Shifting First Aid: A Socio-Historical Analysis of Tracing the Changing Relations Between First Aiders and the UK Ambulance Service from 1941-2020 

Abstract

Particular attention has been paid to the professionalisation of the ambulance services and how new specialist forms of technologies have allowed healthcare professionals to operate beyond the walls of the hospital. Less attention has been paid to how these roles and spaces were once only occupied by first aiders. This article describes how first aid provision is historically situated and reproduced within and as part of this wider system of care by providing a detailed account of histories of emergency care and the changing rationale for first aid provision outside of the hospital between 1941-2020 in the United Kingdom. Drawing on 28 historical materials from this timeframe and bringing these into dialogue with sociological ideas of professionalisation, jurisdiction, and bounding, I analyse how expertise has been historically situated and transformed from 1941 to 2020. This timeline then parallels the developments and changes of voluntary aid societies/ first aid provision to show that both expertise and responsibility are ‘on-the-move’ and are relational. The paper offers conclusions around the relative positioning of expertise, including how different organisations depend on, matter for, and shape one another within an ‘ecology of care’.
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Introduction
In a time of growing patient demand that continues to outpace the available resources (NHS Providers, 2020), much attention in NHS policy and healthcare research has focused on the expanding role of out-of-hosital care in managing patient flow. Scholars from different disciplines have sought to comment on and examine the professionalisation of the paramedic role, alongside the introduction of new specialist technologies and equipment that allow ambulance staff (and patients) to diagnose and treat in out-of-hospital settings (McCann, 2022; Granter et al., 2019).  Additionally, other research examines the rapid expansion of urgent care services such as the development of NHS111, which serves as a primary entry point for patients into the emergency care system (Pope et al., 2019; Pope et al., 2023). Mirroring these debates, NHS England launched a series of television campaigns urging the public to access other urgent healthcare services before calling 999 or attending Accident & Emergency (A&E) departments (NHS England, 2024; NHS England, 2022; NHS England, 2020). These campaigns reflect the increasing pressure on these services and a growing reliance on experts and professionals to provide advice and guidance on medical matters. 
What is less studied, however, and is the focus of this paper is the role of first aid provision in keeping people out of hospital and how these spaces and services were once only occupied by first aiders. A 2017 report published by The British Red Cross focusing on the role of first education to support people attending urgent care service, researchers found that NHS healthcare professionals felt that first aid was a ‘lost skill’ and that this was one reason for an increase in the number of people attending A&E for minor injuries (Mytton et al., 2017). This study echoes the conclusions of previous reports about A&E units being overwhelmed and about the importance of providing first aid outside the hospital (NHS England, 2014; Mytton et al., 2017), concluding there should be a focus on the public ‘relearning’ first aid.  
In response, the British Red Cross has adopted various programmes and initiatives.  These include workshops targeted at vulnerable groups who are likely to encounter a first aid situation; information on how to navigate the complex urgent care system, on when it is appropriate to call 999 and on how to administer over-the-counter medicines (Mytton et al. 2017). In 2016, the British Red Cross launched the ‘Don’t Stop at 999’ campaign to raise awareness of how basic first aid could help to reduce the number of people who die from injury before reaching the hospital (McNulty, 2016). As detailed above, The British Red Cross aims to encourage the public to use first aid skills instead of, before and after calling emergency responders on 999.  As these initiatives demonstrate, public provision of first aid, and the work of the British Red Cross is positioned alongside the work of the ambulance service and the NHS.   
In taking up these themes, the aim of this article is to discuss the relation between the decreasing space of voluntary first aid in relation to the professionalisation of the ambulance service (a division which originated from Voluntary Aid Societies (VAS) such as the British Red Cross and St. John’s Ambulance). This article describes how first aid provision is historically situated and reproduced within and as part of this wider system of care. More specifically, the article provides a detailed account of the history of emergency care and the changing rationale for first aid provision outside of the hospital between 1941-2020. At different moments within this genealogy the status of first aid shifts in ways that mirror the changing boundaries of professional and lay medical expertise. 


[bookmark: _Hlk166093645]Theoretical Framework: Jurisdiction, bounding and the ecology of care 
This article uses the work of Andrew Abbott (1988) and his ideas of jurisdiction and bounding to show how different organisations depend on, matter for, and shape one another within an ‘ecology of care’ and how the professionalising of one service matters for the shape and territory of other related organisations. I extend Abbott’s analysis, which focuses on one system of professions (for example the relation between occupations in a singular system of professions), to enfold an understanding of the relative positioning of expertise to examine the relationship between voluntary healthcare organisations (i.e., The British Red Cross and St. John’s Ambulance) and the NHS ambulance service.
Abbott (1988) is interested in ‘the system of professions’ and the changing boundaries of professional jurisdiction. He characterises professions as “…an exclusive occupational group applying somewhat abstract knowledge to particular cases… [they] are organised around the knowledge system it applies, hence status with the profession simply reflects a degree of involvement in organising knowledge” (Abbott, 1988: p.8-p.188). Professions gain authority by formalising specific tasks and skills through qualifications and certificates, enabling members of recognised professions to exclude others, and to maintain control over their area of expertise. The boundaries of their influence and ‘jurisdiction’ are “ever-changing” and are never fixed (Abbott, 1988: p.359). This is because expertise itself evolves as occupations gain, lose, and maintain power relative to each other across different periods of time and social developments. 
There has been a long tradition of analyses in the sociology of professions from both sociologists and historians. Early work on professionalism interprets how these systems and hierarchies of expertise uphold social order and bureaucratic practices (Carr-Saunders and Wilson, 1933; Parsons, 1939). Later work, however, draws attention to the power imbalances, exploitation, and the professionalisation as a process of occupational dominance (Johnson, 1972; Larson, 1977; Friedson, 1988; 2001; Abbott, 1989; Evetts, 2011; 2013)
These ideas on professionalism and expertise frame my analysis of the interplay of lay and professional medical expertise within the wider landscape of care. For instance, the paramedic role gained recognition as a profession in 2000, making a university degree the primary pathway into the field (Granter et al., 2019). Likewise, neoliberal management principles in the NHS have led to a redistribution of resources based on personal accomplishment rather than historical workforce hierarchies. These principles emphasised the needs for patient centred care over the needs of professional groups (Nancarrow and Borthwick, 2005; Department of Health, 2005). 
[bookmark: _Hlk197941548]Despite their significantly increased responsibilities and elevated status over the past two decades[endnoteRef:2], paramedics remain relatively underpaid and are expected to devote themselves to their patients despite high workloads and inadequate compensation. (Granter et al., 2019; McCann, 2022). These studies expose professionalism as a system that creates tensions and unequal power structures and devalues the independence and creativity and the increasing exposure to poor working conditions (Friedson, 2001), which are complicated by others that value management above ‘hands-on’ expertise (McCann et al., 2013). These studies are useful in understanding the consequences of professionalisation across one systems of professions. My study expands this work further by detailing the consequences of professionalisation the ambulance service and how this shapes the structure of third sector organisations.  [2:  Since 2025, newly qualified paramedics start on Band 5 salaries (NHS Health Careers, 2025).] 

I use these ideas on professionalism and expertise and put them into dialogue with Science and Technology Studies (STS) concepts, such as the performative work of boundaries, to describe the changing position of first aid and how the status of this is dynamic and continues to fluctuate and change within the ecology of care. My understanding of the performative work of boundaries is informed by the work of Geoffrey Bowker and Susan-Leigh Star (1999). These authors show how categories and classification systems produce and reproduce social order. I work with these ideas to show that first aid provision is a product of multiple categories the edges of which delimit and define emergency response and care in the present. 
It is by combining Abbott’s ideas and other related authors on the professionalism and jurisdictions with Bowker and Star’s ideas on the performative work of categories and how they are historically situated and bound that I arrive at a distinctive account that the position of first aid is directly relational to other organisational structures. This article is concerned about the relative positioning of first aid and how this co-exists alongside other organisational structures such as the NHS ambulance service. As I show, first aid provision is made up of a richly textured and multiple layered system – in what I describe as ‘the ecology of care’.

Methodology

This article addresses the question of how first aid provision developed and changed in relation to the development of other health services over time? To answer this question, I trace the development of the ambulance service between the years 1941 and 2020. The study employs a socio-historical approach to understand the evolving relationship between first aid provision and the development of health services. Historical materials, including key texts, policy reports (NHS Archives, Care Quality Commission, Association of Ambulance Executives), and grey literature (Museum of St John’s Order, British Red Cross blogs, first aid manuals) published within this period, were analysed.
The search on the historical material conducted in this study focused on key texts published between 1941 and 2020, as well as discourses on each of the following: first aid; Voluntary Aid Societies (VAS); the paramedic profession and the development of the ambulance service. Key policy reports (NHS Archives, Care Quality Commission and the Association of Ambulance Executives) and grey literature (Museum of St John’s Order, The British Red Cross and first aid manuals) published within this period, were analysed. Databases such as PubMed, Google Scholar, Sociology of Health and Illness, and Social Science and Medicine were selected for their relevance. Thematic analysis of 28 primary sources, chosen for containing the most relevant information on the relationship between lay (first aid) and professional (ambulance service) medical expertise, identified four key shifts in the ambulance service: 1) Scoop and Run; 2) Scoop and Stabilise; 3) Mobile Medical Professionals; and 4) Out-of-Hospital Care. The 1941 starting point reflects the initial role of Voluntary Aid Societies (VAS) during the 1940-1 German air assault on UK in World War Two, often known as the Blitz (British Red Cross, 2024a), while 2020 marks the COVID-19 pandemic and the reorientation of voluntary services to support the NHS (British Red Cross, 2024b). By detailing these histories within this timeframe, the relative positioning between first aid activity and the ambulance service becomes clear, directly addressing the study's question. As I show, the organisational structure of the ambulance service matters for the provision of first aid within the ecology of care and this ecology is dynamic and fluctuates across different periods of time.


Methodological Challenges 

I encountered four methodological challenges.  First, was developing a robust methodological process for interpreting historical sources. Qualitative methods texts in social science often provide limited or unclear guidance on such historical analysis. To address this, Kipping et al. (2013) offer a three-step process for interpreting historical documents: (1) critiquing each text for its external and internal validity; (2) triangulating various sources to reduce bias and increase research robustness; and (3) employing an iterative process that situates texts within their historical and intertextual contexts. These steps directly guided my source selection and criticism. For instance, critiquing each text involved assessing its source, authorial intent, and how scholarly interpretations have engaged with it, while internal validity was judged by examining consistency and cross-referencing factual claims. My understanding of the Millar Report, for example, was informed by Kilner's (2004) work. I scrutinised how the Millar Report was interpreted by other authors researching the professionalisation of the ambulance service, ensuring the historical accuracy of my timeline. Similarly, Ramsden and Cresswell's (2019) work provided a timeline for the development of voluntary aid societies during the interwar period, and I utilised their historical sources to support my own. This iterative process also allowed for the continuous re-evaluation of texts as new historical contexts emerged, refining initial interpretations.
The second methodological challenge involved identifying relevant historical materials for voluntary first aid services. Initial analyses of first aid manuals and literature on related healthcare professions (e.g., nursing) provided background on early first aid, however, were less relevant for post-1950s developments. I chose to trace the development of the ambulance service, rather than other professions like nursing, because it originated directly from Voluntary Aid Societies
Third, when conducting the literature search on the history of voluntary aid organisations – including searching for sociological and medical texts on this topic –there was a lack of research on the role of first aiders as healthcare providers, particularly in 1974-2020, as emergency care research predominantly focuses on the work of paramedics (Palmer, 1989; Nelsen & Barley, 1997; Nurok & Henckes, 2009; Corman, 2018; McCann, 2022). The British Red Cross research team corroborates this, highlighting first aid as an “under investigated, misunderstood, and underdeveloped feature” compared to “ambulance services, emergency department care and rehabilitation” (Pellegrino et al., 2017: p.5). A secondary aim of this study is to address this gap by demonstrating the importance of studying the role and status of first aid organisations and their contribution to the organisation of care provision in the UK.  
A final challenge involved accessing historical materials, particularly early policy reports that were difficult to locate or were restricted. For instance, the Millar Report was only accessible via Google Books, rather than through an official NHS online policy archive. Drawing on Platt's (1981) considerations (authenticity, availability, sampling, truthfulness, inference), each policy was assessed for its provenance and impact on ambulance services. In total, 28 published texts (1941-2020) were gathered to make sense of how expertise is historically situated and how it has shifted from 1941-2020. 

Findings
The next section describes four key periods referred to as 1) Scoop and Run (1941-1966); 2) Scoop and Stabilise (1966-1974); 3) Taking Medical Professionals to the Emergency Scene (1974-1998) and 4) Keeping the Patients Out of the Hospital (1998-2020). Each one of these shifts examine how the definition and position of first aid occurs within a system of care and reveals how those organisations that provide care fluctuate and change over periods of time.

1: ‘Scoop and Run’ (1941-1966) 
The ‘scoop and run’ mentality originated during the Second World War[endnoteRef:3]. The widespread threat of aerial bombardment in Britain led many people to see training from VAS who also trained in Civil Defence Personnel (Noakes, 2012)[endnoteRef:4]. A total of 15,000 volunteers provided nursing and military medical services during this time (Cambray and Briggs, 1949), while other first aid volunteering duties included organising and setting up first aid posts at underground stations and air-raid shelters (British Red Cross, 2020). Although first aid certificates were presented for those who completed first aid training, there were questions about the standards set for those who received these certificates (Edgar, 1940).   [3:  The Second World War was the most devastating war in history and caused significant damage to hospitals in the UK (Verma, 2017). For example, the 1940-1 German air assault on UK in World War Two, often known as the Blitz damaged 175 out of 296 hospitals and the ICRC had to establish hospital localities and safe zones for injured/ and ill patients away from military action (MacNalty and Mellor, 1968; Dunn, 1952).]  [4:  Civil Defence was largely unpaid work but driven by patriotism to defend the nation. Passive defence was broken down into six general sections: police, fire service, first aid (including ambulance drivers), heavy rescue squads and gas protection. (Noakes, 2012)] 

This was a time before the National Health Service (NHS) existed and Voluntary Aid Detachments (VADs) supplemented medical services to provide first aid care to patients. VADs offered services such as home nursing, loaning of equipment and ambulance transportation to carry and deliver patients to the nearest medical facility (Ramsden and Wall, 2019). For volunteers who worked as ‘Ambulance Men/Women’ during the Second World War, general duties included driving ambulances, carrying stretchers, and rescuing patients from demolished buildings (British Red Cross, 2020). Only a driver’s licence and basic first aid certificate was required for this role (Kilner, 2004).   
According to Scott (1945), there was considerable public interest in learning basic first aid during this period. For example, The First-Aid Journal (1945 to 1946) advertised different workshops for the public to learn first aid and reported VAD activity across the UK[endnoteRef:5] (Scott, 1945). The British Medical Journal (1940) detailed treatments for wound shocks and non-haemorrhagic shock during the Second World War. During this time, the public were provided with information about how to treat different types of wounds and compared with the present there was much less of a distinction between common and specialist knowledge of first aid.   [5:  The Journal of First Aid (1945-46) was a collection of events and stories about ambulance personnel during wartime (see Scott, 1945 for more details)  ] 

 	During the 1940s, first aid expertise was widely distributed, but there was a clear concentration of medical expertise within the hospital. Ambulance drivers were, above all, drivers, aiming to transport the patient to ‘proper’ care as quickly as possible. On the one hand, (and again compared to the present) more was known and done locally, as Voluntary Aid Detachments were set up across the country. On the other hand, there were limitations on the clinical scope of first aid provision as formal first aid training of ambulance drivers was not introduced until 1966, and A&E departments (and A&E specialist roles) were not fully developed until the early 1970s (Sakr and Wardrope, 2000).  As noted below, ambulances did not have mobile coronary care ‘units’ (MCCUs) until the late 1970s (Pantridge and Gaddes, 1967).  
 	The NHS came into existence on the 5th of July 1947 resulting in all healthcare services in the UK being free of charge. Voluntary Aid Societies such as British Red Cross, St. John’s Ambulance in England and St. Andrew's Ambulance in Scotland continued to support the NHS for another twenty-six years, sometimes by acting as subcontractors delivering ambulance services for local health authorities (Ramsden and Wall, 2019). In this period, “some of the old rationale for the VAS disappeared in the era of the NHS, [but] there was still space within which VAS could operate, and a practical need for the kinds of training and emergency care that they had long experience in providing” (Ramsden and Wall, 2019: p.507). This symbiotic relation continued until the mid-1960s[endnoteRef:6].  [6:  St John’s Ambulance still operates vehicles and crews alongside NHS crews today in many parts of the UK, basically subcontracted to NHS ambulance Trusts. They are usually trained to ECA level, so their clinical scope tends to be limited, but they handle a lot of calls to the level required, including stabilising patients, CPR / AED usage, transporting to A&E, etc. ] 

During the interwar period, the role and status of the first aider was to provide basic first aid and transport patients to the nearest hospital. These ambulance drivers/first aiders were predominantly volunteers, and their primary function was to provide war relief, operating with limited medical equipment or professional skills. 

2: 'Stabilise and Deliver' (1966-1974) 
The timeline progresses with the Millar Programme, advocating advanced training for Ambulance Drivers and ends with The National Health Service Reorganisation Act 1973.This Act mandated that all ambulance services to be provided directly by the NHS, ending subcontracting to Voluntary Aid Societies (VAS).   
	Introduced in 1966, The Millar Report proposed a distinction between the roles of a First Aider and an Ambulance Technician. The Millar Programme was a 12-week (eight weeks intensive first aid with emphasis on practical work and two weeks civil defence) equipped ambulance staff with basic life skills and the use of specific equipment (Kilner, 2004). It recommended formal training and qualifications for all ambulance personnel, including drivers trained in: ‘First aid; Para-medical and Non-medical’ (Ministry of Health, 1966; Kilner, 2004: 380). Emphasising clinical resuscitation such as advanced airway skills, administration of drugs and the provision of advanced life support (Kilner, 2004: 379), the report was implemented in 1966, requiring formal training for all ambulance staff. This occurred when clinical care was primarily hospital-based, not extending to pre-hospital settings or ambulance personnel (Kilner, 2004). Concurrent developments included the introduction of Mobile Coronary Care Units (MCCUs) to patients via specialised ambulances to reduce myocardial infarction mortality (Kilner, 2004), and the pioneering prehospital coronary care model in Belfast (Pantridge, 1970) had paved the way for the paramedic role.
	Seven years after the Millar Report, the National Health Services Act 1973 (replacing the 1948 Act) transferred full responsibility for UK ambulance services to the NHS. This move "…enhanced medicalisation of ambulance work and the emergence of paramedic practice, which increasingly included medical intervention" (Givati et al., 2018: 355; College of Paramedics, 2014), formalising the ambulance service and further creating a cut between the Ambulance Driver and first aider role. In essence, further training allowed drivers to use more advanced medical skills on-scene, aiming to stabilise patients before hospital transport. This upskilling was not immediately matched by higher pay and status (Kilner, 2004; Mackenzie, 2018), but it represented an important ‘step-up' in ambulance crews responsibilities.  
The role of the first aider shifted as ambulance drivers became more responsible for medical care as they acquired the skills to stabilise patients before transporting them to the hospital. Following the nationalisation of ambulance services, voluntary aid societies were no longer required to provide ambulance support to the public. This redirected their focus towards first aid in other settings, notably the workplace. This was in part related to the Health and Safety at Work Act 1974 (which directly resulted in the formation of Health and Safety Executive) which made it mandatory for all workplaces to have a named first aider and for onsite medical support to be provided. 
This period marked a further shift in the role of volunteer first aiders, characterised by an increased focus on training workplace first aiders and providing first aid at public events. These developments, such as the NHS Reorganisation Act’s removal of the requirement for voluntary aid societies to provide ambulance support, further redefined the relationship between first aiders and ambulance staff, the locations of care provision, and the interaction between these distinct systems.
Some of these changes related to advancements in medical knowledge, such as the concept of the 'Golden Hour' highlighted the importance of receiving medical treatment within or under an hour (Lerner and Moscati, 2001. Research into treatment and outcomes (Cales, 1984; West et al., 1979; Pantridge and Geddes, 1967), informed the design of specialist trauma centres and the use of air ambulances and helicopters, indicating an increasing reliance on research to shape emergency response strategies. 

3: Take Medical Professionals to the Emergency Scene (1974-1998) 
During the next stage, ambulance staff take on more responsibility not only for stabilising, but also diagnosing and treating outside of the hospital. This period saw the ambulance service transform from a patient transportation service into an increasingly professionalised and medicalised service. Healthcare professionals were brought directly to incidents, with ambulances equipped with specialised portable technology like Mobile Coronary Care Units[endnoteRef:7] and automatic external defibrillators (AEDs). Other pre-hospital care developments including flying squads[endnoteRef:8], air ambulances and immediate care schemes (Mackenzie, 2018, p.146), driven by medical research indicating improved mortality rates with rapid on-scene medical intervention (National Research Council, 1966; Pantridge and Geddes, 1967; Cales, 1984; West et al., 1979). This period also introduced new mobile medical technologies, equipment, and evolving roles. While the core duties of ambulance staff remained to stabilise and transport patients, the advent of technology and advanced basic life support increasingly marginalised the traditional first aid role, which was superseded by MCCUs, aeromedical transport (e.g., London’s Air Ambulance Charity), and hospital-based flying squads. [7:  Mobile Coronary Care Units (MCCUs) are specialised ambulances equipped to provide advanced cardiac care to patients before they reach the hospital. ]  [8:  Similar to MCCUs, a medical flying squad are teams that can bring advanced medical care to emergency situations quickly for patients in need of urgent care, especially in situations where transferring a patient to hospital can be too risky or time-consuming. ] 

The increasing risk awareness of the 1970s also generated new demands for first aid expertise, particularly in the workplaces (Ramsden and Cresswell, 2019). The Health and Safety at Work Act 1974 mandated that workplaces and temporary event organisers assess their medical support needs, granting industries more autonomy in their first aid provision. This led to a growth in demand for voluntary first aid organisations to provide workplace training (Ramsden and Cresswell, 2019), often for a fee. The subsequent Health and Safety (First-Aid) Regulations 1981 further obligated employers to ensure adequate resources and personnel for immediate care of injured or ill employees (Health and Safety Executive, 2013: p.7). These legislative changes expanded the role of voluntary aid societies and the requirement for trained volunteers in the workplace.
Although Ambulance Technicians trained via the Millar Programme primarily stabilised and transported patients, these developments of this kind called for more training for ambulance crews, and a differentiation of skills, alongside and in relation to other specialist roles in the medical world (i.e., A&E staff). Emergency medicine emerged as a distinct clinical practice with its own qualifications (Mackenzie, 2018). This expanding scope and the influx of highly skilled professionals fostered a stronger professional identity among ambulance staff, culminating in industrial action in the late 1980s.
The 1989-1990 ambulance worker strike, driven by pay disparities with other public service roles (Nichol, 1992), saw army, police, and volunteers temporarily support ambulance services. The settlement included financial incentives for ambulance staff to gain qualifications for on-scene care and funding for equipping ambulances for this advanced treatment, alongside a target of one qualified paramedic per ambulance (Nichol, 1992).
Throughout the 1990s, ambulance crews expanded their capabilities to include cardiac defibrillation, nebuliser therapy, and the administration of prescription-only medicines (Craggs and Blaber, 2008). The formation of air ambulance charities18 during this time supported ambulance responders for rapid deployment to incidents requiring on-scene expertise. The London Air Ambulance, established in 1989 following a report highlighting preventable trauma deaths and criticising UK pre-hospital care (London Air Ambulance, 2024), exemplifies this. The impact of such services is debated; for instance, the 1994 Sheffield Report estimated the London Air Ambulance saved approximately twelve lives annually (Brazier et al., 1995), while other research questioned the impact of mobile specialist teams on mortality rates (Nicholl et al., 1996). Regardless, what is important is that research and evidence appear to be increasingly influential, even if that evidence changes or is later proved to be unfounded. The strategy of taking even more highly skilled healthcare professionals, including trauma surgeons, to the scene further impacted the status and expertise of ambulance staff and volunteer ‘first responders’ (some trained in paramedic skills) (Cusack et al., 1992), making the prospect of training ambulance staff to hospital-level professionalism more realistic.  
The boundaries between care provided in a hospital-based care and out-of-hospital care are shifting. As a result, settings that were once the preserve of first aiders and ambulance drivers are redefined as places of ‘work’ for highly trained medical experts. This reshapes the spatial distribution of professional dominance (Friedson, 1970), and with it, the place of everyday first aid. Throughout this period, voluntary aid societies continue to run first aid courses for the public, but on a smaller scale than during the 1940s and 1950s.The scope and required knowledge of first aid is also not the same as legislations such as the Health and Safety (First-Aid) Regulations 1981, which has led to the commercialisation of first aid training. This is demonstrated in the growth of private training providers offering mandated workplace first aid courses, transforming first aid education into a significant industry focused on certification and regulatory compliance.

4: ‘See and Treat’ (1998-2020) 
The fourth ‘phase’ is one in which skilled ambulance crews become part of the NHS service, re-defining regular callouts as well as those involving trauma, resuscitation, and acute care. Paramedics were officially recognised as a profession in 2001 (College of Paramedics, 2014), marking a shift from the ‘scoop and run’ method (Department of Health, 2005) to ‘hear and treat’ or ‘see and treat’. This is arguably part of a broader trend in which medical professionals delegate tasks to other healthcare workers i.e., nurses prescribing drugs and paramedics diagnosing and treating patients on-scene (Ball, 2005). Other developments include the increased availability of AEDs in workplaces and public spaces. Familiarisation with how to use these became a core component in first aid at work courses[endnoteRef:9]. Although not legally mandated, many organisations and workplaces purchased AEDs as employers could still face potential consequences for not having an AED readily available in the workplace (Resuscitation Council, 2018).   [9:  Although not legally mandated, many organisations and workplaces purchased AEDs as employers could still face potential consequences for not having an AED readily available in the workplace (Resuscitation Council, 2018).  ] 

During this period, several key reports outlined a new direction for UK ambulance services, including (1) The ‘New NHS: Modern and Dependable’ (1997); (2) the 2005 ‘Taking healthcare to the patient: transforming NHS ambulance services’; (3) the 2015 Association of Ambulance Chief Executives: ‘A vision for the ambulance service: ‘2020 and beyond’ and the steps to its realisation’ and (4) NHS England (2020) ‘Transformation of urgent and emergency care: models of care and measurement’. These reports detail the rapid expansion of urgent care to manage patients out of hospital and the evolution of ambulance services from transportation to diagnosis and treatment hubs.
The ‘New NHS: Modern and Dependable’ (1997) report highlighted the potential for on-site treatment by trained ambulance staff to reduce hospital admissions. These proposals were considered in the Audit Commission Report ‘A life in the fast lane: Value for money in emergency ambulance services’ (1998) recommended licensing paramedics and university-level training. The principles were adopted in the 2000 'NHS Plan' and the 2001 'Reforming Emergency Care' strategy, which announced a ten-year reform of NHS healthcare education centred on patient care. Paramedics were to be trained to an advanced level (i.e., a Master’s degree level) and have clinical-based skills required to decide whether to transfer a patient to a hospital or treat on-site. The primary training pathway for paramedics became university based.
Also, during this time, the UK government launched the announced the Defibrillators in Public Places Initiative (1999), investing £2 million to improve cardiac arrest survival rates in the community (Healthcare Commission, 2007). Half of this funding was allocated purchasing AEDs, the remainder was to train people to use them. During the same period, the government also encouraged ambulance services to implement Community First Responder (CFR) schemes, particularly in rural areas, suggesting collaboration with local community and voluntary groups. CFRs remain a vital component of out-of-hospital care, working closely with NHS ambulance providers and voluntary organisations to deliver emergency care, and are bound by CQC quality indicators despite being separate from ambulance services (Phung et al., 2018).
Five years after the 'NHS Plan', a new direction for emergency care was proposed. The 2005 'Taking healthcare to the patient' (Bradley report) redefined ambulances as mobile healthcare resources for the broader NHS (Department of Health, 2005), extending their role beyond trauma, resuscitation, and acute care (Jenson et al., 2009). By 2015, paramedics were able to make decisions based on the patient’s condition and were able to initiate and evaluate actions and, in some situations (less serious cases) provide appropriate treatment and diagnosis in the patient’s home (Care Quality Commission, 2013; NHS England 2014). Furthermore, the Association of Ambulances Chief Executives released a report entitled ‘A Vision for the ambulance service: 2020 and beyond and the steps to its realisation’. This report outlined a five-year strategy to extend mobile health provider roles in diagnosis, transportation, treatment, navigation, and coordination, in a range of settings in which care is offered (AACE, 2015 p.2) and proposed to increase the numbers of advanced paramedics and urgent care activity depending on local services.  
The 2020 'Transformation of Emergency Care Services' aims to improve patient access, outcomes, and experience across various settings, including online, phone (NHS 111), at home (paramedic), and in emergency departments (NHS England, 2020: p.7).  The report highlights the growing use of online and phone services for out-of-hospital care. These developments augment and sometimes complicate the place of first aid and public expectations. The public is encouraged to provide initial first aid and utilise NHS 111 before attending A&E. The existence of this telephone service arguably deskills the public further, in that there is growing reliance on experts to provide guidance and instruction. On the other hand, these services are important in keeping people out of hospital, and in reducing the burden on the ambulance service. 

[bookmark: _Hlk198115861]The trends outlined above generate other tensions. For example, McCann et al., suggest that the formalisation of the paramedic profession has produced “multidirectional and somewhat contradictory outcomes for the profession as a whole” (2013: p. 751), and despite efforts to give “paramedics professional autonomy and discretionary decision making”, they are still viewed as low paid and low status (Givati et al., 2018: p.367). Recent research shows that UK ambulance service staff have high risk of physical and psychological injury including exhaustion and burnout resulting in a mental health crisis across the services (Granter et al., 2019; Maguire et al., 2014; Lawn et al., 2020; Mildenhall, 2019). Nancarrow and Borthwick (2005) suggest that neo-liberal management philosophies have resulted in more unskilled workers taking on more professional tasks. 
Market-driven approaches have also reshaped the landscape of event medical services. The demand of private first aid services has grown, largely attributed to relaxed regulations that simplify first aid training, alongside an increase in current or former NHS staff seeking new opportunities or income (Garlick, 2020). Event organisers increasingly favour private providers instead over traditional voluntary services due to cost-effectiveness (Garlick, 2020). This trend has led to the closure of event services offered by voluntary organizations, representing a significant loss of third-sector care provision (British Red Cross, 2020).  For instance, the 2020 closure of The British Red Cross Event First Aid Service, which had been a vital part of the organisation since 1870. This service became more commercialised after the Health and Safety at Work Act 1974 made medical support mandatory at certain events. This period reflects a deeper shift towards commodifying medical expertise, transforming public first aid from an altruistic, volunteer-driven service into a marketable commodity. This development underscores Nelsen and Barley's (1997: p.650) argument that "expertise is linked to the social dynamics of commodification." This commercialisation is not an isolated event but part of an ongoing history of relative positioning between first aid provision and professional medical expertise. The trend mirrors past adaptations like the shift in Voluntary Aid Societies' priorities from wartime ambulance transportation to providing event first aid by the 1970s. 
[bookmark: _Hlk165983047]Discussion: Ambulance Services and the implications for first aid  
This article documents the changing histories of lay and professional expertise between 1941-2020. Based on the timeline, it is clear the professionalisation of the ambulance service co-exists alongside the status of first aid provision and this has direct consequences for the space and territory of first aid provision. This discussion elaborates on four key themes concerning the changing role of public and/or voluntary first aid alongside the NHS ambulance service.
 	First, the findings demonstrate there is a clear trajectory of what Abbott (1988) describes as ‘professionalisation’. Abbott defines professionalisation as a process in which skills are formalised and qualifications are used to limit and restrict the practice. Historically, the ambulance service, initially driven by volunteers providing war relief in the 1940s, has become increasingly professionalised. Aspects of this continued after the Second World War but became more specialised as the NHS developed, and as attention focused on rapid response and patient care. The upskilling and professionalisation of out of hospital care has arguably transformed and formalised the provision of first aid by creating a distinct boundary to the first aider role and ambulance staff. 
Second, the timeline also shows the transformation of first response as ambulances have become hubs for diagnosis, treatment, navigation, and coordination (AACE, 2015). This is evidence of the hospital moving beyond its walls and extending into territories and spaces that were once only occupied by first aiders. Although some have seen the professionalisation of ambulance work as “contradictory” and “multidirectional” (McCann et al., 2013), it can only be understood alongside other developments for instance in Accident and Emergency departments and in where valued skills are thought to lie. This is complex territory. Alongside evidence of ‘de-skilling’ (where technologies take over what were previously specialist roles), there is evidence of ‘up-skilling’ as ambulance drivers become qualified paramedics. This goes hand in hand with increasingly complex differentiation within the ambulance service. This is evident in the creation of roles such as Ambulance Support Workers whose duty is to carry and transport the patient to hospital patient transportation (Dent 2008; McCann et al., 2013)[endnoteRef:10].  [10:  From 2024, there are six different types of ambulance service roles within the NHS including Ambulance Care Assistant and Patient Transport Driver; Call Handler/ Emergency Medical Dispatcher; Emergency Care Assistant; Emergency Medical Technician; Patient Transport Service (PTS) Call Handler and Paramedic https://www.healthcareers.nhs.uk/explore-roles/ambulance-service-team/roles-ambulance-service] 

 	Third, developments in medical knowledge are also relevant. These underpin and inform the substance of first aid training and the ‘levels’ involved. This is evident in the courses needed to provide first aid at work, and in the ‘stages’ through which first aid volunteers progressed[endnoteRef:11].   To some extent, these trends are ‘evidence based’ meaning that they are informed by research showing that lives can be saved by fast local treatment (i.e., ‘Golden Hour’, introduction of specialist ambulance equipment such as AEDs and MCCUs). However, this professionalisation has arguably contributed to a decline in public knowledge of basic first aid, diminishing reliance on commonly shared skills. In response, organisations like the British Red Cross now offer courses are providing courses not only on how to diagnose and treat, but on how to navigate the complex health system, and when and how to use different services (Mytton et al, 2017: 5).   [11:  In detail, The British Red Cross Event First Aid Service career ladder mirrored the hierarchal structure found in a hospital. For example, first aiders who have completed Airway Management, can do an exam to become part of the Ambulance Crew for the service. Individuals who are trained in first aid may have different roles, some within The British Red Cross, and some also as community first aid responders. This training is provided by NHS England trusts.
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] 

The fourth and final point concerns the complex 'system of professions' and how it shapes both the clinical scope of first aid and the role and status of the voluntary first aider. The relationship between lay and professional medical expertise continues to be defined by other categories within the emergency response landscape. These include technological developments, such as the widespread availability of AEDs (and including guidance on using these as a core element on First Aid at Work courses) and professional services, like NHS 111, which improve public access to urgent medical advice. Such advancements, by providing accessible tools and guidance, also improve bystander confidence in using first aid skills in public spaces. Beyond these technological shifts, market-driven approaches are also impacting spaces traditionally occupied by first aid volunteers. For example, the growth in demand of private first aid companies at events, often displaces traditional voluntary organisations. These developments not only reconfigure and define the first aider's role but also contribute to the complex and fluctuating system of professions within the broader ecology of care. As a result, the required roles and responsibilities can become much more specialised, creating tensions between the private/commercial and voluntary aspects of first aid. Therefore, the relationship between these two bodies of expertise is neither distinct nor fixed. Instead, it configures and fluctuates across different historical contexts and is shaped by various categories. As the timeline demonstrates, the clinical scope of first aid continually adapts and transforms across the four periods.

Conclusion
This article argues that the position of first aid is defined and bounded by what is happening within the ambulance service and that these two organisational structures depend on and co-exist alongside each other. A social-historical perspective is particularly useful for tracing the dynamics of shifting medical expertise in hospital emergency response settings and offers understandings to the ways in which new technological and social developments shape the wider landscape of emergency care. This work demonstrates first aid provision is situated in the ecology of care and this continues to fluctuate. The ecology of care metaphor helps to understand this as it shows the organisation of health, care and help are all structured by the divisions of labour and multiple organisations and that the provisional structure of first aid depends on what other systems of care are doing. In this case, the ecology of care is not fixed but rather reproduces new distinctions and divisions over time. Some of these changes relate to the introduction of new technology and equipment that requires specialist skills and to the impact this has on ‘low technology’ public and/or voluntary first aid provision. According to Mytton et al., 2017, these trends reflect the twin goals of keeping patients out of hospital and of encouraging self-care and basic first aid provision. Exactly how this works out depends on the delicate relation between expert and lay knowledge, and how the two interact. These interactions are in turn related to changing expectations of what the ambulance service is, how it relates to other services, such as NHS 111, or the work of pharmacies, and changing pressures on hospitals, ambulance crews and other parts of the health care system.  


Endnotes
