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BACKGROUND
 IN  AUGUST OF 2021,  BETWEEN MY UNDERGRADUATE PARAMEDIC STUDIES ,  I  EMBARKED ON A SOLO

CHALLENGE TO EXPERIENCE HEALTH CARE IN GHANA,  WEST AFRICA.  IT  WAS HERE THAT I  WAS
EXPOSED TO 35-DEGREE HEAT,  EXTREME POVERTY,  DISTRESSING TRAUMA AND A HEALTH CARE
SYSTEM RELIANT ON DONOR AID.  IN  DECEMBER OF 2021,  ONLY F IVE  MONTHS LATER,  I  SPENT MY
CHRISTMAS HOLIDAYS,  VENTURING SOLO TO F INLAND.  I  LANDED AT TEMPERATURES AS LOW AS
MINUS 27 DEGREES TO EXPERIENCE A HEALTH CARE SYSTEM THAT IS  ARGUABLY FURTHER DEVELOPED
AND MORE IMPRESSIVE THAN THE ONE FROM MY HOME COUNTRY,  THE UNITED KINGDOM (UK) .  

IN  F INLAND,   I  WORKED OUT OF THE SOUTHERN KARELIA HEALTH AND SOCIAL CARE DISTRICT
(EKSOTE) .  THE EKSOTE AMBULANCE SERVICE CATERS FOR A POPULATION OF 128K,  AND THEY RECEIVE
AROUND 25,000 AMBULANCE CALL-OUTS ANNUALLY .  A  F IGURE CONSIDERABLY LESS THAN THE
DEMAND FROM MY AREA OF THE UK,  THE SOUTHWEST,  WHICH CAN RECEIVE UP TO 3 ,000 CALLS
DAILY .  

100KM WAS THE DISTANCE FROM MY STATION IN PARIKKALA TO LAPPEENRANTA,  A  CITY WITH THE
CLOSEST EMERGENCY DEPARTMENT TO US.  IF  A  PATIENT REQUIRED CONVEYANCE,  THAT EQUATED TO
OVER AN HOUR MANAGING A T IME-CRIT ICAL PATIENT IN THE BACK OF A FAST-MOVING VEHICLE ON
SNOW AND ICE TERRAIN.  FROM LANGUAGE BARRIERS ,  FURTHER PHARMACOLOGICAL INTERVENTIONS,
AND BROADER ACCESS TO PRE-HOSPITAL MEANS OF TESTING,  I  WILL  ATTEMPT TO PAINT A SMALL
SUMMATION OF MY EXPERIENCE WORKING FOR F INLANDS FRONT-LINE AMBULANCE SERVICE .  

AS MY PASSION BUILDS FOR EXPERIENCING HEALTH CARE AROUND THE WORLD,  I  HOPE MY
REFLECTIONS PROMOTE HOW PRECIOUS L IFE  IS ,  THE BEAUTY OF OTHER CULTURES AND THE
WONDERFUL EXPERIENCES YOU CAN ACHIEVE THROUGH EMBRACING CHALLENGE AND DISCOMFORT.
ALTHOUGH THESE CHALLENGES TO ME HAVE COME AT A F INANCIAL AND SOCIAL SACRIF ICE ,  IT  IS
INCREDIBLE TO SEE THE INTERGENERATIONAL AWARENESS,  DONATIONS TO AID AND CULTURAL
ASSIMILATION DEVELOPED –  I  LOOK FORWARD TO CONTINUING MY EXPLORATION.

AUTHOR DISCLOSURE:

I  WANT TO BEGIN BY STATING ALL  TOPICS AND OBSERVATIONS DISCUSSED IN THIS  ARTICLE ARE
OPINIONS OF MY OWN,  FOLLOWING PERSONAL EXPERIENCES.  I  AM NOT EMPLOYED WHERE I  VENTURE
TO,  AND I  EMBARK ON MY EXPERIENCES VOLUNTARILY ,  EL IMINATING BIAS WITHOUT THE NEED TO
REPRESENT AN AMBULANCE TRUST OR HEALTH CARE SYSTEM.  I  ENSURE TO AMEND MY
DOCUMENTATION TO ADHERE TO PATIENT CONFIDENTIALITY ,  WHILST BALANCING THE ABIL ITY  TO
PAINT AS BEST OF A P ICTURE AS I  CAN –  I  DO THIS  THROUGH MANIPULATING LOCATIONS,  PATIENT
NAMES AND OTHER IDENTIFYING FEATURES.  THE IMAGES I  USE IN THIS  ARTICLE AND THE INDIVIDUALS
I  SPEAK ABOUT,  VERBAL CONSENT IS  F IRST GAINED FOR EDUCATIONAL PURPOSES.

Within this article, there is a discussion of mental health, suicide and
Alcoholism – If these are topics that directly relate to you or cause an
emotional disturbance, please read no further. 



ADAPTATIONS TO WORKING
IN A COLD, ICY AND EXTREME

 CLIMATE.
It was -27 degrees in Parikkala, Finland, on Christmas day. That
following morning, I worked a 24-hour shift. The ambulance I worked
out of is the one pictured – at first glance, it may strike you as not too
aesthetically different to the UK ambulances. However, I will start by
breaking down some of these ambulances' necessary adaptations to
overcome the unforgiving ice and snow terrain.

Ambulances in Finland are four-wheel driven, and they are raised
higher off the ground to make off-roading possible. The winter tyres
laced with metal spikes are compulsory, as they provide better traction
to the ice lined road when responding to emergency calls.

As you can see pictured on the left, it is easy to walk snow and ice into the ambulance, predominantly when
otherwise occupied with a time-critical patient. The stretcher's wheels shown above, after being dragged
through the snow, drag ice into the ambulance. Therefore, the stretcher is designed to slide into a metal
basin to keep the environment clean. Additionally, the floor is heated and remains running during a patient
response to keep the inside warm for when the crew returns.



On the subject of attention to detail, here is another example of the
clinician considerations taken when designing the ambulances.
Pictured is a small mirror at the back left of the ambulance,
providing the attending clinician with a full view of the stretcher. The
mirror was said to be helpful when conveying a violent or
aggressive patient, as it allows the clinician to sit safely out of arms
reach but still have a visual of the patient.

Due to the cold climate in Finland, hypothermia is a higher risk
factor. In the UK, ambulances used to be provided with
mechanisms to keep fluids warm, but in my UK trust, this is no
longer implemented. In Finland, drawers have built-in heating
systems fitted as standard. These warm fluids in a medical
emergency, considerably benefit the patient management.

Furthermore, the driver has a live camera fixed to the windshield,
showing the back of the ambulance. If the clinician attending to a
patient intervened in any means, stood up or was in obvious
distress, the driver could react accordingly. Additionally, when
indicating left and right, the cameras live stream changes and
shows the full external side of the vehicle, reducing accidents by
eliminating blind spots. 

Where I was based in Finland, the weather is not always so extreme. The vehicles in Finland are
designed to fit the cold icy climate as best as possible whilst being economical and safe when the
weather is hot and the road is dry. The newer design ambulance I was on got fitted with electric doors.
These doors were activated by pulling the handle or pressing a button, meaning the large side door
didn't require force to open and close. I found this feature particularly useful when carrying multiple
items of heavy equipment on the way to a job, with a press of a button the door closed itself.  In the UK
you can often find yourself having to place equipment on the floor to close a door and lock the vehicle
before continuing to a patient call.



AMBULANCE STATION
CULTURE AND ADDRESSING

THE DARK SIDE.

Pictured is my station bedroom; each paramedic gets one to themselves at the
station, and the radio wakes you up when a job comes in. Sleeping on shift was
essential, as, in the areas I worked, staff respond 24-hours a day. On my first half
of shifts in Finland, I worked out of Parikkala. Due to the station in Parikkala being
quiet and rural,  I found we had plenty of downtime, unlike the UK. This allowed a
good level of rest and provided quality time to get to know colleagues and work
together in clinical practice. In the second half of my time working in Finland, I
worked in Lappeenranta, a small busy city (just over 72k population) with a 10-
minute ETA to the hospital. Three crews work out of Lappeenranta, and each
vehicle can treat up to 17 patients in a single 24-hour shift! The average norm is
more around 8 to 10. This demand felt much more like the UK, apart from the
hospitals were not as pressured. This was a significant jump in working conditions
compared to Parikkala, and I struggled. At the 14-hour mark, I found I experienced
the effects of sleep deprivation impacting my ability to provide good patient care.

I became interested in the 24-hour shifts In Finland - I was curious if the staff felt long hours affected their judgment and why these
hours were enforced. I interviewed some staff In Finland and read some research conducted by Dimitri Lisitsyn, my mentor, on which
shift type is more preferable in pre-hospital care. It was shown that 24-hour shifts were preferable, where N=1003, showing 72.7%
considered 24hr shifts to be preferred. 

Through questioning and research, I discovered that 12-hour shifts were implemented and trialled for two years until reverting back to
24 hours shifts. Other regions still work these shorter shifts and the shift duration changes with each ambulance trust. In the EKSOTE
area, during the two year period of 12-hour shifts, it was evident staff morale was lower. Morale plays a big part in any workforce. In
Finland, to assess morale, there was a survey conducted in 2019 called the ‘how are you’ questionnaire. This questionnaire showed
staff morale at the lowest it had been seen – where 75% of the workforce for whom completed the questionnaire stated they were
unhappy in their role during the time 12-hour shifts were implemented. When the shifts returned to a 24-hour format in 2020, the
questionnaire was repeated. The results showed 45% of staff overall were unhappy, which is a 30% improvement to the previous
year. 

Further research within the EKSOTE trust showed that 65% of the workforce have considered another career path. As the retirement
age is 75, working as a front line paramedic this long is not sustainable. Colleagues in Finland said they had known paramedics to
leave their trust to retrain as something completely different. To my surprise, this career change was not always into another form of
health care, which is a growing trend for paramedics currently in the UK, progressing into primary care and other roles. When I
questioned this further, it was said that retraining is more easily accessible in Finland, as they all have access to free higher
education, unlike in the UK. Staff state the reason for changing career path is because people are getting fed up with the Job. One
significant issue that staff raised in Finland was the lack of career progression compared to the UK. Colleagues in Finland say that
despite masters and additional training to enhance skills, they remain as standard paramedics, with no higher-ranking positions
available. Unless they want to go into administration, they have no pay rise or change in title accessible, leaving them stuck with little
room to grow. 

At my local trust in the UK, 2020 statistics showed that 60.4% of staff look forward to coming into work. It is increasingly
demonstrated that as opportunities increase elsewhere for paramedics, people are finding ways to leave the trust. In the Uk, this can
be due to a mixture of different things, such as poor pay, current hospital pressure resulting in long waiting times and increased
pressure/demand on the service as a whole. Additionally, there has been an increase in physical and verbal abuse to front line
workers, and some have concern that the work is gradually moving to more of a primary care role, which a lot of the workforce did not
sign up for. From personally talking to colleagues in Finland, it seems we share some of these same discomforts. I question if UK
education was not at an all-time high and, like Finland, free, if we too would see more clinicians leaving health care, and whether that
fear would enforce governments to act on the areas of UK healthcare requiring attention and treat staff how they deserve?



PERSONAL PROTECTIVE
EQUIPMENT AND APPARATUS.  

To the left is an image of the carry chair used in Finland, a frequently utilised piece of equipment for any
ambulance service.  After using this carry chair, I found it much more stable and easier to carry a patient. Leg
handles were adjustable and the four wheels also meant that the risk of it toppling was reduced, compared to the
two-wheel UK design. For those familiar with the UK carry chairs, you can see how this design looks far better.

However, if you look at the stretcher pictured on the right, it is not hydraulic like the UK stretchers. I found that
using this stretcher was a personal nightmare. You had to lift by hand the whole unit and the patient weight to
elevate and lower the stretcher. Although this seemed ok for one shift, it is clear that constant use of a stretcher
like this is a considerable risk to the workforce’s physical wellbeing. I am unsure of Finland statistics, but UK
2015/16 statistics showed that muscular-skeletal injuries account for 41% of all work-related ill-health.
Additionally, 2016 research found that 8.8 million health care workdays were lost from neck, back, and spine
problems. This problem costs the UK economy £14 billion a year. It became evident changes needed to be made,
and since introducing the Mangar ELK (a device used to aid in lifting patients), sickness has been reduced by
10% and has saved the southwestern ambulance service specifically over £300,000. However, Finland still
heavily rely on their bodies for manual handling, with no access to ELK machinery or other aids than a basic lifting
strap.

Once you arrive at the ambulance station, you get allocated personal bulletproof
vests, slice proof gloves, and thermal uniforms. In Finland, during the winter
season, there has been an increase in hunting moose and deer due to
overpopulation, leading to a rise in road accidents and congestion. However, this
hunting trend means more people carry firearms. The trust offers protection to
provide their staff with a feeling of safety. This sense of increased security staff
state is noticeable when dealing with violent patients and those experiencing
mental health crisis's that may result in violence. 



 THE CONFUSION OF UNIFORM
AND AMBULANCES

One confusing aspect of the emergency ambulance service in Finland is that the colour of the vehicles and
staff uniform changes depending on the trust you work. As previously stated, the yellow and orange
ambulance first pictured here is the ambulance I worked out of through the EKSOTE trust. The second
ambulance pictured in orange and white is one that I took in Helsinki, another region run through a separate
trust. After speaking to staff out here, this was one confusing aspect that the majority stated they would like to
have changed. In the UK, for example, the general public expects all ambulances to be large and yellow and
the staff to be wearing green, shown in the third picture. This method keeps everything simple and allows
other services and the public to identify us.



LANGUAGE BARRIERS

When travelling to different cultures, the first thing that everyone notices, unless you happen to be
multilingual, are the communication barriers. Although English is a compulsory taught subject in
the school curriculum for Finnish people, and the language is understood, it is often unpractised.
English was said to be better understood when reading and writing, and due to this, often the
public were hesitant to speak English. 

During my first patient call out, I was shown the effects of a language barrier on assessing and
treating a patient. The first call was to a male who had called 112 (their emergency number)
presenting to the call handler with what sounded like symptoms of myocardial infarction (heart
attack). 

On arrival to the patient, we were presented with a gentleman, laid on his back, looking pale, short
of breath, and clenching his chest. Although these are some red flag signs of someone
experiencing a cardiac episode, it was from here that further questioning and assessments were
to be obtained. 

I listened as my colleagues took the patient's history, an essential assessment involving questions
that form an idea of a patient's concerns. This history can aid in informing a clinician on what
could be wrong with a patient and plan their next steps in assessing a problem. Not long after
obtaining a patient history, the attending clinician asked me my opinion of the situation. At this
point, because of the language barrier, I had no understanding of the patient's concerns and stood
there feeling quite helpless. Although I could proactively take observations and conduct some
minor assessments, I became blinded to what was occurring around me or how to assess further
without both myself and the patient understanding one another.

Diagnosing causes of chest pain can be as non-emergent as pyrosis (heartburn), pleurisy or a
simple musculoskeletal cause. However, it can also indicate a pulmonary embolism, myocardial
infarction, myocarditis, or pericarditis. My point is that being able to communicate effectively with a
patient is paramount for investigating a presenting complaint of 'chest pain'. I found it extremely
difficult to formulate differential diagnoses without effectively communicating with the patient.
Being in this scenario provided me with a strong understanding of how vital the history of a
presenting complaint is. When returning to my UK practice, this case study has allowed me to
recognise the importance of ensuring that everyone participating in a treatment plan must have a
mutual understanding of the clinical findings before collaborating on an action plan to enable the
best patient care. 



 
PATIENT MANAGEMENT, PHARMACOLOGICAL

INTERVENTIONS,  AND ADDITIONAL ACCESS TO
PREHOSPITAL MEANS OF TESTING.

 

My colleagues continued to question the patient previously discussed, while I conducted an electrocardiogram (ECG).
The ECG showed global ST-segment depression and evidence of past ischemia.
In the UK, a provisional diagnosis of a myocardial infarction (MI) is made from assessments and a history, occasionally
we involve a cardiologist to review the case and determine the destination most suitable. Cardiology and ECG
interpretation is a speciality of its own, and as front-line clinicians, we are trained to know a little of everything - some
refer to us as a 'Jack of all trades, but a master of none' - although little do people know, that the phrase continues 'but
oftentimes better than a master of one'. 😉

Patients with ST-elevation myocardial infarction (STEMI), presenting to a crew as symptomatic, are concerning.
However, 30% of MI cases are what we refer to as non (N) STEMI's, meaning we can't interpret an acute MI from the
ECG alone. For NSTEMI patients, healthcare professionals advise conveyance to the hospital for blood tests to see if
a protein called 'troponin' is present. Troponins are released into the human body when the myocytes become
damaged, confirming cardiac ischemia. In Finland, front line troponin tests are possible. The protein is usually evident
three to six hours after onset of chest pain, and before this time, blood results usually present negative. These blood
tests are then repeated beyond the 6-hour mark for further confirmation, and this long length of time is something as
pressured front-line clinicians we don't have. However, staff in Finland state that early testing can provide a benchmark
figure to hand over to the hospital for reference when blood tests are later repeated. For patients whose symptoms
started 4-6 hours before paramedic arrival, troponin tests can rule out NSTEMI's and improve safety netting for leaving
this patient group at home. Prehospital troponin tests have been trialled in the UK for front line paramedics. The
argument for rolling this out is waiting upon further UK research, however, there is a UK study suggesting if properly
applied in practice, the UK could expect a 40% reduction of unnecessary hospital admissions for cardiac sounding
chest pain. 

For the patient's case study discussed, he had a history of STEMI's and recently had a percutaneous coronary
intervention (PCI). The clinician concerns were that this patient was either having another acute MI, a non-occlusion
myocardial infarction (NOMI), possibly failure of the recent PCI, or an electrolyte imbalance. Either way, this patient
required hospital conveyance and on route management. The patient was already anticoagulated, so we did not give
Aspirin. At first, the patient was hypotensive; however, the blood pressure improved once in the ambulance after we
began ringer therapy, supplying the patient with 250ml boluses of fluid enriched with electrolytes. Noradrenaline got
pre-prepared on a syringe driver if later required. We then set up an IV glyceryl infusion, causing vasodilation, and
helping with cardiac output and preload. The nitrates caused the patient's pain to subside, confirming that the pain was
cardiac in origin. Oxycodone IV, an opiate analgesia, was used to manage the chest pain, and an IV beta-blocker was
administered to reduce the tachycardia, which in itself can induce cardiac ischemia. During conveyance, the patient
reported that their pain completely subsided, and on the ECG we noticed the ST changes began to revert to a more
'normal' presentation.

As you can see from this one shortly explained case study, front line paramedics in Finland have access to a much
wider drug choice than in the UK and thus tools to aid such as syringe drivers. Further examples of additional drugs
the ambulance paramedics carry are: Flumazenil, Ketamine, fentanyl, Tramadol, methoxyflurane, beta-blockers, IV
thrombolytic agents, amongst much, much more. Additionally, in some regions standard paramedics are trained to
perform a broader range of procedures, including cardioversion, suturing, surgical cricothyroidotomy, prehospital
venous and arterial blood tests, CRP inflammatory agents and troponin test kits. Although, some advanced UK
paramedics are trained in these skills too. 



ACCESS TO PATIENT RECORDS AND GENERAL
DATA PROTECTION REGULATIONS (GDPR):

 
 

As mentioned in the case study above, it was discovered that the patient had a previous PCI and past
STEMIS's, this information was found by accessing the patient's medical records. When treating a patient
suffering from a condition decreasing their ability to communicate, accessing records can effectively aid in
a treatment plan. The recent PCI was crucial information as staff would still expect troponins in the
patient's blood. Therefore, the pre-hospital troponin check was even more beneficial to provide the
hospital staff with a benchmark figure. This is one example of how access to patients medical records can
aid in management. 

In my UK trust, we have access to archived documents from previous ambulance attendances for
patients, and we use these records to compare things such as a patients current ECG to a past one.
However, we have no way of accessing shared medical records due to harsh GDPR regulations. On the
other hand, we can ring clinicians within general practice or out of hours, to access additional records,
should the patient consent to aid in a management plan.

However, In Finland, a paramedic is given the patient details before arriving on scene and access to a
complete medical history, although this access does vary by trust. For example, If a patient visits areas
out of the EKSOTE trust and becomes in need of ambulance attendance, the clinician can't access the
patient's records. Staff in Finland expressed that this is an issue because many people have second-
holiday homes in the EKSOTE region. When the public visit their holiday homes and paramedics get
called out, they are not able to review medical records and therefore their management plan opportunities
severely decrease. An increase in GDPR policies is slowly making medical history accessibility harder
and is a concern for the ambulance staff in Finland. Included in this, is recent changes that stop workers
from checking up on patients post ambulance attendance, often used by clinicians to follow up on their
action plan and diagnosis for continuous professional development.

Another example I witnessed in Finland of how patient information was positively used was when we
phoned a patient that we were responding to and began history taking on the route to the call. We found
that the patient was not in immediate need of a fast response from a phone consultation, therefore,
allowing us to safely take our time. Although we continued to this patient, a general radio broadcast came
in for a higher priority emergency call-out just as we approached the scene. This allowed the paramedic
attending to radio control to stand down from the current job and use their time more actively to the
patient in more need. 

I am unsure with increased GDPR if Finland will lose its rights to access complete patient records, thus
affecting their clinical ability to manage patients effectively and resulting in their job becoming more
challenging. On many occasions in the UK, when asking for patient consent for a doctor to review
records, patients have expressed to me that they are shocked we don't already have access to this
information, nor have I ever had patients refuse. A shared network of information would enable our UK
clinicians to formulate more in-depth management plans, reduce conveyance rates and result in less
hospital demand. 



 PUBLIC FINES AND ABUSING 
HEALTH CARE.

 
 

Taxis:

In Finland, if a patient transfer is non-urgent to a hospital via an ambulance, the patient will be advised to
get a taxi, something also true in the UK. This keeps resources accessible for patients in actual need of an
Emergency Ambulance. If a patient chooses to take a taxi, the price will be capped to equate to the same
amount as the ambulance conveyance rate, increasing the chances of the patient taking this option. The UK
however, covers the cost of the taxi fare for the patient to incentivise the option, both the UK and Finland act
similar to reducing conveyance rates for stable patients, although take different approaches. 

Abusing Health Care and The Finnish Answer:

In the UK, the NHS released statistics that informed the public on the harsh reality of missing arranged
health care appointments. They released evidence stating that over 15 million GP appointments are missed
annually. In the UK, 1.2 billion hours of GP time is wasted each year, which the NHS equates to the pay of
600 general practitioners working full time for a year. It is not just GP surgeries; the NHS announced that out
of the yearly 307 million scheduled healthcare appointments with multiple allied health professionals, 5% a
year (1 in 20) are non-attended with no warning – resulting in 15.4 million appointments lost each year.

So, what do these numbers actually mean?

Every appointment missed is said to cost £30 on average – equating to the NHS losing over £216 million a
year. That money the NHS say would equivalate to paying the annual salary of 2,325 full-time GP's, 224,
640 cataract appointments, 58,320 hip replacement surgeries, 216,000 medication treatments for suffering
from Alzheimer's and the salary annually for 8,424 community nurses working full time.

The only penalty from research I can find from the UK is the public are sent what is referred to as a DNR
letter, standing for 'did not attend'. Essentially, a public member can receive up to three within a 12-month
time frame. If failure to attend three appointments occur within this period, practices can remove them from
the surgeries list of members.

The difference in Finland is that they invoice fines for those who miss any health care appointments,
matching the money lost, depending on the trust this amount varies, EKSOTE is around 40-50 Euros.
Although in Helsinki, they recently stopped this due to the Covid-19 pandemic causing an increased loss of
appointments for understandable reasons. Additionally, for patients who can be treated at home (which a
large number of our front line patients in the UK are), Finland sends an invoice to the patient to cover the
costs of some of the treatment. 

Although the UK's free NHS system is a gift, I question why we don't implement harsher punishments for
those unnecessarily abusing healthcare systems in the UK, like Finland.



MENTAL HEALTH, DRUG
ADDICTION AND ALOCHOLISM

 
Finland ranks above the European average for suicide. 1/3 of the cause of death for the population aged
between 15 and 24 is suicide. The most popular method used is hanging, which is an emotionally
challenging job no paramedic wants to respond to.

In conversation, some staff in Finland amongst the general public suggest poor mental health is due to
significant times of the year with minimal sunlight and freezing temperatures. This climate encourages
dangerous drinking habits and isolation to escape sorrows. Other research suggests that the relevance of
the issue is on the decline. Compared to the 1990s, suicide rates are 50% less in Finland. Research
claims this is due to suicide prevention campaigns and improved support for depression. An example of
this progress is that Lappeenranta built a specialist mental health emergency department next to the
main hospital. Patients can be conveyed to this facility without pre-alert and met with psychiatric
specialists for treatment/support in a crisis. This is something the UK does not have. UK mental health
patients requiring conveyance become admitted to the general emergency department, sometimes
unavoidably leading to neglect or deterioration as they wait long periods for psychiatric reviews.

Additionally, the staff at Lappeenranta state they notice a lot of overdoses (OD) call outs, similar to the
UK. Most OD patients in Finland, take large amounts of gamma-hydroxybutyrate (GHB), aka G, and
liquid ecstasy, amongst other street names. Due to Lappeenranta being close to the Russian border,
making cheap strains are easily accessible. OD of this drug can cause crews to deal with patients
experiencing respiratory depression, ataxia, cataplexy, and absence seizures, leaving the staff with
plenty of challenging patients.

To decrease mental health issues, and combat the effects of alcohol abuse, the Finnish government
have enforced increased alcohol tax pricing and made the purchase of spirits only available in specific
government shops open from 09:00 to 21:00. It is reassuring to see the positive statistical impact
following Finland's implementations to combat mental health and should hopefully, with awareness,
motivate other cultures to improve their support methods. 

Mental Health and Ambulance Staff

With an increased understanding around mental health, the UK awareness has grown massively recently
on providing front line service workers with counsellors, debrief sessions and room to process large jobs.
I questioned the types of support available to the staff in Finland after dealing with traumatic jobs. It was
nice to discover that the same support has been implemented in Finland recently. Staff said they have
separate support for mental health and can choose to participate in job debriefs, leaving time to discuss
what could be improved and what went well. Clinicians at the station also said they can get time off now
that the importance of good mental health is increasingly recognised. 



CONCLUSION

Due to my undergraduate studies and the personal costs of embarking on these deployments abroad,
I, unfortunately, spent a limited time volunteering to experience the ambulance service at the EKSOTE
trust. Therefore, I could not experience everything there was to offer. I hope through this short article I
have highlighted some of the key differences to the Finnish health care system and have stimulated
some form of positive discussion. 

In the UK, we are currently experiencing an acute front line crisis built up by extreme hospital
pressures, unsustainable demand on the front line workers, and morale at an all-time low. As pre-
hospital clinicians with little to no nurse orientated training, we are now spending long periods with
patients, and our practice is vastly changing. Our current guidance and drug indications for pre-
hospital medicine treating acutely ill patients do not match the time we spend treating patients outside
the hospital. The Finnish paramedics are first nurse trained and then specialise in acute and
prehospital care, completing just over four years of medical training. This increased training time
provides paramedics with different indications for fluid therapy, increased access to wider drug choices
and improved patient management plans. Should our UK front line paramedic training change to
match the unavoidable evolution of our frontline service?

From my short time working abroad and time spent in the UK, I have realised that we can never
eliminate health care abuse. Whether the abuse is verbal, physical, financial or theft, there is always a
battle. Recently my local trust has issued body cameras to staff to tackle the increased abuse to
emergency workers. Alongside this, there have been new harsher laws implemented to provide
punishments for those who abuse emergency workers, which is a positive change. I do question,
however, why the UK has not implemented more severe measures to reduce the abuse of our health
care system, more so with the statistical evidence of the costly damage, it causes.

Mental health is an underfunded sector of the UK health system, and there is little help compared to
the services Finland provides. Recently, unique implementations for the homeless have come into
place in the UK, called 'micro-homes' which the Cornwall council purchased to tackle the housing
crisis—showing slow change to help those vulnerable to poor mental health. However, to provide a
more established mental health care service, like Finland, we still have a long way to go. I would argue
the lack of funding to areas in need is due to poor government financial planning. One publicly
criticised example of this was the £37 billion cost of the failed app used to track covid-19. 

Overall, Finland exceeded all my expectations. I found jumping from my time in Ghana to Finland has
been nothing but challenging, eye-opening and an experience I will struggle to forget. I look forward to
watching how the health care system evolves in Finland and the measures we take in the UK to
overcome some of the problems Finland is proactively already managing. 



SPECIAL NOTES 

I would like to finish this piece by writing a  special thank you to Dimitri Lisitsyn. I reached out after hearing a
lecture of his on hypothermia. Dimitri took his own time to help organise my shifts, direct me to
accommodation, and drive me to the ambulance station. It has been a pleasure to learn from you in both
pre-hospital medicine and the Finnish culture. 

As an extra thank you, I would like to shout out Riitta, Maija and Katariina, which were paramedics that I
worked with and who made me feel most welcome during my stay.

I was sad to leave Finland. It is amazing to see how networking and taking a chance on asking a question
lead to such an enlightening experience. The most heart warming realisation so far, is that despite the
change of culture, it felt like home to work for the EKSOTE trust. The humour, kindness and priorities don't
change from the UK, and I have enjoyed every minute of my time here. 

I am excited and motivated to continue planning my next departure.

https://www.instagram.com/dimitrilisitsyn/

