dead in their cot.

I told the writer that as soon as we arrived at the house he should
jump into the passenger seat and try to keep a low profile.

We arrived at the house at the same time as the FRU. I jumped out of
the ambulance and struggled getting the equipment out the side stor-
age; my crewmate ran into the house.

I heard the mother from the ambulance — she was making a noise, the
mixture of crying and screaming that will turn anyone’s blood cold. 1
didn’t need to go into the house to know that the baby was truly dead.

Entering the house I passed the mother to get to the rear bedroom. The
father was pacing up and down, nonsense words were spilling from
his lips. My crewmate and the FRU were kneeling around a tiny baby.
She was lying flat on the floor, motionless. A drop of blood had
formed under her nose.

It was a ‘scoop and run’ job. There is plenty that we can do for people
whose heart has stopped, even for children and babies. We are trained
in the resuscitation techniques that the hospitals use. In these cases,
though, we’d rather let the paediatric consultants deal with them; they
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are much better trained than us and, with lots of staff in a well-
equipped resus room, young patients stand a better chance.

So we did some interventions on the scene while the mother got some
shoes on then we rushed out to the ambulance. I drove us to the hos-
pital, the writer next to me. Each time a car did something stupid the
writer muttered that they should ‘get out the fucking way’. We made it
to hospital in a few minutes and left the child with the resus team.

Unfortunately, there was nothing that the hospital could do.

Once more, sitting outside the A&E department doing my paperwork,
I heard the mother’s scream from the relatives’ room as the doctors
broke the news to her that her baby was dead.

The writer was surprised at the speed and co-ordination that we
showed in dealing with this job — even though I wasn’t working with
my regular crewmate, we worked as if we were one person. He was
also surprised at the idiot drivers who refused to get out of our way. In
my eyes the drive to the hospital wasn’t a bad one, but then I have
developed a high tolerance for driver incompetence.

We spoke to the police. There was nothing unusual about the circum-
stances of the death, the drop of blood on the child’s face could have
been caused by the parents attempting to breathe for the child and the
police seemed satisfied that everything was above board.

Our Control asked if we were all right; they do try to look after us. We
were all fine, but a team leader appeared to check up on us anyway.

Thankfully the rest of the day was fairly peaceful.

His and Hers

I’d never been to the patient before although the person I was working
with told me that the household was a regular place to visit. Two
people lived there, an elderly man and his wife. He has diabetes and
leg ulcers and finds it hard to get around the house because of Parkin-
son’s disease. His wife has quite far reaching dementia although she is
physically fitter than her husband.
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Social carers come round a couple of times a day.

Apparently the normal calls to this house are for him feeling unwell
with his diabetes or for her hurting herself moving around the home.

We arrived on blue lights as the morning carer had called us and told
us that the husband had collapsed.

He was beyond ‘collapsed’, he was lying on his back in the living
room, his trousers around his ankles and his entire body shaking.
When I tried talking to him all I could get out of him was incompre-
hensible grunts and groans. When I tried to touch him he would
become combative and try to push me away.

I looked around, the carer had vanished. Unfortunately, this isn’t
unusual and to be honest often they aren’t missed.

My first thought was that he had a low blood sugar — a nice easy job,
give him some sugar and wait for his gratitude as we ‘cure’ him.

His blood sugar was within normal limits. This wasn’t going to be as
simple a job as Id hoped for.

I did a full examination and there was nothing that would suggest the
reason for his collapse or for his confusion. Every time I tried to do
something to him, whether trying to examine or dress him, he would
try to strike me so my examination wasn’t perhaps the best.

His wife was alternating between pacing and sitting talking about
shoes — thankfully she wasn’t distressed. Actually she was quite cheery.
I guess that she is used to us folk, dressed all in green, coming into her
house and making things better. There was no way that we could leave
her at home while we took her husband to hospital, she would have to
come as well.

We made the decision that we wouldn’t be able to look after both of
them. I would have my hands full with my patient and there was no
way that I could also keep her out of trouble. My crewmate called up
Control and asked for another ambulance to take our patient’s wife
into hospital.

The second crew soon arrived and took control of the wife while I and
my crewmate got our patient onto the trolley. Once we got him onto
the back of the ambulance he immediately settled down, it was as if
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someone had flipped a switch in his brain. We went from wanting to
‘blue light” him into hospital with me holding him down to being able
to drive normally there while I had a friendly chat with him.

So once more we left the patient at the hospital — the nurses there
would also have to look after his wife while they investigated why he
had become confused and collapsed. At the end of my shift the hospi-
tal’s theory was that he had suffered a transient ischaemic attack, or
‘mini-stroke’, which had resolved on its own.

And they did take good care of his wife.

On the Possible Causes for a Collapse

It is funny how you find yourself going to the same people. 'm sure
that some form of ‘Power Law’ applies to patients as much as every-
thing else. While sometimes you can get seeming ‘clumps’, other times
the reasons for the repeat calls are easy to understand.

Take, for instance, a twelve-year-old boy. He had a history of collaps-
ing at home and at school and previous medical tests had been per-
formed to see if there was some cause for this. When I first met him he
was waiting for an MRI scan.

He had collapsed at home. My immediate feeling was that this was a
family that cared for him very much, nothing tripped my ‘spider sense’
that there was anything wrong. My own examination of him didn’t
show anything unusual; his behaviour didn’t lead me to think that he
had had a seizure. His blood sugar was normal, which ruled out him
being an undiagnosed diabetic, and everything else I did drew a blank.

He’d been to hospital a day earlier and, after a battery of tests, they
had discharged him. The tests had shown nothing. I was more than
happy to take the boy to hospital, his family was nice and I’ve devel-
oped a ‘risk averse’ attitude to leaving children at home.

I later talked to the unit and they told me that, although they could
find nothing wrong, the paediatric team was going to admit him
overnight for observation.
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It was only a day or two later when I got called to him again; he had
collapsed on a public green on his way to school. One of his teachers
was next to him. This time he wasn’t moving or talking but a quick
assessment told me that he wasn’t really unconscious. So I got him up
and took him to the ambulance. One teacher went to phone his par-
ents, the other stayed to talk to my crewmate.

Once more all his vital signs were normal and once his father turned
up we took him to hospital.

It was only after we put him into the paediatric waiting room that my
crewmate turned to me and told me what one of the teachers had men-
tioned to him. The teachers suspected that he was being bullied
although the child would not say anything to them about it. We passed
this information on to the hospital and, after checking with the notes
of his last visit, the hospital let us know that the paediatric consultant
was thinking along the same lines. Various meetings were going to be
planned with the school and the social services to fix this problem.

I’'m glad that the hospital was taking things seriously. We’ve all heard
of schoolchildren who commit suicide over bullying so it is important
to have support services like this. This isn’t the first time that I’ve seen
a child become physically ill because of bullying; I suspect that, unfor-
tunately, it also won’t be the last.

For my part I'm glad that I could provide a safe and reassuring envi-
ronment for the time he was with us. He might not have been physi-
cally hurt but that didn’t mean that we would ignore his mental
health. It’s not all about bandages in this work, and sometimes it’s the
stuff like this that makes you feel that you are doing the right job.

Non-Carers Who Care

It had been a busy day running from A to B and back again dealing
with some rather unwell patients, so a call to an elderly lady with a cut
leg was going to be a nice change of pace.

We’d been told that she had fallen on the bus but was now at her
home. As we pulled up we could see one of the council’s buses parked
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outside; they are used to take the vulnerable elderly to day centres and
the like. The pavement was soaked in soapy water.

The driver of the bus met me and he looked a little worried as he
showed me to our patient. She was sitting in a chair, her leg was raised
and although the bus driver and his mate had used a towel to try to
stop the bleeding her leg was still leaking a fair amount. Still it was a
fairly simple job — bandage up her leg and drive her into hospital
where they could properly clean and close the wound.

All throughout my treatment of her, the patient was more concerned
with making sure that the bus workers didn’t get into any trouble. She
was a little bit ... ‘dotty’, which her neighbour assured us was normal
for her. She wasn’t worried about her leg, nor really about the amount
of blood that she had lost (not a huge amount, but it looked like a lot),
all she was worried about was the bus crew.

For their part the bus crew had done a lot of good, especially given the
fear that a lot of council workers have of being sued when acting out-
side their ‘protocols’. They had made her comfortable, had given her
some effective first aid and had cleaned up the pavement and her
garden path. They had even brought her shopping in and put the
frozen things in the freezer. Given what a lot of others would have
done, they had acted above and beyond their duties.

And all they were concerned about was that the patient got better.

It’s so refreshing to come across some council workers who actually
care; unfortunately, it is rarer than I would like.

Canvas, with Handles

We have a huge amount of equipment on the back of our ambulances,
from the complicated hydraulic trolley through various splints, oxygen
delivery systems, a defibrillator and ventilator to the machine that can
measure the carbon dioxide that a patient breathes out.

But it’s often the simple bits of kit that are most useful.

We were called as a second crew in order to help with a ‘difficult
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removal’. It wasn’t a good sign when we arrived on scene and had to
make our way up four flights of narrow communal stairs to get to the
front door of the flat. Then we had to negotiate another narrow stair-
well to get to the bedroom where the patient and the other ambulance
crew were.

The patient was one of those generally unwell people — nothing spe-
cific and he would need further tests in hospital. The problem was that
he was too weak to move — that and his blood pressure was incredibly
low, dangerously so.

The original crew had given him a load of fluid into a vein in an
attempt to raise his blood pressure enough to get him out of the house
— for some reason this wasn’t happening. The crew were concerned
that if they sat him up to put him into the usual carry chair the blood
would drain out of his brain. This would be a bad thing.

So we put our minds together and decided to use one of the simplest
bits of kit on our ambulance: a carry sheet.

A carry sheet is, at its simplest, a canvas sheet with handles attached.
You put the patient on the sheet, all grab a handle and use it like a very
soft stretcher. I believe that it is going out of favour because health and
safety gurus think that it is bad for our backs. The thing is, out in the
real world, you sometimes need to use equipment in an ‘unapproved’
way in order to get the job done. The need to improvise is just one of
the reasons why I love my job.

We dutifully explained to the patient and his wife what we were going
to do then rolled him onto the carry sheet and prepared to carry him
out of the bedroom, down the stairs, across the walkway, down four
flights of stairs and out to the waiting ambulance.

Head first.

I would imagine that it didn’t feel very safe, four sweating, puffing and
groaning ambulance workers carrying you down all those stairs.
Narrow stairwells are a complete nightmare when you are moving at
three abreast. Then you have to bend the patient around corners. All
head first in order to allow the blood to flow to his brain by keeping
his head lower than his body.

198



More Blood, More Sweat and Another Cup of Tea

By the time we huffed and puffed him into the ambulance his blood
pressure had raised a little.

Fear of being dropped will do that to you.

Essex Boy

It was one of those days when the sun was shining, everything seemed
right with the world and both my crewmate and I were happy to be
working. Normally these feelings don’t last long as you find yourself
wrestling with an aggressive drunk or something — but we were enjoy-
ing it while it lasted.

Our call came in as ‘pregnant female, fell over’, not a huge problem —
people fall over all the time and babies tend to be pretty well protected
while still in the womb. Reaching the scene we found a woman who
was doing a good show of not being distressed. She had tripped over
and now couldn’t feel the baby moving. There was no pain or bleed-
ing, and everything else checked out fine.

The LAS policy is that we should take the patient to their ‘booked
department’. This patient’s department was a fair way out of London,
it was actually in Essex. As it was so far away (it would take us 40
minutes to get there), I called up Control to ask permission to go there;
they agreed that it was in the patient’s best interests and so we started
the drive.

I’'m glad we have satellite navigation, that’s all I’ll say ...

As we pulled up to the hospital the patient’s mother arrived and was
very grateful that we had brought her to ‘her’ maternity unit. We then
handed over to perhaps the nicest midwives ever and went to do our
paperwork. While there we waved a ‘hello’ to a confused-looking
Essex ambulance crew. We don’t often get out that far from London.

‘Greening up’ we returned to our patch and continued working.

It was only a few jobs later that we found ourselves going into the
Royal London hospital. This was a good thing as we were getting
hungry and the Royal London has a McDonald’s opposite — great for
the healthy ambulance diet that I, and my belt, have become accus-
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tomed to. I wandered in there to get my cheeseburger, fish burger and
Big Mac when who should I bump into other than the ambulance crew
we waved at back in Essex.

They had done a transfer from their hospital into London and had
decided to grab a similar meal for the long drive back to their area.

It can be a small world.

Parents

When dealing with children in a basic ambulance job there are two
types of parents: the calm sensible ones and the flappers. Calm sensi-
ble parents are preferred; they keep the child calm, can give you a full
and complete history and are a pleasure to have in the back of the
ambulance. Flappers are another matter.

Our call was to a nine-year-old girl with a nosebleed. The family lived
less than two minutes from their local hospital and the presence of a
car in their driveway had me rolling my eyes. The patient’s mother
opened the front door, she was literally running backwards and for-
wards with tears streaming from her eyes. She could hardly talk
because she was so upset and her breathing was just a shade short of
becoming full-blown hyperventilation.

Obviously, I had a moment where I thought that the child was more
seriously ill than a simple nosebleed.

Then our patient walked around the corner; she had a bit of kitchen
towel held up to her nose but there wasn’t any active bleeding. There

were one or two drops of blood on her blouse and otherwise she
looked fine.

I finally got the mother to calm down enough to explain what had
happened. Well, I say calmed down, what she actually did was thrust
a piece of paper into my hands. The child had ITP, an often mild clot-
ting disorder. Examining the child it seemed that the nosebleed had
already stopped and there was a large jelly-like clot in her nose. The
best thing to do is to leave well enough alone and give the wound
plenty of time to clot — if you start fiddling around with it then the
chances are good that the bleeding will start again.
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There wasn’t enough blood loss to fill an eggcup.

But still the mother cried, ran up and down and generally did her best
to inadvertently scare the child. While the child seemed quite sensible
(she’d done the right thing in clamping the kitchen towel to her nose)
she was obviously frightened by the mother.

So I turned on my ‘everyone keep calm’ demeanour. I tried to calm the
mother down; I told her how it wasn’t serious, how the bleeding had
stopped and how the blood loss was tiny. I showed both of them the
vital signs that I took and explained how they were all fine and if it
were anything serious then the pulse would be higher, the blood pres-
sure would be lower and the breathing more rapid. But the mother
didn’t listen.

Instead of going to the local hospital (with a perfectly fine paediatric
department) the mother demanded that they go to the Royal London
where the child was under the haematologists. I explained that the
Royal London didn’t have any paediatric beds (because we’d just
come from a transfer from there to another hospital) and that the local
hospital would be able to cope just fine. But the mother flapped and
fretted and so I agreed that we would drive past the local hospital and
down the road a few miles so she could go to the Royal London.

So we set off for the hospital, the bleeding remained stopped and the
mother seemed to calm down a bit. But then every few minutes she
would dart forward and scream It’s red!” and pluck the kitchen towel
from the child’s nose causing the patient to cry.

Later in the day I could contrast it with a ten-month-old baby who
had had two febrile fits in the space of two days. The parents were sen-
sible, calm and a pleasure to deal with. The parents were more than
happy to go to the local hospital for a check-up and the baby was fine
by the time we got there. The calmness of parents tends to keep the
child calm — and a calm child makes for a happy ambulance person.

A Query on a Phone Call

The first job of our night shift was to an overdose. Sometimes these
jobs are nasty, sometimes they are easy. Sometimes you know what the
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job is going to be like from the information sent down to our ambu-
lance.

‘Fifty-five-year-old man, overdose on diazepam and alcohol. How
long? Amount?’

My psychic powers kicked in and I predicted an alcoholic who had
taken many tablets of a low dose of diazepam (a muscle relaxant and
sedative) with rather a lot of alcohol. Probably nothing too serious in
a physical sense, but it never hurts to get there as quickly as is safely
possible.

The FRU was already there, along with the patient’s sister. Our patient
had drunk a huge bottle of whisky along with around eight tablets of
very low dose diazepam. He’d taken about double the daily dose,
which meant that he was going to be sleepy but it wasn’t likely to be
life threatening. He’d still need to go to hospital to be sure and so he
could have a psychiatric referral.

I asked the sister about the patient, was he a heavy drinker? She
replied that he wasn’t just a heavy drinker but that he was an alco-
holic, not that I really needed to ask — one look at the state of the
patient’s house told me that.

The patient had taken the overdose in the morning then rung his girl-
friend to tell her what he had done. She was out at work and so the
message was left on the answerphone. In the evening his girlfriend had
returned home from work, heard the message and phoned his sister,
who lived closer. The sister had called us and went round to open the
door.

What I wanted to know was, did the patient really want to kill himself
and left phoning his girlfriend until he knew she would be out in order
to make sure he was dead before she got the message? Or, more likely,
was he so drunk while taking the tablets that he didn’t know what the
time was when he made the phone call?

It never ceases to surprise me how people who take an overdose act.
They take a handful of tablets then phone a friend. They then act sur-
prised when the ambulance arrives.

Thankfully this patient was drowsy and compliant (he was a big man
and I didn’t fancy wrestling him into the ambulance). He’d slept the
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day away, spent some time sleeping in the A&E department and the
last I saw of him was him walking into the patient toilet.

So an easy job, a sensible sister and a puzzle on the nature of a phone
call.

Wheelchair

I heard a great story from a relative of our patient last night; it had my
crewmate, our patient and me in fits of laughter.

We were called to a patient I’ve been to previously. They are a nice
family and the patient is lovely. Unfortunately, the patient has a long
list of medical problems and needs an electric wheelchair to get
around. He had been taken ill and, after a four-hour wait, had finally
got an ambulance to take him to hospital.

He was in his bed and we would use our carry chair to get him out of
the house. First, though, we needed to move the patient’s own electric
wheelchair. Now I’m experienced enough to know that I really should-
n’t touch these things because I’ll only end up breaking them, so we
called for the patient’s son to come and move it.

He tried moving it by standing next to it, but the patient said some-
thing to him in his own language and the son climbed into the wheel-
chair and steered it away.

As he did this he told us the story of having to take the wheelchair to
the hospital on his father’s previous visit.

You see it’s hard to stand next to a wheelchair to steer it via the joy-
stick so he climbed in it and rode it to the bus stop.

The problem was that there was a load of people standing waiting for
the bus watching him.

He felt too embarrassed to climb out — it would look a bit ... well ...
‘funny’.

So the bus came and the bystanders helped him get on it then they
helped him get off at the other end of his journey. He even gave them
a wave of thanks as the bus pulled away.
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The son told this story so well we were nearly wetting ourselves with
laughter; his animated demonstration of the wave at the end was a
sheer brilliant flourish.

Even the father had a (slightly gap-toothed) smile.

The thing that was so funny was that we could all put ourselves in his
place and we couldn’t really say that we wouldn’t do exactly the same
thing. It was like a Basil Fawlty sketch, a weird mixture of not want-
ing to offend people and so getting yourself into a silly situation.

As I say, the patient and his family are really nice and he was one of

the very few people during the shift who said thank you at the end of
the job.

More of the (Shameful) Usual

As is normal these days the nursing home that we went to was ‘well
known’ to us. The patient had the normal “difficulty in breathing’
which I have learnt means anything from a cold to the patient not
breathing at all.

As we arrived I spotted two healthcare assistants standing outside
smoking. ‘Another ambulance,” one of them commented. ‘This place is
a right dump.’

I couldn’t really disagree with them.

So we made our way up to the patient. No one was there to show us
where to go; again not an unusual situation. Our FRU was already
there. He’s a good bloke and I trust his clinical skills completely. He’d
already done a full assessment and was talking to the nurse in charge.
From the sound of the patient’s breathing and his high temperature it
was obvious that he had pneumonia.

So I asked the nurse how long he had been coughing and having trou-
ble with his breathing.

‘Ten minutes,” she replied.
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Now, you don’t need to be a medical genius to realise that his breath-
ing must have been horrible for quite some time. But given the amount
of times I’ve heard that ‘the patient was fine until five minutes ago’
from a nursing-home nurse — if that is true then I suspect that there are
a whole load of medical books that need rewriting.

The patient was seriously ill, and you don’t get like that in ten minutes.
My guess would have been that he was unwell for at least a day, yet no
one had thought to call a doctor or us until it looked like the patient
might die.

Yet again the nurse in charge of his care didn’t seem to know anything
about the patient. When I asked about him the nurse seemed to think
that giving me a list of his medicines counted for this. Sadly, this is also
not unusual. I did my usual trick of pretending not to know what a
certain drug does then asking the nurse to see if they know. It is essen-
tial that a nurse knows about the medication that they are giving
someone so that they understand how they work and the side effects
that can occur. Unfortunately in many of the nursing homes we go to
this is a rarity.

In this case she was unsure as to why he had been recently prescribed
some antibiotics.

I used my ‘ex-nurse’ knowledge to write a quick entry in the patient’s
nursing notes — that way nothing can be added after we have left. It’s
a little trick of mine that satisfies my bloody-mindedness.

So we moved the rather ill patient to the ambulance and while treating
him waited for the accompanying member of staff. We waited and we
waited. I was considering just driving off. Eventually one of the usual
foot-shuffler ‘nurses’ made an appearance and we left for the hospital.

It’s depressing, and I’ve written about this before, but it’s all too
common to find this sort of neglect going on in nursing homes. The
companies who run these places make huge amounts of profits, yet the
care is what I, in fact what most people, would call substandard. If the
number of people with dementia continues to increase then more
people will need nursing care, and if the care isn’t there at the moment
I dread to think what it will be like in the future.
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Violence

We ambulance crews are verbally and physically abused on an almost
daily basis — it has become so common that we tend to ignore the
verbal abuse that we get. It’s only with the increasingly common phys-
ical assaults that we fill in the required forms.

Let me give you an example from my last night shift, a not unusual
job.

We were called to ‘woman collapsed in the street’ at gone midnight.
We arrived to discover our patient lying under a bus stop with what
appeared to be her worldly possessions in a plastic bag. There was no
one else around except for the minicab driver who had called us from
his office in front of which she had ‘collapsed’. While my nose can no
longer detect alcohol my crewmate for the shift was able to tell me
that the patient smelt as if she had been dunked in a brewery sewer.

A quick check in her bag revealed nothing obviously medically wrong
with her (no medic alert bracelet or ‘T am an epileptic’ card). It did,
however, reveal that the woman had been released from custody ear-
lier in the day.

I tried to wake her, but she screwed her eyes tight and refused to talk
to us. The problem was that we couldn’t leave her on the street; some-
one else would call us and we would be back and forth all night. Like-
wise if she froze to death we would be to blame and if she were
stabbed later in the night we’d also probably be to blame. The police
wouldn’t be interested. They have stopped taking people who are
drunk; one too many deaths in custody is to blame for this. So, as she
refused to go home or to her hostel, the only place that we could take
her was to hospital.

I was in a good mood so I explained all this to her, that we couldn’t
leave her here, and that if she didn’t come with us the police would
probably be called and that they might take a dim view of her drunk-
enness (a bit of a bluff, but it sometimes works).

So she started to swear at us, she threatened to hit me and she was gen-
erally rather rude ...

Again, this is all water off a duck’s back to me. At one point she tried
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to kick me, but ’'m an old hand at drunks in the street and by the cun-
ning tactic of stepping out of the way managed to avoid a scuffed shin.

Eventually we managed to hoik her up and into the back of the ambu-
lance where, after a bit more swearing, she settled down.

She did give me a dirty look at the end of the journey though.

I would say that I get a patient who is verbally abusive at least once or
twice during a night shift. I don’t mind violence from people who are
medically unwell (e.g. diabetics with low blood sugars, post-seizure
epileptics). But can I really count ‘drunk’ as a medical problem?

I also count myself lucky that I work where I do — unlike the hospitals
where people become frustrated by long waiting times and perceived
injustice I’'m often seen as a friendly stranger who makes everything
better.

§§9
Increasing Calls

It is a regular story in the media that the ambulance service is getting
an ever increasing number of 999 calls.

One of the reasons that some people have suggested for the increase in
calls is the recent British Heart Foundation advert urging people to call
for ambulances if they get chest pain. In my own experience there
hasn’t been a huge increase in calls because of this; in my area people
don’t need any encouragement to call us out.

When I started working for the ambulance service we got around
2500 calls across London each day — now it isn’t unusual to get 4000
plus. While a government spokesperson says that there are more
ambulance staff than in the past (which is true), it doesn’t follow that
there are more ambulances. Ambulances which used to be covered by
staff on overtime are now manned by relief crews — so while there is
more manpower the actual number of ambulances on the road is
pretty constant.

I don’t think that there has been an increase in the actual number of
ambulances in the last 15 years; yet we have increasing call numbers
and an ever expanding role.
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I would say that there is a number of reasons why there is an increase
in calls:

The lack of GP services ‘out of hours’: since GPs were allowed to stop
covering out-of-hours services the quality of primary care during
the hours of darkness has plummeted. Because of decreased GP
cover we are going to more and more primary care situations, jobs
that would normally be under a GP remit.

The increasing ‘I have the right’ brigade: people who know that they
have a ‘right’ to an ambulance as a free taxi to hospital. All thanks
to the ‘Patient’s Charter’.

People want healthcare when they want it, rather than when it is avail-
able: waiting for an appointment to have your foot wart removed is
such a chore. You want it off now? Call an ambulance to take you
to hospital.

A general lack of education: a simple chest infection in an otherwise
healthy person isn’t going to kill you; however, some people do
believe that a cough is something life threatening.

A lack of magic cures: I've lost count of the number of people I've been
to recently who have seen their GP for a chest infection, have taken
two of the prescribed antibiotics and yet they aren’t feeling better.
Then they call an ambulance. Here is a hint: there is a reason why
there are 28 tablets in the pack ...

Increased population: more and more people are living in smaller
homes; buildings are being thrown up all over London, yet there
isn’t a corresponding increase in healthcare provision. There is also
a big move in converting houses into five or six bedsits, each bedsit
housing a family.

Twenty-four-hour licensing: I know it’s an unpopular view in some cir-
cles, but we are going to more drunks and alcohol-related calls than
ever before. As I write this the latest figures are that in London the
number of calls we go to that are related to alcohol has increased by
12 per cent.

One of the problems is that we are trying to solve all these issues by
throwing ambulances at them, ambulances and staff that we just don’t
have. We are covering for reduced GP hours by implementing ECPs
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(emergency care practitioners, GPs on the cheap). What patient is
going to want to get an appointment for a GP when you can dial 999
and have someone turn up at your door when you want?

As a whole, health education in this country is dreadful — barely going
beyond ‘safe sex’ and ‘stop smoking’” messages. Drunks in the street
are going to a nice friendly A&E department rather than a less com-
fortable police cell where they are charged with an offence.

We aren’t refusing ambulances to people who don’t need them. Partly
it is because we are mollycoddling people for fear of being sued and
having a bad press or making a mistake. If the ambulance service con-
tinues this way then I can’t see things getting any better.

We are also having to change the way we work in order to meet the
government’s useless targets. This will lead to problems with patients
and crews.

Without a sea change in society as a whole and in the funding and
measurement of targets in the ambulance service, despite the LAS’s
best intentions, things aren’t going to get any better.

Mr Grumpy

I suspect that ’'m going to have two complaints put in against me this
week. Not from patients, nor from relatives, but from random mem-
bers of the public.

You see, I’ve been ‘rude’ to two of them.

Take the first one. We were called to a teenager who’d been run over
by a car. He had quite a nasty injury that threatened the health of one
of his limbs. So I parked in the road as there was nowhere else to park
that wasn’t on top of his head. We did a few bits at the side of the road
then scooped him up into the ambulance. We then had to do a lot
more clever medical stuff to him before heading off to hospital, partly
to stabilise his injury and partly to make sure that his big obvious
injury was, indeed, the only thing wrong with him.

I then heard a knock at the back door of the ambulance and, thinking
it was the police, went to have a look.
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It was the driver of one of those big stretch limos — the kind that are
hired out by hen parties. He wanted me to move the ambulance so he
could drive down the street.

I tried to explain that I’d got a seriously ill patient in the back of the
ambulance, and that it needed both of us crew to look after him. I say
I ‘tried’ to explain but the man wouldn’t let me get a word in edgeways
— he just wanted me to move because he had ‘kids and their parents’ in
the back of his limo. I was conscious that my crewmate might need me
in the back of the ambulance. Trust me, I was not being purposely
obstructive.

Well, the red mist started to rise at the corner of my vision, so I told
him to (and my exact words were), ‘Shut up!’

‘That’s a bit rude,’ he said, and then drew breath to moan some more,
but I interrupted him. ‘Yes! I know!’. I then stormed back into the
ambulance to deal with my patient. (I may have flounced back into it;
my arms do get a bit flappy when ’'m angry.)

The limo driver then miraculously managed to squeeze his huge vehi-
cle past the ambulance despite me not moving it.

The second one was last night. The ambulance bays at the Royal
London were packed with ambulances. There was also a bloke in a
private car parking in one of the bays. I was trying to park so that the
18-month-old who had just had a fit could get into the hospital to see
a doctor. This car was blocking my way, and blocking the ambulances
who might want to get out for another job.

‘Excuse me sir,” I called after the driver, ‘you can’t park there, it’s for
ambulances only.’

“Where am I supposed to park?” he shouted back at me.

‘Well, sir, if you go around the back of the hospital you can park
there.’

‘But then I’ll have to walk,” he shouted back.
I noted the 200 yards he’d have had to walk.

‘So,” I shouted back at him, ‘you ignore the big “No entry” sign, the
big writing on the floor that says “Ambulances Only” and stop me
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from being able to park my ambulance THAT ALSO HAS A SICK
PERSON IN IT!” My arms might have been a bit flappy as well.

He turned around and headed into the hospital. ’'m not sure that he
heard the shouted ‘Pillock!” after him. I thought long and hard about
putting a brick through his car window.

I decided not to.

Needless to say this was highly amusing to the other ambulance crews
in the area.

I wouldn’t mind but ’'m normally very placid. And again this person
could put in a complaint against me and I’d have to defend myself to
people much higher than me in the ambulance management food
chain. Remember, my only complaint against me so far has been from
someone who assaulted me and was horrified when I told him that he
‘slapped like a bitch’.

But ’'m only human.

Yellow Card

I picked up a patient who appeared to be having a nasty reaction to
‘Picolax’, which is a laxative used to prepare the bowel before a
colonoscopy.

I’ve given a fair amount of this stuff in my previous life as a nurse and
can’t ever remember anyone having this particular reaction.

As we took the patient into the hospital we were met with disbelief —
the patient in the next bed had exactly the same symptoms from the
same use of the drug.

Weird.

It’s currently being reported to the people who look after this sort of
thing under the ‘yellow card’ reporting procedure. Perhaps it was a
bad batch, both patients were given the drug by the same hospital:
maybe it was just a coincidence.

I wonder if there will be any more this shift ...
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Fat Bastard

I’m not as thin as I used to be. Come the end of April and I shall be
engaging in that thing called ‘exercise’. My belly is resembling a pot
and I get out of puff walking up two flights of stairs. This is not good
for a youngish man such as me.

It’s good to see that my own mental image of my body is current
though, otherwise I may well have got myself in some serious trouble.

We were called to a ‘trapped behind locked doors’. We arrived and the
police were waiting for the ‘enforcer’, a ram that they use to knock
down doors. Given that she was a little old lady lying on the floor,
whom they could see through a window, they didn’t fancy smashing
her door to pieces.

Then I noticed an open window ...

I looked at it, it was a very narrow opening but I thought that I would
be able to make it.

The thing is, I'm a big kid at heart — give me a door to break down or
a window to climb through and I’'m a happy soul. It’s not so much for
the patient’s benefit (although obviously I am thinking about them) it’s
more for the fun of the experience.

One of the police found a garden chair that I could stand on and they
eyed me suspiciously as I tried to slide through the window.

The fleece that I was wearing was padding me out too much so I took
it off.

I tried again, this time it was my pen, pen-torch and scissors in my
shirt pocket that got in the way. I moved them into my trouser pocket.

One of the police asked if it would help if I were buttered up.
I pretended not to listen to him.
Or to the giggles of my crewmate.

I managed to get my head and chest through the window then my gut
got in the way and there was a momentary fear that I would get stuck
in this position, half in, half out of the window. I sucked in my stom-
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ach and thought ‘thin thoughts’. T managed to slip through the
window, nearly killing myself in the sink.

I had a little ego boost as, panting heavily, I opened the door so that
my crewmate could get in and we could look after the patient who was
actually rather ill.

So yes ... I need to lose some weight and get fitter than I am at the
moment, especially if I want to keep being able to climb through win-
dows.

On the Failings of My Stab Vest

It’s coming up to 1 a.m. and there have been another stabbing, a ‘glass-
ing’, and two head injuries caused by blunt weaponry.

For the first time in ages I’ve put my stab vest on. It’s not a nice way to
realise that 've put on a bit of weight since the last time I wore it.

We were sent to the ‘glassing’, but were informed that the assailants
were still on the scene so we decided to wait for the police to turn up
and make sure that we wouldn’t get to be another stabbing.

Unfortunately, it was all for naught as a passing ambulance got
flagged down by the victim’s friends. So there we were, hiding down
the end of the road listening to the crew giving details of their ‘running
call’.

Luckily the assailants had disappeared.

Meanwhile, we were sent to a man who was so drunk he couldn’t
stand up. He didn’t want to come with us, but it was too cold to leave
the drunk and incapable ‘patient’ in the street where he might freeze to
death. So we dragged him up and went to go to hospital.

The problem I had was that this incredibly drunk man kept pawing at
me then tried grabbing my arse while leering at me.

My crewmate found it all incredibly amusing.

It was at the hospital I discovered one of the weaknesses of the stab
vests we are given as part of our uniform. In his drunken flailing
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around he managed to strike me in the testicles — needless to say I
dropped to the ground like a sack of potatoes, gasping like a fish.

Thankfully it was ‘just’ a glancing blow; so it only took half an hour
for the pain to go. The patient was thrown out of the hospital by the
security staff.

Another normal night in Newham.

Unfortunately.

Broken Finger

We found ourselves going to a woman who had a ‘broken finger, bone
sticking out’. This looked like it was going to be a pretty simple job;
finger injuries are normally.

Not this one.

As we entered the room we could tell that it wasn’t a ‘standard’
broken finger. The workmen in the room had wrapped her hand as
best they could and then held it above her head.

The patient had completely degloved the finger — her ring had got
caught on a fence and had torn the skin off the finger. The skin was
bunched up around the top joint of the finger and held in place by her
ring. There was no way that we were going to be able to remove the
ring and the skin was white and chalky. What this needed was imme-
diate medical treatment before the tissue completely died.

So we ‘blued’ her into the local hospital where they cut her ring off
and started to arrange transfer to a plastic surgery centre. Unfortu-
nately, the first choice was unavailable as they had no beds. The next
nearest facility was actually outside London; my crewmate and I vol-
unteered to take the patient there and Control agreed. It’s nice if you
can keep up this continuity of care and I soon found myself driving 28
miles on blue lights to the hospital.

Of course, when I got there I didn’t have any idea where the ward we
were transferring the patient was so I asked one of the local para-
medics directions and he jumped into the ambulance to direct us. The
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patient was soon safely on the ward, slightly dazed on morphine, and
with the best chance that she had (however slim) to save her finger.

The paramedic who helped me emailed me the day after to apologise
for not taking us straight up to the ward, but his Control were already
on his back. I still find it a bit weird to be ‘recognised’ if only because
people talk to me after I’ve left them ...

Returnee

We have a number of policies concerning the care for patients, what
we should do to them and what should happen if we don’t take them
to hospital. Sometimes we come across situations that fall outside our
policies — it’s for those that we have to rely on our experience and our
common sense.

We were called to a 16-year-old with ‘learning difficulties’ who was
refusing to eat. The address seemed familiar and, sure enough, as we
pulled up outside the door I recognised that I had been here a few days
ago.

On that first visit the girl was complaining of leg pain, she was lying
on the floor and very upset. I'm no expert but it seemed that the
mental age of this girl was somewhere around that of a four-year-old.
She was looked after by her mother; the father hadn’t been seen since
the birth of the child. She was screaming in pain and seemed, at first,
to be inconsolable.

That all changed as we looked after her; she brightened up and was
laughing and joking with us by the time we reached the hospital. The
pains in her legs seemed to have vanished. She doesn’t have good
mobility at the best of times so it’s always hard to assess any change.

So we were returning to the same girl. This time her mother was telling
us that she wasn’t eating. The girl was lying on the same spot on the
floor, covered with a blanket and crying. As soon as we walked into
the room a large grin broke out across her face and she started laugh-
ing. It seemed pretty obvious that the girl wasn’t sick.

Her mother told me how the girl had cried when she had to leave the
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hospital. She had returned to hospital twice more in the last two days
so it appeared that this was a repeating pattern.

It seemed pretty obvious to me that the girl was manipulating her
mother so that she could go to hospital where she was the centre of
attention. Of course, this was all assumption and I wondered if there
was any way I could get proof of this.

I get on really well with the receptionists at our local hospital; they are
all extremely lovely people. So I phoned them up and asked what the
girl’s previous medical notes said. This was probably going against a
whole load of guidelines and protocols, but I needed to know if, by
taking the patient in, we would be reinforcing her behaviour.

The medical notes basically agreed with my assessment of the situation
— she had told the doctors that she liked being in hospital because
‘home is boring’.

The hospital was arranging for a follow-up appointment with the pae-
diatricians and it was also liaising with the social services to get the
mother and her daughter the help that they needed.

So after some discussion with the mother, we came to an agreement
that we would leave her daughter at home, her mother would keep
watching her and we would see if it could break the pattern. We
agreed to help the mother wash her daughter for bed, even though her
daughter was now throwing a ‘bit of a strop’ as she knew that she
wouldn’t be going to hospital.

So she was left at home; a risk for us because if she were to drop dead
it’d be us to blame — even if it were for a completely unrelated cause.
But ’'m of the mind that sometimes you have to be cruel to be kind.

And kudos to my crewmate — as the female in our party she got the
job of helping the mother clean her daughter while all T had to do was
talk on the phone.

We had another ‘returnee’ that same night: a 20-year-old man who
called us with abdominal pain. He didn’t tell me that he had been to
the hospital earlier that day but had left after ten minutes. I think he’d
have a bit more waiting to do after that particular abuse of the serv-
ice ...
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Another Good Job

For the second time in two weeks I did a job where we did some actual
good. To be completely honest it put my crewmate and I on a bit of a
buzz for the rest of the day.

The job started out as a bog-standard chest pain: 41-year-old male,
pain in the chest radiating down his left arm. He was originally from
the Indian subcontinent and people from this part of the world tend to
have a lot of heart problems.

It didn’t seem like a big job to be honest. He didn’t look like he was
having a heart attack — he wasn’t sweaty, the pain got worse when he
breathed in (often a sign of non-cardiac chest pain), he didn’t have the
‘feeling of impending doom’ that is described daily in ambulance train-
ing schools across the world.

But he just didn’t look right. I have no idea what it was about him but
there was something that set alarm bells ringing.

So we popped him onto our carry chair and wheeled him out to the
ambulance in order to do a few checks before taking him to hospital.

His blood pressure was high, but everything else seemed fine. As we
were preparing to do an ECG (electrocardiograph, a tracing of what is
going on in the heart) my crewmate and I agreed that no matter what
it showed we would be ‘blueing’ him into the local hospital, just based
on the feeling we had about the patient.

His ECG printed out and we realised that we wouldn’t be going to the
nearest hospital around 400 yards away ...

There is something that the LAS do exceptionally well, and that is to
diagnose heart attacks (properly called myocardial infarctions, or
MIs). We have good experience of spotting ST segment elevation Mls
and dealing with them accordingly. Not so long ago the treatment for
an MI was to have a ‘clot-busting’ drug, which worked most of the
time but had the possibility of some serious side effects (like bleeding
onto the brain and death). Recently, in London at least, some special-
ist hospitals have been offering ‘primary angioplasty’, which is a sur-
gical procedure where a wire is threaded from your groin into your
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heart and the blockage is cleared manually. It’s done under a local
anaesthetic and is the gold standard treatment.

So now the LAS will diagnose a heart attack and instead of taking you
to the nearest hospital for substandard treatment, will take you to the
specialist unit for the best treatment possible.

This patient was having a massive MI. Absolutely life threatening.

He had been waiting for a same-day appointment to see his GP about
the pain, but as it got worse he’d wisely called for an ambulance.

We gave him aspirin, morphine and GTN (glyceryl trinitrate) — good,
immediate treatment for his MI — and ‘blued” him to the specialist unit.

As we arrived we showed the receiving doctor the ECG heart trace. He
told us, ‘That’s all I need to see, bring him straight through.” We
moved him onto the hospital’s trolley and left him in the care of the
doctors while they assessed him for surgery.

Then his heart stopped pumping blood.
He was dead.

Rapid, effective treatment by the doctors restarted his heart within a
minute and he was soon asking them if he had just fainted. During this
I was explaining to his wife what was happening. English wasn’t her
first language so she was confused by what was going on.

He was rushed into the surgery room and the doctors asked if we
would like to see the procedure. As we were doing our paperwork we
agreed.

An X-ray image of his heart came on the screen as they pumped a con-
trast agent into his blood to show where the blockage was.

There are two main arteries feeding blood to the heart; one of these
was completely blocked. The doctor described it as ‘the widowmaker’:
a severe blockage in exactly the wrong place. This was almost cer-
tainly why his heart had stopped beating while they were preparing
him for surgery.

We watched as they did a bit of delicate plumbing work to remove the
blockage and restored the flow of blood to his heart.
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While he will almost certainly survive this episode, I wonder what
damage has been done to his heart; the MI causes part of the heart to
become starved of oxygen and this can reduce its function.

If he’d waited the hour to go and see the GP, he would be dead.
If he hadn’t called for an ambulance, he’d be dead.

If we weren’t routinely trained to recognise MIs and take them to the
right place, he’d be dead.

If the primary angioplasty wasn’t available, he’d probably be dead.

Everything went right on this call, we felt that we had saved his life (a
rarity in this job), and it let us feel that we had earned our pay today.

Another ‘good’ job done.

For the medically minded, he had a VF/VT arrest, corrected after two
shocks, and a complete blockage of the LAD (left anterior descending
artery) about three millimetres from the base. He walked out of the
hospital a few days later.

Infested

I called up Control on the radio after dropping our patient off at the
hospital.

‘Control, I need to return to station to clean out the back of our motor
—we’ve just transported one of our “local legends”. Is there any infec-
tion control policy for patients who are infested with insects?’

‘Erm ...” came the reply, just scrub everything really well.’

So we returned, used every cleaning product that we had and then
used the ambulance jetwash to hose out the interior.

I woke up the next morning and found myself covered in insect bites.
So the itchiness I had while cleaning the vehicle wasn’t imagined ...
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Small Annoyances

I took in a woman whose one-year-old child had vomited. Once.

The woman rolled her eyes and pulled a face when I told her that we
would be taking her to the nearest hospital (about half a mile away)
rather than her local hospital at Basildon, which, you know, isn’t even
in London.

Then both she and her husband both pulled a face and rolled their eyes
when they realised that they wouldn’t see a doctor immediately.

Apparently it was all my fault.

Most of the time this sort of thing rolls off me like water off a duck’s
back.

But then there are some days when it drives me potty.

Friday

Another teenage boy has been stabbed to death on my patch. I had
reason to go to the receiving hospital just after it happened; already
the friends and relatives were gathering. I saw the now familiar emo-
tions of grief and anger. During the night more people came and the
emotions seemed to settle into a stunned silence. Questions were asked
but it seemed that there were no answers.

The hospital staff looked after them in a professional manner. It’s
unfortunate but seems that we are getting more practised with such
things.

A crew wheeled a drunk teenager, clothes torn and barely able to raise
her head, past the grieving relatives. It’s a strange feeling to take in
such a patient; you almost feel embarrassed to bring such an idiot in
while parents and brothers and sisters are weeping.

Not a good night in east London.

But, sadly, not unusual.
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The Same Old Story

I was being sent to one of our regular nursing homes. I’d been to Rose
Cottage a few days earlier for a patient who ‘wasn’t eating’ and had a
low blood sugar. This time it was for a patient with chest pain.

It’s not the worst nursing home that I go to. The place is clean and tidy,
some of the nurses speak good English and the patients aren’t beaten.
But it’s still not as good as it should be; the normal problems of the
staff not knowing about their patients and the usual cold cups of tea
sitting just outside of the patient’s grasp render it an impersonal and
borderline-neglectful place.

We arrived to find that our patient was a 93-year-old female, bed-
bound and only recently discharged from hospital. She also had
dementia, although more of the ‘pleasantly confused’ type. I have
found that there are two main ways that dementia manifests itself in
nursing homes: the ‘constant screaming, scratching and crying’ type,
and the ‘pleasantly stoned’ type where the patient is dotty but fairly

happy.

This tiny little bird was of the second type. She looked at me as I
walked in the room and gave a big toothless smile.

Our patient had been discharged from a good hospital less than 24
hours ago. She had been in hospital because, even though she is bed-
bound, she managed to break her hip. While she was in there she
caught a chest infection but had since recovered enough to go home
where she would continue to be nursed.

Fat chance of that.

The nursing-home staff had called the GP, who had decided that the
patient should go to the hospital. Like most out-of-hours GPs he saw
us arrive, threw a letter at me and ran off.

For some reason they don’t like talking to other medical people they
can’t bamboozle in person.

The doctor had decided that the patient needed to return to hospital —
fair enough, at the end of the day it’s what 'm here for.

‘She has chest pain,’ the nurse told me.
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I asked the patient if this was true.

‘Only when I cough.” She was just finishing her course of antibiotics
and this was to be expected.

It was obvious that the patient was dehydrated; the heating in the
room was high and a full cup of water sat out of reach.

‘She hasn’t been eating or drinking,’ the nurse told me.
“Would you like a drink?’ I asked the patient.
“Yes please,’ she replied.

So I did what nurses are supposed to do with patients like this — I
helped her have a drink of water. At this point the nurse scuttled out
of the room to ‘photocopy the notes’.

I noticed that she had a recent cut that was undressed and some
bruises to her arm — probably nothing as she does have frail skin, but
I made note of them anyway. I lifted her onto the trolley and, wrap-
ping her up, took her back to the hospital.

‘It’s a Rose Cottage special,’ I said to one of the doctors. She replied
that she could tell that from a distance without needing to speak to
me. The charge nurse whom I handed over to spotted the cut to her
arm before I had a chance to mention it, which put me in a good mind
about the sort of care she’d get at the hospital.

So she returned to hospital where she would probably get another
chest infection, and this one might kill her.

Even while the patient was in hospital the care home would be charg-
ing in the region of £500 a week for the empty bed. Is it any wonder
they call for an ambulance at the drop of a hat? T would imagine that
a care home with all its patients in hospital would be very good for the
shareholders.

Yellow

I came out of the house and started coughing. I’d needed to leave so I
could get some fresh air.
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Picture the house, an elderly married couple, both chain-smokers,
both requiring home oxygen for emphysema, both suffering from
recurrent chest infections. As our patient put it, ‘I think they are fed up
with me down at the hospital, I was only there a few days ago.’

The walls were yellow-brown. Actually everything was yellow-brown.
An old Labrador had wheezed its way up the hallway to greet me, its
tail wagging furiously. My crewmate was attending so I was free to
play with the dog.

Thankfully it was nothing serious; a chest infection that hadn’t gone
with the first round of antibiotics, our patient would need something
stronger.

I could feel the tar seeping into my skin, there was a horrible taste in
my mouth and I started wondering what the lethal dose of nicotine
was. Would it be a good idea to get our hazardous rescue team out in
their noddy suits?

They were a lovely couple, rattling and wheezing away, rows of ciga-
rettes lined up like soldiers. Cigarettes already placed into cigarette
holders, something that I haven’t seen except in movies set in the
1950s.

Hundreds of souvenirs, all covered with a patina of tar, nicotine and
heaven knows what else, told me of their life before they became
housebound. They were quite happy in their life, they had each other,
they had their “little sin’ and they weren’t hurting anyone.

They were lovely, we had a little laugh and a joke with them, I stroked
the dog a bit more and we took our patient off to hospital.

But I could taste that house for the rest of the day.

Hive Mind

There I was, sitting outside the newsagent’s shop at the end of the hos-
pital road. The newsagent whom I’'m sure I keep financially stable
with my purchases of large amounts of caffeinated beverages. As I fin-
ished off the paperwork from my previous job one of our ambulances
raced past me on the way to a job. A woman chose that moment to
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cross the road without looking first for big lumps of yellow metal and
blue flashing lights moving at speed.

The ambulance missed her, but she stood in the middle of the road and
swore at it. She then continued to walk across the road and I noted
that she had spotted my ambulance ...

She stalked over to me and banged on my window. I wound it down a
notch.

She was angry.
‘Do you know that ambulance?’ she shouted at me.
I told her the truth, I had no idea who it was.

“Yes you do!” Small flecks of spit hit the window of the ambulance.
“You ambulance drivers think you own the fucking road!’

She continued in a similar vein with much more swearing. Most of it
directed at me. She wouldn’t let me get a word in edgeways.

I considered stepping out of the ambulance and punching her on the
nose. I reconsidered as it was not a good career choice.

I told her to go away. Maybe a little less politely than policy would
suggest.

Apparently, because we all share a uniform we all share a hive mind.
Also I suspect that she wouldn’t shout at me if she were to come across
me in the street wearing my jeans and hoodie.

From Sun to Scum

It was a beautiful day, early afternoon and the sun was making every-
thing in Newham look lovely. A stationmate had been showing his
young children around the back of our ambulance when we got the
call.

‘Male, overdose, not breathing.’

So we whizzed around to find two FRUs already there. We climbed
three flights of stairs and entered the flat.
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Disused needles everywhere, unwrapped foil, empty drink cans, and
the odd lighter fuel can on the floor. Two men were agitatedly point-
ing at our patient on the floor. The patient wasn’t breathing, so one of
the FRU pilots was breathing for him with a bag and mask. The other
FRU was getting venous access.

The patient had injected some heroin and then stopped breathing. It’s
one of the things that sometimes happens when you inject a potent
dose of heroin.

I busied myself with drawing up the antidote.

‘He’ll be all right,” I could hear one of his friends say. “They’ll give him
an injection and it’ll reverse it — I’ve seen it before.’

The other man agreed. ‘Tve had it happen to me six.” It was almost a
badge of pride.

The antidote duly given, our patient soon woke up. He was a bit agi-
tated and wouldn’t stop talking about getting work building things for
the Olympics. We led him down to the ambulance and worked hard to
persuade him to attend the hospital. One of his friends was trying to
dissuade him. He wouldn’t believe that the antidote often wears off
before the heroin and it’s very common for the patient to have to have
a second dose.

Finally the patient agreed to attend the hospital and talked to me
throughout the trip. Well, I say talked to, actually I mean he talked at
me. I suspect that there may have been some amphetamines involved;
he had that highly annoying behaviour.

So from a beautiful spring day to a drug den in the space of a few min-
utes.

He walked out of the hospital less than half an hour later. 'm glad that
they didn’t have to spend too much time with him.

What a waste.

More Real Work

I have my new permanent crewmate. This makes me happy and I think
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that we will work well together. She says that she never gets a serious
job; something that I think applies to me as well.

So, of course, on our first two days together we ended up with some
really rather seriously ill patients.

It’s been unseasonably hot and we had already been called to an eld-
erly man who had collapsed. We ran our full barrage of tests and it
looked like it was because of a few too many layers of clothing. We’d
also been to a woman walking around in the middle of the day wear-
ing a Puffa jacket, who was feeling dizzy. Probably something to do
with the high temperature.

We were called to another collapse. We arrived and thought at first
that he was dead. His whole body was either white or purple and it
was only because our first responder was talking to him that we knew
he was alive. Gradually a bit of colour came back to him and he told
us about the abdominal pain that he had been suffering with from ear-
lier in the day.

As he was lying flat out in the kitchen and we needed to get him to the
ambulance we gently sat him up in order to get him into our wheel-
chair. His eyes rolled back into his head and we quickly lowered him
back down to the floor. Again he lost all his colour and I quickly
checked that his heart was still beating.

This needed a rethink. A quick examination showed a pulsating lump
in his abdomen. This is typically a sign of an abdominal aortic
aneurysm (a ‘triple-A’), which, should it start leaking or burst, will kill
you. The only treatment is surgery. This meant getting him to hospital
very quickly. So we grabbed our scoop stretcher and carried him out
flat. It’s a lot more awkward and took more time, but if he was going
to collapse every time that we sat him up it was the only way to get
him out of the house.

A few quick checks on the ambulance to make sure that he wasn’t
having a heart attack (and would, therefore, have gone to the angio-
plasty unit) and we ‘blued’ him into hospital.

AsThopped out of the driver’s seat and opened the door I noticed that
his colour had improved greatly and he was a lot more talkative. As
we wheeled him into the resuscitation bay I said to the doctor, “Well,
on scene he looked like a triple-A.’
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We left the hospital to it and did a few more jobs.

It was only later that we saw him being wheeled out for a transfer to
another hospital — it seems that our initial suspicions were correct and
he was, indeed, having a slow bleed from his triple-A. While he was
currently stable (stable enough, apparently, to transfer him without a
nurse or doctor escort), I guessed that he would still be needing sur-

gery.

Once more, a ‘good’ job; one where we made a difference. I don’t
know what is going on — all these genuine jobs ... Whatever happened
to nice simple broken fingernails and watery eyes that walk on and off
my ambulance and mean little work on my part?

More Strokes

We had been on a rest-break, but Control had interrupted it in the last
15 minutes (which was fine by me as we get financial compensation,
and I’d rather not be named as ‘Medic on Tea-Break While My Child
Died’ in the Sun).

The call was given as ‘elderly woman collapsed behind locked doors,
possibly deceased’.

We got round there as quickly as possible (after taking a detour
because of a council rubbish truck sitting in the middle of the road;
obviously picking up some cardboard boxes was much more impor-
tant than whatever we were going to). Our FRU was already there, as
was the patient’s nephew.

The front door was shut and our FRU pilot was nowhere to be seen.
We knocked on the door and it opened a crack. The familiar face of
our FRU appeared in the gap.

‘She’s lying in front of the door — I climbed in from the neighbour’s
back garden.’

We made our way through the neighbour’s house and stepped over the
two-foot fence that separated their gardens.

The first thing that I noticed was that the house was spotless; it was
obvious that our patient was originally in good health.
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Then I saw her lying in the corridor.

She had been there for probably 24 hours; there was no carpet so she
had been lying on the tiles overnight. The entire right side of her body
was a huge bruise.

As you get older your skin becomes less resistant to damage, so you
bruise easily, tear the skin easily and can get pressure wounds. The
weight of a body can cause the flow of blood to become interrupted
and unless you move (which is what people normally do) then the skin
and underlying tissue can die.

You end up with terrible wounds that never seem to heal.

The entire right side of her body was likely going to become one huge
wound.

It became obvious that she had suffered a stroke — she wasn’t moving
the right side of her body. Her left hand kept snaking out and grabbing
at us and you could see the fear in her eyes.

She was also as cold as a block of ice. Being unable to eat or move,
stuck in the draught from her front door in an unheated house meant
that she was suffering from one of the worst cases of hypothermia I’d
ever seen.

Her core body temperature was 28°C (82.4°F).

We carefully removed her to hospital — any sort of physical shock at
this temperature can cause the heart to stop. All we could do was to
make her as comfortable as possible, wrap her in blankets, hold her

hand and talk to her.

With a hypothermia this severe the hospital can rinse warm fluid
around a patient’s internal organs after making a surgical hole in the
abdomen. In this case though the risks to a patient this frail meant that
they stuck to the safer warming blankets and warmed fluid into the
veins.

It was unlikely that she would survive this episode. I hope that the
stroke affected her mind and that she wasn’t aware of what was hap-
pening to her. I can’t imagine what it must have been like, to lie there
for so long, unable to move, gradually getting colder, not knowing if
help was ever going to come.
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I hope that it affected her mind, but with the look in her eyes I think
that she knew exactly what was happening.

It’s not a good way to end 80 plus years on this planet.

Not unsurprisingly she died a day later. When I think about this job I
can still feel how cold her hand was as I held it to try to comfort her.
Yet another job that always springs to mind when I drive past the
address.

Midwife to Tragedy

‘Midwives to tragedy.’

It’s an awful phrase that came to me as we were returning to station
after our latest job. We often are there at a transition between a
normal happy life and one that has taken a sudden, permanent and
terrible turn for the worse.

When the job came down the computer terminal we thought it would
be one of our regular types of calls — a 35-year-old man was complain-
ing of numb hands and legs. This sort of thing often turns out to be
someone having a panic attack, a frightening but fairly harmless con-
dition.

We arrived on scene and were met by the patient’s wife, a number of
small children milling around her feet. She led us upstairs to her hus-
band and I could see straight away that it wasn’t a panic attack.

He was unable to talk to me or to use the right side of his body. Surely
he couldn’t be having a stroke?

But further investigation ruled out anything else. He was having a
stroke and there was little that we could do about it. So we carried him
downstairs and rushed him to hospital.

Half an hour before he had been fit and well then, moments later, he
was struck down with a debilitating illness. His wife had gone from
looking after her children, with a husband who provided for her, to
someone who would end up nursing him, possibly for the rest of his
life, and would need to rely on disability benefit.
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He wouldn’t be able to dress himself, or clean himself after going to
the toilet — he would rely on his wife to do these basic things for him.

As it gradually dawned on his wife that their life together was changed
for ever she looked at me in the hope that it was not true.

And me? It was another job, another life-destroying event that I was a
witness to. There to watch as the realisation sunk in that their lives
would never be the same as we tried to ease the patient’s and their rel-
atives’ transition into a different, more tragic life.

Another patient to go on the list who I can no longer remember.

Rat Poison

There comes a time as you approach the end of your shift when you
start looking for an ‘off job’. This is a job that will put you at your
local hospital as the clock ticks over the shift end. It’s nice to get away
from work only half an hour after you officially end. So you try to
arrange things so that you are free 45 minutes from the end of your
shift so that you can do that final job.

Then you can go home, sleep and do it all again in eleven hours.

We’d just dropped our patient off at the hospital and had 50 minutes
until the end of our shift when we heard a call go out for a 33-year-old
man who had eaten some rat poison. It was just around the corner so
we called up for it and were there in a few minutes.

The man was visiting his sister’s house. He’d forgotten that there was
rat poison behind the sofa and had pulled the sofa out a bit to sit on
the floor against it and eat some rice. His son and his nephew had
crawled behind the sofa and reached the rat poison which looked like
crumbled biscuits. One of the children was at that age where every-
thing goes into its mouth.

The children had played next to our rice-eating patient and when he
had looked down and seen what had happened he’d thought that
maybe the children had put some of the poison into his rice. When we
arrived he was really rather nervous.
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He asked us to take him to hospital.

I suggested that we took the two children as well. He didn’t under-
stand why until I suggested that the children may have eaten some of
the poison as well.

So we found ourselves driving to hospital with three adults, three chil-
dren and myself in the back of the ambulance.

It took an extended time to book the patients into hospital because
this family was of a culture that had half a dozen names for each of
them, which meant repeated running backwards and forwards asking
if they were ever known as one of a handful of names.

Then it was time to fill in three sets of paperwork.
You wouldn’t think that you’d ever get writer’s cramp in this job.
Still, it did see us off in time.

All the patients were fine — apparently you have to eat huge chunks of
rat poison for it to have any effect on you.

Filth

Picture the scene.

You are in a house that hasn’t been cleaned in years — the walls are
filthy, there are carpets rolled and stacked in the stairways. The occu-
pant, our patient, lives alone in a tiny room at the top of this house.
His heating is a paraffin burner and there are half-full cans of fuel
dotted around the room. Actually, I nearly hang myself on a bit of
string stretching from one corner of the room to the other. I can’t see
the carpet because of all the rubbish on the floor.

Our elderly patient has obviously been wearing the same clothes for
weeks on end.

The patient’s ex-wife is the one who called us; she is pawing at me,
telling me not to let him die. He isn’t going to die today; his blood
sugar is low and he has had a diabetic collapse. We give him some
sugar and he comes around.
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But there is something ‘not right’ about him. I don’t think that it will
be safe to leave him here; besides his diabetes there is a good chance
that he’ll burn the place to the ground one day. He seems somewhat
confused; he won’t talk to me although his ex-wife is clear that he can
speak English. We’ll need to take him to hospital.

So it boils down to ‘capacity to refuse’: does he have enough presence
of mind to refuse treatment and be left at home. I tell him this but he
doesn’t answer me. I explain that if he wants to stay at home he has to
talk to me - he just says ‘No.” We recheck his blood sugar level and it
is back to normal; there is no obvious medical reason for him to be
ignoring us. I consider that he may have something neurological going
on inside his head, for example a stroke.

Without him answering me, I can’t tell whether he has capacity to
refuse. This means that in the patient’s best interests I can forcibly take
him to hospital.

I don’t like doing this.
Actually I REALLY don’t like doing this.

So after half an hour of trying to persuade him, during which he bla-
tantly ignores me, we realise that we will have to get him out via other
means.

If his house wasn’t such a tip we could maybe wrap him in a blanket
and strap him to our chair and carry him out. But the amount of rub-
bish in the stairwells means that we’d probably break our necks.

So we have to try to drag him out. This is also something that I don’t
like doing. It’s night-time, there is no one else around besides the
police at this time of night. I really hate calling them out in order to
help us get a 65-year-old, five-foot-nothing-tall man out of a house.

That and they’d probably send two five-foot-nothing female police
officers to assist us — which would damage my ego even if I did know
that either of them could kick my arse without breaking a sweat.

So we drag, pull and try to get him to let go of the door handle - he
finds that just by sitting down we are unable to move him. We get to
the point where I'm considering doing painful things to him out of
spite. Then the FRU (who was first on scene and had left to do his
paperwork) returns. I explain what we are trying to do.
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‘Mr Smith,” the FRU says, ‘come downstairs into the ambulance.’
And, of course, he does.

So then he sits happily in the back of the ambulance, still ignoring us,
and we take him to hospital.

We tell the nurse we hand over to about the situation at home, and we
tell the nurse in charge of the department — I advise them that he’ll
need some sort of input from the social services before he gets dis-
charged.

So when we see him being wheeled out to the private ambulance to go
home without any apparent social service input we fill in the LAS
‘vulnerable adult’ form detailing the self-neglect and the fire hazard.
We’ll make sure that he gets help even if it seems no one else cares.

Why I Like OId Folk

We’d just dropped our last patient off at the hospital, twenty seconds
later we were sent another job — business as usual then.

The job was given as ‘fall, cut leg’; an ‘Amber’ call, and the FRU was
already outside.

Our patient was an 80-year-old woman who’d fallen over in her very
small toilet. A large lady she was stuck there. She also had a 30-cen-
timetre-long cut to her leg that had leaked a fair amount of blood -
probably more than half a litre.

Her family was there, and they were lovely - they didn’t moan that
they had been waiting 18 minutes for an ambulance, they didn’t moan
that they had been sent a solo responder in a car, and they didn’t moan
that we were going to have to take the removal of the patient a bit
slowly.

In fact, the family and the patient were all lovely people. The family
was happy to help us by carrying some of our kit and by moving fur-
niture. Our patient was in good spirits despite a nasty cut to the leg
and the FRU was happy just to see us.
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Three bandages later and we’d managed to control the bleeding from
the leg and we moved her out to the ambulance.

The patient told me that her blood pressure was high, and after I
measured it I let her know that it was a pretty good blood pressure. As
quick as you like she replied, ‘I suppose all that bleeding has lowered
it a bit, perhaps I should cut myself more often.’

We got her to the hospital, and I explained, ‘In a minute I’ll get you to
cuddle me so we can slide you across onto the hospital bed.’

She nearly leapt across the bed to give me a hug.
The family collapsed with laughter. ‘He said in a minute!’

A really nice job — unfortunately, the hospital were unable to deal with
the wound so she had to be transferred to a plastic surgery department
at another hospital. It’s always a shame when bad things happen to
nice people.

As an aside, it used to be that the FRU only ran on ‘Red’ calls. Now,
after being told off for concentrating too much on Red calls and not
enough on Ambers, the FRUs are sent off to these lower priority calls
in order to ‘stop the clock’ so that we meet our ORCON time target to
please our governmental overlords. When an FRU reaches the scene
the clock is stopped and the job is deemed a success. It wouldn’t do for
us to have more ambulances would it?

Cordoned Off

It is coming up to half past six in the morning.

Pve just come into work and 'm brewing two cups of tea while my
crewmate is making sure that the ambulance is fully stocked.

The clock clicks over to six-thirty and the activation phone rings.

There is a major incident at the local hospital and some of our work-
mates are involved. We are being sent to relieve another crew who are
on standby to make sure that none of the firemen hurt themselves.

We drive there to discover a dozen fire vehicles (including command
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and control base vehicles) and the whole access road to the hospital

blocked off.

We liaise with the officer in charge of the situation. He tells us that
some men came into the hospital via ambulance and it was discovered
that there might be a chemical contaminant involved.

There is a double cordon in place, our HART team are there. (The
HART team are paramedics who are trained to use breathing appara-
tus and can go into the ‘hot zone’ of a situation. I think that they also
run into burning buildings.)

It’s all quite calm. The policeman standing in front of the ‘Police: Do
Not Cross’ tape has only had to have one argument with a woman
who wanted to walk through the centre of the incident.

We sit in our ambulance watching the sun come up while drinking tea
—it’s a hard life sometimes. We are listening to the chatter on the posh
new radio that we were given as we arrived.

Then it’s all over — the patients have been treated, the hazardous mate-
rials people have given the hospital the all clear, and I hear over the
radio, ‘Incident over, everyone stand down. You in the ambulance,
don’t forget to bring our nice radio back.’

We have a little chat with the HART team as they pack up to leave and
get the full story and that everyone is fine. Then we make ourselves
ready and head off for another ordinary day.

Invisible Dogs

Pve mentioned it before that if I have the chance to climb something or
to clamber through a window then I will — so when we got a job
described as ‘Child fallen off seven-foot-tall fence’, I was hoping that
he was on the other side.

It was a good job he had fallen on the other side — he had a softer land-
ing. I say softer, instead of landing on concrete he’d landed in a bed of
nettles.

Climbing over the fence was no problem; landing on the other side
was a little trickier as my knees are getting old.
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The story that we had from the large number of friends that were pres-
ent was that our patient had been chased by a ‘big dog’, and in order
to get out of the way the boy had scaled the fence and fallen over the
other side.

We didn’t believe him for a second. He’d been with friends (who
smirked somewhat as they told his story) and the garden that he
landed in belonged to a derelict house, the windows and door sealed
with metal plates. I’'m sure that 'm not the only person reading this
who used to play on disused land.

The dog, obviously, was nowhere to be found.

I suggested that I could call the police to let them know that an aggres-
sive dog was on the loose — the friends let me know that it wouldn’t be
necessary.

The trouble, of course, was that our patient was on the other side of a
seven-foot-tall fence. He’d also injured his ankle and I suspected a
fracture.

Did I mention that as well as the rather tall fence we would have to lift
the patient over it was dark and we were surrounded by a dozen
teenagers?

Actually, his friends were as good as gold. They helped me out by
holding torches and mobile phone lights on the patient and by keeping
him occupied while I got his leg into a splint.

After d assessed him I noticed that he was wearing female socks (pink
and sparkly). I find that sometimes the best form of distraction ther-
apy is to mildly mock the patient. I asked him if he usually wore
women’s socks. Bless his friends as they tried to cover for him by
telling me that they were the latest fashion.

His mother arrived on the other side of the fence and let us all know
that he was wearing her socks because he didn’t have a clean pair of
his own. She then shouted over to (jokingly) ask if he was wearing a
pair of her knickers as well.

We explained to the mother what had happened and she was really
sensible and not a worrier. She reminded me a bit of my mum actually
— if you hurt yourself and you obviously weren’t dead or missing any
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important bits of your anatomy you became fair game for those magic
words, ‘I told you so.’

To get our patient out we called out Frampter the London Fire Service
and they lashed some ladders together each side of the fence and one
fireman came over to help me. I’d strapped our patient into our scoop
and we would use that to get him out. Let’s just say that lifting him to
waist height was no problem. The jerk and lift’ above our heads was
a different matter (for me at least).

But after a bit of lifting and grunting (again, mainly on my part) we
soon had our patient and his mother in the ambulance. Some further
assessment and we were off to hospital where it turned out that the
patient had only sprained his ankle rather than broken it.

A “fun’ job, no one seriously injured but a bit of thinking needed on
our part, an amusing patient and a sensible mother. I could hardly
have asked for anything more.

§59
Why the Government Hates Us

I have a theory as to why the government refuses to properly fund
ambulance, A&E and social care services.

Most of the people who use these services are old.

The above services prolong the lives of old people.

Despite the fact that old people pay all taxes except national insur-
ance, the government, along with a lot of the population, seems to
believe that they contribute nothing.

Therefore, if the services aren’t properly funded then more old people
will die and save the government money.

Simple really.

Thanks to a Bystander

‘Funny place to be drunk,’ I said.
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We were being sent to a ‘not breathing’ at one of the bridges around
my patch. Most ‘not breathing’ calls to public places are drunks, but
this one didn’t smell right. Sure, there is a pub underneath the bridge,
but there was something about it that made me think that it might be
genuine.

It doesn’t make a difference to my driving what 'm thinking — 'l get
there as quickly and safely as I can, even if I know it’s one of our local
drunks.

The bridge is a dual carriageway with a divider down the middle and
as we approached we could see them on the other side of the road —
there were two cars parked and a person standing there waved at us as
we drove past. He didn’t look too bothered.

We spun around the roundabout at the end (narrowly missing some
idiot who not only doesn’t know how to give way at a roundabout,
but jumps out on ambulances that are all lit up) and approached the
two parked cars.

It immediately struck me that there was a man lying his back, with
another man doing very effective CPR on him. Looked like the call
was a genuine one!

I stopped the ambulance and told my mate to grab the ‘shock box’ and
look after the patient; I would get the trolley off the back of the ambu-
lance and we would ‘scoop and run’.

The patient had been a passenger in his son’s car when he had sud-
denly collapsed. The son had pulled over to find that his father didn’t
have a pulse. A man driving behind them had stopped to offer some
assistance. He’d recognised what was wrong and had started the heart
massage.

By the time I’d managed to get the trolley and manoeuvre it through
the traffic (which was whizzing dangerously close to us) my crewmate,
who has been out of training school for less than a year, had diagnosed
the patient’s heart rhythm and had given him a ‘shock’ from our defib-
rillator.

It was about then that another ambulance and an emergency care
practitioner (ECP) arrived. We loaded the patient onto the ambulance
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and started some advanced techniques. I kept bouncing up and down
on the patient’s chest.

Then the patient got their pulse back!
And he started breathing!
Time to drive to hospital.

When we got to the hospital the patient was given a good chance of
surviving his ‘death’. He had the best chance an outdoor cardiac arrest
ever has. While what we did was important it was what the man who
was driving behind the patient, stopping his car, pulling the patient out
and performing very effective heart massage for the eight minutes it
took us to get there.

And, while I may often gently mock the St John Ambulance Service,
the man who was doing all this was one of their members.

So if the patient survives, and he has a pretty good chance, it’ll all be
because of the help that bystander gave. Unfortunately, I was too busy
to tell our Good Samaritan this, so with a bit of luck someone who
reads this might know him and pass on my thanks. He deserves to
know what an effect he had on this patient.

The patient survived and walked out of hospital after a few weeks.
Sadly, I never managed to thank the St John Ambulance person.

Smoky

The universe has a strange sense of humour. I can say this because no
sooner than T ask for something a little different from the tales of
doom and gloom I have been ‘entertaining’ my family with than one
drops in my lap. This one made my mum really happy and proud of
me.

The call was given as ‘House fire — persons reported inside’, an inter-
esting job. So at 1 a.m. we flew through the streets to find firefighters
having just doused the fire that had wrecked a house. I spoke to their
officer in charge and he told me that they had checked the entire house
and that there weren’t any people inside.
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It was then that I looked down to see a firefighter on his knees giving
oxygen to what I thought was a baby.

With a longer look I was extremely happy to see that it wasn’t one.
It was a cat.

The poor little soul was covered in soot and was having real trouble
breathing — it was panting like a dog and the rate of its breathing was
incredibly fast. The firefighters were giving it oxygen and trying to
keep it warm (as it’d been soaked by the firefighters’ hoses).

One of the firefighters seemed a bit upset. ‘Don’t lose it; we had a cat
die on us last week.’

I let them know that we would take the cat.

So we picked it up and took it into the back of the ambulance; the
neighbours who’d all gathered to watch the show seemed bemused.
Unfortunately, the owners of the house couldn’t be found, so the cat
had suddenly become my responsibility. We dried it off and gave it
oxygen using the Mcllroy funnel that is used to give oxygen to
neonates.

This was the first (and hopefully only) time I’d ever needed to use it.

The cat really didn’t look well. ’'m no vet and I’ve never kept a cat, but
I could see that this was serious.

I listened to its chest and it sounded ... well ... kind of normal. But I
had no real idea what it should sound like.

I radioed our Control.

‘Hello Control, erm ... This is going to sound weird.” How best to
phrase this?

‘We have no human casualties at this call, but I do have a very sick cat
with smoke inhalation. I’d like to take it to the 24-hour veterinary hos-
pital at Wanstead. Mainly so that I can sleep tonight. Can you ring
them and let them know that we are on our way, please?’

There was a long pause; the controller was probably talking to her
senior.
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‘Roger that ambulance — we’ll show you headed to the hospital. Do
you know their phone number?’

I let them know that I didn’t.

Then another crew who had been listening in on the conversation
broke in and gave Control the number for the hospital.

We whizzed down there and were met by a vet and veterinary nurse
who did lots of clever things to the cat, including giving aminophylline
and doing the world’s smallest venous cut-down. Its breathing became
a lot better and the staff seemed hopeful for its chances. We gave them
the address of the house so that they could reunite the animal with its
owners.

Now some folk will moan that we used an ambulance to look after an
animal but this ‘patient’ was the only one who actually needed an
ambulance that night, we’d been dealing with drunks for much of the
shift. So if you want to moan, then moan away, but it was good for the
mental health of my crewmate and me.

I’d like to just say a big thank you to the Control staff who let us run
to the veterinary hospital and also to the staff there who helped us out.
Also thanks to the crew who gave Control the phone number to the
hospital. Because of them I can write about this and can sleep soundly
knowing that we did the best we could.

Even if it did make the ambulance smell of wet smoky cat poo for the
next hour.

I was contacted by the neighbour of the house that caught fire. I had
asked them to make sure that the owners knew where their cat was.
I’d left a note but I know how such things can go missing when your
house has been wrecked.

They let me know that not only had the owners been reunited with
their pet, but that he was apparently doing very well. I like happy end-
ings.

How to Fix the Ambulance Service (Part One)

To recap: the main target that the government has set ambulance serv-
ices around the country is that of ORCON. This, at its simplest, states
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that we should reach our high priority calls in under eight minutes and
our medium priority calls in under 14 minutes.

The problem that I have with this is twofold. First, in a supposed ‘evi-
dence-based’ NHS there is little clinical reason for the eight minutes as
opposed to four minutes. Second, and much more importantly in my
opinion, it directly impacts on patient care.

In order to meet the eight-minute target ambulance services are remov-
ing double-crewed ambulances from the road in order to increase the
number of fast response units (FRUs). The reasoning is that if an FRU
is on scene then the ‘clock stops’ and the job is a success. It’s not a suc-
cess for the FRU if they are stuck on scene with a stabbing, an unre-
sponsive asthmatic or with a child with meningitis.

People who are seriously sick need to be in hospital, not having a solo
responder holding their hand while praying in desperation for an
ambulance.

Ambulance folk can do a lot to stabilise a patient, but as a trainer I
know wisely says, ‘The place for a sick patient isn’t the back of an
ambulance.’ Nor is it in their own home waiting for an ambulance to
turn up.

So, what are we to do? We need to check on the performance of NHS
trusts, that much is certain.

My solution is to have more targets.
But targets which will have an impact on patient care.

Let’s have a target where we improve the number of heart attacks that
we diagnose in the home and transfer to a ‘gold standard’ treatment
centre. I think we are at 95 to 97 per cent on that at the moment. How
about improving the call to treatment time?

Let’s have another target where we diagnose strokes (or ‘brain attacks’
in the jargon of today) and transport them to a specialist centre. Of
course, we might need a few more places to become specialist centres
first, but isn’t the NHS a ‘joined up’ organisation?

Let’s have a target where we try to reduce the number of patients with
asthma who need admitting to hospital. Better, let’s reduce the number
of people who need to stay in ITUs because of asthma. Of course, it
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isn’t the sole job of the ambulance service to do this, but our targets
should inform other aspects of the NHS, just as theirs affect ours.

How about improving the measurement and treatment of pain? It’s
something that we aren’t too good at, given that in most cases our
choice of pain relief is restricted to Entonox or morphine. We carry
aspirin, but that is for heart attack treatment, not the treatment of
minor pain. We also have paracetamol for children. How about nasal
diamorphine? Improving the measurement and treatment of pain will
directly better patients’ experiences.

How about improving cardiac arrest survival rates? We’ve managed to
improve these greatly over the past few years. Unfortunately, the gov-
ernment doesn’t ‘reward’ us because of our improvements in this area,
perhaps they should.

Time until a patient is reached is important in some cases, so we’ll
keep a target for reaching patients, but let’s change it to only having
the clock stop when a proper double-crewed ambulance arrives on
scene. The other targets (like cardiac arrest survival) will be met by
FRUs getting there quickly, but this will mean that there is less chance
of FRUs being manned at the expense of proper ambulances.

How about a target of increasing the amount of paramedic cover in an
area? Or how about a target for improving the training of people on
the road? Better trained staff means better care for patients.

Maybe there should be a target to increase the number of ambulances
on the road. Even better would be a target to have a certain amount of
spare ambulances. We should have a slight excess capacity of ambu-
lances at all times, not have people waiting for ambulances to finish
with one patient before they can be attended to.

We should definitely have a target to have our ambulances fully
stocked with blankets and drugs and oxygen and other essential bits of
kit that make our turning up to patients actually worthwhile because
we can treat them.

Finally, how about a ‘staff satisfaction’ target? A happy workforce is a
more effective one.

Some of these targets are more important than others and by giving
individual targets a separate weighting we could come up with a total
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‘score’ that would show improvement, but could also be broken down
to show where further improvement could be made. For example, the
number of people who get diagnosed and treated at a specialist centre
for a stroke could be worth ten times as much as the number of people
who get painkillers for their broken arm.

We could even keep the ORCON target, but give it a more reasonable
weighting of importance.

This system would have the advantage of being better based on cur-
rent evidence and would highlight areas where changes can have an
immediate effect on patient care and outcome.

There is a reason why I get a warm and fuzzy feeling when I diagnose
and take to a specialist centre someone having a heart attack. It’s
because I’ve done something that will have an effect on patient well-
being. It’s a feeling that I don’t get when I reach somewhere in under
eight minutes or meet an FRU who has been on scene for 40 minutes.

Right, how do I get to be Minister in Charge of Sensible Ideas for
Ambulances?

§99
How to Fix the Ambulance Service (Part Two)

More ambulances, more ambulance staff and to stop trying to run the
service like a business and run it more like a charity.

The government to decide if they want to fund the service properly in
order to give the public what they expect of an ambulance service, or
to work on lowering the public’s expectations to something more fit-
ting the current budget sheet.

More money in general, really.

Hidden Abuse?
We were looking for the last job of the day, something simple that

would leave us close to our home base. The job which came down our
vehicle’s terminal wasn’t ideal, but it wasn’t awful either.
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‘Thirty-six-year-old female, assaulted. Currently in the police station.’

It wasn’t ideal because she would be going to a non-local hospital, but
it wasn’t too far from our station. We’d be getting paid overtime to

drive back.

Our patient was sitting in the front of the police station talking to one
of their civilian support workers. With her were two of her neigh-
bours. All three came from the Indian subcontinent. Our patient didn’t
speak any English at all and the neighbours were translating as was
the police’s civilian support worker.

Out patient had physically a small injury — nothing too awful, it would
be sorted out by a quick visit to hospital.

We set about getting a history of what had happened to her via the dif-
ferent translators.

Our patient was married to a 60-year-old man. She had been assaulted
by him and by her daughter.

Except the neighbours told us that the daughter wasn’t her daughter —
she was the 60-year-old man’s other wife.

She was aged 13.

The neighbours had basically rescued our patient and brought her to
the police station in order to get this state of affairs out in the open —
the assault had been the final straw for them.

Our patient kept crying, partly because of what had happened, but
also because she thought that the police, and us, would beat her up.

There are some weird (compared to how I was brought up) power
dynamics in some of the communities around our area — young girls
marrying men very much older than themselves is just one of them.
This is the first marriage I have come across where the other wife has
been under the legal age.

But then I wonder — in this community families live in large groups,
perhaps I’ve taken more than one underage wife to hospital. If they are
described to me as a ‘daughter’ or ‘sister’, how am I to know? I’ve got
so used to seeing lots of people packed into one bedroom that I don’t
think about it any more. Is there a huge amount of child abuse going
on that I have no way of knowing about?
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I used to think that these large families were a good thing — the com-
munity would look after their own elderly population. Pve often been
very impressed with the round-the-clock care that large families can
give. But perhaps there is a dark side to this.

The Term of the Day

‘Fitting female.’

The address was one of those tricky ones. Places in that area tend not
to have door numbers on them and in the rough area of this address
there is a homeless hostel (which has a lot of people fitting because
they are alcoholic) next door to a disabled person day centre (where a
fair number of their clients have epilepsy).

We had to take a guess as to which of the two places the call came
from — we guessed wrong because as soon as we walked into the hostel
the man behind the desk looked very confused and in broken English
asked us why we were there. To give them their due they do normally
know when one of their lodgers has taken a bit sick, as they are nor-
mally the ones who phone us.

So we walked to the large house next door where some of the local dis-
abled people have a day centre. We were met by a member of staff
who led us to a young woman lying on the floor. In the corner of the
room was a woman dancing to some music with a wheelchair-bound
patient.

One of the day centre staff told us what had happened - the patient
had suffered a short fit, and as part of their care protocol they had to
call an ambulance.

I tried talking to our patient but she wasn’t saying much. I asked if she
understood English and they told me that she spoke it perfectly. They
also told me that she wasn’t deaf and that she was normally quite
chatty. I tried talking to her again and there was still no answer.

I sent my crewmate to fetch the trolley bed. It was tricky to get it in but
it would serve us better than the carry chair. Meanwhile, I checked the
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patient out a little further to make sure that she wasn’t hurt and got a
bit more of a background from the staff.

In a strange coincidence the member of staff who was talking to me
was an ex-patient of mine, I’d taken him to hospital when he had had
a heart attack at work. Nice to see that some of my patients do get
better ...

As soon as the trolley was brought up to her my patient sat upright
and told me that she ‘wasn’t going to go on one of them’ and that she
would much prefer to walk onto the ambulance. So after struggling
with the trolley to get it into the centre we had to struggle to put it
back on the ambulance.

Our patient and a carer walked onto the ambulance and, after a few
more checks, were soon on the way to hospital.

I’'m a friendly chap and will quite happily talk to my patients so I
started getting her medical history. Epilepsy was pretty easy to get out
of her, but how do you ask someone what their particular mental “dis-
ability’ is? T always feel that it’s like calling someone stupid or insane.
I’m also never quite sure which politically correct term is flavour of the
month.

In the end we settled on ‘learning disabilities” and then settled back to
chat about all sorts of things, including her telling me that doctors
keep asking her if she has a boyfriend, something that she finds rather
rude. We chatted about other things, of course, like her going to col-
lege and the other people in her family.

Eventually we reached hospital and left her and her carer there so that
she could wait for her mother to come and pick her up and take her
home.

At the end of the day I don’t think that she really had a seizure — her
recovery was too quick and she was too eager to go to hospital. I'm
guessing that she really just fancied a day at home rather than at the
centre. But who am I to judge? Unless I see the fit myself I don’t know
if it has been faked or not. No ambulance person ever lost their job
taking a willing person to hospital.

And I had a nice chat as well.

247



Tom Reynolds

A Good GP

I often moan about GPs. Mostly it’s when I go to a really sick patient
who is sitting out in the waiting room. On more occasions than I can
count I’ve been called to someone who looks like they are having a
heart attack and the GP is nowhere to be seen — instead they are deal-
ing with a nasty case of nappy rash.

I understand that GPs are under time pressures, but sometimes the
care that people who are actually sick receive makes me spit feathers.

So when I meet a GP who knows what they are doing I feel like shout-
ing it from the rooftops.

I was sent (miles out of my area, but that is nothing unusual) to a
person having an allergic reaction in a GP surgery. I’ve got to admit
that I fully expected to walk in and see the patient sitting in the wait-
ing room clutching a letter from the GP while the GP was hiding in a
back room.

But no.

Instead, the GP had recognised a fairly severe systemic allergic reac-
tion. He’d laid the patient down, was giving oxygen and, by the time
we arrived, had given two drugs via injection and put in an intra-
venous line. Because of the GP’s actions the patient’s allergy was
resolving nicely.

And the GP was incredibly polite to my crewmate, the first responder
and me. Pve got to say that I was mightily impressed with the actions
and attitude of this GP. The GP had also made some suggestions as to
what had caused this new allergic reaction and had all the patient’s
notes printed out for us.

The only thing about this that is a shame is that I find it so surprising
and unusual to come across such a good GP. ’'m always aware that I
only tend to go to the bad GPs and that the area in which I work prob-
ably isn’t high on the wish-list of jobs for GPs who can interview well
elsewhere.

Still, it is nice to see someone else out there doing a decent job in a
crappy system.
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A Tale of Two Cardiacs

Patient number one

He’s 34 years old and lives (like an increasing number of my ‘client
group’) in a hostel. We have been called because he has ‘chest pain’.
Chest pain calls are pretty much all ‘Cat A’ calls and therefore we
whizz round there on blue lights to jump through the government-
mandated eight-minute hoop.

He has chest pain and is feeling a bit dizzy. The most likely reason
behind this is the four lines of cocaine and five ecstasy tablets that he
took a few hours ago. His hugely dilated pupils stare up at me as he
tells me how worried he is about the pain. To try to stop the pain he
has also self-medicated with some illegally gained sleeping tablets.

This isn’t the first time this month he has been in the back of the
ambulance for chest pains — last time the pain came on after smoking
some cannabis. He asks me not to tell the hostel owners about his drug
use as if they find out they will throw him out on the street. It’s a
Christian faith-based hostel and it strikes me as a particularly unchris-
tian thing to do. But what do I know? I’'m just the Hell-bound atheist
that looks after him and takes him to hospital. I agree that I won’t tell
the hostel staff about it; it’s never been my job to be an informant if no
one else is getting hurt.

In the back of the ambulance I do an ECG - cocaine is well known for
causing heart attacks. Thankfully it’s all normal. We then talk as we
travel into hospital. He tells me of all the things that he has lost
because of his drug use — his girlfriend, his family, his friends. He tells
me about losing the middle part of his nose due to all the drugs he’d
been stuffing up there. He starts crying.

A month ago he had been ‘clean’ for six months then for reasons he
can’t, or won’t, tell me he started using again.

What can I do? I tell him that he is foolish to start using again, and
that drugs, while nice in the short term, never solve any problems —
they only create them. I tell him that he should talk to the nurses so
that they can refer him on to someone who can hopefully stop him
backsliding.

What else can I do?
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Patient number two

He’s in his late seventies and as fit as a butcher’s dog. He’d been to the
GP for the first time in years and had been diagnosed with a simple
heart arrhythmia (atrial fibrillation for the medically minded). He’d
been referred to the hospital for further assessment and treatment.
This would be in a few weeks.

Then he got some chest pain and, like many men, ignored it for a
while. Then it got a bit worse so he called for a cab and made his own
way up to the hospital. I saw him when he walked in and told the
receptionists that he had chest pain.

Twenty minutes later I was transporting him to another hospital for a
primary angioplasty in order to treat the heart attack he was having.

If he’d called an ambulance we would have diagnosed the heart attack
and transported him straight to the specialist centre, cutting out the
middleman of the local hospital. It hadn’t crossed his mind to dial 999
and ask for an ambulance.

I gently told him off. T also told him that, seeing as he’d spent his
whole life working to pay his national insurance contributions, it
would be a good idea to call an ambulance if he had chest pain again
and that it would be our pleasure to pick him up.

He’ll make a good recovery but I wish he’d called us first rather than
getting a cab. We spend so much time going to people who don’t need
an ambulance it drives us mad to see genuine patients muddling
through without our help.

Two jobs in the same night. Both with the same job description. Both
very different.

Twit One and Twit Two

I’ve just finished the fifth twelve-hour shift of seven and I am both
tired and angry. It’s been a slow build with very few ‘worthy’ jobs, the
normal roster of drunks and people who can’t be bothered to see a GP.

But I have a story of pure stupidity to entertain you.

250



More Blood, More Sweat and Another Cup of Tea

A man brings his little child into A&E because she has suffered a very
minor injury, no treatment required to be honest. While in the depart-
ment he starts to feel unwell.

So he goes home.
And dials 999 and calls for an ambulance.

Which he obviously gets, and is returned to the exact same department
that he recently left.

I wonder how he can breathe and walk at the same time.

We do sometimes get people who turn up at the A&E department,
decide that they don’t want to wait, so go home and call an ambulance
thinking that it will get them seen quicker. This is the first time that
I’ve heard this particular variation on a theme.

My last job of the shift is for a drunken 16-year-old girl who has called
an ambulance because ‘She has drunk too much.’

So we whizz round to the hostel and find her just having vomited on
her carpet. We start off being nice but she is obviously playing us
around so I decide to be honest with her.

“Why did you call an ambulance?’ I ask.

‘Because I don’t feel well,” she replies.

‘Why do you think that is?’

“Why do you think!” she pretty much shouts at me.

‘Is it because you drank too much alcohol?’ I remain polite throughout
this questioning.

“Yes.’

‘Don’t you think that ambulances have better things to do than pick
up drunks?’ I venture.

‘No.’

‘T mean, I should be going to dying babies and people having heart
attacks shouldn’t I?’

‘No.’
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‘No? Is that because you consider yourself the centre of the universe
and therefore much more important than other people?’

“Yes.’

‘More important than babies choking to death?’
“Yes — stop being rude!’

‘I’m not being rude. ’'m just asking some questions.’
‘Be quiet.’

‘OK. Please be comfortable on our trolley bed, but do try to stop spit-
ting on the floor of the ambulance, I find it most disgusting.’

And then we take her to hospital where she will no doubt sleep it off
on a comfortable hospital trolley before returning home and getting
someone else to clean up the vomit burns to the carpet. But, of course,
I am the one who has to mop out the ambulance where she has been
spitting.

I do wonder why I do this job sometimes.

Two Amusing Things
We had a lot of simple and ultimately uninteresting jobs last night, but
two slightly funny things.

The first was our initial call of the day — a man who had fainted in a
betting shop. When we arrived we were told by the other patrons of
the shop that the patient had already left. They shoved us to the door
and pointed in the general direction of the busy street.

‘There he is!” they shouted at us, waggling their hands in a general
direction of ‘outside of the shop’.

‘Who?’ I asked. ‘There are loads of people out there.’
‘Him - the one with the head.’
I was a bit surprised by this description.

‘They all have heads you silly sods!’
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We didn’t find him in the end, he can’t have been that ill to outrun an
ambulance.

The second started off as one of our usual types of calls, a four-year-
old boy who had been vomiting. His mother was concerned and so we
agreed to take him to hospital. As there was no other adult in the
house the mother had to take the boy’s sister with her.

Our patient was fine, fairly happy and there were no further signs of
vomiting.

The sister, however, waited until we were within sight of the hospital
before puking all over the floor of our ambulance. It seems that we are
making people sick (literally) in the back of our ambulance.

I correctly identified the child’s dinner as chicken and sweetcorn. Then
I had to mop it up.

It’s a glamorous job I have.

Deceased

We were met downstairs by a young man. He was leaving the block of
flats but stopped long enough to tell us, ‘T think she’s passed away but
I couldn’t bring myself to tell her mother. She’s old. I thought I better
call an ambulance.’

We had been called to a 40-year-old woman — ‘Drunk? Passed away?’

I was met at the flat door by a woman in her seventies. She didn’t seem
distressed as she led us into the living room. Everywhere I looked there
was evidence of her daughter’s alcoholism. The flat was cramped and
squalid. Her mother had been visiting her.

Her daughter was obviously dead, her skin was yellow and waxy, and
she was in full rigor mortis. It was obvious that she had been dead for
some time.

I had to tell the seemingly oblivious mother that her daughter had
died.

I sat her down and explained that her daughter had passed away some
hours ago and that there was nothing that we could do to help her.
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I braced for tears, or a scream, or an ‘I thought so’.

The mother didn’t cry, she didn’t scream, she just sat there and whis-
pered a quiet ‘oh’.

The daughter had come out of her bedroom the night before and told
her mother that she didn’t feel too well and had lain on the sofa. Her
mother had fallen asleep in the armchair. When the mother woke up
she couldn’t wake her daughter.

She’d then sat with her for at least six hours before knocking on the
neighbour’s door to see if he could wake her up.

Talking to the mother it was obvious that she was suffering from early
dementia. 'm not sure if she secretly knew that her daughter was
dead, but wasn’t letting herself accept it.

It was strange — no tears were shed, but several times we were treated
to the mother’s life story.

We had to stay around for a few hours with the police because there
was a chance that the death may have been suspicious, although it was
more likely to be natural causes.

It was saddening to see the mother wandering around, her dead
daughter lying on the sofa covered only with a sheet just a few feet
away. Sad talking to her about the changes that the area has gone
through, about her dead twin and about her other daughter.

Had she sat alone with the body for so long because she couldn’t face
up to the truth, or did she really not realise what had happened? Either
was possible, and I’'m not sure which one gives most comfort.

It’s the sort of job that will stick with you for some time.

Fuming

I’'m going to try to write this without swearing — honest.

Our first job was the now traditional ‘drunken Eastern European’; this
time he was on a bus. He had a cut to the bridge of his nose and no
ability to speak English. He had that immensely annoying way of
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pawing at us with his big blood-soaked hands. I think that he was
trying to argue with us; it certainly sounded like it but you can never
be sure with Russian (or Lithuanian, or whatever he was speaking).
On more than one occasion we thought that we would have to get the
police.

It’s actually incorrect to say that he didn’t speak any English; he could
say ‘Eeeennglissshhh’ and stick his middle finger up at us.

It would have been nice to leave him where we found him, but we’d
only keep getting called back to him.

So far, so good — a slight annoyance but nothing out of the usual.

Our next job, however, was a young man who was really rather close
to dying. It took us a while on scene to basically save his life during
which I was running back and forth to the ambulance.

When we loaded him in to go to the hospital I realised that in my rush
I must have left the ambulance unlocked.

Some filthy thieving scumbag had stolen the satnav screen and my
crewmate’s bag.

I informed Control and spent the next five minutes fuming as I drove
the ambulance to the hospital. We were met by one of our managers
who made sure that we were all right and sent us off for a replacement
vehicle and a much-needed cup of tea.

Dear thief,

We ambulance folk work long twelve-hour shifts in all weathers, at
all times of the day. Because of working shifts our health and relation-
ships suffer, our social life is a nightmare. I take home £10 (about $14)
for every hour that I work, whether that is two in the afternoon or
three in the morning. We do a job that has us verbally abused,
assaulted and spat at. We go into the worst parts of town and treat the
lowest scum of humanity with dignity and respect. We put ourselves at
risk of catching serious diseases like HIV, hepatitis and TB from rich
and poor alike. We get used by the police to go to domestic assaults
when there are no police units to send. We serve the community; we
are always there when we are called, even if it is for the most minor of
things. This is what we do — when you hurt we help, when you are
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dying we provide comfort. We do all this and, like oxygen, we are
always there.

And this is how you repay us.

By stealing something that is of no use to you, by stealing the med-
ical books that we use to treat you. By seeing that we are in a house
treating someone and thinking not ‘I hope the person they are seeing
to is all right’, but rather, “They won’t be back for a while I wonder
what I can nick from that ambulance.’

Because of shift work I’'m cutting my lifespan. I already have ill-
nesses that are work related. When you get stabbed, I’ll be the person
to come and make sure that you don’t die.

And this is what that sacrifice of every ambulance person is for? For
worthless scummy bastards like you?

Your actions have taken an ambulance off the road; in the morning
there will be one less to go to people — maybe it will be your mother
who is ill and will have to wait longer for the ambulance, maybe it will
be someone who you don’t know. Either way you have made our job
that much more difficult and put people’s lives at risk.

I wish I knew who you were — I’d fight you to get our kit back.
And then, without doubt, another ambulance would treat you.

Tom Reynolds.

Night Swimming

It was a beautiful clear night and the full moon shone down on her,
colouring her dark hair a shade of silver. She would often walk alone
at night, the dark and the quiet calmed her, kept her mind from
becoming too busy, too full of the things that worried her.

She slipped through the park, it was nearly midnight and the drunks
had gone home. She had the park to herself.

Sure, people would be worried when they discovered her gone; her
mother would panic and call the police.
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But it didn’t matter — this night was for her.

She slipped into the cold waters of the lake, the moonlight had turned
it into a mirror and her entry cast ripples from shore to shore. She
wasn’t bothered by the stones on the bottom of the lake as she contin-
ued to wade out. She had kept her shoes on.

Finding the depth she started to swim — strong powerful strokes. Her
muscles, initially frozen by the waters of the lake, began to warm. She
was alone in the dark, water below her, the moon above.

..OR ...

She had escaped from the house. Her mother had locked the door but
she had watched her as she hid the key. Tonight her search for death
would be fulfilled.

She ran to the lake, it was peaceful here — no one would interrupt her,
no one could stop her as she ended her pain.

She ran into the water — if she swam out to the middle she could
simply let go and drift down to the bottom where she could let her life-
less body lie.

.. OR ...

She was a princess. All princesses need a challenge; they need a knight
in shining armour to save them. If she swam out to the island in the
middle of the lake someone would come and save her.

She needed saving.

..OR ...

She didn’t know why — she just wanted a swim.

It was after midnight and we’d been called to a woman who had been
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swimming in the lake. The parks police in one of their final rounds of
the night had spotted her. They’d pulled her out and wrapped her in a
blanket. She wasn’t saying much but they managed to find her mother
who let them know that she had ‘mental health problems’.

I asked the mother about her daughter’s mental health problem; she
couldn’t tell me what the doctors had diagnosed. The patient just sat
there, dripping wet. I asked her why she had been swimming in the
lake at night.

She never answered me.

I’ll never know.

A Sheet of A4

I came across a patient yesterday who had a really good idea; it was an
idea that helped us, helped her and helped the hospital.

We had been looking for a job to last us until the end of our shift and
had thought we had got it with a drunk in the street. It would have
been fine if he’d let us take him to hospital, but unfortunately he woke
up and wandered off home. So we were stuck with 40 minutes until
the end of the shift. We would have to hope for a nice quick and easy
job — something like a two-year-old with a head injury.

Two-year-olds with head injuries are easy jobs because the injury isn’t
severe, it’s normally stopped bleeding, we don’t have to do any serious
observation taking and the mum or dad looks after the child while we
essentially act like a taxi.

Of course, what we wish for is often very different to reality.

From our ‘patch’ we were sent to a train station miles away in the
middle of London.

At least it was Sunday, so the traffic wouldn’t be so bad.

Our patient was having an asthma attack. The first responder on the
scene was asking for an ambulance as quickly as possible so it was
obviously something a bit serious.
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I don’t like people having asthma attacks — they can tend to go wrong
very quickly. Also the patient was having a very hard time of it and it’s
never nice to see that. I heard a description of an asthma attack once
as ‘trying to run a marathon while breathing through a drinking straw’
and that description has stuck with me for years.

So we got there as quickly as we could through unfamiliar streets to
find #zvo motorcycle responders there. They had been waiting a long
29 minutes for us.

Our patient was still receiving the nebuliser treatment that the two
motorcycle responders had started. They told me that the patient’s
chest had nearly been silent when they had arrived. This is a sign of a
very serious attack.

Our patient had obviously been in this situation before as she pro-
duced a neatly typed sheet of paper with all her details, her allergies,
her previous medical history and the type of treatment options that
worked best for her. It told me that she was a ‘brittle asthmatic’, which
always makes me ‘blue light’ these patients to hospital when they are
having an asthma attack. If you are having an asthma attack it can be
difficult to talk so all our patient had to do was hand over the sheet of
paper to whoever was looking after her.

It was a good thing that she had that bit of paper because every time
she removed the nebuliser mask from her face to talk her oxygen sat-
urations (a measure of how well she was breathing) dropped rather
quickly.

So we loaded her up and sped to the nearest hospital.

I wish that all our patients had such a bit of paper. Where I work there
is often a language barrier, even heavy accents can make my life diffi-
cult, so a little sheet like that would make my life so much easier. Also
I find myself going to patients who don’t know what is wrong with
them. All they know is that they take a ‘little white pill in the morning
and two brown pills in the evening’. Of course, this is more a failing of
the primary healthcare provider in not making sure the patient is kept
informed about their health.

More importantly imagine going to a ‘collapse in the street’ only to see
a bit of paper stuck to their jacket saying, ‘T’'m OK - I’m just drunk.’
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Tough as Old Boots

Let’s call her Gladys. I meet a lot of people called Gladys in my work.
Gladys is in her eighties.

Gladys had taken a tumble but not your average tumble; she had
fallen down an escalator at one of our tube stations.

Not just a few steps. She’d fallen down at least 30 of the hard metal
stairs.

Two members of staff met us at the now familiar ‘rendezvous point’.
You can spot them outside the stations; they are the little plaques with
‘RVP’ written on them.

I arrived to see Gladys sitting on the now stationary escalator sur-
rounded by Underground staff. I’d come fully expecting to see some-
one covered in blood who would need to be ‘collared and boarded’
out.

Instead, she was sitting up, apparently not in pain and in good spirits.

Now, ’'m a bit of a ‘nervous Nelly’ when it comes to people injuring
themselves in such a manner — I have a strong desire to take them to
hospital to be looked over by a doctor.

Unfortunately, Gladys was refusing.

I checked her out. She had a lovely lump on the back of her head and
that was about it. I checked her neck and she told me that there was
no pain. I wanted to make sure that she hadn’t collapsed or fainted.
She told me that it was her luggage that made her fall backwards. I let
her know that I wanted to take her to hospital; she refused.

I did manage to persuade her to come to the ambulance for a blood
pressure check, and there I was able to confirm that, apart from the
bump on her head, she seemed unhurt.

A little trick for my fellow ambulance personnel: after an accident
people will often feel fine and this is the effect of adrenaline pumping
around the body. Then, as the adrenaline leaves the bloodstream, the
person becomes a lot more ‘shaky’ and may feel sick. It’s best to wait
until this ‘shaky’ time is over before you leave them. Sometimes the
effects of this will let you persuade the patient to come to hospital.
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Gladys didn’t get shaky.

I sat chatting to her for twenty minutes, and she was fine throughout.
She was adamant that she be allowed to continue on her train journey
home. If she’d lived in London I would have taken her home myself.
Unfortunately I think that Control would have had a dim view of me
wandering across into Kent.

And this is where I was impressed by the staff at the Underground sta-
tion — not only had they looked after her really well while they called
for the ambulance, but they then arranged to have her met by staff at
the other end of her tube journey. The staff would also talk to the tube
driver so that he could keep an eye on her. Then one of the Under-
ground staff stayed with her on the platform until she got on the train.

Top service.

I wasn’t hugely happy about her heading off on her own, but she
seemed a sensible soul and she wouldn’t be on her own sitting in a
busy tube train. She also promised to call an ambulance if she felt
unwell at any point, and as she lived in a warden-controlled flat she
wouldn’t be alone there either.

All that was left to do was the paperwork (meticulously written to
cover my back should anything happen to Gladys), then get ready for
the next job.

Strength

The wife looks at me and my crewmate as we lift the chair with her
husband in it onto the back of the ambulance.

“You both must be very strong,’ she says.

I reply with a joke, normally about how my crewmate, half the size of
me, is actually the stronger of the two of us.

However, what I want to say is that the lifting is the easy part; the real
strength is needed with the things we see and the patients that we deal
with.
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It’s the strength that you need when you have to pick up the fourth
severely demented patient in a row. They curl up on our trolley having
been unable to move for many years, their arms and legs contracted
into the foetal position. Their bodies are skin and bone, as we pick
them up their joints creak and crack and they shriek in our ears, long
nails dig into our arms.

It’s the strength that you need when driving the ambulance and you
hear them start to cry in the back. Your crewmate holds their hand
and tries to reassure them but they can’t get through. Instead, all you
can hear is the sobbing and the noises that are all that are left to them
now that language has gone. They can’t tell you if they are in pain or
are scared — instead all they can do is moan, and cry and scream.

It’s the strength you need when you walk into a nursing home full of
the demented elderly. Stuck on the walls outside the doors to their
rooms are photographs from their prime. Happy mothers holding
their children; proud men standing to attention in military uniform.
Sepia memories from the past; what they were, not what they are. You
open the door and the person in the photograph is lying on urine-
sodden sheets, legs heavily bandaged from ulcers that will never heal,
with hands constantly grasping for something imaginary that floats
just out of reach. The person that they were is gone; all that is left is
the shell, no expression behind the face that smiled all those years ago
for the photo outside the door.

Then one takes hold of your hand and looks up at you with bright
blue eyes and asks if you are their dad, long since dust.

And your heart breaks.

I don’t know how much longer I can do this.
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Lexicon of the Ambulance Service
(or What ‘Punter’ Means)

999 - The number you dial to get the ambulance. Equivalent to the
American 911 or European 112.

A&E — ‘Accident and Emergency’, also known as ‘Casualty’ or ‘ER —
Emergency Room’. The place where we take our patients in an effort to
make them feel better. In reality, quite unlike how they are portrayed in
TV programmes.

Amber call - In contrast with ‘Cat A’ calls these are the calls that are
deemed less serious. Stuff like simple accidents, broken legs, epileptic
fits where the patient has stopped fitting.

‘Ambo’, ‘big white taxi’, ‘motor’, ‘truck’, ‘drunkmobile’, ‘barely work-
ing shitheap’ — Ambulance.

AOM - Area operations manager. The boss of a number of stations that
are grouped into a ‘complex’. Often the highest-ranking officer most
staff see. They concern themselves with the strategic and logistical
management of the ambulances working under a complex.

ASP truncheon - Straight, expandable Armament Systems and Proce-
dures truncheon used by the police.

BASICS — British Association for Immediate Care. A charity of mostly
doctors who attend accidents in public places. They can be extremely
handy when the brown stuff hits the fan. We have an excellent one on
my patch at the moment.

Bent — Wrong, illegal, corrupt, or a derogatory term for a homosexual.
Used as ‘That car radio is bent’, ‘That bloke is bent” or ‘All the police
are bent.” Also used as ‘running back bent’, meaning going for
food/back to station without letting Control know about it; sadly run-
ning out of usage as all vehicles now have satellite tracking installed.

Bloke, fella — Male person.

BP — Blood pressure. Everyone has blood pressure but some have high
blood pressure. Without blood pressure all your blood would pool at
your feet, which would be bad for the brain.
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C/EC/NE/NW/SE/SW —The sectors of the London Ambulance Service:
Central, East Central, North East, etc.

CAC - Central Ambulance Control, full of people who actually take the
999 calls, and others who dispatch us to the jobs. They have air condi-
tioning and don’t actually smell the patients that they send us to. They
also work under pressures that you would not believe. See
http://www.neenaw.co.uk/ for further details.

CAD number — Computer aided dispatch. Each job has its own
number. These are refreshed each day. Because of this | can tell you
that the LAS goes to more than 3800 calls every day, more than 4500
on a bad day.

Cannulation — Placing a needle into a patient’s vein for the purpose of
delivering drugs. Also a cannula, the needle itself.

Cat A — A high-priority emergency call. This is the priority that cardiac
arrests get, along with chest pains, difficulty in breathings and the like.
These are timed with ORCON, which I often rant about ...

Chav - Like a scrote, only with more money.

CO - Carbon monoxide, an odourless gas that causes illness and
death. Has been discovered poisoning ambulance crews in the older
vehicles of the fleet. These vehicles are still in service. This is one of the
reasons why we drive with the ambulance windows open.

CPR - Cardiopulmonary resuscitation. The process of pounding on the
chest to move blood around the body while forcing air into the lungs
either by mouth to mouth (urgh!) or by using an ambu-bag. Often seen
on telly being faked unconvincingly because to do this on someone
whose heart is still beating is incredibly dangerous.

DSO - Duty station officer. Two rungs up the management ladder from
road staff. They carry out administration duties, check on staff welfare,
handle disciplinary procedures and sometimes cover for absences.

ECG (EKG) - Electrocardiograph. An examination of the heart using
electrical impulses generated by the heart. If you are in an ambulance
and the crew start to look worried at the printout you may be in trou-
ble. Used to diagnose heart attacks, angina and other cardiac prob-
lems.
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EMT — Emergency medical technician. Like a paramedic but we don’t
have to pay dues to an organisation that exists solely to discipline them
and get them sacked. We often work with a paramedic and we do our
best to keep them out of trouble.

EOC - emergency operations centre. Our ‘Control’, which answers the
999 calls, uses a computer system to prioritise the calls and then dis-
patches us to the address. A real pressure-cooker environment | could-
n't work in as you are constantlly being watched by managers. See
http://www.neenaw.co.uk for the view from there.

ETA - Estimated time of arrival. How long we or the police have to wait
for the other to turn up. Sometimes people dial 999 again to see how
long the ambulance will be.

FRU/RRU - Fast/rapid response vehicle manned by a solo member of
staff. These cars are used to reach patients quicker than an ambulance.
In reality they are used to stop the ORCON ‘clock’. Because of the
design of the vehicles and the logistics of working on them they cannot
be used to transport patients. This results in the solo responder trying to
make conversation with the patient while they wait for the ‘proper’
ambulance.

GBH - Grievous bodily harm. An assault that breaks a bone or other
serious injury. Someone who is likely to bleed over the back of your
ambulance.

GP - Family health provider. Sadly we only get to see the crap ones
who sit patients having heart attacks out in their waiting room and
don’t even give them an aspirin. Occasionally we meet a good one —
this gives us heart palpitations of shock.

Green call — Lowest priority: cut fingers, coughs and runny noses.
Often mistaken with Cat As because people who call ambulances for a
cough often complain of chest pain and difficulty in breathing. Having
said that some incredibly ill patients still come up as ‘Green calls’.

GTN - Glyceryl trinitrate. A treatment for angina and some other heart
complaints. Also used to make explosives.

HEMS/Paraffin parrot — Helicopter Emergency Medical Service. In
London the medical helicopter that flies out of the Royal London hos-
pital. Staffed with a doctor and a paramedic, they fly out to serious
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cases. Funded by charity and corporate sponsorship. Sometimes very
helpful; sometimes a pain in the rear. Although when you need them
they are worth their weight in gold.

Intubation — The passing of a plastic tube into an unconscious patient’s
airway to enable us to assist their breathing, or take over their breath-
ing completely.

ISIS-2 — The study group that discovered taking an aspirin when you
have a heart attack is a good idea.

IV access — Securing a cannula enabling staff to give drugs directly into
the bloodstream.

IVDU - Intravenous drug user. Someone who injects illegal drugs intra-
venously, mainly a heroin addict. Often ‘unkempt’.

LAS - London Ambulance Service, the organisation | work for. Also
called ‘Da Firm’ by those of us on the ground floor. Run by ‘Da Boss’
Peter Bradley, who is generally tolerated by us grunts for the sole
reason that he is considered a hell of a lot better than his predecessors.

LOL - Not, as internet people will tell you, ‘laugh out loud’, but ‘little
old lady’; a group of patients who spend half their time throwing them-
selves on the floor, breaking their bones and having urine infections.
Normally, a pleasure to deal with.

Matern-a-taxi — What an ambulance turns into when transporting a
near-term pregnancy who is having contractions every ‘two minutes’
yet you don't see anything approaching a contraction during the 30-
minute journey. While an ‘easy’ job it is traditionally hated by ambu-
lance crews, especially at five in the morning.

MDT - Mobile display terminal. The computer screen installed in the
ambulance that, in between crashing, gives us the details of jobs. Also
enables EOC to send messages to us, normally telling us to hurry up
and make ready for the next patient.

Mmol/I — Millimoles per litre. Something to do with chemicals. In our
job the unit we use to measure the amount of sugar in the bloodstream.
Important for diabetics to keep an eye on.

NHS —The National Health Service. The ‘free at point of access’ health-
care system of the United Kingdom. Paid for by taxes, it is slowly being
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privatised. Split into a number of “trusts’ which include hospitals, GPs
and ambulance services.

NHS Direct — Another telephone advice service, staffed by nurses who
will tell you to call an ambulance for having a cold. Ring 0845 46 47
for 24-hour advice. Often disparagingly called ‘NHS Redirect’. We
don’t mind going to patients who have minor injuries who have tried
NHS Direct first only to be redirected to us.

NICE — National Institute for Clinical Excellence. An organisation that
provides advice on the best (and most cost-effective) treatment for
patients. It is believed, though never confirmed, that one year of life is
worth £20 000.

ORCON - Operational Research Consultancy. Report produced in
1974 that stated if a patient had a cardiac arrest an ambulance should
be there within eight minutes. The government only read a bit of the
report and decided that the eight minutes should be the measuring
stick by which all ambulance services are assessed. The eight minutes
applies to all Cat A calls, not just cardiac arrests. Get there in eight
minutes and it’s a hit; get there in eight minutes and one second and it’s
a miss, even if you save somebody’s life. The chasing of this target
directly reduces resources for better patient care. This target (which,
after further research, was found to be no longer clinically significant)
is the cause of a lot of problems for the ambulance service in its short-
sighted desire to please the government.

Paramedic — An ambulance worker who is allowed to perform some
advanced skills like intubation and cannulation on patients. They also
have a few more drugs to play with. Many of them started out as EMTs.
They have plenty more opportunity to get themselves into all sorts of
trouble.

Plod, boys in blue, Old Bill, fuzz, coppers — The police; a bunch of
folks we tend to get on well with, especially if they let us off speeding
when they find out who we work for. Very handy for breaking down
doors and sitting on patients who are throwing a wobbly. I have a lot of
respect for them.

Punter — A patient (or ‘client’, ‘service user’ or ‘stakeholder’ if you want
to sound like a management twit); from a slang term, often used by
second-hand car salesmen, meaning a gambler, or one who is about to
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make a gamble (so, therefore, a stunningly accurate description of our
patients).

Purple, purple plus — A dead body; the ‘plus” indicates a body that has
been dead for some time; often recognisable when you walk in the
front door and are hit by the smell.

RTA - Road traffic accident. The British version of the Anerican MVA
(motor vehicle accident). Now called a ‘road traffic collision” in an
attempt to stop lawyers getting their clients off the hook by telling the
court that the police have already called it an ‘accident’.

Scrote — An often alcoholic person who has more tattoos than teeth,
bad hygiene and a poor attitude towards employment. Scrote is also
short for scrotum.

TAS/CTA - Telephone Advice Service/Clinical Telephone Advice.
When someone calls for an ambulance for some minor crap they may
sometimes be diverted to the TAS desk at CAC for advice. They save us,
service wide, from going to about 200 calls a day across London.

Tramp juice — Super-strength lager or cider, sold cheaply. Examples
include White Lightning and Tennent’s Super. Empty cans of which,
when found in the street, signify the less salubrious parts of town.

VF/VT/Asystole/PEA — The beating of the heart is normally ‘sinus
rhythm’. VF/VT/asystole/PEA are the names of heart rhythms that are
ultimately fatal. VF (ventricular fibrillation) and VT (ventricular tachy-
cardia) can be shocked with a defibrillator to try to restore a normal
heartbeat; asystole and PEA (pulseless electrical activity) can’t be
shocked. Don’t watch TV programmes expecting to be educated in this
as they are always doing the wrong thing ...

Watersquirters, LFB, mobile drip stands, Trumpton — The London Fire
Brigade; a bunch of part-timers who get to sleep all night as there are
very few fires in London and no one cares if cats get stuck in trees
during the night. Unlike the USA, we are two very separate services.
We show our solidarity by sounding our sirens outside their sleeping
quarters at five in the morning.
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