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Definition of Key Terms

AVic:

EMS:

MPSM:

NSWAS:

oV:

Ambulance Victoria (A\c) provides emagency prehospital medical
response, neemergency patient transport, adult retrieval, emergency
management, and air ambulance services across the Australian state of
Victoria. It is a statutory authority under the direction of the Victorian
Department of ldalth andHumanServices andemploys almost 500
onroad clinical staffincluding paramedics, patient transport officers,

and retrieval registrars.

Emergencymedicalservice (EMS) is a commoabbreviationused to
describe a prehospital medical egency organisation. In Australia,
EMS organisations are typically termachbulance serviceandrun
under the management of state government health services.
Internationally, particularly in North America, many EMS
organisations are governed by smaller mumpal or regional
governments, private health organisations, or included within other

emergency services such as the fire department.

The Model of Paramedic Situational Manipulation (MPSM) is an
adaptati on of-Canmohiheoy ofdarandBcSeenee
Managementhat was developedom the findings of this research. The
MPSM evolved to incorporate the elements of parani@ditent

interaction more effectively into paramedic scene management theory.

The New South Wales Ambulance Service (NSWAS) delivers mobile
health support, prehospital clinical care, rescue, and retrieval assistance
to patients with emergency amather medical health needs. The
NSWAS is an Australigrnstatealigned EMSorganisatiornthat forms

an integral part of thBISW health system. The NSWAS supports 221
operational ambulance stations, 17 paramedic response points, and

almost 5000 onroad paramedics.

Occupational violence (OV) is social phenomenon of interpersonal

aggressio directed towards an individual within the setting of their
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work. Though OV characterises undertakings of workplace violence,
the often complex nature of these acts has seen difficulties arise in both
the legal and academic conceptualisation of thesevimha. This
thesis commonly refers to ac®V through the terms of hostility
aggressiorand violenceHostility is utilised to described thetate or
feeling that commonly presents in aggression or violeiggression

is behaviour that can result in phgal and mental harnwhereas
violence is the most extreme form of thenductwith the primary goal

that of intentional injury.

Paramedic: Throughout the worldemergency prehospital healthcare persoanel
known by many different titlesincluding paamedic, ambulance
officer, Emergency Medical Technician (EMT), and EMS personnel.
Although there may be some variances betweeaetitles, depending
upon education, training, or organisational credentialing, the common
objective of these personnekmains the prehospital healthcare and
transport of the ill and injuredror consistencythis thesis will utilise
the termparamedicto describeall related prehospital emergency

medical response personnel.

Patient: The person receiving prehospital emergency healthcare and transport
is the patient In the context of this thesis and the discussion of
paramedic OV, it also identifies the person resinle for the act of
physical or verbal violence or aggressidithough paramedic OV can
incorporate bystandeendfriends and family of the ill and injured, it
is most commonly a process of paramegatient hostility. Hencdor
congruene and to alleiate confusion, when describing acts of
paramedic OV, this paper will utilise the tefipatiend to define all

perpetrators of violence and aggression.

QAS: The Queensland Ambulance Service (QAS) operatékin the
Australian state of Queenslandthder the authority oft he st at e o
Department of ldalh. It is responsible for the delivery of phespital

ambulance health services throughout Queensland. The QAS employs
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over 4500 fulttime-equivalent staff with approximately 87% classed

as operational or frafine.

SCTPSM: The SpaceControl Theory of Paramedic ScelBnagement
(SCTPSM) is a paramedic theory of practice developed by Dr. Anthony
Campeau for his 2007 research thesis of the same name. The SCTPSM
provides a contextual modébr the way paramedicapproach and
manage the prehospital emergency scene through the control of
specific social processes and the activitirat both precede and
support them. The SCTPSM an integralframe of referencén this

thesis.
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Abstract

Occupationaliolence is a significant issue in prehospital healtheaitt most
paramedics reporting some form of abuse, intimidatophysical or sexual assault
in the context of their workn comparison to the structured nature of a hospital setting,
paramedics operate within an environment that is dynamic, inconsistent, and often
volatile. The issue of paramedic occupational violence is a global phenomenon not
limited to awy nationality, clture, or ethnicity.Contrasting influences from gender,
experience, location, workload, and prevalence toward paramedics demonstrate the
variation and inconsistenayf the phenomenothroughout thevorld. The potential
individual and organisational consemces of paramedic exposure to violence can be
severe and debilitatin@gndit is theseimpacs andtheir associated consequences that
highlight the considerable importance and relevance of mitigation systems. However,
the paramedic literaturdoes not rBect on theeffectiveness of these mitigation

systems as part of a multifaceted approach towards violence prevention.

This study utilised @eneric qualitative approach to examine the effectiveness
of paramedic occupational violence mitigation systemsthadissociatedtrategies
designed to provide management, support, andemationCa mp e a u 6Spac¢ 200 7))
Control Theory of Paramedic SceRmnagement was used as a lens through which
the phenomenon of paramedic occupational violence was approachechsiole e
Analysis of the data was undertaken via a general inductive methodology. The study
recruited Australian paramedice € 25) who had experienced an incident of
occupational violence and had completed a violence mitigation program through their
relevant ambulance organisation. Data was collated and analysed using NVivo 12

gualitative datamanagement software.

The results of this study suggest thparamedic occupational violence is a
bilateral, dynamic activitythat is subject to the transference sbcial processes
between the paramedic and the patiBraspite the high levels of complexityatcan
exist in the paramedipatient relationship, interaction was a consthat pervaded
every occurrence of violence or aggressibat was examined. Notaly, the
implications of the paramedipatient relationship towards violent behaviour do not

occur in vacuity and thus must be comprehended within the context of the
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environment in whichthey occur. Notwithstanding the inference of these social
constructgowards the initiation of hostility, the results additionally reveal a central
theme of unpredictability and uncertainty to these interactivaisseverely impacts

the effective application of mitigation practices.

The conclusions developed from thisdstuepresent a significant shift in terms
of not only how occupational violence is understood but ultimately how it is defined
and educated. fe insights of this research challenge the current approach to
paramedic occupational violence mitigation utiliggdemergency medical service
organisations. Existing strategies, which focus heavily on the proactive and reactive
management of violence and aggression, commonly disregard the active period of this
hostility. However, it is this active phagbat accentates the paramedipatient
relationship and the subsequent communication, understanding, and empathy it

promotes.

This study identified th absence of social interaction betwélesparamedic
andthe patient in mitigation interventions as a basis througticiv to engage the
phenomenon of occupational violence. The domain of risk managemeidienaged
as a means through which a new approach to violence mitigation could be understood
and formulated. Instead of resisting the idea of uncertainty, risk management accepts
the unknown and recognises that mitigation of adverse esleatsnot onlyie in the
minimisation of uncertainty butan also occuthrough the strengthening of correlated
knowledge. One of the fundamental features of the application of risk management
strategies towards occupational violence is the recognition that it is effectively
unachevable to foresee all possible hostile situations a paramedic may encounter. The
recognition of this limitation to violence mitigation is importaas it accentuates the
value of support and recovery practices as a critical component afcanpational

violence mitigation system.
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Chapter 1: Introduction

Occupationaliolence (OV) is a complex social phenomenon of interpersonal
aggression and violencerected towards an individual within the context of their
work (Pourshaikhian et al., 2016Pccupational violencds acknowledged as a
significantglobal occupational health hazard for all employeeall industries and
professiongBeech & Leather, 2006As such, the prevention or mitigation of OV has
become a priority for governments, organisations, and individuals alike, as a safe and

secure workplace is a necessity for all employees.

The issue of OWbeginsunassuminglythrough the absence of a unisally
recognised classification and definition of workplace violence and aggression. The
literature commonly refertoacts of pugnacity as OV, workplace violence-fjelated
violence, and even simple violen@durray et al., 2020; Tay et al., 2020; Taalret
al., 2021) The description of such behaviour is further complicated by the variability
of potentialaggressive actsvhichinclude physical assault, verbal assault, bullying,
and sexual harassmerats well asthe categorisation ofhe perpetrators as either
external (public) or internal (colleagy@eech & Leather, 2006; Murray et al., 2020)

Despite the lack of clarity surroundir@V classification, it is imperative that
acts of workplace hostility are accurately categorised and defined. Such contextual
certainty provides not only a focus for literature and research but a premise through
which meaningful discussion, policy, proceesy and interventions may evolve.
Consequentlythis thesisutilisesthe termOV as its preferred terminolodgr acts of

violence and aggressipfor two primary reasons

First, it enables occupatiespecific discourse without dispute of what
constitutesa fiworkplace® (Beech & Leather, 2006 his has important implications
particularly for paramedi¢®stheir workplace is a dynamic milieu with contrasting
|l ocations as diverse as a strangero6s hou
hospital. Seond,the use of the term O¥nables a congruent alignmdatweerthis
research andestablished occupational health and safety ideolsgardingthe

protection and welfare of workers.

Chapter 1: Introduction 1



Defining the contextual nature of OV towards the individual is funaeaahéo
the interpretation of the phenomenon. However, such rationalisation is obstructed by
the lack of a clear categorisatimggardingacts of occupational hostilitAlthoughthe
literature has long identified thafficulties associated with #hissueof definition, it
would appear that lhas chosen to continue along a patladidance and ambiguity
rather thanclarification (Beech & Leather, 2006; Murray et al., 202Q@gertainly,
confusion is continually evidenin the way the literature seeks tosdabe acts of
violence against worker@®urray et al., 2020; Pourshaikhian et al., 2016; Soheili et
al., 2016)

This thesis seeks to clarify the definition of OV by ensuring it entails both
physical and verbal acts of violence, and that it pertainsdtilibhoperpetrated solely
by external forces. The act of excluding colleagues, or internal violence,drom
definition of OV may be somewhat debatable, however this distinction is important.
The motivationfor the acts ofOV undertaken by the public towis workersis
generally distincfrom the motives displayed by work colleagubat perpetrate OV
throughacts of bullying and harassment. Furthermore, many organisations identify
and manage these issues separately, devising comprehensive policies eddrpsoc
for each(Beech & Leather, 2006)Vith these factors in mind, the definition for OV

adapted and utilised within this thesis for acts of violence or aggression is:

The external abuse, threat assault of an employee in the context

of their work that involves a clear or implied challenge to the

i ndividual 6s per s on aeéing (Becahl & h saf et
Leather, 2006; World Health Organization, 2002)

This definition clearly describea framework that encompassea contextual
understanding of acts ajccupational hostility. There gréowever two further
important features of OYhatare critical to address. Firshe impact associated with
the violence and aggression can be either dréuat is,an individuab s r esponse
OV directed at thed or as a result of withessing such acts against someon&afse
Work Australia, 2017)Second, the application of OV will not always correspond to
a law enforcement or judicial characterisation afs@f violence such as assault or
battery (Drew et al.,, 2021) This disconnect between paramedic and judicial
comprehension of OV is addressed in greater detail during the systematic review

section of this thesis.
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While OV is a concern for all occupations, it is within the hesdthted
industries, particularly those involving patient care, where some of the highest rates
of OV are experienceqMurray et al., 2020) The severity of this problem is
emphasised by thiact thatglobally, incidences of OV towards healthcare workers,
including paramedics, nowank second only to employees working within the
protection and security industri@dills et al., 2015) More so than any other health
workers paramedicare subgct to some of the highest incidencepatientworkplace
hostility (Gormley et al., 2016; Kowalenko et al., 201Zhis concern is acutely
evident withinthe paramediditerature,where studies have identified the prevalence
of OV as high as 90%, with ih violence taking the form of abuse, intimidation,
physical and even sexual assdBligham et al., 2014; Boyle et al., 2007; Corbett et
al., 1998; Pozzi, 1998)As opposed to the structured nature of a hospital setting,
paramedics operate within a dynamic, inconsistent, and often volatile work
environment. Close personal contact with patients, often during times of high stress
and vulnerabilityas well agsolation fromthe security and support systems that exist
in other workplaces inevitability expose paramedics to risks rarely seen in other
professiongOliver & Levine, 2015; Petzall et al., 2011)

11 The Researcherodés Perspective

As a Critical Care Flight Paramedwith over 20 years of experience within the
prehospital domainl, have worked in a variety of distinct roles and environments.
These include operational dual paramedic ambulance response, single paramedic
critical care response, rotary flight parameditg numerous educational and training
positions within an Australiabasedemergencymedicalservice(EMS) organisation.
As part of this employmenimy work hasgiven methe opportunity to influencey
EMS organisationds OV mdtraining.dntassocmatiopvath i cy ,
my supervisorsl, have also completed and published a detailed systematic review into
the OV interventions utilised within emergency services for potential use with

paramedicine@rew et al. 2021; se&ppendix A).

My experence with paramedic OV is diverse, both as the subject of multiple
violent and aggressive incidents over the coursay€areer, and as an obseroér
such eventsinflicted upon friends, workpartners, and colleagues. Fromy

perspective, it has begrairful and thoughtprovoking to witness the physical and
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psychological injuries that have accompanied such incidastaell aghe personal
realisatiorthat follows regarding the failure of individuals and systems to prevent such
assaults. It was this combplation that led me to question not only existing OV
mitigation systems but the very premise of why patients assault those who are there to
helpthem

Althoughmy questioning of OV was newhad been interested in the notion of
OV mitigation throughouiny career. The progression of Oom an occurrencthat
was rarely acknowledged am@gsconsideredipart of the jold at thebeginningof my
career, to its current standing as a critical compoaEBMS policy, educationand
training has been dynamic. Despite this training becoming commonpiac®st
EMS organisationsit was evident tane thattherewasa clear disparitypetweenthe
characteristics 0OV interventionsand the actual acts gbatientinitiated hostility.
Having worked in environments and locations comprising an array of socioeconomic
and cultural backgrounds$,have considered manyf the key social processes and
interaction® or lack theread that appear tohave contributed to shcevents. It
seemeckvidentthatthe procedures and interventions often utilised within paramedic
OV mitigation were often incompatible with the context and environmwbetrethe
OV occured Too often paramedic OV mitigation philosophies were appropriated
from other industries and professiprsich as nursing or the police, with little
consideration for the unique argecialisegrehospital milieu. It was this gap within
existing paramedic OV mitigation strategibat |identified as a potentially critad

limitation, one that necessitated further analysis.

The informal nature aiy interest in OV was developed and encouragechpy
supervisors into a research progrand reflects mygenuine desire to provide a more
thorough understanding of the phenomerasn well as proffer evidencebased
suggestions about reform in this aréafirmly believe that a clear and robust
elucidation ofboth what compriseparamedic OV and the interventiotisat are
targeted towards needs tde establisheuh literature with appropriate consideration

given tothe experiences and literature of those who work in the profession.
1.2 Background

The consequences of OV are far greater than the immediate threat or injury to

the affected paramedic, with both the indival and their EMS exposed to potential
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long-term deleterious consequenc@igham et al., 2014; Murray et al., 2020)
Paramedics who have been exposed to OV can present with significant levels of
psychological illnessncluding emotional exhaustion, aeky, posttraumatic stress,
moodiness, isolation, and depersonalisaii@ernaldeDe-Quiros et al., 2015; Bigham

et al.,, 2014; GOmeGutiérrez et al., 2016)At the organisational level, the
consequences of OV can translate to difficulties witiployeaetention, attitude and
behavioural problems, increased sick leave, and premature ill health. Moreover, these
problems are reflecteth lost working hours, staff replacement costs, treatment
expenses, and compensation cla{Bsech & Leather, 2006; Bighamadt, 2014)

Notwithstanding thie moral obligation to protect their employees, organisations
have a legal obligation, typically under workplace health and safety acts, for the
maintenance of a violendece workplaceWorkSafe Queensland, 202(s such,
significant resources and labour are dedicated towards OV mitigation procedures and
systems(Comptroller and Auditor General, 2003; Queensland Ambulance Service,
2016; Victorian Auditor General, 2015However, the importance of these OV
mitigation systemss part of a multifaceted approach towards workplace violence
prevention is not reflected in the paramedic literat(Beech & Leather, 2006;
Occupational Health and Safety Administration, 20T%)is paucity of research has
resulted in much of the publied guidance for paramedic OV mitigation originating
from within the broader classification of healthcare, and in particular nufiNiBg/
Health, 2015; Occupational Health and Safety Administration, 2015; Victorian
Auditor General, 2015)Although there & many similarities between allied health
disciplines, safety measures developed for OV mitigation in a hospital may not
translate effectively inta prehospital settingvhere the environment is unstructured,

often unpredictableand resourcearefrequerly limited.

Despite limited evidenci the paramedic literaturstudieson the efficacy of
OV mitigation systemsn healthcare idenyf that weaknesses can arise from two
fundamental deficiencies of system developmenbgram evaluation angrogram
adgtation(Beech & Leather, 2006; Runyan et al., 200@hile systematic program
evaluation is an essential element of any OV mitigation system to ensure interventions
are effective, safe, and relevant to the specific needs of the participants, it is the
adatation that positions the intervention within the occupational perspd&inat

et al., 2014; Runyan et al., 200@daptation of OV mitigation systenomprises
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orientating program design aroubdth careful analysis of the context in which the
violence occurs and employepecific risk assessment and manager(iéitis et al.,
2015; Runyan et al., 20Q0n the prehospital cargetting,where the environment is
both dynamic and inconsisteritpwever, such analysiemains elusivéCampeau,
2008a; LondorAmbulance Service, 2015; Victorian Auditor General, 2015)

Neverthelessthe act of identifying and defining the paramedic workspace is
essential to the developmentedfectiveprehospital OV mitigation systemis.is this
understanding that provides thiundation for violence mitigation through
consideration, assessment, and manipulation of the work envirofBesritey et al.,

2014; Occupational Health and Safety Administration, 2015; Victorian Auditor
General, 2015)This characterisation is critichlecause the paramedic workplace is
unique within healthcare in terms of the management and treatment processgs for ill
injured and infirmedpatients. The paramedic workspace is inconsistent, ambiguous,
isolating, and demanding. Paramedics may find themselves warksuch diverse
locations as a street, a car, a bathroom, a nightclub, a building site, a mine, a
mountainside, or even a boktmay be anyime of the day or night, in sunshine, rain,

or snow. The patient may present at any stage of the lifedyate the newborn to

the geriatri¢ they may exhibit medical malaisd@batincorporaé thepsychological,
obstetric, cardiac, or resptory systemstheymay have traumatic injuries from falls,
machinery, or motor vehicleghey may be lying, sitting, or even trappetiey may

be by themselves orely might bein a crowd there may be a single patient, or there
may be multiplgatientsandthere may be no safety screens, no cameras, no lighting,
no security guards, and no assistance. Whatever the environment and patient
presentation, paramedics cannot rely on the consistency, routine, and stiaility
exists in other workplaces as epg&ndable frameworkor their practice(McCann,

2022) Although there are undoubtably more inherently hazardous workplaces, it is
the dynamic nature of paramedicitmatboth defines its practice and distinguishes it

from other occupations.

The definitionof an e mp | oy, bowévar, needsrekteng beeyord a
simple portrayal of the work milieu. A comprehensigpresentation of the workplace
necessitatea deep exploration dhe occupational practices, principles, and culture
in which it operatedNithin the context of social science, taisainmenbf knowledge

is commonly expressed through theories of pracéitieeory of practice represents an
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occupationabkpecific frameworkthat providescontextspecificideasand allows for
distinct perspecties as part of a flexible and dynamic approach to improved practice
(Campeau, 2008b; Corbin & Strauss, 2008 such, garamedic theory of practice

is a critical component of the understanding of patieitiated violence becausecan
contextualisehow paramedics define, manage, and control the prehospital scene
where hostility develops. Furthermore, it is throwgparamedic theory of practice
thatthe structuref paramedic prformanceand the phenomenon of OV maylmtter
understoodSmith, 2019)

Thus far 1 has been established that paramedic OVwsdespreadcomplex
andinsidiousphenomenon of workplace hostiléypcompassing the unique damef
prehospital careDespite tle problem of paramedic @ there also appears to be
inconsistencies between how actpa#hospitahggression and violence are perceived
within the professiorand the application ahterventions designed to mitigate thei
effect This thesis postulatebat fundamental to thenderstanding gbaramedic OV
is the consideration of how paramedics operate and interact within the prehospital
domainand towards key participants such as patients and family members. It is
proposé that this understandingnay emerge through the identification and
application of a relevant theory of paramedic practice. Such an awareness would both
extend the relevant knowledge base and provide a foundation for the development and

application of panmedicspecific mitigation systems and interventions.
1.3 The Emergency Prehospital Health System Context

Paramedics and EMS organisations are an integral component of primary
healthcare systems. They are metivairksanda pat
provide a critical link between the prehospital treatment of acute and chronic
conditions and access to the broader healthcare system. Globally, paramedics respond
to tens of millions of emergenciesd othercalls for medical assistance evemar.

In Australia, EMSorganisationsundertakealmost four million episodes of care
annually( Magui re & QPoobtluetivitly ICommi&sibrd, 202XQueensland
Department of Health, 2021)

In the context of this volume of work it is estimated that apipnately 5% of

paramedicpatient encounters will encompass some form of verbal and/or physical
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violence(Grange & Corbett, 2002and this violence will effect almost all paramedics

at some point during their care€hurray et al., 2020)

The magnitude fothis problem is highlighted in the rate of assattvards
paramedicswhich isas much as double the average for all occupatiiaguire &
Smith, 2013) Statistics from within Australian EM&ganisationgonfirm the extent
of the issue. Ambulance Mmria (2020 reportedthat, for the 20192020 financial
year, there were 696 incidents of violence and aggression against paramedics. This
figure was up from 653 and 610 incideiisthe years2018 2019 and 20172018,
respectively. Theeacts of reported dstility corresponded with almost one in eight
staff reporting an OV incident, with approximaté9o of these reporting an injury,
illness or related ailmenf(Ambulance Victoria, 2020)These reported incidents are
concerning particularly agher significancemay beunderestimatedt is suspected
that a large proportion of OV incidents against EMS personnel go unreported
(Maguire, O'Meara, et al., 2018)

The impact of this violence against paramedics and EMS organisations cannot
be understated. Paramedics exposed to OV present with physical injury rates far higher
thanworkers exposed to OV ther occupationgs well aswith increased incidence
of exhawstion, depression, anxietgnd postraumatic stress disordeiseliner et al.,

2020) The cost of this exposure is not limited to individual damages, with the financial
burden to EMSorganisationspotentially substantialvhen predominant floven
effectsincluding st working hours, increased injury and sick leave, burnout, reduced

productivity, and increased staff turnoybdtaguire, O'Meara, et al., 2018)

Thegor obl emé of paramedic OV |lies not o
and exposure of parawfies to patientinitiated hostility but throughthe additional
human and financial costs associated with these incidénis the problem of
paramedicOV that the following sections of this thesis will examine in detalil
including assumptions, accepted ctices and processeffects of current
understanding, knowledggps andpotential elucidation. As a guide, the thesis will

employBacctbWbat 6s the Pr obl ecappro&le toassstthe nt ed t

critical review(Bacchi (2009)
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1.4 Research Aim

This thesis seek® contribute to the evidence base of paramedic OV mitigation
through an examination of the key concepts and theory that comprise this dabject.
order to achieve thishé study critically revieedtheliteraturerelating to paramedic
QV theory and practicand in conjunction with the research investigation, provides
a thoroughexamination of the lived experiences of paramedics exposed to prehospital
violence and aggressioBxamination occurs through the lens of a paramedic practice
theory known as the Spadgeontrol Theory of Paramedic Scelmnagement
(SCTPSM) thatrelates to the scene management principles of prehospital emergency
healthcareAs such, the practice thegoyovidesa conceptual context fahe analysis
of the relationkip between the paramedic, the patient, and the initiation of violent
behaviour(Saldana, 2014)It is anticipated that if paramedics are better able to
appreciate the key elements of @Mheir individual interactions, they may be better
placed to bothdentify and control the threat of OV before a critical incident occurs.

The followingresearclguestions guidithis study:

RQ 1. How effective are existing paramedic OV systems and strategies in providing
OV management, support, and mitigation?
RQ 2. How can paramedigracticetheory contribute to the overall understanding and

mitigation of paramedic OV?
1.5 Research Objectives and Overview of Research Design

The objective of this studyas to examine paramedic OV within the prehospital
environment and agkve a greater understanding thfe specialised role of the
paramedic within this proces3.o address this objective, undertookfour key

activities:

1. A systematic review of the literature examining OV and paramedics:
comprised acritical systematic analysis of the peeriewed literature on
paramedic OV, including aetiology, epidemiology, mitigation, and paramedic
practice theory.

2. An analysis of current paramedic OV mitigation policy and practice:
conducted areview of EMS OV mitigation approachegsncluding training

programs, interventions, and responsibilities within an Australian context.
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3. An investigation of the OV perceptions, experiences, and behaviours of
paramedicswith a focus on aetiology, training, and mitigatiohwenty-five in-
depth, semstructured interviewsvere conductedvith paramedics who lda
experience with OV and associated mitigation programs.

4. An examination of the role tiie paramedic theor of practice known as the
SCTPSMin OV systems and strategydlugh an analysis of the preceding three
objectives:Finally, | conducted a critical review of the data that was guided by

a theory of paramedic scene management principles.

This study sought the involvement of Australian paramedics from within state
aligned EMS organisations including the NSW Ambulance Service (NSWAS),
Ambulance Victoria (AVic), and the Queensland Ambulance Service (Q#RAS),
provide active OV mitigation systems and strateglesombination of male, female,
novice, experienced, urban,carural paramedics were identified for the recruiting and
inclusion process. Inclusion criteria were developed to identify paramedics exposed
to OV within the context of their healthcare duties. These paramedics were invited to
participate in the study tbugh an indepth semstructured interview. huepth
interviews are congruent with the theoretical positioning of this qualitative research
study since theyare inductive and emergent, fosing on thehow and why of a
particular issue(Dworkin, 2012) An interview guide influenced by paramedic
practice theory targeted tdreg apnair$¥itciiopnadns

mitigation system, as well as investigatiheir personal O\incident.
1.6 Significance

The sytematic review of the literature demonstrated the paucity of evidence on
which to base paramedsgpecific OV mitigation strategie#s such, it is hoped that
this research investigatiowill be valuable to the paramedic profession to further
explicate thgghenomenon of paramedic OV within the context of violence mitigation
systems and strategies. While research highlights the importance of these interventions
for paramedics, no evidence has been identifed assesses thefficacy of these
activities.The literatureis also limited aso any consideration of thaluethat practice

theory may offer to this profession.
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1.7 Outline of the Thesis

The thesis is organised into seven chapters. The first clegsietroducel the
research subject of paramedic O\darovidel an overview of its context within the
prehospital environment. The chapteas also provide a rationalisation of the
importance of the study and establdktee objectives and research questions on which

the thesis is based.

Chapter2 comprises review of the literature on the epidemiology of paramedic
QV, including the frequency, patterns, caysesl associated risk factors. This review
incorporates the organisational and human costs associated with this violence,
including the concomitant giical and psychological damage of this exposure to
paramedicsAs part of the review, the chapter includesraical appraisal of the
current literature regarding OV mitigation systems and interventionsrder to
provideavital frameworkfor the phenmenon. The chapter also explains in detail the
paramedic theory of practice known as 8@&TPSM this theory ighe theoretical lens
through which this study is explored and analysed. The chapterudes with a
descrption of the individual components dhe SCTPSM, including specific social
processes, and the contextual application of these tevma@medic OV and its

mitigation.

Chapter3 comprises a review of existing EMS organisational OV mitigation
approachesnd identifiesthe practice gaps withitheseorganisationsThe chapter
provides evidencef the OV mitigation philosophthat existawithin Australian EMS
organisations andidentifies the focus of current mitigation programs and
interventions. Through the examination of the limitations of these strategies, the
chapter also introduces the theoretical conceptinfifulness as a component of OV

mitigation practices.

Chapter4 describes th research design utilisdxy the study. It explains and
justifies the methodology and research desigroviding a description of the
participants, the procedures and timelireesg thedata collection andataanalysis
techniques. Important informationegr t ai ning to the studyos

limitations is also provided.

Chaptes 5 and6 providethe results of the study and the subsequent discussion

and exploration of the outcomes. The resudt€hapter5 include relevant extracts
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from the participnt s®é i nterviews for contextual
ideas and themedhis chapterconsiders the impact of both the paramedic and the
patient on the development of OV, its mitigation, and consequences. The discussion
in Chapter6 thenintegrates the results of éhresearclinto a theoretical context and

proposes an evolution of the SCTPSM model.

Finally, Chapter 7summarises the research findings and provides important
discourse egarding the implications of the stydys well agguidance for EMS OV
policy and practice. fie thesisconclude with a description ofthe strengths and

limitations of the studyas well agecommendations for future research in this field.
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Chapter 2: Systematic Review

The characteristics of paramedic OV are dynaamdcomplex and present an
insidious mitigation challenge to EMS organisations, managers, administrators,
supervisors, educators, and individuals allkeorder b provide a critical insight into
the phenomenon of paramedic OV, this chapter undertakaesativereview of the
QV literature against the backdrop of the paramedic profession and the actions of those
who undertake prehospital care. The review includes examination of the
epidemiology of patieninitiated hostility against paramedics, and importantly the
context and impact of this violence on individuals and organisations alike.
Subsequently, the review also assesses the evidence pertaining to OGafionitig
systems to mitigate the effect of this violence and aggression through the perceptions
of paramedics and the interventions utilised by EMS organisations. This section of the
review will draw considerably frormy published review of the subjedfew et al.,

2021; sed\ppendix A).Finally, the review considers the active role of the paramedic
as a critical component of the development of @Velation totheoriesthatdefine
prehospital health practice.

Aggressiorand violenceagainst paramedics is tha new phenomenofVhile
anecdotally, OV has always existed within EMS, it has only recently been documented
in the peerreviewed literature. Tintinall{1993)was the first to examine the concept
of violencetowardsprehospital providers against the bap of a North American
EMS model. The study, a review of ambulance call reports, ascertained the potential
for OV towards paramedics was likely extensive. The study identified that 67% of
respondenthiadreported an injury in the past year, and over 3% utilised law
enforcement for management of a violent pat{@iitinalli, 1993) Although limited
by its small samplesize this initial foray into paramedic OV research was significant
as it identified the potentially extensive nature of OV withinapaedic practice.
Importantly, Tintinalld study initiated a discourse n OV mitigation systems and
scene management practices in paramedic violence prevemiole. the frequency
andsignificance of paramedic OV has remaingtthanged sinc€ i nt iinital | i 6 s
exploration, the amount of paramedic literature attempting to quantify the

phenomenonhas increase This growth in research studies may be somewhat
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attribuableto an increase in both the political and media attention towards the issue
(Cuijpers &Brown, 2016; Kaiser, 2013)

The search strategy fdhe currentreview of the paramedic OVliterature
included an initial limited search of CINAHL and PubMéallowed by analysis of
the textwords in the title and abstract and the index terms used ¢dlnghe article.
(Theinitial search strategy for CINAHL is detailed in Appendiy Bhe outcomeof
the analysisinformed the development of a broader search strategjch was
customisedor different areas of paramedicine and prehospital healthdaisereview
examing English language studies from 1990 through to 2021. This timeline was
selected because it is the period of the earliest identified paramedic literature on the
theme of paentinitiated hostility(Tintinalli, 1993)

2.1 Epidemiology

The phenomenon of paramedic OV is a complex construct of human behaviour
that is mired in issues of frequency and an array of risk factors and causative
influences. In order to provide a thorougkamination of paramedic OV, these

influences are addressed in turn.
2.1.1 Frequency

Following the seminal paramedic OV research by Tintindl893) further
studies have attempted to examine the incidence amvalpneeof paramedic OV.
There have been twesearchapproaches to &éproblem which iseither examined
throughp ar a me d i indwidual pencaptions and experiences, or through an

analysis of paramedicsd patient care rep:i

Mock et al.(1998) Grange and Corbgf2002) and Coomber et a2019)were
the onlyresearch studiadentifiedthatexamiredthe incidence of paramedic OV from
the perspective of individual case reviews. Mock e{1#2198)usedan observational
analysis of paramedipatient interactions in a North American urbarehospital
environmentto examine te phenomenon of OyVrecording @er 737 hours of
observationand providinga final analysis of 297 patient care interactiohsese
authordgdentifiedthatover5% of EMSdispatches involveslome form okither verbal

or physical aggessiondirected towards paramedi@dock et al., 1998)
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Similarly, Grange and Corbe{002) analysed reports of verbal or physical
violence identified by paramedics during individual patient care interactions. These
interactionswhich took placever a 31iday periodpccurredn 11 metropolitan EMS
organisationsn the North American state of California. An examination 302
patient contact data forms foutttht4.5% ofinteractionsnvolveda patterrof verbal
or physical violence against tlatending paramedics. The most common form of
violence was physicaih 49% of cases, followed by a combination of both verbal and

physical violencgein 30% of case§Grange & Corbett, 2002)

The same method wassed toexamine paramedic OYhcidencewithin an
Australian context by Coomber et €2019) albeit through the perspective of alcohol,
illicit, and/or pharmaceutical drug use. The stud§syaar analysis of AVic patient
care records, documented aggression or violemeards a paramedfcom a paent
or bystander where substance use contributédetEMS response. Over the course
of the study, 205,178 ambulance attendances met the criteria for inclusion. Of these,
paramedics detailethat 11,813 (5.76%) includkan act of violence or aggression
(Coomber et al., 2019)

The studies byoomber et at2019) Grange and Corbgt2002) and Mock et
al. (1998)reportconcerninglevels of parameditpatient interaction that resattin
exposure to some form of violent or aggressive behavigased on th data from
these studiest can beestimated that approximately one in 20 prehospital interactions
result in an act of hostility against the attending paramedic. Remarkably, these results
were demonstrated despite significant heterogeneity betweemthessalthough it
is not possible to generalise the frequency of paramgdlient violence from trse
studiestheir datanevertheless provide an appreciatairthe extent to which acts of

violence permeate prehospital medical care.

In conjunction withpatient care reports, tHevelsto which paramedics self
report OV exposure has beeregularly examined within the literatureboth in
Australian and internationabntexts Four largescaleresearch studidsaveexamired
thefrequencyof OV towards paramedigs this regardBigham et al., 2014; Gormley
et al., 2016; Maguire, Browne, et al., 2018; Oliver & Levine, 20TBg first of these
studies Bigham et al. (2014)examined over ,600 rural, suburban, and urban
paramedics from twaseparate and distinct Canadian provinddsing a mixed

methods survegpproachBi gham et al . examined par amec

Chapter 2: Systematic Review 15



of verbal assault, intimidation, physical assault, sexual harassment, and sexual assault
over the preceding ionth period. The data revealetthat more than 75% of
paramedics had been exposed to a form of OV over this period, with females
significantly more likely to be the victims of this violence. Verbal assault was the most
common type of OWwith over 67% of parameck reporting exposure to this form of

violence(Bigham et al., 2014)

The second of these studi€xormley et al. (2016)vas similarly survey based,
and investigated thecharacteristics of the OV exposure of8d0 natiorwide
paramedics from across the ASThe study highlightethat69% of paramedics had
reported at least one incident of OV over and@nth period, with verbal abuse the
most prevalentat 67%. Almost half (44%) had also experienced at least one or more
forms of physical violenceincluding punching, spittingand biting(Gormley et al.,
2016) Correspondingly, a retrospective analysis by Oliver and Lg#0#5)of the
data from the2000 LEADS studyexamined the phenomenon of OV through the
responses of,200 randomly stratified paramedicThe report identifiethat67% of
respondents acknowledged that either they or their partner had experienced some form
of verbal violence, and 45%itedsome aspect of physical violengliver & Levine,
2015) The fourth study waa largescale surveystudy by Maguire Browne,et al.
(2018) of over 1700 international paramedics from 13 countridtsese authors
reported that 65%f paramedichad experienced an exposure to physical OVevhil

on duty.

The presence of an array of internatiopatamedics in the study by Maguire
Browne, et al. (2018) underscoreshatthe phenomenon of paramedic OVbig no
meansan isolatedproblem for EMS organisations. Indeed, this is suppolte@
growing base of international literatuthat examires parameéic selfreported
exposure. Of the international paramedic OV research studies, Netheftd87)
was the first identifiedto demonstrate that the occurrence of paramedic OV was

comprehensive and not limited to a North American fodtisough asurvey of311

1 The LEADS study is a longitudinal research project undertaken by the National Registry of
Emergency Medical Technicians (USA). The project is designed to accurately identify and describe the
demographics and attributes, including work activities, conditicand job satisfaction, of the
individuals providing prehospital emergency medical healthcare throughout the USA. yearl0
project, which began in August 1998, collected annual survey data gained from cohort of paramedics.
https://nremt.org/document/research
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paramedics from the Westcountry Ambulance Services Trust in the United Kingdom,
Nethercotb s  sprouwidkg acute insight into a growing phenomenAtthough
lacking in rigor andralidity due to a lack of a methodological framewadtie study
reportedthat over the previou8 years, 50% of paramedics had experienced some
form of physical assault, 58% had been threatéyegitherword, weaponor action,

and 78% had been subjected to an act of verbal dbiesieercott, 1997)

Since Nethercot{1997) the extent of paramedic OV within European EMS
organisationshas been the subject of further investigation. A 2002 survey study by
Suserud et a[2002)examined both the frequency and nature of threats and violence
against 66 urban and rural Swedish paedits. The investigation reported over 80%
of paramedics had at some stage been subjected to abuse and/or violence during their
work. Furthermore, as many as 35% of these paramedics repbatiethey had
experienced a similar incident at least once e@anonths(Suserud et al., 2002n
contrast to many of the other paramedic &Mdemiologicalstudies(Boyle et al.,

2007; Rahmani et al., 2012; van der Velden et al., 2@hé@xposuregatesidentified
by Suserud et a(2002)for physical and verbalbaise and threats, at 67% and 78%

respectively, were closely aligned.

This initial analysis oparamedic OV in Sweden was reinforced by a larger scale
assessment of the phenomenon by @lett al. (2011) Directed atnvestigating the
incidence angrevalence of OY134paramedics from 11 different ambulance stations
in both urban and rural environments participated in this study by questionnaire.
Twenty-six percent of the respondents recorded that they had been subjected to threats,
ard 16% to physical assaulvhile performing their duties during the preceding 12
months. These numbers increased to 66% and 4&8pectively when the question

was adjusted tomcludeany occasion during their card@etzall et al., 2011)

Likewise, the $sue of paramedic OV was demonstrated by BerrAa&lQuiros
et al.(2015)in a study of 441 paramedigs the Southwestern European country of
Spain. Bernaldde-Quiros et al(2015)reported thatof thetotal, 18% of paramedics
testified to haing neverbeen exposed to aggression, 48% had exposure to only verbal
violence, and 34% had been exposed to both verbal and physical violence. Similarly,
a Dutch study byan der Velden et a(2016) examined the incidence of repeated
violence and aggression agaipatamedics from five regional ambulance services in

the NetherlandsThe studyutilised two surveys across a-fribnth period for data
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collection. Verbal aggression was the most common form of OV repaxtd% of
paramedics descilol an incidentin the first survey with this number increasing to
almost 50%in the second survefvan der Velden et al., 2016n contrast, while
exposure to levels of physical aggression ovethitloesurveys was substantiak 35%
and 34%, the chance of repeated exposusath actawithin the ensuing 6nonth
work periodwasdramaticallylower, at 7% and4%, respectively(van der Velden et
al., 2016)

The globalprevalencef violence against paramedissggests that thgoblem
is not restrictedby background, ethnicity,raulture. Rahmani et af2012)explored
the issue within the context of a Middiastern Muslim culture with comparable
results. The research study of 138 Iranian paramedics fsadi®n exposure to OV
during the last year, including episodes of sexual assault and cultural harassment. The
investigation identified that the rates of OV exposure were high, with 75% of
participants reporting at least one form of OV during the previoas(lRahmani et
al., 2012) Verbal abuse was the most comn{@t%) followed by physical assault
(38%). Reported experience with cultural harassment wasdt9%b6 of respondents,
and no sexual harassment or sexual assault was re¢Baladani et al., 20)2These
results were also replicatéa a crosssectional study of 120 Iranian paramedics by
Soheili et al.(2016) These authors reportethat 79% of the paramedics had been
exposed to OV within the previous 6 montt¥.this violence and aggressipn9%

was verbal and 24%asphysical(Soheili et al., 2016)

The global examples of paramedic OV aleo demonstratedn the peer
reviewed literatur@xaminingthe phenomenon throughout the AB&cific region In
Taiwan, Wang et a[2019) analysed the seleported responses of 152 paramedics,
reportingthat 74% had experienced verbal violence during their cameién results
for physical violenceslightly lower, at49%. Of those who had experienced OV, 38%
reported they were frequently exposed (at leasteoevery3 months) to verbal
violence and 11% to physical forms of violerfgéang et al., 2019)A survey of 483
paramedics from a Singapore EMS provider again delivered similar results. Tay et al.
(2020)identified 63% of paramedics had experienced adtlene incident of verbal
harassment or assault in the previous 12 months, and 16.3%eeanrencounter of
physical violence. Furthermore study by Lindquist et al(2019) with Indian
paramedics identifiethatthe prevalence of OV within the previous 12 months was
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as high as 67.9% of all participants. Analysis of the sumesylts for the386
paramedics,who worked in four distinct regionsof India indicated thatthe
characteristics of th®V behaviour were eanly represented between both physical

and verbal assaulfkindquist et al., 2019)

In thelocal context two Australian studiewere identified thahave examined
theepidemiologyof paramedic O\(Boyle et al., 2007; Wongtongkam, 201These
two studiesare important becausgiven the Australian focus of this study, they
provide a direct correlatiofor the potential size and magnitude of the Australian
paramedic OV phenomenon. The first of these studigsBoyle et al.(2007)
examined paramedic OVrbugh an analysis of survey responses from both urban and
rural Victorian and South Australian paramedics. The study remains one of the most
cited studies in paramedic O®ignificantly, itwas the firststudyto include sexual
violence as part of #h defnition of OV, and its overall resultderalded the
considerable size and problem of violence against param&dissltsfrom the148
paramedics detailed thatithin the past 12nonths over 87% had experienced some
form of violence, with verbal abuseingthe most common form of aggressi@oyle
et al., 2007) The second of these studibg Wongtongkan{2017) involving South
Australian and Tasmanian paramedissnilarly investigated theincidence of
violence against paramedjedbeit over ahortetimeframe. Pdicipants reporting on
incidents ofOV during their previous month of employment again recounezplient
levelsof physical and verbal abuse. Wongtongkam described that during the specified
time period, 60% of male paramedics and over 90%¢mfle paramedics had been
verbally abused. Furthermore, 12% of male paramedics and 10% of female

paramedics had suffered an act of physical violence.

As the literature demonstrates, the prevalence of OV towards paramedics is
substantial The research consistently reports that approximately 70% of paramedics
have been exposed to acts of violence and aggression during the context of their work.
This exposure continues despite the legal and moral obligation of EMS agencies to
maintain a polig of zero harm(WorkSafe Queensland, 2026urthermore, fom the
earliest peereviewed research through to more recent studiegatksof violence
and aggression towards paramedics has remained persistentlyThaigh there
exists some variability étween studies and the rates of both physical and verbal

violence thereremainsa consistencyof paramedidOV exposurehat is difficult to
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rationalise The prevalence of patienhitiated violence towards paramediegists

despite global cultural, religus, environmental, and socioeconomic divides.
2.1.2 Risk Factors

The characterisation of paramedic G8/importantin orderto identify and
characteris¢he distinctive features and qualities of the phenomenon. Howe\kis
regardthe determination dfuartifiable risk factors associated with paramedic BV
difficult to achieve Such difficulties arise through known underreporting of violent or
aggressive incidents, research heterogeneity, and the use of different source data
including case definitiongMa gui r e & OONeeitheléss, the dathat )
predominately arises from ti@V prevalence literature does acknowledge three main
areasfor risk factors associated with violence and aggression: the perpetrator, the

paramedic, and the time of assault.

The perpetrator adin incident ofparamedic OV is generally identified as either
the patient , dfreadspalystaadertAltheugiftte eMidenge does
vary depending on individual studies, clear distinctiexistbetween thee possible
culprits, depending on cultural norms and geographical locatidns.studies
examining Western and industrialised EMi§anisationand paramedi¢ghere is a
strong tendency for the perpetrator of OV towards paramedics to be the patient.
Maguire Browne, et al. (2018) reported thabf the 631 physical assaults against
paramedics in which the perpetrator was identified, 90% were by patient§%and
werebyt he patient 6s f ami ldletam@0hbidentifedthdfi k e wi s
in 87% of casesthe patient committed thacts of violencewith these occumg
following contact by the treating paramed®imilarly, Mock et al.(1999) reported
ove 60% of violence waenacted byhe patient, an@igham et al(2014)indicated
thatthe patient was the perpetrator of physical violence in over 92% of assaults and
63% of verbal abuse incidents. Gormley e{2016) too,notedthatthe most common
pempetrator for all types of violence was the pati@an§6% of verbal attacks and 43%
of all physical assaultgnd his rate of paramedipatientphysical violence was over
7 times higher thanthe rate of violencgrom family members or bystanders.
Additionally, from a total of 572 paramedics identified through the US National
Electronic Injury Surveillance System, Reichard et(2017) establishedhat the

perpetrator was the patient in almost all reported OV events.
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In contraswith this characteristic of patierdentred OV focusniWestern Asian
and South Asian culturgthe description othe likely perpetrator shifts to family
memberor bystander. Rahmani et gR012)asserted the patient
responsible for 82% of verbalolence and 59% of physical violence, compared to
bystandersat 50% and 41%, and patients 34% and 308épectively. Hossienkia et
al. (2018)observedhatrelatives of the patient were just as likely, at almost 50% of
assaults, to be the source of the violent behaviour as the patient themselves. Similarly,
in their crosssectional study of 120 paramedi&oheili et al.(2016)identified the
source ofthed | ence as the patientds companion
the above Iranian studies, their study on paramedic OV in India, Lindquist et al.
(2019)reported that the most common perpetrator was the relative or bystander in
over 50% of all ass4ts, with the patienbeingresponsible for just over 5% of physical
assaults and 12% of verbal violenéénally, the study by Wang et aj2019) of
Taiwanese paramedics reported fhvaliile physical violence was most commonly
committed by patientgates of verbal violence were similar between patients, their

families, and their friends.

While solidifying which patient characteristics might pose risk factors for OV is
challenging, identifying the characteristics of paramedics that may create risk of OV
is just as difficultOne of the most prominent studies examining paramedic risk factors
was theAustralian report into paramedic OV by Koritsas e{2009) Theseauthors
identified potential predictors for four forms of O¥erbal abuse, intimidationesual
harassment, and assault. Gender, most noteblyfemales, vas identified as a
common predictor in the liar three forms of OV, with the authors speculatimgt
women may be perceived as an easy target for OV. Another predictor of OV identified
through the study was that of patient contact timeakshighlightedin the studies
of both Mock et al.(1998)and Grange and Corbdg002) a longertimeframe of
direct patient contact correlated with increased incidents ofi@¥itsas et al., 2009)

The remaining two predictors of OV identified by Koritsas et (@009) were
paramedic crew numbers and increased paramedic experience. Firstparsoo
paramedic crew was more likely to be exposed to verbal abuse than a single
paramedic, and second, futjualified paramedics were more likely to experience OV

than student paramedifisoritsas et al., 2009)
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With the exception of paramedic crew sigebsequertaramedic literaturbas
continued toportraythe risk factors described by Koritsas et(2009) albeit with
contrasting results. A sefeported study into paramedic safety in a North American
urban EMS system revealed some comparable rgsults et al., 2015)The survey
of 196 male and femal@ovice and experienced paramedics repdtatvhile most
paramedics had acknowledged that they had been the victim of both verbal and
physical OV, there was no significant differenicereporting in terms ofjender.
However, paramedics withmorethag e ar s 6 experi ence were Uuf
to be exposed to aggressive behaviour than their less experienced cour(teuparts
et al., 2015)

Other studies have also identified paramedic experience level as a significant
predictor of OV Analysis ofthe 2000 LEADS studglataby Oliver and Leving€2015)
reportedthatthe likelihoodof beingsubjected to verbal OV assignificantly higher
for more experienced paramedics, but significantly lower for femalesoaridose
working in norurban environment&orrespondingly, the risk of exposure to physical
violence vasreduced for noturban paramedics and less qualified paramedics, but
washigher for paramedics with greater experience. No association waskiptinese

authors betweegenderandphysical volence(Oliver & Levine, 2015)

Additionally, the numerous studies with contradictory resatimplicae the
tangible association ofparamedieassociatedrisk factors with paramedic OV.
Maguire Browne,et al.(2018)reportecthat, overall, male paramediexperienced a
greater prevalence of assaults compared to female paramedics, while older paramedics
(> 35 years old) were less likely to be assaulted then younger paramedgs. Th
association between increasing age and reduced exposure to violence was also
established by Bigham et §2014) however, there was no identified link between
the exposure to OV and paramedic length of service or experience. Tay26al).
observed thgtaramedics with less th&year®working experience were more likely
to contend with verbal violence but thengere no significant indicators regarding
physical violence. Wang et a(2019) describeda higher prevalence for male
paramedics experiencing any form of OV, although no significant statistical
association was obsexaegarding paramedic gender, age, experience, education
level, or workload for repeated violence. Réitet al. (2011)were unable to find any

direct correlation between risk of OV and either the gender or the experience level of
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the attending paramediwhile Gormley et al.(2016) reportedthat the variables of

age, gender, and experience were not associated with any increased incidence of verbal
violence. Howeverthese authors did find thphysical violence was more likely to be
associated with female paramedics and those with greater exqgerfem increased

risk of physical and verbal violence was also associated with paramedics in urban

areas and those with an increased weekly work|Gadmley et al., 2016)

Literature does suggest that a risk factor for paramedic Qte element of
urban and rural environments as importantone While in contrast to other studies
the study by Boyle et al2007)reported no statistical significance between urban and
rural paramedics for any OV classificatipmgluding verbal and physical abusiegy
did identify a notable exceptiorAlthough disregarded by other studies, Boyle et al.
(2007)featuredsexual violence as an element of their data collegtigportantlythis
did also include acts perpetrated by work colleagues and other professiandise(e
and police). fie studyby Boyle et al.(2007), indicated that over 25% of urban
paramedics, compared to 16% of rural paramedics, had experienced a form of sexual
violence as part of their work responsibilitiég further analysis of the perpetabf
this violence was provided by the authofslditionally, urban paramedics were 6
times more likely to be sexually assaulted and twice as likely to be sexually harassed
as their rural counterparts. The issue of sexual violence is cause for sigeificaatn
in EMS organisations. As more females than males are likely to experience this type
of OV (Koritsas et al., 2009Wwith increasing numbers of female paramedics joining
the professioriBoyle et al., 2007Paramedicine board AHPRA, 202&is typially
underreported area of OV may require gresgeearch and administratiagtention.

The final predominant risk factor identified within the literature is paramedic
OV assault time. As opposed to previously discussed risk factors of patient and
paramed characteristics, the literature provides a clear elucidationvioén
paramedics are primarily exposed to incidents of violence and aggression. The
evidence overwhelmingly acknowledges late afternoon into night as the pivotal
timeframe for paramedic riskMaguire Browne, et al. (2018) reported the hours
between D0 pm and12:00 am, closely followed by 120 am to 800 am asbeing
the most hazardous period rates for incidence of physical assault against paramedics.
This finding is reinforced byboth Wongtongkam(2017) who identified that most
violent incidents occuduring the evening shifbetween €0 pm and 120 am, and
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Wang et al(2019) who reported acts of violence were more likely to occur between
the hours of H0pmand 1200 am. Furthermore, data obtained from the USA Bureau
of Labor Statistics on paramedic occupational injuries secondary to violence identified
that50% of incidents occurred primarily between the hours@)gm and 120 am,

with 39% occurring beteen 800am and 00 pm, and 11% occurring between.Q@
amand &0am( Magui r e & OlbeNoaly identifieddBs@epahgyo this

data was Knor et al2020) who reportedhat an O\Vincident was more likely to occur

during night hoursbetween 20amand6:00 am.
2.1.3 Causation

Identifying late afternoon and nighime as the predominant period for
paramedic OVstimulatesthe examination of the connection between these time
periods and acts of violenc®ne of the principal characteristics o&ttwilight and
nighttime hoursis the association with nework periodsand the use of recreational
substances, specifically alcohol and illicit or pharmaceutical dru¢Qommber et al.,
2019) The perception of the role of these substances as a factoamemic OV is

well documented within the literature.

The study by Coomber et §2019)identified alcohol as the most frequent type
of drug recorded in EMS substanedated callowt where aggression or violence
occurred. Alcohol use was more than twicgesvalent inOV behaviour than other
EMS responses involving illicit drug uggoomber et al., 2019Maguire Browne et
al. (2018)reportedthatin 761 physical assaults against paramedics, the belief among
the assailed was that in excess of 80% of assailants may have been intoxicated or
affected by recreational or illicit pharmaceuticals. Wang et(2019) similarly
reportedhatsubstance abuse alcohol intoxication among patients was identified as
a predominant risk factor associated with violent or aggressive behaviour.
Singaporean paramediesso observed thdhe main reason for verbal and physical
violence was related to alcohol intoxicatj at 52% and 63%espectivelyTay et al.,
2020) Lastly, Petédl et al. (2011) documentedthat the most common reason
identified by paramedics for acts of violence or aggressamsthe presence of alcohol

or drugs.

Despite the perceptions of parameglithe correlation between an escalation in

the prevalence of paramedic OV and the increased use of alcohol and illicit substances
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during this time may be somewhat misleading. Tisealtimes of increased alcohol
and substance use within the commurfitg., outside work hoursalso mark the
periods of time when paramedics are working either night shifts or nearing the
completion of afternoon shifts. Both shift patterns reflect potential paramedic
presentations of emotional and physical fatiguieich has been found to increase the

risk of assault in other health professighak et al., 2010)

As opposed to the influence of alcohol and substance abuse in paramedic OV,
studies have also identified other factors believed to contribute to violent and
aggressie patient behavioubissatisfaction with EMS polic¢Tay et al., 202Q)lack
of understanding of the role of the paramggiosseinikia et al., 2018; Rahmani et
al., 2012; Soheili et al.,, 2016)waiting times, type of treatment, feelings of
helplessnessand mental ilinesgPetzall et al., 2011)ave all been acknowledged as
causative elements of paramedic OV. The concept of communication challenges as a
causative factor in paramedic OV is a recurring theme within the literature, most
notably from studiesriginating from Iran(Hosseinikia et al., 2018; Pourshaikhian et
al., 2016; Soheili et al., 2016However, despite the bilateral nature of paraniedic
patient interaction, Hosseinikia et €018)reported that less thd®o of paramedics

identified any sk-responsibilityin the deterioration of this relationship.

The studies from Iran are important and provide a thepghtoking insight
into paramedic OV. Without the strong influence of drug and alcohol intoxication due
to the substantial authority ofghslamic religion practised there, a unique perspective
emergesof the primary aspect of prehospital healthdateat of the paramedit
patient relationship. This relationship and the critical role treahteraction may have
towards paramedic OV is a prary theme of this study and one that is addressed in

detail throughout this thesis.

Some of the most compelling evidence into communication, causatiah
paramedic OV was described by Pourshaikhian ¢2@l6)and Knor et al(2020) in
their exploraibns of the processethat preceded paramedic OWsing a grounded
theory model of exploratiorithese studieslentified a core categothatfocussed on
the impact of communication in the context of aggressive or violent patient behaviour.
From this core category, five silategories were isolated, three of whislere
delineated as contributory factdier paramedic OVcausal conditionsgcontextual

conditions andintervening conditiongKnor et al., 2020; Pourshaikhian et al., 2016)
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First, causal conditionsutlined the primary triggers of violent behaviour
towards the attending paramedic. In contrast to other studies, Knor @02I0) and
Pourslaikhian et al(2016) presented an acute insight into the pressure of injury or
illness on the human psyche as a caoseOV incidents. The two primary causal
conditions identified werdelayed response tinasd the premise @vent shockThe
first condiion, delayed response time, relates to care impediments either imagined or
tangible, or alternatively an unrealistic expectation of ambulance arrival tinfés
authors of these studigentifiedthat the anxiety of any ambulance delay increases
the pocess of cognitive stress on an individual, and presents as a subsequent catalyst
to hostile behavioufKnor et al., 2020; Pourshaikhian et al., 2018he second
condition, event shock, is characterised by Knor é28R0, p. 465asthei pr eval enc e
or severe, unexpected events such as illness or trauma that may cause anxiety and

agitation, resulting in unpredictabl e ani

Although both concepts are important, the conceptualisation of event shock as a
causal codition of paramedic OV is revolutionary to the idegpafamediciolence
mitigation practices. The notion that the behaviour of a patient mapgredictable
due to the specific nature of their injury or iliness represents a radical dnamys
violence and aggression against paramedics is perceived, not only within the literature
but within the broader paramedic professi@ouncil of Ambulance Authorities,
2019; Maguir e, .GudatihNarore,lthe suggestiom that acts af Qoktiity
may beunpredictablellows the introduction ofhe fiBlack Swaid philosophy as a
conceivable rationalisation of specific paramedic OV occurrences. The concept of a
Black Swan event referto an unexpected or surprising d@bat occurswithin the
context of its arrent environmeniAven, 2018; Taleb, 2007)The philosophy,
although originally developed as part of a risk management framework, has important
applicabilityfor paramedic OVas suchthe concept of unpredictability atioe Black
Swanwill be extensivey developed as a tenet of paramedic I@¥¢rin this thesigsee
section6.3.]).

The second categoescribedoy Knor et al.(2020)and Pourshaikhiaet al.
(2016) contextual conditionssupplements causation and provides perspeativiee
violent behaviourKnor et al. (2020) and Pourshaikhian et al. (20#&i&ptified four
subgroupsn this category, each of which summasiseunique challenge withithe

dual contexts oprehospital care and the escalation of violefi¢e first challenge
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the publicbds | ack of familiarity with
EMS systemsis a feature that has been previously identified as interconneited
paramedic OV(Hosseinikia et al.,, 2018)The £cond challenges that of inter-
organisational cooperation, nam@&S with the police, regarding the management
of heightened individuajsthis intersectioremphasises the discord that can exist
betweendifferent emergency servicerganisationsand their individual objectives.
The thrd challenge relates to the specitialtural, educationaland socioeconomic
statusof the social environment in the paramégiatient eventparamedics involved

in the studesidentifiedthatthe prevalence of OV was increasedlisadvantageous
social environmentgknor et al., 2020; Pourshaikhian et al., 20I&)e fourth and

final challenge acknowledges the insufficiencies of the OV mitigation systems and
training of EMSorganisationgKnor et al., 2020; Pourshaikhian et al., 20N&)tably,

Knor et al.(2020)and Pourshaikhian et §2016)bothhighlightedthe communication
inadequacies of EMS systems lasing avital componentin the developmentof
patientinitiated hostility That such communication difficulties would provide the
contextfor the initiation of violent behaviour agaimderlineghecritical importance

of the paramedigatient relationshipn the OV phenomenoandthe difficulties of

this betweernifferent cultures and social structures

The third category identified by Knor et a{2020) and Pourshaikhian et al.
(2016) as acontributory factorfor paramedic OMs the intervening conditionspr
those risk factors thdeavily influencehe effectiveness of EM@olencemitigation
strategiesAlthough theeauthors identied variousrisk factors in this categorguch
as the time of the eveand the perpetrator of the violence (both of which have been
addressed earlier in this chaptérjs thdr identification of theelement ofiparamedic
incompetence that represents a new and unique insigitparticular, Knor et al.
(2020)identified unsuitable behaviour from paramedics as a significant contributing
factorto the violence perpeaited against thednso much sdhat they state all 26f
their paramedic studparticipants had some opportunity to prevent their conflict.
Although the classification of this subgroupfpsramedic incompetenceppears
provocative, it does underscore deficies in the social interaction skills of
paramedics, particularly regarding conflict management. Van der Velder{28%8)
also demonstratetie influence oparamedic8social deficiencies theirlongitudinal

study of 103 paramedidbat examired predictors of OV. Despite including factors
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suchas age and gender in thanalysis, the only significant independent predictor of
repeated incidents of verbal aggression was that of paramedic problégmeir
superiors. Likewise, the ability to easily compromise was negatively associated with
not only repeated verbal aggressionwitih any form of verbal or physical aggression
(van der Velden et al., 2016)

The array of perceivedtimulusfor parameét OV presentedlemonstrates that
much like the violence itself, causation remains a complex and somewhat contentious
issue. Much of the literature relating to this subject appears to apportion blame to
readily perceptible notions of patient presentgtioncluding substance abuse,
frustration, and mental illnesAs such, he elements identified within the studies by
Knor et al.(2020) Pourshaikhian et a(2016) andvan der Velden et al2016)
represent a marked shift in the ideology of paramedica®y from a patiententric
blameorientation Despite the merit of these studi#ss notion representspmint of
underrepresentationwithin the paramedic literature regarding the causation of
paramedic OV. The most conspicuous limitation to this dulfderowledge remains
a lack of insight from the perspective of the perpetrator. This limitation has been
acknowledged previously in psychiatric health OV literatinexbury & Whittington,

2005) but remains underrecognised within the prehospital daersp

2.2 Impact

The preceding discussion would suggest thateghean be no doubt as to the
magnitude of the size and complexity of the phenomenon that is paramedic OV.
However,the issues raised so fasuch agrevalencerisk factorsand causatiah
only provide a limited appraisal fothe scope of this problem. Significant individual
and organisational consequenaamergefrom this violence theseramifications
present aglisorders of both a physical and psychological natbe¢ impact the

individual and th& ability to function in the workplace

The firststudyidentified that analysed the impact of paramedic OV examined
the physical injuries to paramedics as a direct result of patient aghedtsem et al.,
2002) The study by Mechem et af2002) was aretrospective analysis of an
occupational injury database, which reviewed all incidents ov8ryear period
involving paramedics and firefighters in a large North American metropolitan fire

department. Durinthestudy period, 100 occupational injury reports were filed, and
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of these 4% were classified as assaults. Further analysis of these records noted 80%
of these assault cases involved paramedics, and the remainingino%sed
firefighters. Importantly, only one of thessalts on thefirefighters occurred during
actual firefighting activity, the rest occued whilst the officer wasundertaking
paramedic work omas assisting paramedic@Mechem et al., 2002)The most
common types of injuries sustained during the assaults reises, sprains/strains,

and scratches, with almost one third of these injuries resulting into&ttime. Of

all the assaults, 93% occurred during patient care activities, however, 39% of these
were deemed to be unintentiontalat is,resuledfrom a situation where a patient with

a medical problem or altered mental status struck out without apparent intent to do
harm(Mechem et al., 2002)

The study by Mechem et gR002)is significant in that it introduseinto the
literature the physical impaof OV on paramedics within an EMS systehithough
insightful in terms of detailing physical injuries, thusefulness of thestudy is
restricted becaudhe study design only allowed for the documentation of the physical
impact of these assaultss suchthe studyprovides only a narrow perspective on the
potential impact of such violenche most significant and debilitating which can
be the associated psychological injuri@®ernaldeDe-Quiros et al., 2015; Gomez
Gutiérrez et al., 2016urthermorethrough focusng only on the occupational injury
reports, the study ignores one of the most significant areas of paramedic OV, that of
verbal violence. Notwithstanding these limitations, the study addresses the issue of
intent in association with parasie OV. Intent and the perception of patient
responsibility, particularly whilst presenting with an altered mental status or medical
condition, is an area of uncertainty within healthcamed indeed within the law
(McKenna, 2017)AlthoughMechem et al(2002)provide some distinction between
perceived intentional and unintentional assaitislimitations point to thgpotential
bias and confusion in the OV literatureat stems from thabsence of a clear, distinct

definition of paramedic OV.

Another xamination of the impact of paramedic OV was undertaken through
the epidemiology of occupational fatalities within North American paramedical
services(Maguire et al., 2002)Through an analysis of three independent fatality
databasegthe Census of Fat&@ccupational Injuries, the National EMS Memorial

service, and the National Hi ghway Tr af fi
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reporting system Maguire et al(2002)were able to compile and compare rates of
paramedic occupational fatalities withthe USA.While the authors noted some
difficulty in obtaining wholly accurate figures duettee lack ofacknowledgementf
paramedics as specificoccupationwithin the datathey were able to establishat

the rate of occupational fatalities for Nodmerican paramedics was over two and
half times the rate of the general populatidaguire et al., 2002)The study
determined that assaults on paramedics were the third major cause of thesetleaths
arate of 1.1 fatalities per 1@@0 workers per year. In comparison to other healthcare
workers during the same period, the fatality rate for paramedics was approximately

times highe(Maguire et al., 2002)

One of theauthos of this study, Dr. Brian Maguire, remarone of the most
prolific researchers within this field and has engaged the subject of paramedic OV
injury in no fewer than four pieces of peewviewed literature. While two of these
works have involved examination of US and international paraméMeguire,
Browne, et al 2018; Maguire & Smith, 2013wo have analysed occupational injury
among Australian paramedi@daguire, 2018; Maguire et al., 201&)d consequently

provide important contextual informatidor this thesis.

The first Australian study by Maguire et @014)examined occupational injury
ri sk amongst paramedics through a revi
The study involved secondary analysis of aggregated data and defined serious injury
as any case that resulted in at least one weektof/tok time. The data was provided
by the Australian government statutory body, S&fkerk Australig from the period of
2000to 2010 (Maguire et al., 2014Maguire et al(2014)identified that during the

e w

1l-year period of data analysis, there wer@28 c as e s of serious

compensation among paramedio$ these cases, potentially 275,486 of incidents,
involved OV towards the paramedic. The injury categories associated or potentially
associated with OWere:assaulted by a person or peogE00 ncidents) exposure

to workplace violence or OO0 incidents)harassmen five incidents) work-related
harassment and/or workplace bullyii80 incidents) contact with, or exposure to
biological factors of human origi(b5 incidents)andhit by a peson accidentally45
incidents Maguire et al., 2014Both the nature of the reports referenced by Maguire
et al.(2014) and onceagain the indistinct definition of OV itself, makiedifficult to
provide anaccurate representation of the injuries gungtd bythe paramedics. While
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some categoriesuch agexposure to O)are easy to position, othessich agxposure
to biological factors of human origifwhich could include spitting are less so.
Nevertheless, the study by Maguire et(a014)still identifies that based purely on
the categories assaultsandexposure to OVover 12 Australian paramedipsryear

require at least onweek off work due to the nature of injuriesexposuresustained

from paramedic OV

The second Australian study by Maguig®18)was a retrospective study of the
data of seriougnjury claims related to violence and aggression against paramedics.
Once again ite data from Saf@/ork Australia was utilised to compile claims relating
to occupational health and safety or wor k
of the injury receivd. The study by Maguir@2018)reportedhat300 cases of serious
injury to paramedics were recordé@tween 2001 and 2014. Of these injure®
were fractures of the skeletal systei3% traumatic injuries to joints, ligaments,
muscles or tendons 27% nvolved wounds, lacerations, amputatioasd internal
organ damageand 11%were disorders of psychiatric classification. The nature of
these injuries asfurther supported by MaguireBrowne,et al.(2018)in their study
of the physical assault &f778international paramedicgvhile the study reportethat
80% of injured paramedics predominately sustained bruising and contusions as the
consequence of their attgckther paramedics reped incidents of fractures,
abrasions/scratches, lacerations, stafépure wounds, and an amputat{dfaguire,
Browne, et al., 2018)

While these studies identif the physical consequences of OV towards
individualparamedics, the cost of these injuigagrely limited tatheindividual level.
The effects of paramedic exposure to acts of violencespagadnto both financial
and operational penaltie®r the associated EMS organisatiddaguire (2018)
highlights data fronBafeWork Australiathat detailsthatthe mediaramouwnt of lost
time for an Australian paramedstistaining armssaulthatresuledin serious injury
is 2.4 working weeksFurthermore,le costs associated with this lost work tiare
in addition to the median compensation cost pssaultcase which exceels
AU$8,300 (Maguire, 2018) These productivity markers are supported by data from
the USA Bureau of Labor Statistjoghich reported the average median days lost to
injuries sustained due to paramedic OV was 14 for men and seven for women
(Maguirel2817) 06 Ne i
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An i ndi vi du aposupedorO¥ caa deibotldsevere and debilitating.
However, while the physical effects of OV are easy to identify, the effect of this
violence on the mental health and wellbeing of paramedics can be far more insidious.
An example of the potential size of this probleam bedemonstrated bthe findings
of Wang et al(2019) who reportedthatin excess of 80% of paramedics exposed to
violent acts statethatit affected their personal mood, and almost 50% identified a
deterioration of professional workplace performance. The implication that acts of
aggression and violence towards paramedica prevalentausdn the development
of features of psychopathology this groupis a premisethat has received

considerable &ntion within the prehospital literature.

One of the first studies to examine the psychological effects of OV on
paramedicexaminedAustralian paramedid€happell & Mayhew, 2009)The study
by Chappell and Mayhe{2009)utilised an abbreviated form dhe General Health
Questionnairel2 (GHQ-12) to assess the psychological impact on paramedics after
acts of OV. It stipulated that a GHQ score of between &gimd10 was recognised
as normal, with any score greater than 14 indicating that an indivepaled urgent
psychological assistan¢€happell & Mayhew, 2009)orty operational paramedics
from a large Australian EMSrganisationwere selected for the study, with
approximately half being from rural andhlf from urban areas. The average GHQ
score of paramedics experiencing no violent events over the previgueritBs was
8.78 for one incidentt was10.75, for two incidents it v&a8.75, and for three or more
incidentsit was12.95(Chappell & Mayhew, 2009)The paramedics in the study had
an average GHQ score of 10.75, whighs noted ageing above baseline when
compared to similar healthcare populations. Further analysis ofathidentified a
significant relationship between exposure to acts of violence and elevation of GHQ
score.Of note the analysisunexpectedly revealetthat the stress impact of OV on
paramedics was not necessarily related to the physical severity ohdiuenit
(Chappell & Mayhew, 2009)

The study by Chappell and Mayh€2009)demonstrates an increased negative
psychologicalimpact from exposure to paramedic OXlthough the instrument
chosen by the authorgasexclusivelylimitedtome as ur i ng gpneralevelse di ¢ s 6
of stress,this finding should not be trivialised. igth levels of stress have been

documented to adversely affect emergency service workers in their daily working lives
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and havdeen proven to contribute to increased rates of sick leasignagions, early
retirement, and even risk of sdl&rm (Chappell & Mayhew, 2009)Additionally,

t hese raagnition that the stressimpact of OV is not directly linkgahtgsical
assault or injury is important. While physical violence can ofeerdnfronting and
frightening for victims, the study by Chappell and Mayli{@@09)establishes that the
effects of verbal violence can be no less debilitating.

Expanding on the concept of stress and OV, a {acgée Spanish study of
prehospital care persoel explored the potential psychological consequences
associated with exposure to QBernaldeDe-Quiros et al., 2015)The study by
Bernaldede-Quiros et al(2015) examined two key areas of psychological health
burnoutandgeneral mental health staguBurnout was defined as the psychological
syndrome of emotional exhaustion, while general mental health status referenced a
i ndi v ihdlistia Ihdalth statysand encompassedomatic symptoms (pain,
gastrointestinal & cardiac disorders), anxiety, ma@, social dysfunction, and severe
depressioriBernaldeDe-Quiros et al., 2015)

Of the 437 participants who participated in the study, 18% had never been
exposed to aggression, 48% had exposkctusivelyto verbal violence, and 34% had
been exposed tboth verbal and physical violence. The results of the burnout
guestionnaire revealed thaf the paramedics who had not been exposed to any type
of OV, a small numbe(2.5%) presented with high levels efmotional exhaustion.
These numbers increasedrelation toexposure to OVwith emotional exhaustion
rising to 5.8%with verbal violence antb 17.3% withverbal and physical violence.
Similarly, levels of depersonalisation were recorded at 7.7% for paramedicsawith
exposure to OV, 14.1% for those exposed to verbal violence, and 15.1% for
paramedics subjected to both verbal and physical viol@e®aldeDe-Quiros et al.,

2015) However, e@spite the increased levels of psychological malaise, there were no
significant differences noted between the three groups of paramedics in relation to the
existence of burnout syndroniBernaldeDe-Quiros et al., 2015)The results of the

mental health status questionnaire documented no significant differences for a

p ar a meerposaré 0 OV on psychological symptoms of social dysfunction,
depression, or somatic symptoms. However, important differences were observed
regarding the par amedihe3®% of paaamedicwholiad an x i e
notexposed to incidents of\Owere recorded as having anxiety at levels determined
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to be psychologically distressed. These percentages increased to 6.2% for paramedics
exposed to verbal aggression, and 15.1% for paramedics exposed to both verbal and

physical violencéBernaldeDe-Quiros et al., 2015)

The study by Bernaldde-Quiros et al(2015)is noteworthy because it is one
of the first largescale studies to examine the nature of paramedic psychological
injuries resulting from exposure to OM depth. Thee authors acknowledgeath
findings of increased emotional exhaustion, depersonalisation, and anxiety are
significant psychological consequences associated with OV. These findings by
Bernaldede-Quiros et al(2015)are supportedly those oWongtongkan{2017) who
explored the ©®ncept of OV and its relationship to burnout and fieaimatic
symptoms.In survey of 48 paramedics across two Australian Edviganisations
Wongtongkan(2017)identified that while both male and female parameeiq®sed
to OV exhibited similar resultsroposttraumatic scores, females demonstrated higher
levels across all subcategories than their male colleagues. Regarding burnout, females
exhibited significantly higher levels of emotional exhaustion than males
(Wongtongkam, 2017)

The psychological comgsjuences of paramedic OV are wideging and notably
include the deleterious conditioposttraumatic stress disorder (PTSD GOmez
Gutiérrez et al., 2096Giventhatthe development of PTSD has been associated with
an individual 6s reangseabsaqeent eneotio@sich ag pgythae s s i o
emerge durin@ violentencounte(GomezGutiérrez et al., 2016}he potential link

between PTSD and paramedic O\t@sidereaf great importance

In this regardGomezGutierrez et al(2016)examinedtie ghenomenon of OV
and PTSD in paramedics in a study of 441 prehospital care personnel within a Spanish
EMS system. The studys r edestgaconsphsedwo parts first, examining the
frequency, type, and severity of any incidents of OV, and seaswkssing for
symptoms and diagnosis of PTEBOmezGutiérrez et al., 2016Analysis of the data
establishedthat, of the 441 paramedics surveyed for the study, 34.5% had bee
physically assaulted, and 76.2% had been subjected to some form of verbal abuse
(GomezGutiérrez et al., 2016 Demonstrating the significant impact of verbal OV,
over 85% of paramedics identified threats, insults, and threatening behaviours as
causinghe most distress their OV incidentParamedicsvho hadexperienedverbal

OV develomd posttraumatic psychological symptoms oé-experiencing(95%),
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avoidance(95%), and arousal(96%). In comparisonan incident ofslapping or

punching recorded levelef 13.5%, 2%, and 25% for the same pmwatmatic
symptoms(GémezGutiérrez et al., 2016From the results, Gomezutierrez et al.
(2016)were also able to identifthatthe emotiongincluding fear, helplessness, or

horron which paramedicexperiencedluring their OV incident were significant for

the development of the PTSD symptom of incidesnéxperiencing Furthermore, a
direct correlation was established bet we:«
OV incident and thea developng symptoms rkated to reexperiencing(Gémez

Gutiérrez et al., 2016)

The association between paramedic OV and PTSD is further supported through
researchthat examined the link between the development of PTSD and threats of a
direct or indirect naturéMichael et al.,2016) The study by Michael et a{2016)
defined indirect threatsas being the stress from helping or wanting to help a
traumatised or suffering pers@re., the stress from patient cyevhile direct threats
encompassestress fronall aspects of OMincluding physical abuse, intimidation, or
sexual harassment. Six hundred and seight paramedicparticipants from the
European countries of Switzerland and Liechtenstein were assessed for the association
and management of dysfunctional ptrisiumatic cognitions including negative
emotions and selblame (Michael et al., 2016)Results indicatedhat 34% of
paramedics experienced only indirect threats, while 66% reported having experienced
both direct and indirect threats. Of these groups, 1.37% ahdlect threat group
and 5.91% of the direct threat group suffered from comprehensive PTSD symptoms.
Furthermore, 3.74% of the indirect threat group and 14.06% of the direct threat group
were noted to be experiencing partial PTSD symptdMihael et al. 2016)
Significantly, thseauthors were also able to establish thateriencef direct threats
was more strongly associated with dysfunctional glostimatic cognitions than
experience ofindirect threats(Michael et al., 2016)Lamentably, althoughhese
authors were critical of the ability of tharamedicto manage theonsequences of
QV, the studyprovidedno details regardinthe mitigation strategiesitilised by the
paramedicsor their EMS organisations, either prer postexposure to patient
initiated hostility(Michael et al., 2016)

The establishment of the link between PTSD and exposure to workplace

violence remains a prominent discourse within the paramedic liter&tu2®2Q a
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Canadian study of 129 paramedics and 117 firefighters \oalare survey meased
symptoms of PTSD, depression, anxiety, OV, and gicaimatic cognitionsnd was

able todetail some important findindSetlack et al., 2020First, Setlack et a{2020)
identified that thestudyparticipants met or exceeded sfieaitions for symptoms of
posttraumatic cognitions at rates far exceeding those of the general population.
Second,these authors found positive correlation between OV and symptoms of
PTSD, depression, and anxielgmally, higher levels of exposure tovQspecifically
threats to injury or life within the previous year, were significantly associated with
higher levels of psychopathology and symptoms related to PTSD. While the primary
results of the study are meaningfal themselvesthe research also prided new
insights into paramedic OV and psychopathology. The authors establishedsthat
rates of OV increased, so did individwl-blame and negative perceptions of the
self andtheworld. Consequentiythese authors suggest tia serves as a priméo

an individual developingdamaging perceptions and outlook, which mayturn
increaseheir susceptibility to anxiety, depressi@and PTSD(Setlack et al., 2020)

2.3 OV Mitigation Systems and Interventions

As the previous section has outlindek tonsequences for paramedics exposed
to OV are varied buthey can far exceed the immediate physical or mental injuries
associated with the incide(Bigham et al., 2014)Anxiety, depression, pestaumatic
stress, increased sick leave, and prematureemgent are all problems negatively
associated with paramedic OBernaldeDe-Quiros et al., 2015; Koritsas et al.,
2009) Critically, it is not only the exposure of the paramedic to an aggressive or
violent incident that can result in psychological dist. The literature substantiates
that psychological injury can also arise franorganisatiod sesponse or lack thereof
to such incidentéLawn et al., 2019)In conjunction witre mp | o moeat asddlegal
obligatiors to provide andnaintain a violencefree workplacethe consequences of
OV exposure result in substantial resourcemgdedicated towards paramedic OV
management and its mitigatigpoyle, 2015; Mendes, 2015; Queensland Ambulance
Service, 2016)The challenge for EMS organisations liestiie development and

facilitation of these interventions.

At the core of OV mitigation is the development of systems and interventions

that aim to provide staff with the right knowledge, skills, and support to identify and
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manipulate incidents of violencené aggressior{Hills et al., 2015; Occupational
Health and Safety Administration, 2015; Wang et al., 2008wever, the
considerablarray of risk factors that expose paramedics to the threat of violence are
problematic for EMS organisations atiteir OV mitigation strategie¢Drew et al.,

2021) Furthermore, thearioushazards of prehospital healthcameacerbate tse

risks, which include: contact with the public, isolation from colleagues, operating in
mobile workplaces, working with volatile patients, working in hagghme areas, the
transportation of patients, and shift patterns incorporating night or early morning work
hours (National hstitute for Occupational Safety and Health, 1996)erature
identifiesthat effective paramedic mitigation strategies may address these risk factors
and hazardsAs such, identified strategiggcludepersonal interventionsuchas sek
defense and siaitional awarenesgngineering interventionsuch as restraint use
andorganisational interventionsuch as leadership commitment to safétaguire

& OONeill, 2017; Occupational . Health and

Occupational violencemitigation strategies, specifically organisatiomand
industry-specific education and training programs, form an indispensable component
of any preventive measureSuch is the recognised importance of these training
programs that virtually all published guidance @W mitigation recommends their
implementation (Beech & Leather, 2006; Occupational Health and Safety
Administration, 2015; SafeWork SA, 2015; W&de Victoria, 2008) However,
despite a significant body of work quantifying the epidemiology and chasiatgof
paramedic OV, there remains a paucity of research studies exarthaisgggested
methods of preventive intervention roviding validation of their efficacy{Hills et
al., 2015; Phillips, 2016)Notwithstanding tfs limitation in paramedic reseeh, it
surelyremains a critical requirement and focustwsetraining programgo ensure
they are evidenced based, fit for purpose, safe, and ultimately successful at minimising
the incidence of workplace violeng¢eleckemann et al., 2015; Knott et £2014;
Runyan et al., 2000)rhis oversight or failure to provide evaluationfor paramedic
OV mitigation weakens its credibility and raises doubsso the overall relevance
and effectiveness of any interventi@eech & Leather, 2006It is thisabsenprocess
of evaluation that provides a central theme and frameworkthis study by
guestioningwhether current paramedic O\fmitigation systems and strategieare

providing effective management, support, and mitigaftortheir staff.
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The paramedic literature on OV is limited in the sense that no stady
identified thathas evaluated an EMS mitigation system or its approach to violence
reduction against itemployees. What exists within the literature is a fragmentated
arrangement of studies examining isolated elements of potential mitigation
interventions or systemyVhile contributingimportant evidence regarding common
practices within mitigation systemsych studieprovide only a narrow insight into a
systemwide problem. The evidence thdiesexist concerning OV mitigation systems
and interventionbtasbeenbroadly classified under five headings: tegspectivesf
paramedicavorking withinthese syi'ems chemical sedatiarphysical restraintself
defence skillsandOV training approached heparamedic OV mitigation perspective
examines theriews of paramedics exposed to incidents of paimtited hostility
and, importantly, their position towds OV mitigation practicesChemical sedation
andphysical restrainappraise the application of patient control techniques for violent
or aggressive patientSelf-defence skillexplores the evidence surrounding the use of
force manoeuvres utilised inamy EMS OV mitigation systems. Lag)V training
approachesreviews specialised educational and training approaches toward the
mitigation of violent or aggressive patient behaviour. The literature pertaining to these

studies is systematically addressethia following subsections.
2.3.1 Paramedic OV Mitigation Perspective

Three studies discussdhlexperiences of paramedics regarding OV mitigation
and its associated prevention strategiéds most notat# of which isDrew et al.
(2021) which provides asystemat review of emergency service worker violence
mitigation. The other two studiesviaguire O 6 Nteal. (ROIL8)and Taylor et al.
(2016) useda mixed methodsapproach togather and examinpar amedi cs 6 o
perspectiveson violence againstEMS respondetsMaguire et al.provided the
opportunity for 633 respondentt offer their insights onthe prevention of EMS
workplace violencethrough short openended questionswhile Taylor et al.
conducted 1@emistructured interviewsvith paramedis abouttheir experiences of
patientinitiated violent injury The reviewof prevention strategies and experienogs
Drew et al.(2021)includes a metaynthesis of the studies by Maguire O 6 Btali | |
(2018)and Taylor et al(2016)andthusforms theprimary basis for this analyst

the paramedic OV mitigation perspective
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The systematic review by Drew et @021)was able to identify two synthesised
findings and four distinct categories frahe study data that examinpdramedics
perspectives fobeing exposed to incidents of OV. The first synthesised finding
categorised by Drew et a2021, p. 4)was forganisational, societal and judicial
commitmend ,which was derived from the following two categories) (aw
enforcement and judicial mitigat interventions, andbf EMS OV mitigation
systems. Tis finding assertghat there is aequiremenfor OV mitigation systems to
beconstituted beyondninternalisedEMS, paramedifocussed responsehat is, the
issue of OV requires amtegrated comprehensive approach utilising all levels of
individual, organisational, and governmental involvemehedataidentified thalOV
mitigation systems advocate for organisational, sogietadl judicial congruence
through shared characterisatjsupport, and regulation tfe OV phenomenon and
hostility against paramedic¥here were three core themes supporting this finding:

OV characterisatigmpolice involvementandinternal support and commitment

The first of theseQV characterisationis e of the primary themes identified
by Drew et al(2021)in the studies; these authors highlighd contrasbetweerthis
portrayalandaspects of law and judicial enforcement. The description o @¥ a
social phenomenon of interpersonal hostilityd saggression directed towards an
individual within the setting of their wod provides a clear representation of
unacceptable and antisocial behaviddowever, his definition contrasts with the
characterisatiothat isappliedby a law enforcement or jucial perspective. The term
fiviolenced generally bears no legal definition unlasss further identifiedundera
more specific title such asfidomestic violenag ;hence,any violent crimes are
prosecuted under common law offences such as assault, batigtyespas@udicial
Commission of NSW, 2022The legal terms aim to compartmentalise acts of hostility
through descriptions of direct amdentionalthreats or contact with another individual
for the purpose of inflicting harm. Aside from the inherent difficulties of prosecuting
such actgwhich often involve widely conflicting descriptions of the eyetite legal
interpretation offinten® remains aconstant issuéJudicial Commission of NSW,
2022) For example, if a paramedic is assailed in the course of their work but the
perpetrator had no intent due to a medical, traumatic, or psychological impairment,
then in a legal sense, an assault mayhaot been committe@Australian Associated
Press, 2017; Judicial Commission of NSW, 2022; Wright et al., 281t%jough it is
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not within the scope of this review to discuss the legal intricacies of ititergfudies
underline a disconnect between the elstarisation of OV and the attempts of EMS
organisation@and governments to mitigate practice through legislaiaumeensland

Sentencing Advisory Council, 2020)

More than through definition disconnectfurther transpireswithin OV
mitigation practice thnagh EMS organisatiodembraig of concepts and systems
pertaining to dizero toleranc&@approach to OV mitigatiofQueensland Ambulance
Service, 2016)While the pursuit of OV elimination is a meaningful objective, its
realisation within prehospital heéltare becomes problematic. Indeddhas been
argued thathe very circumstance of paramedic OV typically occurring outside of a
defined structured environmergnsuresits almost inevitable occurreng®valker,
1998)

Paramedics will constantly encounter patients who are aggressive and
potentially violent because thnatureof their workmeangrimary exposure to patients
experiencing medical, traumatic, psychological, and substance abuse impairments. A
classic presentation is the hypoglycemic patiehibse brain is deprived of glucgse
manifesting with uncharacteristically irritable or aggressive bebavidisfclinicalo
aggression becomes encirclagda duty of care between the paramedic and the patient
due to the potentially lif¢threatening medicaémergency of the individugtespite
the real possibility of the condition inciting paramégiatient violence) This
example demonstrates the predicament of OV mitigation theadzero tolerance
concept,as well asthe difficulty of constitutng the acceptable limits of patient
behaviourinclusive of cognitive dysfunctionClinical presentationsuchas these
render the concept of zero tolerance to violence and aggression against paramedics
unrealistic, and contribute to the frustration and disgrement of paramedics towards
their prevailing OV mitigation systenf&nott et al., 2014; Morphet et al., 2018)

The secondoretheme categorised by Drew et@021)for the first synthesised
finding was police involvement This themepertains to the tilisation of law
enforcement as a key component of paramedic OV mitigation interventions. The
involvement of police is generally seen to have a positive role in the prevention of
paramedic OV(Wang et al., 2019)howeveranalysis of the studies found that
inconsistencyin interactions between paramedics and the poliasalluded toby

respondent paramediasbeingoccasionally problematic. Drew et €021)observed
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that the perceived benefit of poliagavolvementin the management of violent
individuals and the safety of paramedics does not always translate into effective
mitigation practice. Moreover, instead of reducing the risk profile, some police
patient interactions actively contribdté increased patient violence and aggression
(Knor et al., 2@0). These difficulties most likely emergérom differences between
the specialties in themanagemenbbjectives (i.e.treatment or containmemiatient

or offende}, and the conflict this promalen susceptible individualddence, vhile
there can bao definite approach to the management of violent patientdignment

of objectives between allied emergency servieg3V mitigationwould appear the
beneftial to paramedicOV mitigation strategies(Drew et al., 2021) This
considerationwas demortsated by Teller et al(2006) who reported that police
officers trained in mental health crisis work were abledthdecrease transportation
of such patients to detention faciliti@sdincreaseheirtransportation to mental health

treatment facilities.

Thethird core themeinternal support and commitmepertains to the support,
communication, and responsibiliregardingEMS OV mitigation systems from
within the organisation. These elements of argational responsibilitycomprise
some of the most important characteristics of any OV system and are readily
recognised by participants in these systé@despie et al., 2013; Peeksa et al.,
2007) Drew et al.(2021) identified that the commitment deonstrated by EMS
organisations needs to incorporate systeide engagementf OV mitigation,
including robust program evaluation, structured reporting procedures, investigation
and support mechanisms for victims, and a systate preventative approachat
encompassedll elements of supervisory, operational, and dispatch practices. Without
this holistic response from EMS organisations, negative employee reactions to
mitigation systemssuch aslisconneabn and indifferencewould appear unlikely to
charge(Drew et al., 2021)

The secondsynthesisedinding categorisedoy Drew et al.(2021, p. 4)was
floccupation specific OV strategies and trairdirthis was derived from two categories
thatfocussedon the training and interventions paramedics receiwagtigate OV. The
understandingsextracted from within these categories demonstate r ame di ¢ s 0
continued perceptiaof inappropriate OV training, skills, and interventions e3h

perceptios relate directly to an environment that is both unignd dynamic and
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which encompasses an eviacreasing scope of medical, social, and psychological

patient managemenf O6 Br i en et al ., . Zne lpfehospit@ld Me a r ¢
environmennecessitates OV itigation programs and training that are tailored to the

specific needs and requirements of the individuals working witrem andto the

contextin which they work(Drew et al., 2021) The unsuitability of current OV

mitigation interventions is not asadlated procedural issue but ratieea symptom of

an evolving profession contending with issues of identity, perception, and a deficiency

of paramediespecific peerreviewed researc{Drew et al., 2021; Knott et al., 2014;

Runyan et al., 2000)

Thereis a significant body of worlaboutthe structure, objectives, and content
of healthrelated OV mitigation interventions. Yet from the perspective of EMS, there
remains a paucity of research examining either syste&ta or individual approaches
to OV mitigation (Hills et al., 2015) With limited available parameditased
evidence, the composition of the specific skills and training that form such programs
is often based on comparable disciplirmsch as nursing or law enforcememhile
similaritiesdo exist betweemealthrelateddisciplines, safety measures developed for
OV mitigation in a hospital are unlikely to translate effectively into the EMS sgtting
where the environment is unstructured and resources frequently limited. |Ititeed
ability to provide medical care to a patient while maintaining an element of control
and adaptiorregardingexternal physical and human elements is a skill unique to

paramedic practic€Campeau, 2007)

The literature cautions that adoption of surrogate OV systefitely to result
in flawed OV mitigation practiceswing toa lack ofsystemspecialisatiorfor the
specificneeds of the participants and the environnvemrethey work(Hills et al.,
2015; Runyan et al., 20Q0l is essential that these requiremeats constructed
around careful analysis of the context in which the violence occurs and participant
specific risk assessment and manageniBaeech & Leather, 2006; Runyan et al.,
2000) The rigorous evaluation of these systems and interventions is aitedess
purposeful, safeand relevant interventions are to be effective at minimising the
incidence of OV(Hills et al., 2015; Knott et al., 2014owever, evaluation of OV
mitigation systems by EM8rganisationss too often a belated afténoughtthatis
frequentlyrestrictedo an immediate measure of trainee satisfactigarely becomes

an integral component of ongoing improvem@uaby et al., 2014; Doyle, 2015)
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The understated issue of EMS evolutiorther encumbes the lack of system
evaluaton and paramedic OV research. The role of EMS work and its position within
the health system has changed dramatically over the past 20(yéaésBr i en et
2014) Traditionally, paramedic services were perceived as an exclisergency
servic® that managedcritically ill and injured patients before transpog themto
hospital. While this still occurs,the progression EMS delivery regulated by the
introduction of legislative requirements, has seen paramedicine incorporate a greater
public health funton (Ambulance Service Act 1991, Qld)l#ge proportion of EMS
assistance to the community now involves daguity, @mplexmedical cases, with
an increasing concentration of mertalalth work(Eastwood et al., 2018; Prener &
Lincoln, 2015) Corresponihgly, paramedics have also progressed from adkiiled
vocational occupation to a highly skilled, tertidgrgined, regulatedprofessional
medical workforcd O 6 Me a r; Raram@diztifeBoard AHPRA, 2024t the same
time, he requirementsn tertiary institutions to provide hidig-skilled, workready
paramedics results in education and traimnggrams that arpredisposé to low-
frequency, higkrisk case presentations such as cardiopulmonary resuscitation,
obstetric emergencies, and mugyistem trauma( O6 Br i e n e Whilea | .
important,this kind of training is dispaate from the vast majority othe work that
parameics will attend in their caregr Patients presenting with mentsalth
disorders, cognitive impairment (such as dementia), and psychiatric emergencies
represent a considerable component of EMS presentations and OV perpetrators, yet
paramediceducationfor these conditions is often wantingmond et al., 203;
Parsons et al., 2011; Prener & Lincoln, 2015)

Although the role of EMS and paramedicine has evolved, expestatiwh
socialunderstandingsf the emergency paramedicvieaemained largely unchange
As well as through their trainingapamedics are compelléy public perception and
the depiction of their rolen the massentertainmeninedia to be proactive with their
engagement(Campeau, 2007; Thomas et al.,, 2020he problem with this
misrepresatation of the paramedic connection witfOV mitigation is twofold. First,
paramedics experience thgpectation to perform in @gallant manney which can
result in compromises to scene safety resolutidiavour ofthe provision of patient
care(Campeau, 2007)Second,mediadepiction of the actiorientated paramedic

can promote expectationd paramedic practicthat are inconsistent witlhe reality
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of the work(Devenish, 2014)This inconsistency can present as frustration and tension
inparamedics towards patients and their fe&
is undeserving of their time or sk{laylor et al., 2016)Importantly, suchattitude

and interactiorbetween the paramedithie patientandtheir associated family ah

friends is acknowledged ascentral factor in the escalation of violent and aggressive
behaviour(Knor et al., 202Q)

Notwithstanding the implication of tke findings towards paramedic OV
mitigation practices, it is important to provide some contexhé studies utilised by
Drew et al.(2021)for the data synthesi®oth Maguire O 6 Mteal. (2008)and
Taylor et al(2016)focussed on the insights of paramedics personally affected by OV,
and thus overwhelmingly project a strong element of frustna and negativity
associated with EMS OV mitigation systerAdthough the same responses may have
been demonstrated by paramedics not directly affected by OV, the perspective of these
findings should be taken into consideration when appraisingyththesisedresults.
Furthermore, another shortcoming of shéwo studies is that they pertained to
incidents of OV purely related to episodes of physical violence. This is despite the
evidence that suggests verbal violersoene of the most frequetypesof paramedic
OV and can result in significant levels of psychological h@ernaldeDe-Quiros et
al., 2015; Bigham et al., 2014)

Many of the issues described by Drew et(2021)were also canvassdy/
Thomas et al2020) who investigatedarriers and gportunities for OV interventions
in an Australian EMS organisation. Tihqualitative study interviewed 10 paramedics
regarding their insights into O®nd describegesultsthatalign closely withDrew et
al. (2021, p. 4) anthetwo synthesised findingsiorganisational, societal and judicial
commitmend andfioccupation specific OV strategies and traidirtgowever, anain
point of differencebetween these studies was evidanthe study by Thomas et al.
(2020) whichraised he noti on of control of the pat
and the subtle balance of-dscalation and assertion of authority within this process.
Theseauthors described the divergertbat existedbetweenparticipantparamedics
in identifying themost appropriate means of patient control, wherestalation
practices were often seen as a way of rewarding bad behéVimmas et al., 2020)

Although such a position may seem unusual in the context of OV mitigation, it
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highlights a clear disconnelbetween OV mitigation education and training, and the

role of the paramedic in this process.

In addition to the thoughts and perceptions of paramedics regarding OV
mitigation systems and interventionsaegerange of studies exanmathecomponents
of paamedic OV mitigation practices. These studiese beercategorised under
theseheadingschemical sedatigmphysical restraintselfdefence skillsandtraining

methodologies
2.3.2 Chemical Sedation

The management of acute behaviour disturbances via cheseitation plays
an extremely important role in the mitigation of paramedic OV. Chemical sedation in
the context of paramedic OV regetothe administration of a pharmacological agent,
usually by a process of intravenous or intramuscular injection, fopuhgose of
constraining a patientdés behaviour. Chem
violence, or behavioural disturbanceaffected individuals to help ensure not only the
safety of the paramedic but the wellbeing of the patient and offtezautilisation of
chemical sedation to contrah agitated or violent individual is not a new practice
within emergency healthca€linton et al., 1987)With high levels of effectiveness,
minimal side effects, and ease of use in these types of patikaisical sedation has
now become standard practice within most EMS syst@feseg et al., 2015)
However, despite the apparent success of chemical sedation as an OV mitigation

intervention, there is little consensus on the preferred type of pharmacbhoggos

There are three main classifications of pharmacological agents used to achieve
chemical sedation in paramedic practice: anaesthatigglytics and antipsychotics.
It is important that these pharmacological agents are definechanacteriseds they
differ appreciably in their actionThe most prevalenhnaesthetiagent,ketamine,
works to produce sedation by antagomg receptors in nerve cells to produce a
di ssociative state between ations.&Kéetammnaet 6s t
is a popular agent for chemical sedation because it has a rapid onset, short duration of
action and a high safety profile in terms of hemodynamic and respiratory function
(Keseg et al., 2015)The second category of drugsed ar&known asanxiolytics
theseact on the central nervous system to generate -ahtng symptoms of

tranquility. The most commormanxiolytic, midazolam, works by enhancing the
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inhibitory neurotransmitter GABA to produce symptoms such as sedation, hypnosis
and anestesia(Reves et al., 1985Though midazolam is recoged as a reliable and
relatively rapidacting drug for inducing sedation, it is also inclined to irdbath
respiratory and cardiovascular depression in susceptible indivifRalges et al.,
1985)

Antipsychotics comprise hé last category of prehospital sedatory
pharmacological agents. Antipsychotic agents typically work by antsggni
dopamine receptors, prominent in the brain and spinal cord, to produce a state of
patientsedatior(Perkins et al.2015) The most common antipsychotic agents utilised
for sedation aredroperidol and haloperidol. Droperidol is a relatively new
pharmacological agent used in EMS as an antipsychotic agent. Thedispeayidol
was effectively limited, whenn 2001 theUSA Food and Drug Administration issued
a warning on the drug regarding the potential for serious cardiac arrhythmias with its
use(Meyer, 2003) However subsequent investigation and research dneperidol
has found thatvhen used appropriately, itggents little or no safety concdierkins
et al., 2015)The main point of difference betwekaloperidol andlroperidol appears

toliewithhal operi dol 6s i(lKRearmeg,2d2d onset ti me

The review by Drew et al.(2021) provided a synopsisf eight studieghat
examiredthe effectiveness of chemical interventions for cases of severe prehospital
violence, agitationor behaviaral disturbancgCole et al., 2018; Cole et al., 2016;
Keseg et al., 2015; Macht et al., 20140 Gonnor et al ., 2018;
Scheppke et al., 2014; Weiss et al., 20TRe chemical interventionsvestigated by
these studies werketaming(Cole et al., 2018; Cole et al., 2016; Keseg et al., 2015;

O6Connor et al ., 2024)droperidofvathieepah, R@4; Page ea | .
al.,, 2018) midazolam( ©6 Connor et al ., 2018; Page et
and haloperidol( Col e et al ., 2016; Macht et al

Although Drew et al(2021) were unable tgrovide ametaanalysis due to the
significant clinical and methodological heterogeneity ofdstudiesthere were some
similar outcomesthat did allow for a judicious evaluationFor example, &
pharmacological agents were considered effective atindwsedation in the agitated
patient with variances of between 9686d91%(Scheppke et al., 201#)r ketamine
86% for midazolan(Page et al., 2018petween96% (Page et al., 201&nd 90%
(Macht et al., 2014jor droperidoj andbetween87% (Machtet al., 2014)and65%
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(Cole et al., 2016fpr haloperidol. Regarding the time to effective sedation, ketamine
achieved average sedation markedly fasteb (@inutes Cole et al., 2016; Scheppke
et al., 2014 than either midazolam (30 minuteBage et al.2018, droperidol (22
minutes Page et al., 20)8or haloperidol (17 minute€ole et al., 2016 The trade

off for this rapid onset of sedation with ketamine appeéto be the significant rates

of complicationsthat wereassociated with its administrati in comparson to the
other pharmacological agents. Ketamiras complication rates ranginfgom 6% to
49%(Cole et al., 2016)n contrast withmidazolam, a0% (Weiss et al., 2012p 23%
(Page et al., 2018droperidol, at3% (Macht et al., 2014% 76 (Page et al., 2018)
andhaloperidol, a#% (Macht et al., 2014jo 5%(Cole et al., 2016)

When utilised in the agitated or violent patigiie pharmacodynamics of the
drugs used in chemical sedation and their resultant effectiveness and safety present
picture of complexityfor paramedicsin isolation, the utilisation of droperidol for
sedation in violent or aggressive patsawbuld seem tgrovide a safe and effective
means of behavigal regulation. However, the limitation for antipsychotics like
droperidol remaiathe onset timéo sedation, which can be over four times as long as
those recorded when utilisirgmore rapidanaesthetiagent like ketaminezqually,
theeffectiveandrapid onsetictionof ketaminemust be weighed agairtste tangite
risk of substantiapotentialcomplications(Drew et al., 2021)This presents an area
of trepidation for EMS organisations and paramedics abkeause the longer that
paramedics are required to restrain a violent or agitated patient, the greater the risk of

assault and injur{Drew et al., 2021)

There is little doubt about the effectiveness of chemical sedation for moderating
the behaviar of agitated or violent individuals. However, thaction is further
tempered by the fact that facilitag) the administration of these interventions requires
close personal contact with individuals who are oftenremmpliant and physically
aggressive. Despitais, only Page et a12018) Weiss etal(2012)and Od&6 Connor
al. (2018)referenced any incidence of assault against paramedics during the process
of chemical sedatiomAlthough the nature and extent of the assaults are unknown,
rates of assaults amst paramedics were reported to be as high as 1588k

chemical sedation interventio)sO6 Connor .et al ., 2018)

This discussionacknowledge that the use of chemical sedation for OV

mitigation does not occur in isolatioRather, i is a multistep pocess that involves
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the selection anduse of appropriate resources, strategies, and techniqueke

effective and safe administration of a pharmacological agent.
2.3.3 Physical Restraint

As opposed to the relativdetachmenibf the parameditpatient interagbn

brought on bychemical sedation, physical restraint involves the direct application of
physical immobilisation ormaterial devices to prevera n i ndimaturalu al 0 s
movement or action®ifferent forms and applicatiorage used tphysical restrain a

patient for the purpose of paramedic safety. From the manesdesy police officers

to the softphysical restraintasedby paramedicsanact of physical limitation is often
requiredfor apatient who is aggravated or violent. Regardless of the ftvenge of

restraints is accompanied by riékaot only to the patient, baisoto theparamedics

who apply the restraint.

The increasing prevalence of chemical sedation as the primary method of
restraintin thecontrolof agitated or violent patienaippeas to haveaffected the peer
reviewed literature on the subject. The only study identified that specifically evaluated
the use ofphysical restraint was that of Cheney et(2006) although Weiss et al.
(2012)acknowledgedhe use ophysical restraint in their report on chemical sedation
(see sectiorz.3.2. In this regard, Wile not specifically addressing the effectiveness
of physical restraist Weiss et al(2012)did describe that chemical sedation was often
utilised in their studyvhenthe patient was struggling against thetnagats, or indeed
the restrairg were ineffective. Furthermore, tlse authors observed that the
application of restraints resulted in 11% of all reported paramedic injWiess et
al., 2012)

Theseinformal results by Weiss et gR012)are supportedby Cheney et al.
(2006) who reported thaB5% of patientswho wererestrained were perceived as
violent, combative, or as exhibiting a demeanour of anger,, ragdomicidal
behaviour. Injuries to patients occurredbib of caseseither before, during, or after
the restraints were in place, and consisted of scrapes, lacerations, and bruises. Assaults
on paramedics occurred in 27% of cases and included bites, kicks, punches, and
spitting. Physical restraint was noted to be ineffecin 77% of cases, with the
primary reasons describedtas patient continued to resjsindthe patient could not

be adequately assess@heney et al., 2006)
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Although the studies by Weiss et @012)and Cheney et a{2006)reported
that physicalrestraing werelimited in their effectiveness, there may be a subset of
patients in whichtheir use is more effective. Weiss et £2012) noted that while
paramedics perceived that chemical sedation stdisrequired in 52% of youth
patients and 38% o&dult patients who weralready physically restrained, this
dropped td% in the geriatric population. While this is far from definitive, the lack of
muscle strength and cardiac reserve in thider population may influence the
resistance they offer to phical restraint(Colloca et al., 2010)Furthermore, as
identified by bothWeiss et al. (2012)and Cheney et a{2006) the clear benefit of
using physical restraint may ndte in its isolated utilisation but rather its use in

combination with chemidaedationDrew et al., 2021)
2.3.4 Self-Defence Skills

The application of selflefence skills by the paramedic towards the violent or
aggressive patiemepresents aaxtension of the use of physicalityOV mitigation.
Self-defence skills involve the use pifotective or evasive movements for the purpose
of protectngan i ndi v i d u-defedcs skilsaidualy incorporate dctiahat
either disableghe assailantor createan opportunity for the assaieto withdraw or
escape. Typical selfefence manoeuvres include groin kicks and palm strikes. The
ability of a paramedic to utilise these skills to deféghdmselvesdrom a violent
encounter is recognised as a common strategic component of OV mitigedimg\st
(Drew et al., 2021; Occupational Health and Safety Administration, 2015)

Despite the perceived importance of sidfence as a tool of paramedic OV
mitigation, the evidence towards its utilisation is extremelgiw&he only paramedic
literature icentified that examired the concept OV mitigation seffefence was an
evaluation of a training program in a Czech EMS organis¢Bogala et al., 2016)
The research study by Bugala et(@016)analysed and evaluated the sidfence
training of paramedi staff via a mixedmethods approach of questionnaires,
observations, and interviews. The OV training ptanmtompassebasic elements of
seltdefence, inclumhg nonverbal, verbal, and physical actioaadwas designed to
enable paramedics to deal with saadbf aggression and violence during their

professional dutie@Bugala et al., 2016)
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Evaluating theveracity of Bugala et al. (201&3 difficult, firstly because the
study used questionablsample sizef only 12 participantdn addition, he results
are difficult to comprehend and the conclusions generated are confuisdeymining
their overall credibility and reliability(Thomas et al., 2004Moreover, he only
information provided regarding the interventidself is a generalised statement
confirming that the chosen methods and proceduseslin the selfdefence training
programii wre correabd (Bugala et al., 2016, p. 51Nevertheless, the study does
provide the opportunity to reflect upon sdifence training asn intervention,

particularly gven its common utilisation within EMS OV mitigation

While studies investigating the use s#lf-defence as a tool of paramedic OV
mitigation are lacking within the paramedic literaturether studies havexamired
self-defence skills as part of violenesitigation within police organisations. Two
studies Nieuwenhuys et al(2009) and Renden et a(2014) demonstrated that
participant® self-defence skills decreased significanily high-anxiety or high
pressure simulations. Furthermora,follow-up study by Renden et a{2015)
established thatvhile increased training was beneficiabtd f i seliedefence skills,
particularly those who were training at least twice a wéediy performance still
deteriorated in higlanxiety conditions. &marked washis performance deterioration
under highanxiety conditionghatparticipant§selt-defence skilldbecameso poor as
to be frequentlydeemedfunsatisfactory (Renden et al., 2015)vith many officers

reverting to subconscious avoidance behaviBenden et al., 2014)

This kind of subconscioubuman response to stressful situations involving

violence is one of the problems associated With use ofelt-defence programi

OV mitigation training These programs rely on the assumption that participants will
act and behave reliablynder traumatic conditions. Yetin reality, participants
behaviour is often erratiender these conditiorend may include primitive reactions
triggered hroughthe sympathetioervous systerfunctions of fight, flight or freeze
(Fields, 2015) Unfortunately, since such responses are often instantaneous and
instinctive, impelled from within subconscious brain physiol@gelds, 2015)there

iS no assureavay to predict how an individual will react during &V incident
Furthermore, the resaltt physiological responses to strelssought on bysuch

incidents, including increased heart rate amgdid breathing, cancreate further
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impedimento an individuad effective sefdefenceperformancgDrew et al., 2021,
Fields, 2015)

Despite the extensivapplication of self-defence, physical restraint and
chemical sedatioras a credible component of many paramedic OV mitigation
systems, theyrepresent a considerablescalation anddivergence fromother
practicable strategies including communication approaches arescdéation
techniquesThe practices of physical and cheraicontrolare consequential and are
categorisedas coercivebehaviouras theyfacilitate deliberateand forcefulpatient
treatmentwithout prior consentThe absence of patient consernhough often
unavoidablein the management of aggressive or violeatignts, underlies the
controversialaspect of coercive interventiofslay, 2017) The application ofany
coercive strategynfringes uponbasic tenet o f an i ndiardrigldgsl 6s he
including the right to selfletermination, and the right to dignity and selpect
(Australian Commison on Safety and Quality in Health Care, 20R®)twithstanding
the traumatising patient experience of coercive practices including profound health
caredistrust, service avoidanead physical health problems (Barbui et al., 20218
contravening of a praesentssmsidedablethicalandtldgad ar e r
challenges ttoth paramed&and EMS agenesto ensure its appropriate u@day,

2017). Legally, the provision of such interventiosgdypically encompassed within
public health legislation such as tligueensland Mental Health Act 2016, which
provide strict criteria when there exists no reasonable or practical means to protect a
patientor others from physical harm (QueenslaDdpartment ofHealth, 2023).
However, the ability t@ccurately anéthically applysafe and achievable pacification
towards individualddemonstrating hostile or violent behaviour ¢astparamedics
within the corfines of their existingeducation and trainingt is the complexasisof
the antisocial behaviouncorporaing physical (e.g. trauma), pathological (e.g. low
blood sugar), toxidromes (e.g. alcoholpsychological (e.g. mental health
emergencies)and psychosocial (e.g. homelessnga®cursorswhich caneasily
distract andlistort paramedic OV mitigation strategpwards inappropriate coercive
control(Bradbury et al., 202, May, 2017).
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2.3.5 Training Methodologies

In contrastto specific interventions, training methodologies ainmftuence the
way that EMS organisations view, develapd instruct their OV mitigation strategies.
Thesestrategies maygoncentrate otraining frequency, educational curriculum, or
theoretical constructs Although the prehospital evidenceegarding training
methodologiesis again hindered by a lack of awdile data,the literatureis
nevertheless still able to provide some important commemtamhe subject. The
studieghat were identified in this category ©V mitigation systemw/ereundertaken
by van Erp et al(2015)and van Erp et a(2018) These athorsapproach the idea of
mitigation through a focus of paramedic resilience and paramedic resource

enhancementespectively.

The first study by van Erp et §2015)examinedhe resiliencef 66 paramedics
in a simulation in which confrontation was utilised vellarticipants werengaged in
a medical emergency. Patient conflicts are often unanticipated, strassfulccur in
situations that are disadvantageous to the attending parambdicesults from the
paper by van Erp et gR015)highlight the critical role that conflict stress has on OV
mitigation processes. First, strong feelings of conflict were associated with greater
frustration and less enthusiasm from the paramedics. 8ettwngreater the feelings
of conflict, the lower the level gharamedic taskerformance. Third, the more that
paramedics considered the behaviour of the patient disparagingly, the more likely they

were to blame the patient for the conflict.

Notwithstandhg the immediate threat posed by the encourtese authors
noted thatc onf | i ct i ncreases a paramedi co6s C
towards decisioimmaking processeand ultimately reduces their capacity to perform
effectively (van Erp et a).2015) Central to the management of such circumstances is
the paramedicdés ability to adapt quickly
operations. This conduct is typically referred toresilience Resilient individuals
were not only less distbed by unexpected eventbey werealso more likely to
embrace patient conflict as a challenging encounter rather than a malignant bgent.
results allowed van Erp et al.(2015) to highlight that p a r a meresilience 0
demonstrhly reducel thar assocation betweelthe patient conflict andhe cognitive

capacity to perform the taskThese authors thus argue thasilience allows
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individuals to balance the immediate negative effects of conflict and enables them to

rapidly recover froman OVencountefvan Erp et al., 2015)

The importance of the results van Erp et al(2015) for paramedic OV are
considerable. Not only does the study examine the role of conflidhardfectsof
resilienceon mitigation processes also emphasises the value of paedlid patient
understandingduring this processUnderstandingof the interactionbetween the
paramedic andhe patient appears obvious given the very nature of health work,
howeveras acknowledged by van Erp et(@015) such consideration is often absent
during occurrences of conflict. This occurs primarily from a tendency of paramedics
to overestimatehe motivation and characteristiasf the patient thapertain to a
confrontation, while underestimating the significaea of t he pati ent 6s
Understanding is critical to this proceas it not only provides the paramedic with a
better comprehensi o,nt alsobkupports ¢he geactopment ofd s a ¢
effective strategiefor moderaing undesirable Heaviour(van Erp et al., 2015)t is
understandinghat sustains the development of positive emotjomkich in turn
increase levels of resilience within individuals. Moreover, increased resilience leads
to improved safeguards from the negative conseapseoicpatient conflict situations.
Importantly, as a resourceesiliencas malleableandcan be developed and improved

through training programwan Erp et al., 2015)

The second study by van Erp et@018)built upon the concept of paramedic
resilience and patient conflict througtmassessment of training interventionsided
by the authortoincreasea n i ndi vi dual 6s pfa ©O\natigadidn. r e s o u
These interventions targetddur strategic areasf personal competencyonflict
marmgement efficacy, perspective taking, task assistance, and emotional guaport
Erp et al., 2018)Each of these specifgkills have been recognised within tveder
behavioural scienclterature(e.g, Miner et al., 2012jo influence, either positie
or negatively, an individual QuanEwpaepahci ty

2018) Thesestrategic areagrenow discussed igreaterdetail

Conflict management efficaendperspective takingre resource skills that can
be classified under the broader construc
resources represeinterventionghatare important to the maintenance of high levels
of motivation and performancen the face of OV eventsas they increase an
individual 6s abil ity (vandrp etals 20L8)Tlke firgtofli at i | e
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these resourcesonflict management efficacy e |l at es t o an i ndi vVvic
they can effectively and efficiently manage and resolve persomflict situations.

Research has consistently demonstrated hibtliefis an important predictor of an
individual 6s attitude and their effectiv
threatened. Individuals high in conflict management effiGaeyproven to be more

motivated and persistent in overcoming difficul@eslachievng theirobjectiveqvan

Erp et al., 2018)The second of the personal resources, thperdpective takings

the process of apperceptiopthe paramedic, wherenotloly i s t Wewpgngt i ent
considered but the paramedic lias cognitive capacity to assess those thoughts and
motives accuratelyvan Erp et al., 2018)Perspective taking is acknowledged as an
important element of conflict mitigatiomas theresultath understanding allows fa

larger range of possible behavioural strategies. Furthermore, individuals accomplished

in the practice are less likely to act on personal negative emadiaeisas anger, and

are insteadnore likely to consider constructiverdgtict mitigation strategieévan Erp

et al., 2018)

Supplementinghe category opersonal resources the classification ofijob
resourceg, which aim to both support and maintain the primary work process during
patient conflict(van Erp et al., 2018)It is here that the personal skills tdsk
assistance, and emotional suppernerge. The first of these competencieskt
assistance refers to elementssuch as closedoop communication, mutual
performance monitoring, baakp behavior, and adaptability which are utilised
betweenparamedicgo help execute tasks effectivglyan Erp et al., 2018)These
skills in particular represent important features of OV mitigation through the
capability of shared responsibilitjll activity requires errgy, and it is essential that
individuals preserve sufficient energy resouycegluding physical and mental
reserves, to complete an activity effectively. When a stressful situation places demand
on these reserves, the resulting cognitive overload egatively affect the ability of
the individual to respond to the situatidn.terms of managing their job resources,
paramedics are particularly vulnerable to demand overload, not only because the
nature of their work can predispose them to externalssiesuch as fatigue and
hunger, bubecause ahe collateral monitoringhey must ddo managéheirdynamic
work environment effectively. Collateral monitoring is the attention that paramedics

must apply not only to their patients but simultaneouslgxternal demands and
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threatssuch ashose fronfamily members or bystanders. It is t@mbination of the

stresers of the paramedicswork environment andheir associated collateral
monitoring that makes the activity tdsk assistanceo importantasa strategic area

of a paramedi c.OsWhemsoarpar askedil c@®@s atten
constrained, particularly in a stressful situation, they may be better able to undertake

all elements of patient care when supported by a work colleaguetoen{aan Erp

et al., 2018)

Thesecond compet enc ythepremise péottional suppo r c € s 0
In this situation of patient conflictpeotional supporis the act of resource provision
such as emotional empathy attier perceptibleassistanceto those impacted ke
OV event(van Erp et al., 2018As opposed to conventional OV mitigation practices,
emotional support does not relate directly to the immediate act of aggression or
violence, but rather to the care and authenticabfothe paramediafter the fact.
Occupational violencean evoke strong emotions in those exposeitisthostility,
including anger, disgust, and disbelief. Emotional support not only acknowledges and
affirms these reactions provides individuals with icident perspective, protects their
selfidentity, and restores feelings of operational trust and safety. Emotional support
in the context of OV is associatedth improved physical and mental wellbeing, and
assists in the maintenance of positive job deme@ran Erp et al., 2018 Emotional
support is a significant element of paramedic OV mitigation and will be addressed in
greater detail throughout this the&ge sectionS.3.2and6.4.2.

A comparison of the data from botietintervention and the contrglr o wpn@es 6
testand posttestresults in thestudy by van Erp etla(2018) highlightedthat both
intervention and control grouphowedncreased conflict management effectiveness
after conflict scenarios. The intervention group, however, recosignificant
increases in both the categoriegefspective takingp = 0.032) andask suppor{p
= 0.005) wherasthe control groups did nokinally, participants in the intervention
group reported stable levels @otional supporover time,while the control group
recorded a significant decrease insthlevels p < 0.001). Moreover, these resources
were positively associategithpar t i ci pant sé affective wel
(van Erp et al., 2018)

The study by van Erp et 42018)is notable in that its OV mitigation strategy
is based on the pmase of conflict resolution through the enhancement of personal
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and job resources for paramedid¢hile valuablewithin the context of OV mitigation
practices such strategiesnay beeasily overlooked or underestimated BMS
organisations preoccupied wittan external, offender outlookon practice.
Occupational violencenitigation strategies such as those by van Erp é2@1.8)are
uniquein acknowledang the personal influence of paramedic behawvim patient
conflict and the organisationataining commitment that is required to assist
employeego manage its consequences. Furthermore, such acknowledgement shifts
the focus ofOV mitigation strategies away from reactipesitioningandtowardsan

understandinghat emphasises the active role of the padimwithin the process.
2.4 Paramedic Practice Theory

Up to this poinf the chapter has appraised the evidence of the paramedic
literature concernin@V and its frequency, causation, and impact, as well as that
examinirg OV mitigation systems, strategies, amderventions.Although further
evidence existsegardingOV mitigation approaches for healthcare work@isls et
al., 2015) the majority of these reviews concentrate @ mitigation within a
hospital setting, most notably the emergency depart(ignich et al., 2009While
this literature doeprovide valuable insight into violent and aggressive behaviaurs,
is limited in its practicality andeneralisatiorior paramedic O\due toits contastive
situational focus. As opposed to the dependable nature of a hospital environment,
paramedics function in a milietlnat is both dynamicand unpredictable & well as
beingshapedy a vulnerabilitythat isframedby itsisolation from critical assiahce
and support servicd®rew et al., 2021; Oliver & Levine, 2015; Petzall et al., 2011;
van Reemst & Fischer, 2016} is this environmental context that fundamentally
differentiates paramedics from other healthcare workeas Reemst & Fischer,
2016)

In paramedic practigethe concept of revironmental context establishes the
critical link between the patient, their illness or injury, and their surroundings.
Environmental context is distinctive within prehospital care and contributes
significantly to both defining and influencing behavioural processes and social
interactiondCampeau, 2007For example, a broken leg within a hospital is a serious
injury that requires assessmegoéjn managemenisplinting,and potentially surgery.

In contrast, d@roken leg in the prehospital environmenay occumithin the context
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of a car accidentwhere treatmentequires awareness of traffic and hazards,
cooperation withallied emergencyervices such as the fire department and police,
pain managemepgplinting,extrication, management of bystanders, family or friends,

transport, and finally the handover of care.

The ability to manage and influence this environment is essential in OV
mitigation because it forms a strategic component of workplace violence control
(Bentley et al., 2013)Indeed, the failure to adapgb and control operational
environments is recogsad as a common reason for OV mitigation intervention failure
(Beech & Leather, 2006; Hills et al.,, 2015; Runyan et al., 20D@spite some
variations tahe overall configuration, the literature identifies four key strategic areas
of OV prevention behaviour, technology, administraticendenvironmentBentley
et al., 2014; Occupational Health and Safety Administration, 2015; SafeWork SA,
2015) Behaviourrefers to the management of the attitudes, actions, and conduct of
employees in and around the workplaeghnologyis the utilisation of technical and
scientific equipment and solutioresiministrationsignifies the organisational policies
and procedures; anénvironments the practice of harm minimisation throutte
management of situational and strategic fac{Bemntley et al., 2014)Although the
majority of these areas appear to be well supported in identified paramedic OV
programs, envonmental management remains an area of policy weakness

(Queensland Ambulance Service, 2016; Victorian Auditor General, 2015)

Within the context of OYenvironmental management fas#s on the abilityof
organisations and individuals alike both modify ad utilise physical and human
elements within the work milieu to reduegposureto hostile situations(Bentley et
al., 2013) Importantly, the peoplesho existwithin the confines othe prehospital
care environmept including patients, family, and bystardd are critical elements
of this space.Without the context of thep at i enmirorinent, the clinicians
deprivedof vital perspective and the patiénijury or diseasés reducedo a mere
theoretical construct. Although the ability to control thakvenvironment within an
unstructured, communiigased occupation such as paramedicine is challenging, the
contribution of environmental managemémtparamedic OV mitigation systems is
often downplayed or deemed implausib{®©ccupational Health and Safety
Administration, 2015; Victorian Auditor General, 2015) Des pi t e(1993) nt i n a l
observations almost three decades ago, the continued absence of environmental
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managemerih the development and usepzairamedic OV mitigation systems remains

an area oftsategic weakness.

In the paramedic workspacenvironmental control and manipulation are
undeniably difficult. Howeverarguably,this difficulty often arises from a lack of
effective understanding of the milietather than its actual unworkability for
managemeni{Runyan et al., 2000)This understandinghust begreater than just a
simple description of the environment. Understanding is achieved through the
formalisation of knowledge into concepts and the@gmpeau, 2008b)/Vithin the
context ofthesocial sciences, such theory is defined as a set of soptadtioaights
systematically connected to form an integrated framework through which
phenomenon can be explainf@@orbin & Strauss, 2008)n this light, and in the
context of the background of the current limitations of environmental management
within paranedic OV mitigation systems, the review of the phenomenon of paramedic
OV would seem to require an analysis of theories of pradileeories of practice are
just as critical to the mitigation of OV as specific policy and interventions because
they providehe structure through which the complexities of realéy beunderstood
(Smith, 2019) Theories of practice explain experiences, interpret observations,
characterise relationships, and anticipdte outcomesthat ultimately define the

significance of a occupatior{Smith, 2019)

Within the confines of prehospital practicenly one paramedibased
philosophy was identified thatrecognises the critical role of the scerm
environmental controlin paramedic workspaces. The Sp&mmntrol Theory of
Paranedic ScendMlanagemen{SCTPSM seeFigure 2.1) developed by Campeau
(2007) contextualises how paramedics manage and control an emergency scene
throughthe manipulation of the physical and social elements with witiehscene

interacts.
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Figure 2.1

The Space-Control Theory of Paramedic Scene-Management
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dissertation], by A. G. Campeau, 2007, p. 56, (https://central.bac-
lac.gc.cal.item?id=NR28107&op=pdf&app=Library&oclc_number=463757393). Copyright

2007 by A. G. Campeau.
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2.4.1 The Space-Control Theory of Paramedic Scene-Management

One of the key features of this studyitsanalysis of paramedic OV through
theories of practicén pursuit ofbetter understamag the complexities of th©V
phenomenon. To facilitate this objective, it is necessary to describe the unique piece
of paranedic behavioural theorthat provides this comprehension. Campéa007)
first introduced the concept of a spammtrol theory in his 2007 doctoral thesis
which heexamired paramedic scene managemeits findings were published 2
years later in thdournal of Symbolic InteractiofCampeau, 2008ajFundamental to
the SCTPSMarethe conceof management, adaption, and control of the social and
physical elements of an emergency scene by paramesdgart otheir ultimate goal
of patient care. While this management operates ubiquitously during paramedic scene
activity, with degrees of subtleness and influence, it is always present and always
affecting patient and scene outconj@ampeau, 2007 Campeai{2007)assertghat,
while physical elements play an important role in the management of an emergency
scene, the SCTPSM is essentially a model of paramedic social proddskseagh
many different definitions of social processist, it is that developedby noted

sociologist Morris @Gsbergwhich mostresonates with this subject area:

Social processes mean the various modes of interaction between
individuals or groups, including cooperation and conflict, social
differentiation and integration, development, arrest and déCigment,
2014, p. 59)

In this definition, social processes are a transactional means of interthetion
at its most basjenvolves the activities of social contact and communicgi#ogyle,
2017) It is this assertion regarding social process and the SCTR&Mentifies the
potential for its use within paramedic OV. If violence and aggressieassentially
transactional social processthe ability of the SCTPSM to influenteembecomes

potentially significant.

Campeaw(2007) identified theneedfor a paamedic theory of practicthat
integratedhe specific setting of the paramedic workspace. Paramedics are not unique
in healthcare in terms of their ability to care for the ill and injured pagem¢rgency
nurses for example share many of the same teaias paramedics in terms of the
patient carer relationship and uncertainty regarding the nature and context of their

work. However,as this thesis has discussed (see sedtigy the inconsistent and
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diverseenvironmers in which paramedics operate provid&ey point of difference

between their profession and other related healthcare practitioners. As opposed to the
well defined hospital environment, paramedicsshiit 0 their practice and skillset to
environments such as a street corner, a
itself. Prehospital care is achieved in environments that can be dynanc

dangerous, angthich may contaielements outside he parcanm&.di c 6 s

Campeay2007)identifies ths turbulentaspect of paramedic practidbat is,
the management of the emergency scene and its distinguishing environment, as the
key characteristic that both defines and dictatesarpadic practice. From this
perspective Campeau2007) represents paramedic management of the emergency

scenein the SCTPSM, identfing five key theoretical categoridhat establish the

model:

1. Establishing a safety zone

2. Reducing uncertainty througtodal interactions
3. Controlling the trajectory of the scene

4. Temporality of the scenand

5.  Collateral monitoring

These categories of the SCTP3k& neithefinearnor sequentialnor are they
relianton or essential for individual ahak subsequent processs Rather, the dynamic
nature of emergency scenes can result in any of these categories becoming the foci of
scene management at a given tinde. such, he categories can be considered
interlinked and symbiotic in nature, with the emphasis shifting froentoranother
depending on the immediate requireme(@ampeau, 2007)The following five

subsections describe these categories in turn.

Establishing a Safety Zone

Establishing a safety zone describes the ability of paramedics to both recognise
and manipulee actual or perceived threats before or upon arrival at a @Cangeau,
2007) While thesethreatamayvary (e.g.physical threatsuch as traffic or dangerous
pety, i n Campeauds model , t he actialsoty of
acknowledges theotential safety concerns that patients themselves can represent.
Campeay2007)thusclassifies the establishment of a safety zoneeasydistinctive
fromthe other elements of the SCTPSM. He describes this category asheiquse
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it both precedesral sustains the other social processes of the theory. Furthermore,
while necessary to patient catbe categoryperforms no active role in the support
process. Campea2007) describes three processes paramedicdo undertake in
establishing a safety zone: theWh a t i T ? @atiomalised sdHetegegt and

trading-off patient care and scene safety

The AiWhat if? strategy is a process of risk recognition and elimination that
paramedics employ during an approaathe scengCampeau, 2007For example,
approaching a car accident, the paramedics may consider the risks of the accident itself
such as leaking fuel, traffic around the accident, damaged infrastructure (including
powerlines), bystanders, and even thdgnt. The processs initiated as paramedics
consider thénformation providedby their dispatch service. However, this information
often only represents a narroand sometimedistorted view of the situatiorat the
scene. The nature of paramedic warld its operational matrix of incoming patient
phone calls, call taking, and job dispatch is endemic with misrepresentation as data is
compressed, interpreteand translated along the dispatch cas¢@@enpeau, 2007)

This process continues throughpgara me d arroval a thescene andheinstigation
of patient contact. ThéWhat if strategy is a critical concept of the SCTPSM,
because scene characterisation facilitates scene defimitioch in turndetermines
how a paramedic will act ithe scene rvironment(Campeau, 2007)Sociologist
David Snow (2003, p. 144)describesthis interconnectednessf behaviour and

environmensuccinctly when he asserts:

Our behaviour, whether individual or collective, or verbal or-nerbal,
cannot be fullyunderstood apart from the social situation in which it
occurs and is thus embedded.

Whether in the ambulance or at the scene, the activity of scene definition enables
paramedics to attend to the identification of potential risks so that, on arrival at the
scene, they can engage with aas requiredalter thesegor even eliminate them. In

this way, paramedics are able to make the scene manageable and attend to their
primary goal of patient ca€ampeau, 2007Where the misinformation cascade has
perpetuéed a distortion of imagined risks not actually present at the scene, the
capability of paramedics to define the environment and twerest the risks is
compromised. To what extent or delay this compromises the ability of paramedics to
make the scene safs not elaborated upon by Campé€2007)

Chapter 2: Systematic Review 62



As part of the iwhat if® strategy, paramedics must rationalise scene risk
assessmenwith the associated and possibpmpeting factors of seifterest and
patient care. Rationalised séfterestcomprisesparmamedic acknowledgment that
assistance to another individual can only be provided after their own personal safety
has beerensured Campeau, 2007)The realisation that they are unable to help the
patient if they themselves are injured as a result of adw&rard is an importapart
of the process of paramedics establishing a safety fOampeau, 2007 However,
Campeay2007)identifies that the position of sgiireservation is often &suewhen
the patient is criticality ill or injured. The trainingnd socialisation of paramedics
makeghemaction orientatedhiscan result in a potential compromise of scene safety
if they believe that the pati e(anpsau,condi t
2007) Furthermore Campeay2007)acknowledgeshiat paramedics will not always
look for a definitive resolution of scene safetyit may insteadanticipate that the
scene is safenough to undertake patient care. This tradingobfcene safety for
patient care occurs becauseweighing upthe two cacepts paramedics wilalways

considerthatpatient cares ther highestpriority (Campeau, 2007)

Reducing Uncertainty Through Social Relations

The next category of the SCTSPM and the first element that Can(pear)
includes wunder the broader cl aredugini cat i c
uncertainty through social relation¥he very nature of paramedic work is defined by
its uncertaity. From geriatrics to obstetrics, medical conditions to traumatic injuries,
prehospital work is both unpredictable and random. Yet despite this uncertainty, upon
arrival at theemergencyparamedics are expected to take command of the scene and
provide awide range of patient heattreservice{Campeau, 2007 ampea2007)
assertghat the only way for paramedics tbecreasd¢he urcertaintyin their work
environments by takingcontrol of thescenan which the emergency takes platee
primary way his control is achievedis through effective social relationshipisat
support the facilitation of scergpecific tasks. Theselationshipsegulatenot only
how individuals react at the scene but ultimately the course of patient management.
Campeay2007) determineghat the principal social process for these relationships is

the function of cooperation.

Campeay2007)identifies two primary groupas critical to the focus ofthis

cooperationallied emergency servicggersonnelsuch as police and fireedartment,
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and nonrallied personnekuch as family memberd the patienandevenbystanders.
Police and fire services play a functiormad assumedble in many EMS taskings
including road traffic accidents, domestic incidents, assaults, patiertongiiance,

and manual handling. As such, alliethergency servicgsersonnel will generally
present to the paramedics asaamstant, oknown measure of assumptigie., law
enforcementor police or patient rescuéor fire services) Nevertheless, Campeau
(2007)states that allieémergency servicgsersonnel willstill define an emergency
scene accoding to their own professional understandings and expectations.
Consequently, paramedigsedio comprehend thectionsof allied emergncy service
personnel througlthis delineation(Charon, 201Q) and it remains the primary
responsibility of the paramedic to propel the integration and cooperation of these
actions, as they are ultimately responsible for the culminated task of patient car
Campeayf2007)refers to this understanding and interaction between the allied groups
at the scenas the process of socialisatidhoblemsthat may occuwith these types

of interaction for examplepetween paramedics and polibave been addressgzke
section2.3) through the works of Knor et §2020)and Pourshikhian et §2016)

The control of norallied personnel at an emergency scea@ present a
considerablechallenge to the attending paramedic. The difficulty arises from the
uncertainty of the unknown backgrow@ompetencies, and individual interests of
those presendit the scene. Furthermore, this uncertainty can be intensifyethé
response of individual(s) to the stress of an emergency scene or the impairment that
follows medical or traumatic incidents dod substance abusgampeau, 2007)
Critically, these individuals cannot be disregarded. The very fact they are present at
the scene ensures that they will enact some type of roke proceedings, and this
must be accommodated in any paramedic decisiaking and management practices
(Campeau, 2007 Campeay(2007) determines thafor paramedics, effective scene
managemeirequires the identification of these specific radired individuals and the
disposition and nature of thdikely interaction. Tle social interactiorparamedics
have with this groujs differentfrom that which occurs witlallied personnel, where
identification is readily detectable and management takes the form of mutual
negotiation. Management of natlied personnel requirgsaramedics to engage in

direct leadership anithe allocation of tasksThis requiresthem to perfam a twofold
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analysis of these partidsy reading the crowdand assessing their potential for

assistance or hindrand€ampeau, 2007)

Campeay2007)identifies that paramedics look tead the crowdy means of
subtle cuesn body language, eyeontact, ad performance. It is through these cues
that paramed&then assess the individual in terms ofitlpotential to help or harm
the management of the scene. Camp@f07) describes how paramedics look to
establish competence through two categoeesoticnal and physical assessment.
emotional assessment, the paramedic is seeking stability and composingsical
assessmenthey are looking fosomatic(bodily) competence. Importantly, physical
competeneis only assessed after emotional stabilitg bb@en confirmedas without
emotional consistency there is no foundation for mutual cooperé@ampeau,
2007) Despite the fact that the use of the model includes paramedic identification of
parties as potentially harmfulCampeau(2007) is unfortunatet limited in his

description of management practi¢esindividuals who presen this category

The pr emi s e (2007)categonypdei@ng Wnsertainty through social
relations centres on theole of social processes in scene management. This
identification is important not only for paramedic practice in general but also in terms
of the influence this activity can have in the management of violent and aggressive
behaviourlf the social procesbetween the paramedic and patient is determined by
the ability of the paramedic to determine their mutual situation, then any
misrepresentation of this relationship by them can potentially result in motives that
are not only dramatically different fordlparticipantdut are a channel through which
hostility can occu¢Akerstrém, 2002; Peplau, 1997o help overcome this limitation,
Campeay2007)advocates thgtaramedics view social situations, including cultural
practices, settinggnd relationships, from the perspective of ottserghat they can
then interpretand act in ways that are more likely to produce successful social
interactiors with their patientsCampeau2007) references the work of renowned
sociologists Has and Shdir (1978, p. 102Wwhen he equates successful interaction

with the fundamental emotion of empathy:

As individuals interact with one another, each tries to anticipate what the
ot hers are |ikely to do. By making refer
bytakn g anot her 6 b umpndeings areable twvactaogether.
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This is a vital point, becausas highlighted by Suserud et@002) the chances
of exposure to violence decrease when the paramedic has insight and understanding
into the triggers andscalation of a violent response. However, despite the importance
of this social discernmentfor paramedicsas they work to reduce situational
uncertainty, particularly in conjunction withs implications for paramedic OV
mitigation, Campeai2007) fails to addressthe role of the patienn this regard
Indeed,although allied and neallied individuals will influence scene management,
they are not present at every sceaed are generally not the primary focus of the
attending paramedic. The attentiontbé paramedic, and the very reason for their
attendancgemains the care of the ill or injured pati€ftie limitation of the SCTPSM
regarding the absence of the patient in this process is described in detail in Chapter 6

(see section§.1and6.2).

Despite the weakness of the SCTPSM regarding the influence of the patient
during scene managemerttistcategory is extremely important within the context of
paramedic OVas itrepresents the first tangible acknowledgenweithiin the literature
of the uncertainty that encompassegparamedic practice.Furthermore, the
acknowledgerent of uncertainty is botha vital markerfor prehospital scene
management principlesnd a fundamental key ttheir regulation.Uncertainty is a
critical concept of paramedic OV mitigation and thus will be addressed in detail later

in this thesis (see secti@nd).

Controlling the Trajectory of the Scene

A patient ready for transparpresents an emergency scesnere the safety of
both the patient and the paramedic creweli@een recognised and managedthis
sense, it describes a successitgne trajectoryCampeau2007) describes thtaa
successfully managestenerajectory is one where the objective of a transpeady
patient is met through the optimised managemenheflinical and norclinical
considerations.n this regard,clinical considerationsr e | at e to the pa
impr ession of the patientds acuity upon co
of medical intervention€Campeau, 2007 hese determinatios by the paramedido
not only affect the treatment urgency and transport,, lagt identified earlier, may
themselves contain issues thampromise scene safety practidesturn, tie control
of nontclinical considerationss a significant aspect of paramedic scene management

and refers to the manipulation of the physical environment to successfully madage an
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transport the patientAdditionally, as has been discusselde ffacilitation of non
clinical considerations isadjudgeda necessary support element of all clinical
considerations. Camped@007) identifies that paramedics who are successful at
managingclinical and norclinical considerations do so througivo key areas

optimising efficiencyandmodifying procedures

Optimising efficiencyand modifying proceduresare both elements of the
SCTPSM where paramedics are required to adapt their management skills to maintain
the momentum othe scene trajectorfCampeau, 2007Dptimising efficiencylraws
on the social control aspects of the SCTPSM throtegiognising te potential
participationof family, friends and bystanderin the prehospital scen€ampeau,
2007) Campea(2007)suggestshat itcan assist in the efficiency of scene operations
if theseindividualsare given variougesponsibilitiessuch aghemarual handling(of
cars, obstacles, etcAlthough not specifically addressed by Campg07) the
utilisation of these individuali® scene managemecan alsandirectly influence OV
mitigation practiceslndividualsparticipatingin activepatientor senemanagement
canbe distraced and motivatd; disconcerted peoplare able taeplae feelings of
helplessness with that of empowerment. Furtherntlbesgynamic movement of these
parties in the scermaayassist in the diffusion of aggressive and vibkgtuations by
temporaily excluding some individuals from a volatile environmeniCampeau,
2007)

Temporality at the Scene

The next category of paramedic scene management references the constant time
pressures paramedics encounter during their management of the patideismece
(Campeau, 2007)ampeay2007) classifies this burden as tiemporality of the
sceneand obseves thatis a result of the intercessory nature of paramedic work.
Paramedics are typically tasked with the immediate but temporal care of a patient until
bestpractice care at hospital orother relevant care facility can be accessed
(Campeau, 2007)Canpeau(2007) describes the nature of this time pressure as
existing through the areas dfnical urgencyuncertainty of diagnosis and progngsis
management oversighand scene circumstance£linical urgency highlights the
burden of timdelt to take tle patiento definitive careUncertainty of diagnosisefers
to the limitation of their own knowledge and information that paramedics must

contend withwhile formulaing an effectivediagnosis and treatmeri¥lanagement
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oversightidentifies the concerns paramedics to supervisory probing of scene delays,
while issues withscene circumstancdsghlights delays to treatment and transport

outside of paramedic contr@ampeau, 2007)

The time pressures that Camp&aQ07)alludes to in his SCTPSM model are
tangible but ultimately reflect a dated model of EMS education andtlcatevas
focussed on thgparamediacharacteristic of patient transpofthough dated models
of education are still presemtthe healthcare industriEMS care is rapidly changing.

The profession of paramedicine hagperiencedsignificant development in recent
years not onlyin education, trainingand research, basoin moving towardshe

larger domain of primary healthca(®igham et al, 2013 Paramedicine Board
AHPRA, 2023. Such adjustments have been made to better reflect not only the
changing characteristics of the population but to also reduce the burden on emergency
departments and services. Instead of simply transporting patients titidefinspital

care, the focus of many EM8ganisationgs now on ensuring that patients get the
most appropriate care at the appropriate time. This EMS care may now include
treatment at home, alternate transport to a general practitioner, or referrgdatent
services, for example, for conditions such as dialf€tkan et al., 2019; Swain et al.,
2010) With this repositioning of EMS indicators, several of the findings Campeau

(2007)notates in this category now appear outdated.

Collateral Monitoring

The final category of paramedic scene management identified by Campeau
(2007) is collateral monitoring, which refers tot h e p ar eapeeity ifoc s 0
situational awareness within the prehospital emergency scene. As previously
highlighted, the prehospitatene is a complex, dynamic, and often unpredictable
environment. The ability ta@ontinually manage this environmerg a function of
paramedic®rganising scene informatiahroughtwo priorities: (athe patient an¢b)
the environment surrounding the igatt (Campeau, 2007 his organisation takes the
form of constant, simultaneous monitoring of the two categobesauseboth the
patientds condition and the environment
Campeay(2007)explains that paramedics dot know how individuals will respond
at the scene of an emergency, particularly in regard to a friend or relative whose

condition is rapidly deteriorating. In this again often unpredictable situation, the ability
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to monitor both the patient and the enwmimeent, includingits human elements,

becomes a crucial skill of paramedic scene management.

This ability to scrutinise two simultaneous environs does come at a cost.
Campeay2007)describes that to undertake collateral monitoring, paramedics must
compromse the quality of attention afforded to each category. The degree of this
attention is typically determined by the mom&mimoment demands of the patient,
thar environment, and the subsequent healthcare managé@anpeau, 2007)f a
paramedic is requed to undertake critical patient care, less attentigivisnto the
environmentand vice versa. Campe#2007)identifies thatin these situations, the
ability of a paramedic to utilise tlessistance of theaolleague becomes essential. If
a paramedic becomes totally fosed on the patient due to a complex or demanding
intervention, the ability of their colleague to becothe sentinelfor environmendl
shiftis fundamental in the maintenance of scene cof@ampeau, 2007 ritically,
this category represents the first time that Camg2807)introduces the patient as
an active component of the SCTPSM model, and scene eraead as not solely an

individual undertaking but rathene ofcollaboration between paramedics.

The ideaof collateral monitoring has significant implications for paramedic OV
mitigation. Althoughvan Erp et al(2018)have previously identified the imgance
of the paramedic team relationship as part of OV mitigation practices, evidence is
limited regarding the vulnerability of the individual paramedic. Somewhat
remarkably, Koritsas et a{2009) acknowledged that twperson crews were at a
greater riskof verbal OVin compaisonto single operatorsihese authorsurmised
that the nature ofisolated practiceamay meana single paramediwill recognise
inherent danger and take greater precautions in social interactions with a patient or
their significantothers to avoid potential disagreement or confliot.contrast,a
paramediovho is part of thefisafetyd of a two-person crew may not takbe same
precautions andhay thuspotentially increase the rigif OV. Although the paper by
Koritsas et al(2009)reflectsan isolatedinding, it does highlighthat vulnerability
alone is not a predominant indicatompaitentialexposure to patiennitiated hostility.
However, by acknowledging the susceptibility of a patfestissed paramedicthe
study underscoreghat paramedic OV mitigation programs must limit paramedic

isolation andupholdthe importance of a team approach to scene control.
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2.5 Summary

There is a growing body of evidence confirming and describing the global
problem of paramedic OV. Notwithstandimgsues with definition ofthe problem
itself, inconsistent evidencexists about the size, nature, and the personal and
organisational factors that predispose paramedics to violence. Contrasting OV
prevalence among parameditisrough factors ofgender, exp#ence, location,
incident time, and workload demonstitiee variation and inconsistency that exists
across the literaturéVhile some variation is to be expected across stuil@s
different culturesor with differing samplesizesand methodolags, it is difficult to
rationalisethe inconsistentindings A simple assumption could be thas many of
these studiesrelyonselfe port ed data, a participantoés
ther ability to recall instances or situati® implying threat and violence. Howevir,
mayequallybe the result of the different and subjective definitions of OV used by the
author® and indeed by the paramedics themselves. While some authors identify OV
in terms of abuse, assault, or a violaat by a patient, family member, or bystander
(Pozzi, 1998)others include acts of sexual assault and viol@Rogle et al., 2007)
and some make no clear definition of OV at(@lbrbett et al., 1998)urthermore,
there is the possibility that parameslimay make inconsistent determinations of
violence based on the intent of the patient, or what they may perceive as a threat or

assaulf Gor ml ey et al ., 2016; Magui.re & OONe.i

The potential consequences of paramedic expdasuf@V can be severe and
debilitating. Aside from the initial harm sustainfeam any verbal or physical assault,
the associated psychological and somatic impact can result in personal and
organisational costhatfar exceed the initial damag®aguire etal., 2014; Mechem
et al., 2002) Research has identifigbdat paramedics who have been exposed to OV
can present with significant levels of psychological illnassluding emotional
exhaustion, anxiety, pestaumatic stress, moodiness, isolation, aredsonalisation
(BernaldeDe-Quiros et al., 2015; Bigham et al., 2014; Gon@agiérrez et al., 2016;
Michael et al., 2016)At the organisational level, the consequences of OV can translate
into difficulties with employee retention, attitude and behaviowal problems,
increased sick leave, and premature ill health. These problems are then reiftected
lost working hours, staff replacement costs, treatment,@siscompensation claims
(Beech & Leather, 2006; Bigham et al., 2014)is the impact and assiated
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consequences of paramedic OV that highlight the considerable importance and

relevance of mitigation systems.

Although a considerable body of wakistsregarding the form, conterdnd
objectives of paramedic OV mitigation strategiesly varying evidence validate
their effectivenesfHills et al., 2015; Maguire, O'Meara, et al., 2Q1IB)is deficiency
of peerreviewed paramedic research on OV mitigation strategies is concerning. The
deficit validates the position thatespite credible and wedupported interventions,
OV strategies remain speculative and lack a reliable evidem®efrom which to
inform practice Despite tlis issue, this review was nevertheless able to establish some
important discourse surroundingetsubject mostnotably throughhe studie®f Drew
et al.(2021)and van Erp et a(2018)

In particulay the research byan Erp et al.(2018) was the first identified
paramedic OV mitigation study to reflect
cognitive skills night have a functiom conflict resolution strategs. Through such
resource skills as task support and perspective taking, van Erg2étlsl)were able
to demonstrate benefit notorfirt he par amedi c6s management
butalsofor the preservatioof their health, welfare, and occupational motivation.
the context of paramedic OV, the study by van Erp ef28118)is significant. In
addition to a decisive change to the manner in which OV mitigation is perceived and
managegd the stidy provides unprecedented insight into paramedic behealio
strategieshatcan decreastelikelihood thatan individualwill act on their negative

emotions(van Erp et al., 2018)

The other study of note is by Drew et(@021) which provides a unige insight
into the perceptions of paramedics with respect to OV mitigadidrile Drew et al.
(2021)were able to integrate some important findiagsociated witfiorganisational,
societa] and judicial commitmedt and Aoccupation specific OV strategieend
trainingg, it is the disconnecivhich these authors identify thist of mostrelevance
andconcern.Theparamedic OV literaturdisplays aconstandivide and detachment
between definitions, objectives, law enforcement, organisatgtrategiesand the
very mitigation strategies and interventions desigmedsafeguard; as such,
paramedics appear to be always uncoupled from the very regulation, support, and
involvementthat affects them the mosAlthough the lack of paramedspeciic

evidence has a role to play in this situation, it does not excuse or explain why
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mitigation systems are not differentiatther forthe specific needs and requirements
of the individualswho use themor for the environment in which tle individuals
work. In light of this assessment, ihay betherefore unsurprisinghat in most
emergency healthcare settings, the incidences of OV continue to remajRigps,
2016; Ramacciati et al., 2018)hile apportioning culpability to these programs is
unreasonablejt is appropriate taquestion whether OV prevention prograimsve
failed to providefor the specific requirements of the staff and the environment in

which theywork.

The application of a theory of practice into the literature review of paramedic
OV denotes a deliberate approach to view the phenomenon of paramedica@V as
challenge to be understood rather tlam simple, mindless act of patient hostility.
From this perspectiveC a mp e &QT&®SM (2007) remains unique within the
paramedic literate as the onlyheoryidentified that attempts to define the prehospital
workspacean terms of itspredominantly social interactisnThe SCTPSM delineates
the scene management practices of paramedics into five core categories of social
processeshatinteract and evolve to allow the goal of prehospital sp=mdrol and

patient healthcare.

However, despite the importance of the SCTPSM as a paramedic theory of
practice, nostudies weredentified that have utilised ifhymodel for supplementary
research or mde any attempt to either critique or augment its framewktkough
this ismorea reflection on paramedic academia rather than the theory itself, the lack
of further peetreviewed analysis does nexcludemodel weakness. Most markedly,
the SCTPSM appesito limit itself to the actual scene of patient care up to the point
of ambulance transport. However, paramedic scene control does not cease with patient
transport, ratheicontrol of the environment moves into a new contextual phase. The
internalspaceof an ambulance is very much as uniquimain as the side of a rqgad
and carries its own set of challenges and potential daf@e@®V. Concurrent tdhe
same considerations phtient carescene safetyand social proceghatexistat the
scenean ncreased element of rigknerges in the ambulantet is not present in an
open environmegt that ofthe confined space of the ambulance tredsolation that

existstherefrom other support servicesuch asawork partner or the police.

The other main point of contentidéor the use of the SCTPSMN the issue oits
age and thus itselevance. Since the SCTPSM was first introduced in 2007, the
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professional development and evolution of paramedic practice wAllsitralia and
other parts of the world has been considerablihough thefundamental action of

the SCTPSMremains relevant in the face ofost ofthese changesome areas of

C a mp e data éxgrapolation now appear questionddrgractice Notwithstamling

these criticismsC a mp e ideatidication and categorisation of the thought processes
and actionghat paramedics undertake to achieve patient care provides significant
insight into the paramedic work milieu. It is this knowledigat has the capagitto
supplya greater degree of understanding and development to OV mitigation systems.
Even hough the SCTPSM was not developed around the premise of OV, its
application in this areas highlighted by its potential tdevelop paramedicOV
mitigation systensso that they artilored to the specific needs of thesersand the

environment in which they work.

This review of the elements of paramedic @¥d the SCTPSMepresents a
distinctive collection of knowledge qraramedic practice regand the phenoranon
of hostile patient behaviour. Despite the varying complexities, inconsistencies,
approaches, and interventions that constitute paramedic OV, two consequential
themes developed within the data. These themes provide not only new insights into
paramedi®©V butalsoareas of potential investigation on the development of violent
and aggressive patient behaviour. The first of these themes reflects upon the notion
that specific acts of patient hostility may be unpredictiléghe attending paramedic.
Although the appreciation of unpredictability is certainly acknowledged as a
fundamental element of the paramedic scene, its associatilbrpatientinitiated
hostility is less developed. Certainly, the qualitative examinatioh patient
aggressivenedsy bothby Knor et al.(2020) and Pourshaikhian et gR016) only
acknowledgeunpredictability as a small component thie causal conditions of
paramedic OV. Nevertheless, the implications of a connection between paramedic OV
and unpredictability are immense. & ldea that acts of violence against paramedics
may beunavoidablerepresents a fundamental change to the currestipe of

prehospital OV mitigation practices.

The second of these themsshe relevance of paramediocial engagement or
interactionto OV mitigation. This theméias a more consistent and descriptive
presencén thereviewedliterature.As a critical element of paramedic Qe role of

socialisation was acknowledged reguldnythe literature, in these various forn(ay)
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as amotive for hostility escalatiorfHosseinikia et al., 2018)b) as a means of
understanding OYPourshaikhian et al., 2016; van der Velden et al., 2@&)c) as

a methodology for training mitigatiaivan Erp et al., 2018)he association of social
processewith the elements that define prehospital healthcare and the deterioration of
the paramedigatient relationship represents an important determinatothe
perception ofparamedic OV. Indeed, that the ontentified paramedic theory of
practce, the SCTPSM, is essentially a model of paramedic social progeskeps
validates an increased focus of engagement towvtiaedsle of these processes ftire

development of hostile patient behaviour.

The lack of data concerning the role of socialcesses on the instigation of
patientinitiated hostility towards paramedimpresents a critical gap theparamedic
evidence basdt is this gap in the literature that positions this study and, through the
role of social processes, the lens to undedsparamedic OV and its mitigation. While
the identified deficienciesin the paramedic literatursuggest the neefbr further
researchin this areathe current appraisatill only allowsa limited perspectivéo
emerge regardingaramedic OV mitigatiostrategies. As the majority of paramedic
based interventions are constructed despite the availability ofgdewed evidence,
the processs and strategiassed byEMS organisationgor mitigation practiceare
critical to this discussion. With this in mind, tinext chapter addresses these OV

mitigation approaches arighlights theirassociated practice gaps.
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Chapter 3: OV Mitigation Approaches and Practice
Gaps

The previous chaptehas provided adetailed analysis ofthe literature
surrounding paramedic OV and the context and applicati@\/ahitigation practices
within the paramedic milieu. Despite the detailed nature of the review, the evidence
of the holarly literature provides only a limited perspectivehow paramedic OV
mitigation is applied inside EM8rganisationsThe reviewwas not able to identify
any academic literaturethat examined strategic organisational approaeb to
paramedic OV mitiggon, whether regardingolicy, procedurespr interventions.
Thus, b provide some perspectioa the application of OV mitigation practices, this
chapter extendiss exploration of the data into grey literature through such sources as

EMS operational reews andEMS OV mitigationstrateges.

The resulting examination of ith material provides insight into the OV
mitigation approachesused within the three operationally largest Australian
paramedi®@rganisationstheNSWAS, AVic, and theQAS. This explorabn does not
intendto outline in detail the individual processes and systems of tilngaaisations
but ratheraimsto provide some claritsegardinghe overall strategic direction of these
services towards paramedic OV. Importantly, this chapter addrbesmethodology
of theseEMS organisationd8 OV a p pndia domndp so delineats the practice
gap or an opportunity for improvement, thamainsundervalued andnderutilised

as part othe processf paramedic OV mitigation.

From the outsatf the grey literature examinatiahyas evident that two central
constructsveresubstantiallyresponsible for the current Odpproaches anglystems
used by the three Australian EMS organisations The first of thesewas a
transformation in thevay theseorganisationsvereapproacing both the reporting and
management of acts of violence and aggression towards theitrsthis regardthe
QAS only begn publicly reporting acts of OV against staff as part of their public
performance indicators during the first quarter of the 2@034 financial year
(Queensland Department of Health, 203)hough OV had been a systematic issue
within Australian EMS fo years(Boyle et al., 2007)it appears the catalyst for this
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change was due in no small part to the increasing media attention on the frequency
and savagery of these assaults, and the subsequent organisational, societal, and
political pressurdhat followed (ABC News, 2015; Duff, 2015; Stevenson, 2016)

From 2015to 2016 each ofthesethree EMSorganisationsinderwent an extensive
review of both the problem of OV within their organisati®andtheir current OV
mitigation systems and processes. seheeviews contained individual points of
referencethat havesubsequentipecomea substantial part dhe foundation of the
currentinterventiors utilised by theseorganisationsThe reviewsare discussed in

detailin the upcoming sections of thikapter

The second of these construetas that the deficiency of paramedacussed
literature and evidence has created a void for the development of indpstific OV
mitigation interventions and strategies. Thisderlying knowledge gap has

necessdted EMSorganisationstaking a subjective approach to OV mitigatjon

=]

includingstrategiescquired from alternate industriest i | i s expeidopmiony f
and adoption of anecdotal evidence. Despite this flaw, seorganisations

implementation of O\nitigation systems and strategisselatively consistent.
3.1 NSW Ambulance Service

For the NSWAS, the year 2016 marked a decisive shift in the way that OV was
to be governed within the EMB8rganisation The formation of the Occupational
Violence PreventionStrategic Advisory Group was the cornerstonk this
developmentit was constituteaf a diverse crossection of NSW ambulance staff
and representatives from health and industry bodN&/V Ambulance, 2016b)rhe
report by the Advisory Group into OV wasmmissioned to provide a more strategic
organisatiorwide, simplified approach t®V mitigation that wouldstrengthen and
improve the safety of paramedics. The review was responsible for the identification,
stratification, and classification of OV riskand an evaluation of current and proposed
mitigation strategies (NSW Ambulance, 2016b) The report identified 28
recommendation®n which the NSWAS could base itspdatedOV mitigation
strategies. The main points of these recommendations were:

1 Implementéion of tiered, tailored OV kservice training and refresher programs

thatincorporate monitoring and evaluation processes.
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1 Development ofan OV policy thatgoverns all aspects of violence prevention
and the reporting requirements and responsibilitiegadf and managers.

1 Review of clinical guidelines governing acubehaviourallydisturbed patients
against best practice.

1 Development and implementation ofproved reporting systems to enable more
effective and efficient monitoring and management of OV.

1 Improvement of support and management processes fothstatiflect atrisk
contributory factors and behaviouirscluding resilience training, psychological
wellbeing, and coping with occupational stress.

T Review and develop policy governing the secyrdf all persanel, vehides
buildings and workplaces.

T Review and improvementfopersonal communication devices and duress
alarms.

T Review of policy and procedurésr the management of mental health patients,
including risk assessments, Acompliance, and paramedic awareness.

1 Clarification of patientds expectation

1 Utilisation of media and communication for the delivery of information and
education to the general publiocludingfiZero Tolerancé campaigns.

1 Review of singleoperator response policy and procedures.

In collaboration with an external providea tailored learning program was
developedfrom these recommendations to provide OV training to staff within the

NSWAS (Hunter Headline2019) The key stategies incorporated into the program

included:

1 dynamic risk assessment

1 situational awareness

1 self-defence techniqueand

1 communication and descalation skills.

2 ThefiMental Health Aab is a piece of legislatiothat wasintroduced by the NSW government in
2007. The Act provides paramedics with the power to detain,lse@strainand transport patients
affected by mental illness when requirda part of the Act, paramedics are required to undergo a
mental health training to program to ensure correct and appropriate compliance.
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3.2 Ambulance Victoria

A review of AVi c 0 s r ® stheio nceupational health and safety
resnsibilities was undertaken through ¥etorian AuditortGener al 6 s Repor
Occupational Violence Against Healthcare Work@itgs 2015 report into OV against
healthcare workers, including paramedics, wa@smmissionedto address the
vulnerability of these workers to aggressive or violent behaviour,tandentify the
effectiveness othe currentsystems in protecting the(Victorian AuditorGeneral,
2015) In comparison witithe NSWAS or the QAS commentari¢ise independent
natureof this reportmeant that itvas able tgresent a greater critical perspective o
the operations of Victorian healthcayganisationsAs part of its audit process, the
report was critical of not only the healtinganisationghemselves, bualso ofthe
complenentary agency WorkSafe Victoria, for the lack of data and evidence
supporting both thdr violence mitigation practices and the effectiveness and
evaluation of thee practices. In particulamvhile AVic was found to have policies,
procedures, and risk ngtation practices in placthe report found thahesewere not
always known, accessed, or applied by staff. The report identified the following
recommendations for the mitigation, prevention, and support of OV ayantstian
health workergVictorian Auditor-General, 2015)

1 The identification of barriers to the reporting of aggressive and violent
behaviour and the development of strategies to address these impediments.

1 The instigation ofntegrated guidance on the reporting and investigation of OV
incidents.

1 A collaborativeapproach to the collection, analysis, and utilisation of OV data
to improve awareness and risk perception.

T The regular review and evaluation dfe effectivenessof OV mitigation
interventions.

1 The need folOV mitigation training protamsto becomeboth comprehensive
and tiered in naturen orderto deliver relevant and flexible education, with
regular refresher courses.

1 The enhancement of existing investigation training and procedwik the
inclusion of root cause analysis.

1 The derelopment of a core set of OV training toti&tcan be adapted tine
local contextas required.
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1 The development of appropriate public messagiogimprove community
awareness surrounding the impact of violent and aggressive behaviour on
paramedics.

T The provision ofoversght and assessent of violence risk and intervention

effectiveness within A€ by WorkSafe Victoria.

Based on the findings and recommendations of the AuGitern er al 6 s r ep
AVic introduced a range of OV prevention, mitigation, and support measures

including (Ambulance Victoria, 2020)

1 Developmentand implementatiomf OV training for all operational stafby
industry experis

1 Online OV scenariebased training for all staff.

T Mental health awareness training.

1 Restitution of procedures relating to operational safatiuding a heightened
focus on safe strategies.

1 Updates and changes to clinical practice guidelines, including verbal de
escalation and the agitated patient.

1 Partneship with a mental health and wellbeing support organisation to deliver

psychiatric training and support to employees.
3.3 Queensland Ambulance Service

Towards the end of 201%&ndin collaboration with the paramedic industrial
union the QAS established thiearamedic Safety Taskforce. The objective of the
Taskforce was to investigate the issue of OV against paramedics and provide practical
strategic recommendations to mitigate against acts of violence and aggression
(Queensland Ambulance Service, 2Q1IB)e esulting findings of th&askforce were
documented in the 2016 report of the same né@eensland Ambulance Service,
2016) Without being critical of any existing practices, the report identified
recommendationis line with nine initiatives, including adtation and training, media
and communication, pegtcident support, and technology options, through which the
basis of OV mitigation activities were to beformed. The main pointsom these

recommendations wefQueensland Ambulance Service, 2016)
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1 Education and trainingSituational Awareness For Everyday Encounters
(SAFE) training focssing of the identification, descalation, and withdrawal
from certain confronting situations. This training included -gdefience and
escape techniques.

1 Media and ommunication Consultation and communication with staff
members and the public to gain consensus that assaults on paramedics are
unacceptable. Thi ncl uded campaign Tmaeemahakosaan
i N BxcuseForAb u s e 0 .

1 Linkages with staff supparThe delivery of appropriate managers, supervisors,
staff specialistsand employee support services to séffifcted by OVirelated
incidents.

1 Postincident response and supporte delivery of a tailoredpsychological
critical incident response to OV ditents including 24hour free telephone
counselling, seffeferral counselling, and the pesrpport program.

1 Clinical practice and patient safefyhe review and revision of QAS clinical
guidelines, protocolsand procedures that pertain to Qwcluding chemical
sedation, paramedic safety, and the physical restgaof patiens.

1 Research and developmeReview offbest practice , wi t h idéntifieds b e i n
through the OWrelated literature including definitions, organisational
affirmation, and reporting tools.

1 Technology A review am implementation of current and future technatady
options for paramedic safetyncluding duress alarms within ambulances
portable radios, and operationsitre data sharing betweeru€enslandPolice
Serviceand QAS.

3.4 Australian EMS OV Mitigation Approaches

Thesereports into Australian EMS organisations and paramedic OV highlight
the common problems and the resulting data and evidencthg&amderpins their
individual mitigation policy and procedural interventions. It is evident that while there
are variancesn the policies and practices of Australian EM&anisations the
ideology supporting these practices is inherently the ¢hiaebiar et al., 2020)The
approaches of Australian EM8rganisationscan be broadly classifiethto the

following categories:community awareness and punitive strategies, situational
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awareness, mental health initiatives;edealation, chemical and physical restraint,

personal ad vehicular identification and duress devices, andipoglent support.

There is no doubthat the development of OV mitigation strategies and
interventions by Australian EM&rganisationgire well intentioned and based on the
perceived best practices$ the available literaturefexperd opinion, and employee
feedback. However, the continued high prevalence levels of violence and aggression
towards paramedics demonstrates that an issominswith the effectiveness of
existing OV mitigation programs.eBing aside the postcident care and support of
the affected individual, the OV mitigation strategies utilised by Australian EMS
organisationsire inherently focltsed on the identification and management of hostile
individuals and environments. Furthesra, as demonstrated kigure3.1, the nature
of these approaches overwhelminfgdils into two distinct categories, that of proactive
and reactive tsategies The distinction of these categories, aside from the basic
categorisation of existing practices, allows for a reconceptualisation of the principles
of paramedic OV mitigation strategy and identifies the strategic gap which exists
within current plicy. Proactive strategiesiclude dispatch practices, situational and
threat awareness, body language assessment, and communication approaches.
Reactive strategieslominate the OV mitigation training space and include de
escalation skills, bodyworn cameras, chemical sedation, giogl restraint, and self

defence practices.
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Figure 3.1
Australian Paramedic OV Mitigation Approaches

3.5 OV Mitigation Practice Gap

The focus of OV mitigation strategies on intervens that predominantly
influence the actions of the paramedic or patient either before or after the initiation of
aggressive behavioualthough rationalappearnherently flawedThis statement is
based on the premise that a critical aspect of paramedic OV, notably the active phase
for mitigation strategies, is typically neglected in EMS violence mitigation systems
(Duxbury, 2002) It is important to acknowledge at this point ttieg active phase of
paramedic OVs not refering to the moment ofphysical or verbal violent behaviour,
but rather thdiactived relationshipthat existdetween the paramedic atiek patient.

The delineation of t his rerlGtisiaomatsirli p as
consequence of identifying the gap between the proactive and reactive mitigation
approaches typically employed within EMS systems (outlined in se@idn

Although this terminology is not commonly utilised within the literature to describe

this manner of intervention, the differentiation here assists in the discourse framing of

OV mitigation practices.
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As opposed to approachasch as communicaticor deescalation practices that
are proactive or reactivagctive strategies place greagenphasion the relationship
that is establishedetween the paramedic anlde patient and their subsequent
interactionduring the care episod®@Vhittington & Richter, 2006) Active strategies
emphasise the elements of empathagd understandingthrough whichthe direct
managemenand treatment practicesnacted by the paramediowards the ill and
injured are applied(Duxbury & Whittington, 2005) Furthermore, thditerature
suggests that these strategies are not only likely to provide a protective benefit towards
violent behaviour but negatively affect the risk of its occurrefittington &
Richter, 2006) the benefit ofan activeapproach towards conflict rdstion was
demonstrated byan Erp et al(2018)int hei r examinati on of the

personal resource skills in this process.

Although active strategies argenerally referenced through individual
classifications such as empathy or emotional supi&y, can also bgrouped within
the literature under the broader psychological construct knowniredfulness The
concept of mindfulness represents the minutiae of awasg@ndas a process, is one
that has undergone extensive discourse within theneegwed literatur¢Shapiro et
al., 2006; Weick & Sutcliffe, 2006)While its origins lie in Eastern meditative
traditions,mindfulness hasnore recentlybeen situatedvithin clinical psychology,
with its contemporary applicatiobeing its utilisation in social and behavioural
settings This emerging trendWeick & Sutcliffe, 2006)has seen the relevance of
mindfulness in discerning human behaviour extend into diverdecafipns such as
business, the military, and even medicifWeick & Sutcliffe, 2007) From this
perspective, a mindfulness approach becomes less about internal musimgsrand
about the processes of an individual to knowingly acknowledge their personal
experience at a moment or point in tifhapiro et al., 2006; Weick & Sutcliffe,
2006) As this is an important distinctiowith implicationsfor the application of
mindfulness towards paramedic OVetbllowing discussion explains tlencepiof

mindfulnessin greater detail

In their pioneering discussion on the subject of mindfulness, Shapiro et al.
(2006)delineate that the concept is based ardbathree distinct axioms oftention,
attention, and attituddt is thesdhatarethe active constituenta mindfulnessbased

interventionsincluding support, reflection, and cognitive behavioural interventions.
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The first of these axiom@tention coordinates the personal objective of the process,
and grounds the individual in tiiamediacy of the moment. Critically, intentions are
dynamic enabing the individual to evolve their goal with further awareness, practice,
and insight(Shapiro et al., 2006)The second axiom, that aftention involves the

i ndi v iaddity éololdserve the action of their internal and external experiences.
These attentional abilities consist of the capacity to concentrate for an extended period
on a single object, the ability to purposefully shift the point of interest between objects,
and the proficiency to inhibit secondary processing of thougghtsell asemotions
(Shapiro et al., 2006The last axiomattitude describes the importance of the manner
that the individual brings to the procefsdividual attitudes can present as @@nd
critical orthey carinclude a compassionate qualihapiro et al., 2006Mindfulness
advances the idea thatith purposeful training, @aramediacan acknowledge their
own internal and external biasesd extend, without judgemeatceptanceyatience,

and compassioto patientseven whertheir beliefs arecontralictory. Importantly,
mindfulnesspractices cultivate an environment where amiable experiences are not

constantly sought, n@reaversive experiences sunde(&thapiro et al., 2006)

Shapiro et al.(2006) surmise that the axioms of mindfulne@gatention,
attention, and attitudedccur simultaneously as part af single, interconnected
conscious process they teraperceiving Through the concurrent application of these
axioms,repercéving enables the paramedic ébservetheir own biases about their
experiences in lifethereby allowinghem to observe their situation in the minutiae of
the moment and respond appropriatelyany hazardit is this process that provides
thegreatest ptential for OVmitigation, becausi promotegesponse and engagement
from the paramedic that is absentlté reactionary opinions, emotiqasd behaviour
oftenprimed by routine, customs, and experie(®kapiro et al., 2006 onversely
it is thesesameroutines customs andexperienceshatare so prominent in existing
paramedic OV mitigatiomnderstandinggducation, training. The specific application
of mindfulness and itgarticularrole in paramedic OV mitigation will be discussed in

greater da&il in Chapter6 (see sectiof.4).

The idea that active mitigation strategies, includimgndfulness should be
utilised as part ofan increased paramediocus towardsOV mitigation is not a
arbitrary concept.Such aposiion is supportedbyy three prominent characteristics of

paramedic OMdentified through the grey literature analyspecifically,the initial
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safety of the scene, the timing of violent or aggressive ingdantithe associated
patient risk factorgrirst, during training paramedics are educated and conditioned to
identify the signs and features of potential situational hazards. Furthermore,
paramedicsnakinga personal decision to not enter a scene ogtreat from a scene

due to safety concerrae Ully supportedat seniorlevels of paramedic management
(Walker, 20T). On this basis, it is reasonalite assune that paramedicsvill not
generally intentionally positon he ms el ves i n harmés way.
supports that acts of violence andyegssion are unlikely to occur upon immediate
patient contactvith the paramedicAlthough the exact time of violence or aggression
against a paramedic after their arrival on sdeamenot been establishede NSWAS
identifiesthat 19% of OV incidents oac in the ambulance and 31% in #maergency
department(NSW Ambulance, 2016b)This is supportedoy QAS data which
similarly acknowledgsthat 20% of incidents occur in the ambulance and 13% in the
hospitalemergency departmefQueenslandAmbulance Service, 2016Yhis data
suggests that there is often a substantial period of time between initial paiamedic
patient interaction and the occurrence of QKird, and finally considerable credence

is applied to thepatientrisk factors of alcohlantoxication, substancesa and mental
health and their association with paramedic OV. The evidence continues to identify
the increased risk of these patient groups as perpetrators of violent and aggressive acts.
While this fact is undeniable, these ipats constitute a sizable component of
paramedic operational workloabh consideration othis demand within the context

of EMS careit is accurate to state that most mental health patients are not violent, nor
are the majority of intoxicated or substanusers aggressividuxbury, 2002;
Whittington & Richter, 2006)

When the three characteristics of the initial safety of the scene, the timing of
violent or aggressive incidents, and the associated patient risk factors are appraised
together they articuta a very different perspective of OV that is conventionally
typecast. That is, the scene is typically not dangerous, the escalation of violence is a
reactive measure during ongoing paramaaditient interaction, and intoxicated and
mental health patientre not inherently violent. Consequently, if it is accepted that
the exacerbation of hostility is inherently linked to social processes than the key to its

management lies in the notion of interaction or active strategies.
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The currentutilisation of poactive and reactive mitigation strategiesvards
paramedic OV is unsurprising given the lack of available daid the narrow
perspective othe evidence base. Indeed, such perceptions are fugli@dsociated
statutory and regulatory bodies, which fpay the phenomenon of paramedic OV as
aninevitableprocess of aggression and violence toward the attending paramedic. This
is evident informal descriptions of theccupational milieu in which OV occuend
thar judgement of paramedic OV asoth reasontéss and separate fronthe
complexities of prehospital patientcaee s cr i pt i Worlsreladed wotenca s i
hazards generally arise as a result of: the work environment, the work tasks and how
they are carried out, the way work is designed and mandgg§ateWork NSW, 2017,

p. 6)and

The Council of Ambulance Authoritiédas adopted a zetolerance
position on physical and verbal attacks on all health care workers,
including paramedics. lliness, illicit drug abuse, drunkenness, and extreme
emotional tauma cannot, and must not excuse unprovoked attacks on
people doing their jal{Council of Ambulance Authorities, 2019, p. 1)

leave little room for ambiguity as to where the focus for paramedic OVOespite
these imbalanced perspectives, there is grgwiecognition of the role of the
paramedicpatient relationship within thprehospital O\tontext(Knor et al., 202Q)
Certainlyyt he di scussion of Campeaubs (2007)
acknowledgedhis relationshipas critical to paramedic scene manageméis. a
paramedic theory of practicdhe SCTPSM emphasises the importanceths

p ar a maeatial skalgdyet, in the management of the aggressive or violent patient,
such skills are often eschewed in favour of neacand depreciating practices. It is
not the position of this study to state that existing OV mitigation interventions have
no place in the management of paramedic veverashas beewlemonstrated by
Drew et al.(2021) the effectiveness of such ptiaesis often questionable. Rather,

as the following chapters will demonstrate, the influencéhefparamedicpatient
interactionon OV mitigation is substantial antdlusdeserves a greater position in OV

mitigation policy and practice.

3 The Council of Ambulance Authoritiestise body that represerttse 11 statutorambulanceervices
of Australia, New Zealan@gnd Papua New Guingidincludes the QAS, NSWAS, and AVic.
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3.6 Summary

Analysis of the strategic approach of Australian EM®&anisationsto the
problems of patiennitiated hostility demonstratethat these all usan inherently
similar methodology the education, training, and support of their paramedics. From an
initial ad-hoc appoach to paramedic OMWthe systematic development of EMS
mitigation strategies emerged from autbreak of media attention and a subsequent
process of internal and extermalZiew andanalysis Deriving out of thigpractice the
resulting philosopiesof the QAS, the NSWAS, and A¥ in response to incidents of
patientinitiated hostilityare closelyalignedd andnot only with each othebut also
with otherexisting OV mitigationpracticesin both healtlcareand otherindusties
However the philosophyis problematic on two fronts. First, as described through the
literature review, existing strategies of OV have been demonstrated to be ineffective
in the mitigation of patieninitiated hostility. Second, existing OV mitigation
strategiesfall predominately into two categoriethat is, proactive and reactive
approachespoth of which disregardhe factived phase of social engagement.
Although it is easy tplace thdault for the limitations otheseexisting OV mitigation
practices on the EM8&rganisationshat usehem,their guiding philosophyltimately
reflects the existing knowledgihat dominates the OV space and the failure of

paramediespecific evidence to fill itvith a contextual viewpoint

The analysis of the data suggests tioatiside of the existing strategider
paramedic OV mitigation, a prominent yet highly underutilised appreadts for
managingpotential acts of hostile behaviour. TRectived approach to OV mitigation
locates itself at the centre of violent behavioud amghlights the distinctive
relationshipthat exists between the paramedic and the patient. This interaction,
however, is not just a process of communicationdrgther a pursujta framingthat
emphasises elements of empathy and understanding ageitsriciples. While such
acts of responsiveness can be acknowledged through different characterisations, the
concept of mindfulness provides a unique insight into this problem through its

potentialinfluence on human and social behaviour.

Thi s c h adpntifieatiah sof the limitationsthat exist within current
paramedic OV mitigation practices coalesces succinctly with the findings of the

systematic reviewn Chapter 2. Taken together, thggevide a strategic approafidr
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the further exploration of th phenomenon. The following chapter addessbe
application of tle proposeapproachby givingad et ai | ed descri pti on

methodology and how it will be utilised to address the specific research questions.
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Chapter 4: Methodology

This chaptepresents the research design and methods utdistds studyinto
paramedic OV. It comprises the justification for the chosen approachitand
frameworks, and addresses the recruitmentstofly participants, including the
rationale for their selection within their associated EM§anisation The chapter
describes the data collection and analysis in detaibnjunctionwith the paramedic
theory of practice, the SCPTSNhusproviding the theorétal lens for exploration.

Finally, the ethical and research clearance processeefimed angresented.
4.1 Research Design

This study does nanterd to generate a theory of paramedic OV, but rather
seeksto gain an understanding of the phenometimat is constructed from the
perceptions and experiences of operationalraan paramedics. Based on this
objective, a generic qualitative approach was identified and utilised as the
methodological design to guide the data collection and subsequent analysigrié ge
gualitative research approach is fomgon the comprehension of an experience and
is typically not guided by an established set of philos@tgdnciples as in other
known qualitative methodologi€¢€aelli et al., 2003; Merriam & Merriam, 199&}
generic qualitative approach weslecteaver other qualitative methods, most notably
phenomenology, due to tirgentionallyoutward focusaken bythe studyAs opposed
to phenomenol ogyds i nwar d ethenmwarddotus on of
of this studyis centred around the actuedalworld experiences, opinions, and
historical reflectios of the participants(Percy et al., 2015)Furthermorea generic
gualitative approach harmonises well with the framework of the SCTPSM, due in part
to its foundation in common concepts, models, and theories of sociology and
psychology(Caelli et al., 2003)in order b ensure the credibility of generic qualnat
research, Caelli et gR003)identified tharesearchers must acknowledge and address
four key areas of theoretical and philosoplianderstandings. These key areas
analytic presuppositionsand theoretical framework methodology methods

congruenceandrigor, will now be discussed in turn.
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4.1.1 Analytic Presuppositions and Theoretical Framework

This study, includingts collection, analysis, and interpretation of dateas
guided by a set of philosophical assumptitirtet ensure both the credibility of the
work and theoretical congruen@@aelli et al., 2003)These assumptiongr research
paradigmsrepresent aet of basic beliefdhat defineboththe nature of the watland
the individual 6s pl a(Gua &lindoln,l8%)®Resaacch i o n s
paradigms consist of three fundamental adeastology, epistemology, and
methodology and theseoutline the intent, motivatignand expectation®f the
research{Guba &Lincoln, 1994; Mackenzie & Knipe, 2006)

The intent of this studyvas to examingparamedic OVand achieve a better
understanding othis phenomenomvithin the prehospital environment through the
perceptions, experiences, and behaviours of operationedaohparamedicsThis
objective finds alignment within the research paradigm of constructigkahlke,
2014) The notion of a constructivist paradigm is based around the premise that
individuals understand and respond to the objective world through thernoé and
existence of a wide variety of experien¢€ephart, 2004)The nature of reality, or
ontology, within constructivism asserts that no single truth or reaitsts Rather,
realities are created locally and specifically, are slycadd expeertially based, and
are dependent for their form and contentthe individual or group forming the
constructioGuba & Lincoln, 1994)Constructivism identifies that knowledge of this
reality, that is, itsepistemolog$;, needs to be created aimtierpreted througbut the
course of the investigatidiGuba & Lincoln, 1994)

The constructivist approach attempts to uncover, describe, and interpret how
these experiences become meaningful in situations where multiple experiences are
both present and geible(Annells, 1996; Gephart, 2004; Kahlke, 2018)rthermore,
the constructivist paradigm recognises t
own background and experiences throughout the research p(Gceswell, 2014,

Mackenzie & Knipe, 2006) This ability of constructivism to acknowledge a
researcherés reflexivity is an important
Reflexivity in qualitative research is a critical process of -sslection that

acknowledges and documents the researéghe per specti ves, i nter

4 Epistemology A theory of knowledge that examines its nature, its presuppositions, and its validity.
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positioning. Ultimately, it is about a process of transparency that enables readers of
the research to identify any potential for bias or corflict interest{Engward &

Davis, 2015)As acknowledged in detail Chapterl (see sectioft.1), asthe primary
researcher of this studyama Critical Care Paramedic who has worked within the
industry for more than 20 years$. have seen and experienced fitsand the
characteristics and intricacies of O¥nd this knowledge helpedo guide the
formation of theresearch questions and influenaad interpretation and analysis of

the data.

One of the key objectives of this studws to examine the role of a paramedic
theory of practicen providing a deeper understanding of paramedic OV mitigation.
Havingidentified the SCTPSM in this manner in Chapteit & now able tdecome
more than a just a theory of paramedic scene mamagferather,it is expounedso
that it becomea lens through which a r a m exgherienseé and perceptions can be
examined. The SCTPSM theory utilises the sociological perspective of symbolic
interactionism to characterise the belief that behaviounisa ndi vi dual 6s
way of reacting to their interpretation of a situati@@arter & Fuller, 2016)
Furthermore, this interpretation is defined by the reciprocal relationship that links the
individual to their environment. The complex amatricate nature of human
interactior® and indeed OV itselfd lends itself to the philosophical perspective of
symbolic interactionism through the tenet that the individual and the environment in

which that individual exists are inseparafienzies & Allen 2001)

Emerging from the constructivist paradigm, the complementary theoretical
perspective of symbolic interactism provides the framework for the analysis and
understanding of this research. Symbolic interactionism is a #i@eed theoretical
framework that was developed to assist in the systematic study of human social
behaviour(Benzies & Allen, 2001; Carter & Fuller, 2016)here are three basic
assumptionshatorientate and underpin the premise of symbolic interactioniam:
individuals actiors are based on the meanings that objects have for, (bgrhe
meaning of objects emergeut of the social interactions among individyalad(c)
meanings are controlled and modified through an interpretative prdbetss
constantly evolvingBlumer,1969) Succinctly summarised, symbolic interactionism
maintains that individuals interpret social interactions, including people, places, and

objects, andhatit is this interpretation which leads to behaviour in specific situations
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(Annells, 1996; Benges & Allen, 2001) This viewpoint has important connotations
for paramedic OV because if behaviour and situational interpretation are linked, then
the ability of an individual to manipulate social interactions and situati@isarise

in their relations wh others becomes the key to behavaadaptation.
4.1.2 Methodology

This study takes a general inductive approach to data analysis. As opposed to a
deductive approactwhich draws conclusianfrom established facts, an inductive
approach allows the researfihdings to emerge from any prominent or significant
categories inherent in the raw dafageneral inductive approach was chosen over
other methods of qualitative data analysis because its forte liegaanalysisthat is
guided by a specific set of awation objective§Thomas, 2006)Such an approach
allows data analysiso occur without the restraints imposed by structured
methodologies such as phenomenolg@homas, 2006) Instead, aninductive
approach is a systematic procedure for analysingtlatis commoty usedin several
types of qualitative data analyses, including a generic qualitative appammas,
2006) Some of the key analytic principlésatguide the exploration and presentation

of findings in a general inductive approach are:

1. Data analysis is influenced by the evaluation objectives, which priatte
focus andhesubjects to be investigated. Analysis is achieved through multiple
readings and interpretations of the raw data.

2. The primary mode of analysis is the development diesdrom the raw data
which are collatedinto categories that are most relevant to the research
objectives.

3. The findings result from multiple interpretations derived from the raw data by
the researcher who codes the data. These findings are influencéte by
experiences and assumptions of the researcher undertaking the data analysis.

4.  Findings are presented as a description of the most important themes.

The development of codes from the raw data is in essence the assignment of a
word or short phrase to ague of languagbased informatiorthat accurately
communicates its attribut¢Saldafia, 2021)'he coding of the raw data for this study
was undertaken by a process known a¥ilio, or verbatim coding. IVivo Coding

is a frequently applied method of coding and refers to a convention based on the actual
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language used by the participaf8aldana, 2014)In Vivo Coding enables the
researcher to preserve the partici,pants©od
through the provision of imagery, symbols, and metaplatisvs for deep category

and theme developme(Baldana, 2021)n Vivo Coding was chosen as the primary

method of coding for this study becapss described by Strau§s987, p. 33)it
portraysthein behavi our s or processes which wil/l
problem of the actors is resolved or process@d this study is inherently concerned

with the behaviours of paramedics and patients during incidents of violence and

aggressionln Vivo Codingwas deemed suitable ftris research

The data analysis and coding for this thesis utilised a practice of first and second
cycle coding techniques to guide the development of appropriate categories and
themesFirst cycle coding is the in#l coding of the data and is mostly simplistic and
direct in nature. The INivo Coding used in this process is described as an elemental
method of coding in which basic bdirectfilters for reviewing the data essentially
build the foundation for futureoding cyclegSaldafia, 2021)The first cycle coding

procedure of this thesis developed an initial pass of almost 500 individual codes.

The second cycle coding procedure employed astarlicoding methodology
to identify the most significant initial coddérom the first cycl¢Saldafia, 2021)hese
salient codes werhenaligned to specific categorigisom which parent codes, child
codes, subcategories and sulbcategories were created. Taedition of memo
writing also further refined and guided thdata analysis process. The second cycle
coding identified two predominant categories, nantiedéyparamedi@andthe patient
which organisedhe coding identified in the dasand subsequently alignéde datao
the literature. The categoriesiplaramedioandfpatient form the basis for this thesis
and integrate closely gsarts ofthe social processof scene management practices
outlined in the SCTPSMThesetwo categories andheir subsequent codes will be

discussed in greater detailChapter 5

Due to the sensitive and often traumat
with OV, it was decided thaaskingthe participantgo (effectively) relive their
experience during theirreview of their interview transcripts was injudicious.
consideation of this, my supervisory team wassteadutilised as an alternative for
coding validation by means of d@entified transcriptsThe supervisory tearwere

also active in the review afategory headings generated through the coding process
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Though my supervisors commongndorsed the codesnd subsequent category
headingsgenerated from my analysis processggestions were provided regarding
the coding hierarchy and condensing of cati&gointo similargroupings. Any
disagreements that arose between nheself and my supervisorgere resolved

through a discussigorocessand there was no requirement &atditionalmediation
4.2 Recruitment of Participants

This study sought the involvemaeotftparticipantemployed byAustralian EMS
organisationshatprovidefunctioningOV mitigation systems and strategies their
paramedics. It was anticipated that these paramedic services would include the QAS,
the NSWAS and A¥. These ambulance servicevere identified because they have
large populations of operational paramedics, current OV mitigation programs, and
well documented issues pertaining to NSW Ambulance, 2016a; Queensland
Ambulance Service, 2016; Victorian Auditor General, 20Hgweve, although the
QAS and AVc were both receptive to their paramedics participating in the research,
the NSWAS declinedo give access to their workforceithout explicit reasoning.
Considering this development, increased participant numberssaereed from the

QASandAMct o meet the studyds requirements.

To help ensure fairness and prevention of undue influence or coeftcion,
involved both the QAS and AVic, arghrticipantswere then recruitethrough the
own EMSorganisation8research orlmical governance departmei. this regarda
data suite containing a flyer (Appendi x
(Appendi x D), and t he st uadfgrasdeddootwsoe nt f o
EMS organisation departmerd Following thear approval of these materials
organisatiorpersonnel sent aamail to all appropriate operational paramedics inviting
them to participate in the study. Participants wlamtedto participatehencontacted

medirectly by email or telephone.

Twentyfive paramedics from within the QAS and Ad/were recruited for
participationthrough purposeful samplingvith a combination of male, female,
novice, experienced, urban, and rural paramedics taking part in the study. The number
and characteristics of the paitants recruited for this study is outlinedTiable4.1.
Although debateemainssurrounding themost desiable number of participants

required for galitative research and-ohepth interviews, 25 participants is principally
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acknowledged as a sample size sufficient

research characteristi(®workin, 2012)

To be eligible to participate in the study, participanéededto have been
involved in a physical or verbal OV event within the context of their paramedic duties
and to have completed their EMSorganisatiod s recognised OV mit
support program.Exclusion criteria extended to any paramedic who had not
experienced an OV incident and/or had not completed thrgjanisatiod s oV
mitigation programTo preserve the confidentiality of the paramedics involved in the
interview process, all participanagere assigned a pseudonym through the generation
of a unique professional code. These codes were utilised for all elements of data
collection and analysis. Furthermore, to ensure participants d ewere pratecteds
all transcripts were modified to obige any identifiable information such as

geographical locations, organisational names, and ambulance stations.

All paramedics who participated in the sestructured interview were provided
with a detailed participant information and consent form, inalyichformation about
any possible risks associated with the studypArt of this material, and in preparation
for any possible needs for support after the interview proeltgsarticipants were
informedof and referred to their relevant ambulance oiggtional care and support
services, which include peer support, chaplaincy programs, and counselling services.
Total participant numbers included 16 males and nine females, @nitesal Care
Paramedics and 2&2dvancedCareParamedics. Eight of the pasippants where from
AVic, and 17 were from the QAS. Sixteen of the paramedics were recorded as working
in an urban environment, classified as the city and surrounding areas, while nine were
recorded as rural. The mean age of the participants was 43.5(sgeage 25 to 62
years), with a mean work experience of 15.7 years (range 2 to 40 years). The

characteristics of the participants involved in this study are outlin€dbie4.1.

Table 4.1
Participant Characteristics

Work experience Job Work Ambulance
Gender Age e ) ;
(years) classification environment service
Male 49 15 Advanced Care Rural AVic
Male 37 13 Advanced Care Urban QAS
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Gender Age Work experience Job Work Ambulance

(years) classification environment service
| Female 28 7 Advanced Care Urban QAS |
Female 35 5 Advanced Care Rural AVic
Male 41 15 Advanced Care Urban AVic
Male 32 11 Critical Care Rural QAS
Male 55 30 Critical Care Urban QAS
Female 37 12 Advanced Care Urban AVic
Female 31 11 Advanced Care Urban AVic
Female 32 7 Critical Care Rural QAS
Male 46 19 Advanced Care Urban QAS
Male 47 19 Advanced Care Urban QAS
Male 52 17 Advanced Care Urban QAS
Male 53 35 Critical Care Rural QAS
Male 56 15 Advanced Care Urban QAS
Male 62 40 Advanced Care Urban QAS
Female 25 2 Advanced Care Rural AVic
Female 48 7 Advanced Care Urban QAS
Male 52 27 Advanced Care Rural QAS
Male 55 10 Advanced Care Rural AVic
Male 35 10 Advanced Care Urban QAS
Male 47 10 Advanced Care Urban QAS
Male 54 24 Advanced Care Rural AVic
Female 38 14 Advanced Care Urban QAS
Female 41 17 Advanced Care Urban QAS

4.3 Data Collection

Data collection for this study was undertakémough an indepth, semi
structured interview process. This process allowed for a detailed investigation of the
research objectivewhile facilitating the intervieweehe freedom to explore areas

beyond the standard interview compositiondbpth interviews areongruent with
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the theoretical positioning of generic qualitative researclhegare inductive and
emergent in procesand focus on thehow andwhy of a particular issu¢Dworkin,

2012) An interview guide (Appendix F) was developed with influence from the
SCTPSM and interviews focusse d on t he participantos

or gani ©\Anitigaionpregram as well as their personal Deident.

Data collection commenced on thel26f April 2019 and was completed on the
3rd of July 2019. The interviews were conducted at appropriate and mutually
agreeable locatiortbatincludedap ar t i ¢ i p acofteesbhopdr anamebillance
station. All interviews were conductég me, and &lwere heldin-person. Following
each interview] createda reflective memo to documenty professional reaction,
personal emotions, and areas for further exploration. Any developing themes from the
interview process were also commented on and documentedinterviews were
digitally recorded with the consent of the interviewas®da professional transcription
service was utilised to convert the recording intbliarosoft Word document. All
transcripts were entered into the research data managemerdreoft¥ivo 12 for

further analysis.
4.4 Rigor

Rigor, or the concept of reliability and validity, is esserfioal ensumg that
research is not only effective bistmeaningful. Yetwithin qualitative studies, the
notion of rigor remains contentious and chadjmg (Caelli et al., 2003; Morse et al.,
2002) The seminal work of Guband Lincoln(1982)attempted to address some of
these qualitative challenges through tH@iustworthinesd model, which contained
four key categories of credibility, transferahjlidependability, and confirmability.
These categories contain specific methodological strategiiel as audit trails and
member checking, through which pdgic evaluatiorcandetermine the extent of a

researcherdéds rigor.

However, Morse et a{2002)argue that the concepts of rigor identified by Guba
and Lincoln(1982)have little to do with the actual attainment of research reliability
and validity. Morse et al(2002) contend that while such strategies are useful for
evaluating rigor, they neither ensure the research is thormrghat itis relevant and
useful. Insead, Morse et a{2002)reason that strategies for ensuring rigor must be

built into the research process through five key approaches incorporating
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investigation, checking, questioning, and theorising. Morse g@02)maintain that

rigor in qualitatve studies can be achieved through the following strategies:

1. Methodological coherenc&he interdependence of qualitative research dictates
that the question, method, data, and analysis all correspond.

2. Sample appropriatenesghe sample should best repnetsine research topito
ensure efficient and effective saturation of categories.

3.  Concurrent collection and analysis of datBhe mutual interactiorbetween
collection and analysi®rms a link between what is known and what needs to
be known.

4. Theoreticalthinking Ideas that emerge from the data must be verified in the
data already collected.

5. Theory developmentheory is developed through two process$esst, it is an
outcome of the research process aedond, it becomea template for the

comparison ad further development of the theory.

The strategies outlined by Morse et(@D02) along with the methodsescribed
in detail in ths chapterfacilitate reliability and validity within this thesis.

4.5 Ethics Approval

The research involved in this studgrpcularly the use of wilepth interviews,
had the potential to expose participantsaoeliving of OV events thamight have
beenunpleasant and painful, atigat couldinvoke feelings of fear, anger, shame, or
other powerful emotionéSeedat et al., Z&). Therefore, full ethical clearance was
obtained through the Queensland University of Technology (QUT) Human Research
Ethics Committee on the fiRof September 201&rior to the commencement of the
research (BferenceNumber 18000007§3Furthermore,d ensure compliance, ethics
and research approvar the studyand the interviewsvas additionally sought and
gainedthrough the QAS and AX. (SeeAppendices G and Hbr ethics application
and approval documentatign.

4.6 Data Management

Data from this reseac h st udy has been stored

management of research data (D/2.8) and records managemestspieii1). A data
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management plan was created and approved detailing the handling of research data
both during and after study completiohll electronic data has been archived on a
password protected QUT secure seraadall hard copy materialare storedvithin

a keylocked filing cabinet.
4.7 Summary

The research design of this thesis, including all elements of data collection and
analysiswasundertakenn keeping withthe principles of generic qualitative research.
To ensure the credibility of this process, key areas of theoretical and philosophic
interpretation, as articulated by Caelli e{2003) were acknowledged and addressed.
The 25 paramedigarticipants represestia diverse cohort of age, gender, experience,
and geographical locatiomnd we r e selected from two o f
operaional EMS organisations Participants were recruited on the basis tioéir
exposure to an act of patienitiated hostility during their work as a paramedis
long as they hadompleted their relevant OV mitigation education and training. Data
collection occurred via senrstructured interviewswith the paramedic theory of
practice known as the SCTPSM providing a contextual lens for the understanding and

analysis of the research.

Analysis of the aw data of this study was approached via a general inductive
methodology.A general inductive style was chosen over other more structured
methodologies for its ability to explore the data wittheevaluation objectives wial
still allowing findings to eraerge from any prominent categories. The data analysis
process utilised a practice of first and second cycle coding system, withvavoln
technique employed for specific code, category, and theme development. Through this
process, théwo distinct categaes ofthe paramedi@andthe patientwere identified
as the dominant themes pertaining to incidents of patérdted hostility. The results

from thedataanalysis are discussed in greater detail im#rachapter.
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Chapter 5: Results

This study investigate paramedical experiences of OV during clinical
interactions with patients or supplementary participants or bystanders. The themes
developed from the resulting sestructured interviews were guided by the two

principal research questions:

RQ 1. How dfective are existing paramedic OV systems and strategies in providing
OV management, support, and mitigation?
RQ 2. How can paramedic practice theory contribute to the overall understanding and

mitigation of paramedic OV?

Usingthe paramedic theory of practjithe SCTPSMas a lens for the research
exposedhe social constructs of prehospital scene managepreniding a bilateral
and complex interpretation of paramedic OV. The complexity of evaluating paramedic
OV was evidenin the distinctive presentation of violence and aggressitime semi
structured intervi ewsyolveg a diverste of patientss 6 d e s
contexts, environments, and influences. This variance generated a large collection of
primary and secondarythemesthat comprised an array of topics and subject matter.
While the final developed themedo provide a framework for the phenomenon of
paramedic OV, it was apparent that many osétkemes traversed tlseope of both
of the principal researchquestions. During the interview process, paramedics
identified their own specific assertions of OWthat encompassedll aspects of
understanding, suppornd mitigation. Theprincipal focus areashat emergedthe
patientandthe paramedic representthe t u deparagionop ar t i @ssqtomst s 0
into two distinct categorieshat characterise hese actorsé specifi
subsequeninteractionthatoccurs during the development of paramedic &M its
attempted mitigationit is because of thamterconnectioa between thgetwo focus
areas that the research questmiisbe addressed concurrently during this discussion.
Table5.1 provides an overview of the developpdmary and secondampemes in
response to each focus area. Each of the subjectiatbas addressed in tyrand

the themesresupportedand illustatedby relevant quotes from the participants.
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Table 5.1
Description of Principal Categories and Themes

Focus area Primary themes Secondary themes

Patient compliance

Patient engagement Patient cognition

Patient disengagement

Patient Escalating patient behaviour
Violence triggers
Patient reaction
Cynosure

Unpredictability

Critical decision-making
Paramedic actions Ethico-legal considerations
Attitude and behaviour

Default-to-truth
. Cognitive control
Paramedic ]
Fatigue
Paramedic effects Partner dynamics
Experience
Self-assuredness

Psychological injury

5.1 Paramedic OV Mitigation

Earlier chapters have comprehensively addressedroblem of paramedic OV
and thepractical and theoreticdifficulties of existing mitigation systems. At the core
of these mitigation strategies is OV education and trajmmgich focisses on
p a r a meedogritisnd elimination, or withdrawal fromtaal or perceived threats
of prehospital aggression and violence. These strategies have resulted in the
development of OV interventionsuch assituational awareness training, tactical
communication principles, setfefence tactics, bodyorn cameras, anghysical and
chemicapatientrestraint. However, despite the ratiatyalinderpinning theetraining
curriculum and practices, paramedics p e r c e ptheir effestiveneskfor
prehospital violence mitigatiomereoverwhelmingly negative. Of the 25 paredics
interviewed for this study concerning their OV education and training, only four

responded positivelaboutthe benefits of theiOV mitigation program.Common
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responses provided during this process indicated OV mitigation education and training

was generallygeen avoth unreliable and ineffective.

| managed to avoid it [the physical assault], but | guaraétéke,
after the event when | thought about it. | thbty oh, wow, there
was really nothing in that that | learned from [my OV mitigation
training]. T4A7MA10U

| feel like our program has been too physical in nature. This is how
you get yourself out of trouble. None of which we remember, none
of which we praate, so it kind of isn't helpful. H55MC30U

Institutionally, we pay lip service to it. As far as the public are
[concernedp Oh your ambos are trained in how to do this. No,
t hey"' r Eheymeogbtéthis mediocre way of dealing with it.
R52MA27R

| found | can't defend myself in those situations, which is why |
stand off because I'm very slow, my reaction times are slow. |
can'® even with getting hit bja] pool noodle | was a mess, going,
Oh | can't get out of this, | don't know what to do. Y41FA17U

| d dinkdhiat behaviour and those skills they attempted to teach
us are in the unconscious. So, when you're in that threat or you're
in that zone offil've got to do somethirg that I'm actually going to

be efficiently able to do it, to get myself to a poifhtsafety.
D37MA13U

The ineffectiveness of existing OV mitigation systems appears to highlight a
systemic failure with the manner in which prehospital OV is understood and
subsequently managed. It is this misunderstanttiaagain draws attention to the
paucity of peetrreviewed paramedispecific research literaturen the subject
Without this knowledge, EMS OV mitigation curriculum is compelled to utilise
recommendations and guidance from alternate industries such as law enforcement.
This guidance has ep the development and training of OV mitigation skills and
language(such as tactical procedures and physical cotsttiing measurgsthat
appear inconsistent with the disposition of healthcare and the service nature of EMS
organisations. Aside froméehongoing failuref these interventions to prevent patient
violence, the underlying concern with the utilisation of these strategies is the

uniqueness of the prehospital milieu.
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Despite the best of intentions, the continued application of a patantc,
reactive approach to the mitigation process appears unlikely to change the incidence
of paramedic OV. This apparently ineffective approach to paitmirdted hostility
necessitates a fundamental chamgée way the phenomenon of paramedic OV is
viewed and understood. Critical to any change process, however, is the comprehension
of what constitutes paramedic practice and how this pradicearried out as
paramedicsachieve their goal of patient care and transport. The foundation for this
understandhg liesin theories of practice, pras this study uphold$or the specific
case of paramedicine, the SCTPSM. Central to the SCTPSM and the comprehension
of paramedic scene management are the social proteasksine the means through
which paramedicsand individuals interact, modify, and establish patterns of
behaviour. As will be demonstrated throughout this chdptéine perceptions of the
participants, the development or deterioration of these paraipatient social
processes appeato markedlyinfluence the evolution of violent or aggressive
behaviour.In line with this, the upcoming subsections expotima phenomenon of

paramedicOM hr o u g h kelifecussateagdeypétisnandthe paramedic
5.2 The Patient

The social processesitlined in the SCPTSM do not occur in isolatidiney
materialise through the scene and its participadP@samount to the development of
any social practice or interaction is the explicit influence of the individual on the
processand thanost conspicuas individualin paramedic scene control is the patient.
Yet, notwithstanding the palpable importance of the patiestene control pracies,
the SCTPSM is inexplicablyimited to the description andategorisatiorof this
individual. The absence of thpatient, and even the paramedic, from a distinct
recognition within the SCTPSM occurs des@impea2007, p. 92acknowledging
fispacéasaniabstract term intended to capture
scene and therefore includes any thteatstablishing control be it human or ron
h u maRemarkably, the first mention of the patient in the SCTRpldears irthe
discussion ofcollateral monitoring, when Campeau2007) describes the two
categories of scene activifgr this monitoring aga) the patient and (b) the scene
environment. The absence of the patient as a specific social process of the SCTPSM

is undoubtedly a weakness &€fa mp e emadél.sHowever, irrespective of this
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deficiency, the social processes and interactions outlined whithiSCTPSM castill

be inferred upon @ patient, as they arecatical focal arean this regard

Social interaction is the dynamic interplay of communication and connection
that occurs between individuals or groups to facilitate collabor@fiogyle, 2017)
Without this reciprocity, there is no social relationship and no interaction in the form
of cooperation, accommodation, or progress@lh of which are necessary for the
engagement of the paramedic and patient during Bath.the ability of the pramedic
to engage with the patthisssmgageraentdanprofaindlyat i e n
alter not only the behaviour ofdbe individuals bualsothe associated progression of
scene management objectivéddthough most patient engagement and tieacto
paramedic scene management processesooperative and amiable, there are
elementof the social interactioprocess thaare closely associated with paramedic
OV. The first of these elements was categorised as the primary theme of patient
engagerant, having associated secondary themes of patient compliance, patient

cognition, and patient disengagement; these are now described and discussed in detail
5.2.1 Patient Engagement

Two primary themes describe the interaction of the patient towards the
paramedic during the development of aggressive or violent behaviour. The first of
these ispatient engagemenfPatient engagement refers to the psychological and
physical connection established betwedesa patient anthe paramedic to enable the
process of care. Patient engagement coayprisemany forms of social participation
including both verbal and nonverbal interactiomgiich may beeither direct or
indirect in nature. Examples of patient engageimenay include voiced
communication and collaboration, conformity with direction, or even a lack of
resistance to assessment and treatrismen thoughhe timing of thisconnectiormay
fluctuate due to the nat utheeat af paramddie pat i e
patient engagemei a crucialpredisposing element fahe development of violent
behaviour. The interview process identifibdee patterns of patient engagemnibiat
referenced the importanoé such behaviour on paramedic OV. Thesegoatiwere

secondarily themephatient compliancgpatient cognition andpatient disengagement.
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Patient Compliance

Previousreportshave identified that a period of timeoften elapsesfter the
arrival of paramedicandbefore theonsetof violent or aggresive behavioufNSW
Ambulance, 2016b; Queensland Ambulance Service, 20IBgse results are
supportedby the observations of parameditterview participantgegarding their
personal OV event. One of the most common patient characteristics identified by
paramedics prior to the escalation of violence was that of patient compliance to initial
assessment and treatment. In contrast to the stereotypical peroé@tioaggressive
or violent patient, paramedic OV was far more likely to pregeran absence of
outright hostility. The initial prehospital relationshgdthough not always courteous,
was descriptive gbatients amenable to assessment and managemtna atiending

paramedic. For example:

| asked the gentleman several tim&se you happy for me to take
your blood pressure, explained the procedu® you happy for

you to take your blood sugar, his temperature, this goes in your eatr,
all that sort ofstuff, and he was completely compliant. | asked him,
Mate, can | have a look at your head? Can | give it a clgauso |

can tell the nursing staff at the hospital what it looks like, what they
might need to do, that sort of stuff, and he was li¥eah.
N31FA11U

It came down to we sort of agreed that she was calm and compliant
and that was even something we said to the pdlicesaid Look,

she's talking to me, she's letting me do observations, she's
compliant. NA7MA19U

[ The patient 6sdr |lbyehatvapas was ntdhte a&ggr
violent or threatening. It was somewhat subduedlly, and there
was consent obtained early on. D37MA13U

[The patient] was sort of slumped over the wheel, but he was sort of
responsive. | think initially my paperwork sa@CS [Glasgow
Coma Scalesomewhere between ten and eight. But he was quite
compliant, quite happy. N52MA17U

As an active demonstration of the concept of pararmpditent social
processes, preliminary patient compliance was seen by participants acatandif
the likely nature of the interaction between the paramedic armhtteat. The notion
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of collaborationthat is inherent in complianand the absence of gninitial threat
towards the paramedic ab®th important perceptionsVhen a seemingly pical
paramedicpatient interaction deteriorates into OV, it would appear ¢lahts have
transpiredthatwereeither unrecognable as premptive triggers of violencer that
the hostility was completelunexpected by the attending paramedic. This type
compliantpatient demeanour and behaviour raises doubts as to the preparation

trainingof paramedics for OV hazard awarenasd recognition

Situational awareness training forms an important component of paramedic OV
mitigation strategy and is tygally utilisedby most EMSorganisationsThis type of
training is designed to assist paramedics in the identification of threats posed by
people, objectsand placesand is primed and taughd paramedicérom the earliest
periods of their educatiof.ypical instructionin this regards demonstrateth the
training acronym DRABG or danger,responsegrway, breathing and circulation,
which forms the basis of all patient assessment and management paitamedic
scenariebased training. The premise of paramedic situational awarénékat it
commences from the moment of initial job dispatol continuethrough all elements

of scene and patient assessment.

With often limited information prior to theaval of the ambulance ahescene,
on arrival,paramedics are required to asdesth scenesafety andhat ofthe people
within it based on theirpfessionaldiscernment, history, and traininBaramedics
make these decisions armed with the knowletigeany decisiothey makeo refuse
to proceed into a job based on safety concerns will be supported by supervisors and
management alikéWalker, 20%). Yet despite the training, the organisational
supportthey receiveandthegeneral human predisptisn to avoid danger, a feature
of the OV experienced bylmost twethirds ofthe paramedics interviewed wéseir

lack of concern regardingjitherthe scene or the patient as a threat.

No, no threat indicators. It was a clean house,, lfkeshly painted,
lawns were done, mowed. There was no crap anywhere. The cops
were upstairs with the guy, the house was clean. It was all
presentable. H32MC11R

It was a male patient we went to who rang. He just wasn't feeling
himself. He just wanted to go to the hospitededed some help.
T47TMA10U
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[The patient] was sitting on the lounge, he was perfectly reasonable,
calm. Police had already been there for about half an hour waiting
for me. H32MC11R

On other jobs | haa awaréneds bfelangg i dey s ens
you're a bit [concerned]. With this one, no. T47MA10U

This failure by participantparamedics to identifthe potentiathreat posed by
theoffendingpatiens doesnotrepresenisolated oversight or outlier evenyéet thar
lack of threat awareness pritr a violent event is notahlas it is inconsistent with
existing OV mitigation reasoning of appreciable dander.this regard, it was
concering thatmany of the paramedics interviewed were not apprehensive about the
safety of the scene. If it is acceftthat paramedicare adept at identifying threats,
thenthe currentassociation betweegperceptible indications of dangé@sa key risk
factor) and incidences ogparamedic OVmust bequestiord If there is a lack of
association between recogalide darger and the advent of patieinitiated hostility,
not only does the concept of unpredictability again become prominent, but the
potential classification of these occurrences as surprising in natasBtack Swan

eventsappears increasingly pertinent

Patient Cognition

In association with compliance, another aspect of patient engagelmetified
in the particitphaantt so6f atchceo upnattsi ewnaasbs cogni
top a r a mahdlliiy to eséablish social processes and interaction avjtatient is the
p at i capacitygtdboth comprehend and respond to that communicaadicipant
paramedicslescribed thaa lack of patient cognition appeared to play an influential

role in the development of violent or aggressive behaviour.

He wa®'t in the space to understand that and | guess if | think about
that, well that's not just behavioural. T54MA24R

Just mostly, the schizophrenics are having a moment and their
mental health is taking over. It's not a choice to be violent, it's the
mental lealth L37FA12U

| honestly think it was delirium. He didn't set out to get me. | don't
think he knew what he was doing at the time. T47MA10U
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Even though [the patient] was gener at
as such that really wanted to punch on, intisd, it [was] these

voices that were forcing him to do that, because he certainly seemed

conflicted about it. A4A9MA15R

Social interaction is dependent on the cognitive ability of individuals to reason,
problem solve, comprehend, and leabecline in a pai ent 6 s rati onal
processs affects not only their ability to communicate and participate in their
healthcare choices but is a readily identifiable feature of many paramedic OV incidents
(Coomber et al., 2019Within prehospitalhealthcare, tere are numerous patient
presentations that can adversely affect cognitive apgitgh astrauma, drug and
alcohol intoxication, mental health emergencies, and welfare faétibheugh each
of these factors impacts the individual in difiet ways, the commoneffectis the
negative impactoa pat i ent 0 sesdnt lencg themmbility to effecively
and appropriatg engagen social interaction. Alcohol intoxication is undoubtedly the
most common example of this cognitive irghce with its associatedlistortion of
perspective often leading to myopic decisioaking including risktaking and
ambivalence(Coomber et al., 2019vlaguire, Browne, et al.2018) When such
barriers to effective social interaction present during gephal patient care, the
ensuing effects on other social processes during scene and patient management can be

significant.

Patient Disengagement

While the establishment of social processes is an important element of
paramedic scene management, the folwnatif a paramedi@atient relationship is
only the beginning of #se social process Critically, thep at i engding s
engagementith the words, actionsand deneanourof the paramedic is essential to
the maintenance dhe interaction between the paipants. Any breakdown of the
relationship between the paramedic and the patient in the form of disengagement is
acknowledged as disruptite thesocial processes and an impediment to effective
communication. Without the ability to engage the patieng, ¢apability of the
paramedic to respond and react toggha t i requite@ests is significantly reduced.
Awareness of the effects ghysical or psychological disengagement between the
paramedic anthe patient was reflecteth p a r a m érehuent gdénfication of this

factoras an important precursor to the escalation of violent or aggressive behaviour.
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Disengagement by the patient was typically acknowledged by parametBcsgof
the breakdown of social processes awas evidentin remarks aboutneffective

communication and interaction.

| said, We're here now. What's happened? [the patient] was just,
No , f u Wk didesdrtfotry to just be, lik&hat's going on?
What's happened? Can we do anything for you? It was just brick
wall from her.R25FA02R

[The patient] didn't seem to be using the [pain relief] as being
instructed and it's unclear as to whether he was displeased or
annoyed at the care he was receiving or whether it was his pain
wasn't being managed effectively or not. He w#@sng up or
turning around to sit on the side of the stretcher. Maybe even also
his reluctance to listen. It almost seemed like he had disengaged
with me and what | was saying. E41MA15U

| was the one trying to engage him in conversation, not [my

partner]. She was just sitting there with her window down. If it was

ever going to happen, | thought that he would come directly at me
but he stopped listening to me. N32FCO7R

The ideahatpatient engagement, cognition, and disengagen@nbe seen as
critical factorsfor paramedic OV mitigation is important. Deprived of attentiveness
and effective communication with patients, paramedics idedtifiat themoderation
of violent or aggressive behaviour through mitigation strategiesi®acreasingly
difficult. The likelihood of exposure to aggression and violence is undoubtedly
increasedwhen OV mitigation strategiedail. This concern vas identified by
paramedicswho repeatedly indicatethat issues associated withecreased patient

reciprocitywerean anteceent tothe onset ofiiolence

Yes, absolutely, [I was] trying to talk him down, trying to find out
what he was doing, why he was doing it. But he was not interested,
it was justFuck you, fuck you, fuck you, fuck off. He was not
interested in any form obenmunication whatsoever. N46MA19U

She got right up in my face. | tried to remain nice and calm, try and

tal k her down, explain that webre a
procedure in the ambulance, the fami/]l
going to get mobile agaitshe kept going. A4OMA15R
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[I] Tried like,Mate, settle down, settle down, it's all right. But he
just wasn't having a bar of it. He just wéathat glazed stare. Yeah,
I'm guessing he didn't even hear what | was saying. T47MA10U

He was given a couple of oppanities to take the descalation,
but he chose just to come back and keep punching on. It's very hard
to negotiate with someone when they're punching you. N52MA17U

5.2.2 Patient Reaction

In contrast to the establishment of social processes and interactdifieden
the primary themeof patient engagementhe primary theme opatient reaction
classifies the response of the patient to external stimulus during paramedic assessment,
treatment, and transport. Importantly, these patient features do not atepemaent
of paramedic intervention, but rather as a direct result of the decisions and interactions
of paramedic care. Fosecondary themesf patient reactiorwere categoriseffom
the interview data, where participantsacknowledgd key moments prior to the
evolution of aggression or violence. Three of thésmmes,escalating behaviour,
violence triggers andcynosure identify patient behaviour preceding hostility, while
thefourth, unpredictability,addresses a critical featuretlis behaviourAn important
facet of the categorisation patient reactions the dispositionof this primary theme
to beinfluenced by the preceding features pditient engagemernthis effect is evident
in individuals with diminished cognitive proc&sg, where impairment from factors
such as alcohol consumption may redtioeir capacity to moderate or rationalise

behaviour.

Escalating Behaviour

The transition from patient compliance and amiability to an act of violence is
rarely a simpleor linear praess. This intricacy is reflectédl the lack of a consistent
pattern of patient presentation or behavibat manifess into violence or aggression
against paramedics. The paramedics interviewed for this thesis described unique and
distinct presentationof OV across a wide variance of patient age, gender,
environment, time of incident, and underlying illness or injuvgt despite tis
multifaceted context of patient presentation and behaviour, just over half of the
paramedicgdid identify thatan escal@on of aggressivegatient behaviourwas a

precursor to imminent violencé&lthough the motivation for the escalation of the
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patientdés behaviour was not al wpatieat c |l ear

relationship was frequently associated with #figt.

Then [the patient] started @her behaviour and mannerisms
started to amp up. She started to get a lot more restless, defiant,
verbally escalating as well. Y38FA14U

About halfway through the trdpwe had maybe a 20/2&inute
drive to the nearest hpgal. The patient started becoming
increasingly frustrated or annoyed or distressed. E41MA15U

It started verbal, and then body language and then some actions
started to reflect that, with the tearing off of the leads, an incidental
strike and making movés get out of the car. N5S6MA15U

The patient was just getting more and néoeglgy is probably a
good word for it, and a little bit difficult, persistent with undoing
seatbelts and things. N62MA40U

This associatiorof OV with escalating behaviour corresponds to conventional
paramedic OV paradigms regarding aggressive mannerisms and violent behaviour.
However, notwithstanding the pattern of escalating behauvtascribed in the
parti ci p a,parasnédicstilidentified thasthesebehavioural characteristics
were unlikely to be a consistent or reliable indicator of OV. Paramedics disclosed that
just aslikely as escalating aggressivenesslld precede OV, pat i ent 6 s beha
could alsoprogressthrough to asuddenescalation orfisna of verbal or physical

violence.

She's, like, I'm fine. Can you just fuck off and leave me alone? | was,
like, Okay. Then, out of nowhere, she §ustith her top arm, just
goes to strike me in the face. R25FA02R

Nothing to say that he wagpset. No swearing at me, nothing prior.
Just zero to 100. N31FA11U

I've cannulated, I've popped a 16 [gauge needle] into his arm, did
not flinch. Gone to pop a second 16 a
just lit up like a livewire. AA9MA15R

| started the pramble of This is what we're going to do tonight.
We're going to take you to hospital, we're going to put you on an
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EEA [emergency examination authorityThe moment that | said
the words EEA, without warning, he's literally from a créegged
positionon the bed, sprung up into a standing position and uses his
bed like a trampoline and jumped on top of me. Y41FA17U

These remarks suggest a perceiwagulsivenesdy thepatientthat resulted in
a sudden oburstof violence againghe paramedic; such baviourseldomappears
to bea premeditatedact but rather the action of the paramedic insinuatesactive
responséom the patiento a perception oflanger or threabDistinguishing paramedic
QV as ggressiorthat iscompelled from individualthrouch a perceived threat draws
focus tothe paramedigatient interaction and the influence of this relationship

towards a violentrigger.

Violence Triggers

Violence in the context of paramedic OV can be unpredictable and impulsive,
yet an act of aggressios rarely a gratuitous exploitike many human behavioyrs
violence can be linked to deepoted primal instincts. However, the often
spontaneous nature of this reaction can result in behaviour thathsbrupt and
inconsistent withthe degreeof the potentialthreat. The triggers for aggression are
varied but include sefflefence, insult, protection of family, properor loved ones,
injustice, restraint, confinement, or impediment of objecti{féslds, 2015) In the
milieu of prehospital care, vieht behaviour is often associated with a reactive
cognitive regulatory process. This conduct can be attributed to the direct or perceived
behaviours, actions, or words of paramedit® areattempting to establish effective
scene control for patient caradatransportAlthoughthe idea that paramedics may
introducetriggersfor violent patient behaviousppeas incongruent with the nature of
prehospital healthcard¢siggersmay beinterrelatel with many common paramedic
practices and proceduresich as pigents experiencingain froma procedurepr a

paramediceeding to providgeatment against patient consent. Examples of practices

5 EEA: Emergency Examination Order. An EHs a legal order established by a police officer,
paramedic, or psychiatrist that authorises the temporary detention of an individual experiencing a
mental health crisis. When applied, theAE&anctions the involuntary transport of the individual to an
auhorised mental health service for evaluation by psychiatrist. AkiEEBypically applied through the
reasonable belief that the individual 6s ment al
harm to either themselves or someone else.
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thatinstigaedanincident of violent patient behaviour were identifiagparamedics

accounts

But [t he maxceptontb @hat]l've tsaadkoehim, and he
just sucker punched me. N52MA17U

I've not ever been assaulted before. | kind of felt that | was really
good at reading situations and I'm a sptbclaimed wuss, so |
won't go into these situations. Bygah, | obviously said a trigger
word to him. Y41FA17U

| can talk most people around to those things, but definitely, it was
me. Wasn't my partner and it wasn't really the police. It was me. |
was the person that'd taken awagiven something against hislhvi
T54MA24R

It was when the needle went in, is when [the patient] reacted.
Whether it was like a shock reaction, so first thing she does is grab
on and bite. Y38FA14U

The secondarytheme ofviolence triggersestablishesn association between
paramedic laguage and behaviour and the elicitation of a violent patient response.
this category it is essential tasolatethat confinements a pertinent triggefor this
kind of hostility, and that this may come about when paramedics are obligated to
confine apatient because ofmandated regulationsegardingthe treatment and
transport of patients experiencing an acute mental health crisis with accompanying
potential forthreat of injury(Steer, 2007)Within the Australian legal framework,
regulations and principlesxistsuch aDuty of Care andMentalHealth Actswhich
assign a degree of involuntary guardianshipamamedics fopatients who may be at
risk of immediate serious harm from mentahhle emergencies anay presentvith
cognitive impairment througfior example)ysevere alcohol intoxicatiofsteer, 2007)

A judgement by the paramedaconfine a patient in this statan result irthepatient
being treated and transported against thein selfdeterminationoften with minimal
flexibility or alternate treatment pathwaygaramedics identifiechis compelled care

pathway as customarily instigating violent or aggressive patient behaviour.

I can make a differdimdhesjnstdmaelt | donot
A majority of the time | can't change the trajectory. The trajectory
is always going to be they're going to be-edzalated either
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physically or chemically and end up in hospital in the majority of

ti mesé We've al r dsaphth forcavarybuodytst ed t o t
involvement. This is the natural conclusion that it has to come to.

H32MC11R

Il donét think it mattered i f i1t was
that wedd both decided that he had tc
was me sittinghtere or the [police] sitting there, he was going to

yell and scream and swear at either of us. N31FA11U

You're still going to go to hospital and you're under an [emergency
examination] for assessment. He still had the same issues. He didn't
want to go, andhe didn't want to see that doctor. H32MC11R

The type of patient management descrilnetieseparticipantaccountpresents
as a fundamental paradox of parameudicthatthe mostappropriate caréor certain
vulnerable individualsan onlyoccur througtthe disregard of thiebasichealthright
to sel-determination(Whittington & Richter, 2006)With such organisational and
legal principleencompassintheir care, paramediegcounts suggest thaggardless
of their actions and wordthere canbeamievi t abi | i ty t cohatas pati e

forcedon the situatiorby an ideology of necessatngatment.

Cynosure

The fixation of a patient, whereby a single paramedic becomes the centre of their
attention prior to the instigation of hostility is known egnosurePar amedi cs 0
accounts attest that patientds reactions
aggessive or violent behaviour. However sttescalationof behaviour, whether
gradual or explosive, represerttse culmination of patient reaction. During the
interview processparamedicsidentified that as opposed tgatients choosing
confrontation aganst multiple paramedis, acts of violence or aggression were
predominantly directed towards a single officer. Central toebestprocess was the
establishment by the antagonist of a focal p&amttheir attention, whereby other
sources of external atteon were generally excludedlthough thidocal point could
alsooccur with othemearbyindividuals such aghe police, paramedics commonly
identified a period of isolation from the other paramgélither onthe scene or in the

ambulanceas a contbuting factorof the assault
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| really think so. I think that was very much a contributing factor.
Remaining in that space [the ambulance] changed the dynamic of
[the relationshipp because it allowed him to focus on the person of
his anger. T54MA24R

Yeah|[the patients] gone straight for me. Yeah, that was really odd.
But again, | waghe one talking through the whole case anyway.
R48FA07U

Then just before she lunged, her focus was purely just on my
partner. E35FAO05R

Police came and a single respondegriftical Care Paramedic]
came as well. So we got out with the police and she just continued.
Mainly at me, not my partner. R25FA02R

The secondary themef cynosure denotes a critical alterationtoh e pat i ent
social engagement towards the attending paramé&ginosure is acknowledged as a
warning behaviouthatis indicative of an increasing risk of targeted personal violence
and represents an acute and dynamic chan
(Reid Meloy et al., 2012)mportantly, this type of behaviour is typically accompanied
by an element of social deteriorationthe affected individualsuch as escalating

aggressiorfReid Meloy et al., 2012)

Unpredictability
The final secondary themen the core category gbatient reactiondoes not
address an individual process or response but ratbetifiesa critical component of
behaviour itselfspecifically,t he unpr edi ct alwonductandactiorfs. t he
While reference to unpredictability may inféis secodary theme has direct
connection to the SCTPSM aiitd category ofreducing uncertainty through social
relations there is a distinct difference between the two. Where Cam{2€41r)
implicates action focontrol of unpredictability, this thesis assdhtat control mayn

factbe unattainable.

Existing OV prevention programs commprgive credencdo the assumption
that aggressive behaviour can be identified, moderatetimanaged by the attending
paramedic. However, the complexities of human behavaentified through this
thesisexamination of OV challenge ithidea. Paramedic8 a c chahiight tse

complexitiesinvolved in predictng patient behaviourwhich was acknowledged as
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multifactorial and highly dependent on social processes and the iewolot
paramedictpatient interactions.Furthermore, the analysis showed thatgmedics
identified two specific features of prehospital cdhat wereespecially relevant
regardingthe unpredictability of hostility developmen(a) the unknown patient and
(b) the cognitivelyimpaired patient. The first of thefeatures describaébe generally
unknown quantityf thepatientfor the attending paramediim thatthere is no way to
comprehend hown individualmight react to a given situation, word, or phrdsesn
though the paramedic may have an appreciation of violence trigyersy to this

unknown qualitythe priming of such triggers may unobservedFor example:

There was no nastiness, he was treatedeqwell. | think in
hindsight he took offence to my partner saying it was a pseudo
seizure, inferring that it's not real. You know, he's not going through
this thing. Whether it's intentional or not intentional, but that
language may have been a trigder him. It came up once again at
hospital when he had another go at the paramedic during the
handover to the triage nurse. H55MC30U

The previous job he'd lost when he'd got taken under in EEA
because he wasn't able to tell them that he wasn't goingriaufur

for work. So, the EEA was a big trigger for him because he thought,
Oh my god, now I'm going to lose this next job. The big catalyst and
trigger for him to then take it out on me. Y41FA17U

| realised as soon as | said it. | didh'tvasn'® still wasn'texpecting

that response but it's likeOh, that wasn't a valuadded de
escalation techniqud&hat was the time to just leave this guy be for
a bit. So, I'd said something that just pushed him over the edge.
S35MA10U

The second of th@rehospitalfeaturesthat manifest the unpredictability of
hostility development ighe cognitivelyimpaired patientthrough a situatiothat
infers the interplay of social processes is not always possible when effective patient
engagement and interaction are affecteg condtions such as traumatic or
physiological cerebral impairment, drug or alcohol intoxication, or acute mental health
crisis. A perception emerged from the interview accounts thanithese limitations

were applied tgparamedicpatient interaction in thprehospital milieusome types of
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violent or aggressive behaviowould be at best unpredictabl@and at worst,

unavoidable.

This was the first time I've been put in hé&nplace in the work
environment where there was no indication of it prior. Like theroth
times, I've had weapons pulled on me, you knew going into the job
that there was potential for something weird. Like drug use, the
patients got weird injuries, they've been involved in a fight or
there's history. You know the other ones that I've sedrthis one

was jusd and the fact that I'd already been there for 20 minutes,
and his demeanour hadn't changed. H32MC11R

That 6s what really spun me out about
there was no fist clenching. He made good eye contact. He spoke

well. He was even probably polite. He seemed to be very honest and

open with the way that he intended to hurt himself. The first time he

raised his voice was when he jumped off the bed. By the time |

actually heard it, he was on top of me. Y41FA17U

So, | leftand then | came back out of the room with the glucose
paste, | walked into the room and she got a big humungous fright
and ran straight towards me with her hands out. Grabbed my neck
with both hands, squeezed it and then pushed me up against the wall
and st started strangling me. L37FA12U

It just went from, you know, just an intoxicated man who was quite
complianttoHol v shi t , t &dyosknawyadoend sny got my
neck, and | could not get him off me. He was just too strong. From

zero to 100 irseconds. N31FA11U

The suggestion that some incidents of OV are unpredictabsestrongly
supported by the disposition ofp a r a mepbsticcsleht analysis of the
experiencesWith the benefit of hindsighin their interviewsparamedicseflected
upon their management of the patient and scene withapiparentintenion of
identifying characteristicthatmay have contributed to the advent of hostility. What
was notable about tkereflections was not the discovery of predominant themes
regarding OV mitigation but rather the extensive numbgy afr a m endividoas 6
rationalisations. The 25 paramedics interviewed for this project identified almost 40
distinctive reasonings explaining why their OV incident occurreahging from

personal pactices and perspectives, equipmemd resources, to timing and the
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environment. Remarkahlylespite the large number of categorised themes, none of
paramedics identified any failings in the presentation, attitude, or behaviour of the

patient involved.

émaybe [the patient] disengagement vi
not being able to engage with him, maybe should have been a sign

that | needed to review my strategy or approach to this patient.

E41MA15U

ein hindsight when | Iyfealyrgied back abo
the whole job and | let my emotions about being there after my finish

time cloud my judgement in a lot of the things that I'd done.

Y41FA17U

Because if | had a radio, which was my own fault because it was
flat. I'd just taken it out of thpouch and just put it in the front. |
would have, (1) hit duress and (2) probably hit him with it.
N32FCO7R

That's another in hindsight. | probably would've rather have left her
on scene until we sorted her head rather than put her in the back,
but we didthe let's get her out of the public eye into a safer

environment, which we thought we were doing the right thing by
her. NA7TMA19U

If I was to do the job again, she'd either go in the [police] van or
she'd go in the back of the ambulance with a policeesftand me

and my partner would sit in the front with the radio on or the
windows down, because we don't need to be exposed to that.
R25FA02R

In hindsight, | probably should have poked and prodded [the
patient] a little bit more, just to get a better readh him. It was
raining, | was getting wet. N52MA17U

I look at [the case] now and go, it was a mistake to take him. | think
the situation would have been completely different had he not been
present. It's that simple. | think whatever was going on betwieen h
and the daughter wésthey were just feeding off each other and it
was just building. Throwing kerosine on the fire, sort of thing.
N62MA40U
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Beyond the data of unpredictabilityhet substantialamount of reflective
language offeretly the paramedidas itself meaningful because it highlights the deep
rumination of theeparticipants and the potential retrospectypacity andlistortion
that occurs with postvent analysisRetrospective analysis of an event is indicative
of the human desire to comprehatt explain the anomalous, and to rationalise the
thoughts and actions assigned to(Tialeb, 2007) In this regard the desire to
comprehend an event and explain away its occurrence as foreseeable aftedthe fact
particularlyan eventhat has been unexgted and injurious in natudeis a feature of
Black Swan events. However, despite the desire to understand their exposure to violent
or aggressive patient behaviour, the paramegmscontended thanitigating forthe

actions ofcertainpatients may notlaays be possible.

[You] just walk into a normal house, so how [you] could identify

signs of danger dondédt know? Because it was |
on a couch and there was nothing else. There were no guns, drugs,
paraphernalia, knivesor anything lyirg around. There was nothing

of any inherent danger there. R5S5MA10R

Not hing that | can put a finger on, a
|l ot since itdbohappkpedl 6 tamétto kn
[the patientds] trigger. N31FA11lU

Like if you werdo risk-stratify that job retrospectively, if you could
change any of that, even if you would take it to completely utopian
and say police will be on scene for every job we gdhey were
there. You know they appeared well trained, physically fit. There
was no environmental aspects. It was a single patient, there was no
crowds. | don't know what else you could control for. H32MC11R

These perspective regarding unpredictabilitare significant in the context of
paramedic OV mitigation becauteey challeng the key concepts of risk assessment
andits associatethanagement practices. It is this unpredictability of patient behaviour
that highlights a central limitation of paramedic OV mitigation systenadity.
Paramedics commonly described mitigation systems as beingd¢asuredor the
inconsistent naturef OV, which are typically contrived around tlpeemise of a

structured, outwa focusof threat identification and management.
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Unfortunately, a | ehospital ftrainivd ia t | 6ve f

reactive, the training comes from aft
a big incident has occurred. Wedbve h
assaultedthat have been in the media and that sort of stuff, and

thatds a | ot of what i1itdéds been based

| thinkd it's a reactive process at the moment, it's not proactive I've
found, which i8 it's been disappointing. NA7MA19U

We teach people how to dedathemselves in those situations, never
to attack, but do we spend any time teaching them not to get into
those situations? N5S6MA15U

The training seems to centre around after you've gotten yourself into
that situation.iWhat to do when someone's got thend around
your throab sort of thing. S3S5MA10U

Thedata indicate aontinued attestation of paramedics regarding the difficulties
of current OV mitigation strategythis supports thepossibility of an etensive
systemised problem rather than a reflettid an individual process. Threview of
the grey literature in Chapter 3 has establisheddhdency ofAustralian EMSOV
mitigation programs to aligmat a reactive perspective of Q\again, the review
suggests that this aconsequence of the patidrgingseenas the clear and obvious
source of violent behaviour. Such an approach to OV mitigation stratggyhaps
unsurprising giverthat it isbased on a traditional methodology of hazard management
that isfounded on occurrence reporting, investigiatand statistical analys(&idesen
et al., 2009)However, tis emphasis on outwaicussednitigation of OV suggests
that acs of violenceare intrinsicallyunilateral and dependable patterns of human
(patient) behaviour. Data, however, indicate thdahere was cognisance among
paramedics that the problem with this stereotypical perspective of patient behaviour
is thatit fails to recognise the complex processes underpinning prehospital violence

and aggression.

They say they can escalate or clenchrtfisis or grind their teeth

or whatever they might like to do, none of that happened. Maybe
just also pushing the fact that yes, this is a textbook presentation of
it changing but that might not happen and just to be prepared and
vigilant at all times. N3AFCO7R
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Most people, as an obvious violence situation, it's your stereotypical
psych patient or drunk. You know, it
unstable patients. L37FA12U

You'll always find [a patient] who just trips in an instant from zero
to 10,and they're problematic, but you can normally sense tré@uble
but we don't teach that. NS6MA15U

As these primary and secondary themes have highlighted, the impact of the role
of the patient towards the advent of paramedic OV is significant. This signifitesce
not only in the patientdés ability to eng:
their reaction to the words, actions, and behaviours that this process entails. However,
the aspects of paramedic Oiiat the study participants identified asenégnt tothe
commencement of hostiligrenot limited to the patient. Paramount to any process of
patientinitiated violence or aggressidrand indeed its mitigatiord is the prominent

role of the most consistent aspect of this phenomenon: the paramedic.
5.3 The Paramedic

The paramedic was theecondocus areadentified through thenalysis of the
interview data. It emerged in relation to the influence of key paramedic stressors on
scene management practices and sbsequent effect of these towards the
development of patieanitiated hostility. The processs of selfdetermination(i.e.,
how paramedics decide) allowéle influencesto beseparated intthe twoprimary

thematiccategories o&ctionsandeffects

The emergence of the paramedic as a priakfpcus area of paramedic OV
provides remarkable insight into the phenomenon on two fronts. First, the position of
this category as an influential component of paramedic OV is notable considering the
absence of meamgful acknowledgement of its effecin the paramedic theory of
practice known as the SCTPSMoreover while consistent with the processes of
social interaction, #influenceof the parameditas received minimadttention or
acceptance in the parame@ literature. Second, in contrast to the previtnwis
area, the patient which wasthemedaccording to how the patient connects and
interactg(i.e., their responses) at the scghemesn theparamedidocus areaeflect
the processef.e., actions and effects) of the paramedic Heteratd he pati ent

response.
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The paramedics descritbén detail howvariousdirect and indirectactors or
influencescoulddecisively affect all elements tieir prehospital scemmanagement
practices. From the initial establishment of a safety rotiee practices that preceatle
andthensustaimd social processes, thea r a meadiong and responseould be
influenced by various factors that subsequentlgred the developmet of scene
management and patient interactiditom the data analysis, thefluences were
identified and classified as secondary themes in either paraawidiocsor paramedic
effects Furthermore, e data indicated that thepproach and reaction toege
influenceswas unique to individual paramedics and their work activities, and that they
were constantly susceptibléhroughout the course of patient gate additional
inducement from thee influences The secondary themesontained within these
influencesrepresent an astute appreciation of the fadtatpromote paramedic OV

andprovide strategic cudsr its mitigation.
5.3.1 Paramedic Actions

The progression of an EMS tasking results in pararsetkeding to maka
multitude of decisions to facilitate the effective treatment and transport of an ill or
injured patient. These decisions begin prior to arrivahescene and continue until
the patient has been discharged from their daltdwough the SCTPSM profiles the
actiors that a paramedic undertakes to achieve these objectives, it is limited in its
reference to how the individual influence of the parametfects these actions
(Campeau, 2007Nevertheless, the framework of the SCTPSM provides an insight
through which tis influence can beestablished. During the interview process,
participants identified three categories of influence that paramedics make in response
to scene management evolutioncritical decisionmaking, ethico-legal

considerationsandattitude and beaviour.

Critical Decision-making

The first of thesecondarythemes derived from theata regarding thecene
management practices tife paramedicsighlightsthe ability of the practitioner to
undertake critical and often tinrgensitive decisionsThese décisionsare critical
junctionsin the direction of patient and scene manageparmmay include how to
engage with the patient, the manner in which that interaction occurs, or even the

decision to withdraw from the engagement. Regardless of the choaentade, the
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decision sets the immediate scene for patient action and reaction. Paramedics
identified that such pivotal moments during patient interaction were critical to the

development of violence and aggression by the affected patient.

So that's why $tepped in and | figured the safest way of stepping in
was to remove the ability to drive off. So safest for me, safest for the
patient and safest for the guy doing the assault. There was no
perhaps | did a stupid thing, who knows, but at the time itfaras

the right reasons. NA6MA19U

| guess it's that hard decision to make, isn'tliese people come
over and you try and engage or not engage. Before you know it,
you're arguing with drunk people that are impossible to negotiate
with. E28FA07U

The majoriy [of other paramedics] sayuck [the patient]. Just go.
Save yourselves. Easy way out. You don't have to make a
courageous decision. You don't have to be brave and jugbgth

you know what? I'm now going to have to turn around and still do
my job beause actually, this is what the patient needs. L37FA12U

Throughoutthe progression of scene management, paramedics are required to
make critical choices regarding a myriad of patient engagement, treatment, and
transport decisions. These decisions are aflyianade with limited information or
knowledge about the people and environment they are interacting with. Decisions
based on such cues as personality, trajring experience can significantly affect the
direction and course of all stages aparamedi6 scene managemerilthough
largely made with good inteiohs, decisionmaking processes can be profound in their
consequencewith the outcomenly visibleafter the decision is made. However, such
decisions are not always made in isolation. There are external preksutiesse

decisionghatcan dramatically influence a paramewiqudgement.

Ethico-legal Considerations

As the previous discussion hadertified, paramedics are required to make
critical decisions regarding the context and application of thegientcare.Ethico-
legal principlesare a important feature f p a r aecsiohimakisgprocesses,
approachto care, andlecisivechoices(Paranedicine Board AHPRA, 2021).hese

principles exist not onlyo guidep a r a maadtiong lutdlsoto ensure that ill and
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injured patients receive appropriate and timely care. However, paramedics identified
misperception of their rights and obligations Ire ttreatment or netreatment of
patients as a point of confusion and even danger whamé ¢ the management of

violent or aggressive individuals

Getting [the patient] to hospital and everybody living through the
case is more important than having twagical sets of vital signs.
But you're not taught that in the organisation. S35MA10U

Understandably the organisation put the wellbeing and safety of
their staff their paramedic8d higher than the patient.
Understandably so. But then are we putting ourselae risk if
something happens to the patient while in our care? I'm just
struggling to find a middle line right there. E4A1IMA15U

Because it would have been quite right then to feel [fear], but |
didn't feel that, | thoughi)\ell, this guys on the road. Mgbe from

my own poird if I'm there, and he gets hit by a car, I've got some
responsibility and some accountability for that as well. N52MA17U

At what stage are we allowed to gokay, we don't have to tolerate
this behaviour? That might be nice to ledrand especially for the
young ones, taband for someone like et what stage is it okay

to go, I'm not going to tolerate this behaviour anymore? R48FAQ7U

Emergency medical servigarganisations and paramedics are accountable for
thar delivery of prehospitahealthcare to the ill and injured within the community.
Paramedics® management of patients 1is
relevant ambulance and public heakbts, but is also influenced by individual and
professionakthics, expectations, and standaf@émbulance Service Act 1991, QIld;
Paramedicine Board AHPRA, 202Baramedics are hetdcountable by their EMS
organisation their professional registrar, and the l&v their adherence tdése
standards of professial practiceand this realit)canand does influencihe manner
and means by which they choose to administer éer¢he extracts indicate)is was
particularly evidentn cases wheréhe advent of a tangible or perceived threat of
prehospital violenceould result in theparamediowithdrawing or withholding care

for their personal safety requirement&ny decision by paramedics to withhold
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treatment may present inherent legal and professional consequences fdneboth

patient andhe paramedic.

Attitude and Behaviour

Thefinal themederived from the data that relatedp@ramedic actionsvasthat
of attitude and behaviour. The social characteristics of attitude and behaciode
boththe manner in which a paramedic thinks and feels and the physimahdtration
of these internatonsideratioain the form oftheirassociated conduanhdbr actions.
For example, @ a r a meneégatigedadtiiude may present with behaviour that is
dismissive, unsympathetic, aegendisrespectful. Of all the themes tlatcompass
paramediseltdeterminationit is the disposition of the paramedicd their approach
to the patient and the scene tisadf greatest importanc&his is demonstrated in the
effectofthep a r a m dammeanduen theirinteraction withthe patient furthermore,
its influence exterglinto the decisiormaking and choices that define the interaction.
The perceptions of paramedics regarding the impabteafattitude and behaviour on
the development of patiemitiated hastility provide insightful observati@on the

issue.

A lot of situations get out of control just with verbal and non

physical aggression. | think something we could probably focus on

more i sé what role we play 1 n not
situations It contributing to them. E28FA07U

Then there's officers that just grate on people. It's their normal self,
but their demeanour can come across as being aggressive or
patronising. If someone's already a bit amped up and then you come
in with that patronisig tone, chances are you're going to amp them
up even more. T47MA10U

The [data terminal goes] off, and [paramedics can] start to lose
their shit on the way to the job which means they walk in already
with a distorted, closed view on what's going on, andterbedlam
when they get there; just either in their attitude, in their demeanour,
[or] in the way things come across. H55MC30U

A lot of annoyance and frustration that we experience comes from
unrealistic expectations placed on us by our communications and
management, which leads us to be angry, disconcedad
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disillusioned with the job, which then come out in frustratamd
sometimes it's directed at the patient. S35MA10U

The identification of paramedattitude and behavioas an influence on scene
management reinforces the reciprocal role that social procedsgsn human
behaviourgenerallyAs pr evi ous t hemes Ilassessmeand!| i nec
careof their patientss dependent upon social processes such as accommodation,
cooperationand even disagreementhich establishthe practice of engagement and
interaction. Throughthis social interactionthe interchange of both connection and
communicatiorbetween the partiegsults insubsequerddaptation of the behaviour
and attitudes(Argyle, 2017) Although some of these social processgh as
cooperation,occur in an irtuitive manner, activities such as aggressian be
characterised by personal and godlrientated manner of behavio(knderson &
Bushman, 2002)Regardless of thenanner of this social interaction between the
paramedic and the patietite fact that the very nature of the interactiol result in
behaviour and attitude modificationepresentsan important concept for the

understanding of OV

Despite the role paramedics themselves mlay in contribuing to acts of
violence or aggression against them, study participants were acutely aware of the
limited inclusionof personal responsibilityr theirOV mitigation training. There was
a common belief that current mitigation trainingdfailedto recognisehe subtlety
of individual performance and the impact of personal experience, behavioural traits,
and education on scene management practices. Furthermore, paramedics timerved
the standardised training of scene and patient management weggdlyocontrived
and did not support the notion offieoolkito to inform, guide and assist individual

practice.

Webve tried to do some virtual real
training, about walking into jobs and doing your dynamic risk

assessment, that sort of ftuout again, your approach to a job, my

approach to a job, a studentdos appro.
completely different. N31FA11U

They talk about physical assaults. They don't talk about the impact
of the escalating emotions. T54MA24R
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There's noraining on that situational awareness to realise when
you're getting yourself vulnerable or when you're goading someone
or you're egging someone on or when somebody might snap.
S35MA10U

They need to be better educated in how to communicate with people
so hat they don't fire up a situation. NA6MA19U

Paramedic8 r e c oofjtimeir dwn ioflaenceon OV mitigation is important
as it marks a considered shift in the ideology of current OV mitigation education and
training. Thecurrently understated role of pamedic behaviour and influence
mitigation practices also translates to the eschewing of social skills within these
programs. There was an appreciation from paramedics that this corscheguled
in them beingdeficiert in the relevansocial and bhavioural practicethat they felt
wererequired to assist in violence mitigation. Theppeared toefer to elements of
conductthatconstitute social interactiopthrough which individuals interact, regulate,
modify, and establish relationshig2articipantsobserved that themitationsin OV
education and traininigpcludeda lack of attentiomo the communication, interaction,
and deescalatiorskills they needed on the joWhile such skills were often addressed
in OV mitigation theorythe mramedis reflectedthatthe training to perfornthese

consistently and effectivelyasgenerally inadequate.

| don't feel like we learn enough about how do | then &pplyhow
to verbalis® verbally deescalat® or how to identify whehat
what stage do we stop trying to-dscalate and gdDkay, now, I'm
concerned here. R48FAQ7U

There's been a hundred or thousands of times where I've stopped a
violent episode from happening before it's even happened because
of chatting nicely to somebody a verbal deescalation. But that
hasn'® none of that training has come from the organisation.
S35MA10U

| think learning some realistic descalation, yeah, thadsthe talk

side of thing is more us. That's more where our heads are at. For us
to talk to people and try and talk things down, that's almost a
natural, or it should be, rather than step in and throw someone to
the ground. N62MA40U
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We had some scenarios aboutasealation during that period of
time. But it was more on the first approach to ffaient, not for
these particular jobs where you've approached, and you've made
contact with the patient and things have [deteriorated]. Y41FA17U

This study haslreadyhighlighted the practice gapatexists within the existing
mitigation practices of Astralian EMSorganisationsCentral to this discussion was
the notion offiactive strategiegsto engage the patient as part of the paranipdient
relationship. Although participants were ndilabellingd the idea, thee extracts
demonstrate that theyere contextualising a process of mindfulness regarding their
patient interaction and its association with OV mitigation practices. fiddsved
phase of OV mitigation strategy elucidates the parampdtent interaction and
emphasises the principle of atteeness as a means of adjusting to unanticipated
eventyWeick & Sutcliffe, 2007) While the concept of mindfulness will be addressed
in detail in thenextchapter, its identification by study paramedics marks an important

link between the concept attie potential relevance afs application.
5.3.2 Paramedic Effects

While the firstthematiccomponent othe paramedicfocus areancompassed
the direct actions of the practitiorfer scene and patient management, the thethe
represents the elemeritgteithe directly or indirectly influence these activities. In
contrast to the purposeful exploits of parameaiitions paramediceffectsrefer to
elements largely outside the sditermination of the attending paramedic. The
secondary themed paramedic effes comprised two intuitive elementdefaultto-
truth andcognitive contral andfive personalised elementatigue partner dynamics
experience seltassurednessand psychological injury Although the elements
identified as secondary themase not purposeful by nature, their consequehme
scene control are no less impactfas they camlter both performance and decision

making processes.

Default-to-Truth

The first of thesecondaryhemes identified throdgthe process of data analysis
describes the innate problem of cognitive Wiaat paramedics must contend with
during management of patiemitiated hostility. These biases and conventions,

inherentto andestablishedn thehuman psychecan represent formidable obstacle
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forp a r a mendnagermedt of patiehostility( O6 Sul | i van & O&chofi e
such convention, the principle of trust, is a preconception that is fundamental to human
behaviour and critical to the social interactions and funstafran effective society.

The preconceptionof trust proposes that interaction between individuadatainsa

default presumption that the words and actionstberindividuals are essentially

truthful. Althoughthis foundation enables efficient commuaiion and cooperation,

it alsoexposes individuals to occasional decgltevine, 2014)Paramedics identified

that his tendency towards the presumption of trusluenced not only their

management practices but thalility totoleraethep a t | comdiich s

Yeah, initially it was just, | think that's just [the patient] trying to
clear his mouth from all that taste of vomit, so | was, I'm okay with
that[spitting]. R48FAQ07U

That was just in my head, | think this is postidabstseizure
behaviour] and I'm here to help. So, I'm not going to move away
from you. I'll give you a bit of space, but | think you're just a bit
confused and postictal and | think you're sick... | just thiitls just
hard and | try in this job, I think, to give peoplee benefit of the
doubt. R25FAO2R

It is hard but I'm always conscious. | always give people a second
chance, right? I've always had that attitude. L37FA12U

The concept of defautb-truth remains a seminal issue within paramedic
practiceand it isidentified by Campea(®007)int he i mpl i ed acceptanc
injury or iliness. The defaulb-truth principle typically ensures that when a patient
states that they have chest pain suggestive of ischaemic heart disease, the paramedic
is inclined to bekve them and treat accordingly. The defaodtruth principle is
essential within paramedic practice due to the liméedilability of diagnostic tests
and corroborativedata, and the uncertainty that often exisi#hin the paramedic
patient relationsip. However, the default position of trust cpat paramedics at a
heightened risk of danger through a misguided belief that patwiiksnot

intentionally target them with aggressive or violent behaviour.

Cognitive Control
The second psychosomatic infhezin the primary themef paramedic effects

is that of the cognitive control of the paramedic dutimg developmentf hostility.
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Exposure to an act of hostility, whether verbal or physical, is often a traumatic event.

The literature reviewin Chapter 2has outlinedin detail the psychological
repercussionsf this process on those affecteste sectior2.2). However, it is not

only the postrauma effects of thigventthat can impact those involvedn the

interviews, he paramedics describdtat their subsequent reactido the OV event
includedeffect in theirmental processing abilifysuch as rational decisiamaking

and perception skillsSThesenterruptions to functionvereidentified by van Erp et al.

(2015)in their examination of paramedic performance during conflict. The potential
consequences of patieimitiated hostilityongpar amedi cdés abil ity t
regulate their behaviour, particularly when such skills are required for mitigation

practices, is immense.

| certainly needed to catch my thoughts, and keep myself nice and
calm and centred, and be mindful about wHatvas doing.
N31FAl11lU

It's almost like an oubf-body experience. | sort of talked about it
with another girl at work, who I've worked with, and she's been the
victim of domestic violence. She said it's quite similar. You have this
out-of-body experiencayhere you're thinking about all this other
stuff, apart from what's actually going on. N52MA17U

It was difficult to do it. My heart was beating really fast, and | was
dealing with my own kind éfsupressing my own anxieties for sure.
L37FA12U

Youhaveandd|[ Act ual | y] Il wouldn'"t say mil
amygdala[stress]response; you're in flight or fight but you've still
got to work through the process. N53MC35R

The concept of@gnitive control has its origin in neuroscienaad refers to the
cerebral processes that alldwimans to perforna diverse and adaptive range of
functions (including those forbehaviouy in a dynamic and changing environment
based on current objectivéSocchi et al., 2013)Cognitive control is ess&al when
an individual experienes a stressful eventas it allows then to countermand
instinctive impulses and supports goalentated decisiemaking. However, he
ability to remain calm and controlled in the face of increasing emotional and physical

stress is a challenge for attending paramedi¢isen faced with increasing levels of

Chapter 5: Results 13C



emotionandstresther e i s a human t enden capacityo r

to be consumed, narrowing both their focus and their ability to rationalise and problem
solve(Cantelon et al., 2019The activation of the sympathetic nervous system (fight,
flight, or freeze response) in these situations occurs automatically and impulsively
with minimal involvement of thé n d i v codnitigel reydatory processes ahe
cortical areas of thebrain. Yet it is these cerebral arghat are needed @ssist in

the modulation of emotional and reactive respoifsesigvaldstad & Husum, 2016)

In light of the realityo f  h u physiolsgital response to stressitlationsit could

be inferred that mitigation techniques requiring cognitive resourcing, such as self
defence techniques, may not be suitable for staff reatbirggtuations that arouse
powerful emotiongHaugvaldstad & Husum, 2016)/hile training andeducation can
provide knowledge and skills for controlling cognitive load, the aptitude to translate
those skills into high anxiety situations requires focus and a conscious process of

structured planning.

Experience

The third sultheme within thehematiccategoryparamedic effectss the first
thatrelates to personalised aspects of paramedic.da@eesonalised aspeat®mprise
the personal or individual elemerttat paramedicperceive as affecting their scene
management practices. The first of thesengintss paramedic experience. Paramedic
experience is the weltleveloped ability touse high-level communication and
interpersonal skillso know when and how to a@Campeau, 2011Experience within
prehospital care is a quality obtained through thetless hours of patient interaction
andthroughexposure to all different types of traumatic, medical, and behavioural
presentations. Experience is a qudlitst ishighly valued within paramedic care due
in part to the isolation and lack of oversighat typically exemplifies its practice.
However, experience is a particularly topical subject within paramedic praasice
EMS organisationsnust continuallycontend with the issue of transitioning graduate
paramedics into independent practitionddevensh, 2014) Graduate paramedics
haveonly limited exposure to clinical experience during the context of their education
and occupational transition. Most of their objective learning oddumsthe streets
often without the knowledge and guidance of exgered practitionerKennedy et
al., 2015) The paramedics interviewed for this study belietteat, onentering the

paramediovorkforce new g lack df expasereara thus experiengalaced
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them at a distinct disadvantage in terms of tleey wouldundertakescene and patient

managemenn relation to the threat of QV

The grads just have not had the exposure or the wihdlke not
going to happen to nde You knowfil'm going to dealvith it like

that. I'm going to be aggressive and angry and use my words. I'm
going to be strong. When they realigeand that's the attitude at
the moment. | sajdActually, you've got to take a much softer tone
in these situations. L37FA12U

A homogeneous grpuof kids that come to us through university.
Sixty percent female or greater these day¥$/4630ale. They're going

to university. They generally come from middle to high income
background with very little to have done with drugs, alcohol, mental
health, orbadness. Thejare] really either naive or have little
experience as to how to deal with conflict. Most human beings don't
like conflict, they're conflict averse. None of them have been in a
fight. None of them have probably had bad things happen to them.
H55MC30U

Such is the perceived importance of experience to paramedic practiceighat it
recognised as a critical aspect of scene management practices, from learning how to
firead the scene and participants, to learning what techniques and stratedikseto u
in each situation(Gold & Eisenberg, 2009)This was particularly evident in
p ar a mepgpiedasod of experienda the management of violent or aggressive
patients.

As | say, good judgement comes from experience, experience comes

from bad judgemnt & | hate to say this but
through experience, and through getting it wrong and surviving it,

that you get better at deciding how you do things. H55MC30U

A bit more of it was more experience and having done it before and
having been isituations like this before. NS3MC35R

I think at this point I n my career
smelling a situation that has potential to go wrong, than somebody
whoos new lthiak I'tehearnt frommtbéing in scenakat

all of a suddenl've gone,Shit, this could go wrong, or having

patients turn dynamically, or become very dynamic and change.
A49MA15R
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You can't impart wisdom on people, you have to learn it.
H32MC11R

However, despite the perceived importance of experience to paramede sc
managemenrdénd in managing violent patientts benefis in incidents of paramedic
OV appeared to beomewhat inconsistent. The paramedics interviewed for this thesis
had an average work experience profile of over 15 years, with the most experienced
paramedicin the sample having0 years of owroad practiceAlthough the exact
impactofapar amedi c6s experience on ¢t heinmr spe
previously acquired knowledge or proficiency was unable to effectively mitigate
against theirincident of violence and aggressiohhe eputedvalue of expertise
highlights a considerable problem with the concept of experiarteems ofits actual
ability to influence or mitigate the manifestation of prehospital OV. This proldem
known as the ltaracteristic of seldssurednessyhich refers to garamedits belief
that they canmanage asituation of potential hostility based on their acquired
knowledge and capability. The potential influence of-asBurednessn paramedic
OV can be consideradl

Self-assuredness

The role of experience and its association with paramedic dav be
problematic. Although learned experiences and knowledge are invaluable within the
prehospital environmenincluding in the management of aggressive and violent
patient behaviouttheir application is vulnerable tdistortion; this may happen when
an individual otleir expererececreatea anidleéadingform bf self
assurednessThe thematiccategory of self-assuredness reterto the misplaced
confidence ofaparamedian managng a patient without fear of hostility due to their
perceived ability and experiencesmilar situations. The vulnerability of paramedics

to this type ointernalinfluence was acknoledged throughout the interview process.

We were just working through this very familiar job. We weren't
trying to escalate anything. We weren't trying to start something.
Itd we were just trying to get through it. We've gone through all this
before. It wasa very similar scenario that we've done a hundred
times S35MA10U
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Put my mug up there and s&@is is a guy, who has been in the job
for 15 years, he was a former soldier. He knew the ropes and it
surprised himN52MA17U

He'd calmed down, so | just rekea because | was kind of like just
holding his hand, trying to calm him down, sort of thing. It was
working, my partner had the radio on, trying to keep him calm and
that was all working. Then when he calmed right down it was like
Okay, | can relax now antthe second | relaxed he gave a big swing
and got me in the face. NA6MA19U

We had kind of realfy probably even from the start in hindsight
had let our guard down because we just thought it would be one of
these easy jobs to get in and get out. Y41FA17U

Although there are many factdisatcan increase the risk of sefsuredness,
including an individual 6s personal attril
a paramedi c 06 s -making kistooyand apoassiksowrnas inductive
reasonng (Taleb, 2007)Simply described, the problem of inductive knowledge is it
seeks to understand the future given the knowledge of thefgraskamplefi Eery
dog | 6ve seen was friendly, OfRecoaderar e, m
with this perspective is that is selfreinforcingup until the pointhatits logic fails
and the expertise from the paspreved to benappropriate and misleading. It is this
distortionofa p ar a me d datathaprovigesaeideal environment foaBlack
Swan eventwhich by definition tends to occur outside of recognised knowledge and
expectationgTaleb, 2007; see secti@3.1). Indeed, Weick and Sutcliff@007, p.

52) acknowledge this very principle whiaddressing the problem of complacenty

their discussion of mindfulness:

Success narrows perceptions, changes attitudes, reinforces a singular way
of doing business, breeds overconfidence in the adgqoBcurrent
practices, and reduces acceptance of opposing points of view.

In the context of paramedic practice, such incidents occur when oh@st
p ar a mepatient idteractions, even those of heightened tension, occur without
confrontation. With incidnts of OV occurring in an estimaté#foof a par amed.i
work tasking (Mock et al., 1998)it is not uncommon for some paramedics to

experiencea prolongedvork periodwithout exposure to OV. With each safe patient
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interaction, the probability of a paramedecoming setassured when dealing with

patients, even in heightened situations, is increased.

Fatigue

The preceding discussion of the data has establsleed a medi cs 6 per ce
the impact oftheir own cognitive and learned behaviours tire develgpment of
patientinitiated hostility. While thesetherelementf paramedic effectpresent as
indirect and often understated features of influence, thereaardicationson the
paramedic and their performanitetare far more obvious. One of the mosadily
identifiable of these determinatiomsthe physical and mental effects of fatigue on
paramedic decisiemaking and behavioal processes. The participants of this study
highlighted the challenges of maintaining concentration and engagihgaients
whenthey wereaffected by the consequences of fatigearamedics acknowledged
that theyrecognsed tiredness as a salient influence on their ability to mitigate

aggressive or violent patient behaviour.

| honestly believe that that was a significamiad a significant
impact in my judgement and my decisioaking in that job... It
made it almost worse that we got this particular job so late. It
definitely had a big effect being so tired alreddyig effect on my
judgement . 0 Y41FA17U

You know, you arelaays tired on nightshifts, and you really have
to dig deep sometimes. Take some really big breaths aridkgg,
I've got to get this out. L37FA12U

Of course, it was coming towards the end of a nightshift, it was an
overtime shift. | was tired, probablyodt have as much of a
heightened sense of awareness as | would at other times. E28FAQ7U

| do know that within myself | do struggle at 3:00 am in the morning.
E41MA15U

In contrast to previous themes of experience orasdtiredness, fatigue is a
factor than can affect any paramediegardless and independenttioéir education,
training, or proficiency. Fatigue is a common issue within paramedic praasites
work is characterised bys 24 hour,7 days a week rosterirthatensure emergency
medical care is constantly available to those in need. Paramedic shifts typically run as
either day, afternoqror night rosteringwith mostbeing between 10and 12 hours
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long, excluding shift extensiong/hich can potentiallyaddhours to a rostered fisin

time. The pressure of emergency work demands can place additional stress on
individuals to maintain performancparticularly if this demand ixompounded by
repeated fatigue, hunger, poor diet, and lack of exercise. The impact of fatagen

as paticularly significant research within both paramedicine and nursing has
repeatedly identified the neutiehavioural performance deficiencessociated with
theimpact of long shiftsincludingincreased riskof occupatioml injuries and errors
(GeigerBrown et al., 2012; Myers et al., 2017; Toyokuni et al., 20R@hough the
impact of fatigue has faneaching consequences for all elements of paramedic care
including the skillsequired foremergency driving and drug calculations, its influence

on riskmitigation interventions and straiegcan be just as important.

Partner Dynamics

Acknowledgement of the role of fatigue, and to a lesser extenger, digtand
exercisetowards patient and scene managenhgghlightsthe individual influences
that ae involved in theseproceses However, most paramedic work does not occur
in isolation but rather in collaboration with another paramedic. It is this partnership
that introduces another layer of complexity to scene and patient management. This
secondarytheme in the category ofparamedic effectgeflects on the social
relationships that exist between paramezbeorkers andeferences theelational
workings ofoperational paramedjgracticein a two-person ambulance crewhese
coworkersoperate intimately to perform the assessment, treatment, and transport of ill
and injured patients. This model of paramedic care is typically utilised throughout all
Australian EMS organisations While collaboration between paramedics is
predominantly cogruous and effective, paramedics identified failings in this
relationship as contribimy to the development of violent and aggressive patient

behaviour.

So, there was already this negative relationship and negative vibe

from the very beginning just betwemy partner and myself. | just

felt that didndét help through the
of occupational violence that | had with the patient strangling me

and my partner walked away. L37FA12U
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If it had been me, | would not have left him, puy partner] left
me. I'm not blaming him; | don't know what led up to that situation
R52MA27R.

Probably in hindsight because you are led by your partner at times.
My partner was out of the car pretty quickly and over to where the
patient was, way befoitl gotten out of the car and told [dispatch],
and done this and done that, and come around. It would normally
be nice to turn up with both of us standing there and having a
trained eye on the patient and stuff like that. HS5MC30U

The data notably indicatethatparamedics regaed the nature of their work
partner relationship as a component of influence within paramedic OV. The SCTPSM
specifically acknowledges this relationship through the processcotiateral
monitoring however, the model focsss on tle role of the partnership terms ofa
performance, rather than a protectigbaracteristiCampeau, 2007Regardless of
its association to the paramedic theory of practice, the relationship that a paramedic
and their work partner kais uniquein hedthcare. Nootherhealthcare practitioners
rely on a colleague for assistance, cooperation, and safety like paraffedioset
al., 2015) The prominence of thigarameditparamedicelationship arises out of the
dynamic nature of the prehospital scend e difficulties of a single paramedic in
monitoring the interconnected elements of the patient, their illness or injury, the
environment, and its affiliated actors, including family, friends, and bystanders
(Campeau, 20075uch is the influence disrelationshipthatparticipanté account s
indicate that any deterioration can result in a potential compromibeitgersonal

safety and wellbeing

Psychological Injury

To this point the themes derived from the data have provided direct cdotext
the role of the paramedic and the escalation of paimtmted hostility. These themes
have demonstrated how actions, thoughts, biases, proficiencies, and lifestyle influence
paramedics and patient interaction. However, the Beabndarytheme concernm
the influence of the paramedic is not so explicit. The premise of psychological injury
references the effect of pesaumatic damages on paramedic attitude, behaviour, and
consequentlyftheir scene management practices. The characteristic of psychdlogica
injury as a facet oparamedic effectss complicated giverthat it requiresthat a

paramedic has already sustained damaagesaresult of aggressive or violent
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behaviour. Nevertheless, the postident effects of such exposure anamatically
influence a paramedicds psychological wel
and interact effectively during patient cafleawn et al., 2019) The paramedics
interviewed for this study presented profound evideridbe posttraumaticeffects

of aggressive and violent patient behaviour on their continuing personal performance.

So afterwardsitwasy ou get t hat Ilokethesfislsness st
one | went to afterwards and it was a hammer and an axe involved

and I'm like,Whoa, you knowJust the thought of it, a lot more

nervous than | was. D37MA13U

That was probabl or 4 weeks later that | decided, no, you know
what, I canodt stop thinking about th
distressed, more distressed than | thought | wouldNB&FA11U

[My partner] was only fairly new in the job. She felt a little bit
nervous and a bit twitchy, she confessed to me, for about a year
afterwards, and he never laid a hand on her. N52MA17U

| think you realise how the exposure gets to you a bit. R2BRA

The health and safety of paramedics remains of critical importantenly to
the individual but to their family, friends, colleagueand indeed the EMS
organisation. This concern extends beyond the physical and traumatic injuries
sustainedand ircludes the physiological damage resulting from patitinted
violence and aggressioms has been discussedet psychological damage of
paramedic O\s significant(see sectior2.2); however,its continuing influence for
boththe paramedic anttheir scene and patiemtanagement highlights the critical role
of postincident support as a component of any OV mitigation system. Encompassing
more than identificatiorand intervention procedures, central to any effective OV
mitigation system is the physiological and psychological care and support
organisatiorprovides to its paramediedter anOV incident has occurred. This care
may be medical attention, reportinggcident debriefing, informal and formal peer
support, and psychiatric support servidesa r a m eaktinciderdt observations of
theirOV incident depicted varied organisational respetséhar applicationfor such
support serviceswhile many of the participantparamedics reflected on positive

elementof thar EMS organisation@responseo their incident, all but seven criticised
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the performance of the organisation and managenegiatdingaspects of inaction,

insincerity, or a lack of extended care.

My assault wasndét reported to the mal
Even when | did the witness statement, | told my [station officer]

I've done a witness statement and the patient is goingdbdrged

with assaul't of a paramedi c. That ag
chain. D37MA13U

Il know from being a [station officer]
exi st so the organisation has the ap
thingpof cari ng. (B&uadsupportve. 836MALOUt v |

When your [station officer] is treating you like you're a bad person,
the occupational safety person's treating you like a bad person too,
it's like, Okay, | get the message. H55MC30U

We got no calls from even the [supervistitht came, he never
checked on us anytime afterwards. There was no contact from peer
support. There was no contact from any management, even our own
[station officer] never checked up on us or anything like that.
N46MA19U

Although all aspects of organisatal care and support are important after an
QV incident, the posincident reflection of paramedics centred primarily on the
importance of effective psychological support. POt psychological support can
take different forms, including informal discusss with colleagues and supervisors,
and formalised peer support services with contextual psychological serages
required. Such psychological support services have long been recognised by EMS
organisations and paramedics as an important resourceidgbiagbhe management
and mental processing of traumatic and challenging s¢®eggehr & Millar, 2007)
However, @spite the benefits of peer support and psychological parécipants
identified thatits application in the support of paramedics whd &gperienced OV

was problematic.

Not that | wasn't okay. It's justithe peer support call] was just very
brief, and it certainly wasn't at all probing into whether | was okay
or not. If | said | was okay, that was something ticked off and that
was fine. YAFA17U
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We knew three people at that stage had told the peer support
coordinator that we'd been assaulted, and she never made any
attempt to get anybody to ring us or check up on us. NA6MA19U

You know, youbd always check up on a
truck and rolled and broke their ankle. You would always check on
them. But at this point in time nobod

just know I 6m off work. N31FA11lU

Peer support wasnot contacted either
immediate contact. | preed we've got a button on our [electronic

report form] that you can choose to press if peer support needs to

be notified, and | pressed that. L37FA12U

The perceived ineffectiveness of existing OV mitigation systems to provide
meaningful psychological caréo paramedics after incidents of violence and
aggression is a notable finding. Moreover, tethat is consistent with other studies
within the paramedic OV literaturawn et al., 2019; Regehr & Millar, 20Q7)
Furthermorep a r a mewdentassécition between this limited care and p&@V
psychological injuriesvas also significant. The problem of psychological injuries
after incidents of violence and aggression was reflected upon by almost half of all
paramedics interviewed for this study. Sigrafitly, all the paramedics who disclosed
an issue with a pogisychological impact of the OV incident identified issues with

receivinginadequate levels of organisational and/or peer support care.

| think that it's affected me, | have started taking some
antidepressants to manage things. It's like listening to a phone call,
isn't it? Your call is important to us. We need people to tell you,
other than a recorded thind/ou are important to us, maté/e want

to get you back on the road not because we want a bum on the seat,
because you're important. R52MA27R

| just felt a bit sad and bit unappreciated and lost a little bit of
enthusiasm for the job. You know, the colours didn't seem as bright
anymore.That maybe took a couple of months to work through.
N52MA17U

I know you can't force someone to talk about it but I think if I'd had
that opportunity and saw that in the 48, 54, 72 hours or whatever
after the fact, | might be in a different situation anfedent mind
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set now. But they were trying to fix it a weeRtweeks after and
then my approach was very mucfsa away. D37MA13U

Theevidentinadequacies gdarticipaniparamedic8postevent support presents
a significant challenge for EMS organisaigoand their OV mitigation strategies.
Although the idea of improved support for paramedics following such events appears
rudimentary, its position as part of a strategic approach to OV mitigation appears more
challenging. The very nature of psychological harm suggests that insteiél of
detachmet or siloing in mitigation stratey, it requires prominence and
interconnection. These characteristics feature conspicuously within the concept of

mindfulness andwill be addressed in detail in the following chapter.
5.4 Summary

The results of this study higjght the dynamicand multifacetedhature of
paramedic OV and the challenges that existing mitigation systems encaunter
providing effective and meaningful suppoifor paramedics affected byhis
phenomenon. Through the lens of the paramedic theoryacfipe (SCTPSM), the
study findings present a distinctive portrayal of patienitiated hostility andits
mitigation practices. Paramedicé descrptions of OV processes expose the
deficiencies of existing mitigation systeisd what appears as apparetty system
wide misrepresentation of the nature and disposition of prehospital aggression and
violence. As opposed to a simplistic representation of violent and aggressive
behaviour, the experiences of the paramedics depict a wide array of intricai clinic
presentations and patient interactions interconnettieim tothe process of OMt is
this dsconnecthat underscores why existing OV mitigation systee®sm tcstruggle
to mitigate the phenomenon of violence and aggression against paramedicsdiRarame
OV can represent different perpetrators (patients, family and friends, bystanders) with
different and competing stimuli (injury, illness, pain, frustratioental illnessand
alcohol and drug intoxication). Paramedic OV can present in different {werisal,
physical, sexual) with different motives and consequences (physical, psychological).
It can occur in different locations (ambulance, street, house, hospitaljp amy
moment of parameditpatient care(during assessment, transport, or hospital

handovey.
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Despite the complexity of paramedic OV, the paranigditent relationshijs
a constant that pervades every single occurrence of violence or aggression. Paramedic
OV is described by the participants of this stadg bilateral, dynamic activithat is
subject to the transference of social processes between the paramedic and the patient.
All components of paramedic OV analysed for this stltywthe embedednature
of social processem paramedic scene management and patient daveas this
socialisatiorthatled to the development of the dominant therpasient engagement

andreaction andparamedic actionandeffects

Mor eover , gekoowtedgement af the isigortance of social processes
in OV mitigation validates the role that the SCTPS#n havein OV mitigation
practices While not specifically developed for OVthe SCTPSM encompasses the
social developments that occur during pardimescene management, and thereby
implicitly includes manifestations of prehospital aggression and violence. However,
the five categories that comprise the SCTPSM were found to be insufffoient
rationalisng the entirety of thecomplex social processestweernthe paramedic and
the patient during incidents of OVhus,the results of this thesis support an evolution
of the current modehroughadditionto theoriginal categories of the SCTPSM.

Furthemore, even with the role of the paramedic, the patient, and their
interactionforming part ofa new understanding paramedic OV development, some
discernible detailsemainto be clarified Foremosis thatthe development of OV is
by-andlarge notcompatible witha facile portrayal of violencthat isinflicted upon
an attending paramedic by an intractable or irrational patient. Rétieeevidence
supports that OV is complex, dynam@and critically congruentwith the social
processesf@rehospital healthcare. Secogding attention tdhe social processes of
the paramedigatient interaction shitthe focal point of mitigation practices away
from a proactive or reactivitamework andowards the active componerdf OV
engagement. fie active component of this engagement centres paramedic
performance in thédinowo, mindfully turning paramedicawareness towards their
actions and behaviour, atlteir effecton patient reaction. Last, despite the perceptible
influencesthat contribute toOV, the constant spectre of patient unpredictability
remains tothreaten this position. This unpredictabilityhich is conceivably an

example of Black Swan ideology, presents as a fundamental challenge to existing
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paramedic OV mitigation practices and é&1 These trendsnd their impact on

paramedic OV are discussed in greater detail in the following chapter.
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Chapter 6: Discussion

The previous chaptenas demonstratedhe difficulties that exist in current
paramedic OV mitigation systenasmidthe critical roletha parameditpatientsocial
interaction and behavioymay in this process. The findings not ordyew uponthe
social features of the paramedic theory of practicalsoidentifiedthenew concepts
of activeness and unpredictability. With the awarenésbease findings, the aim of
this chapter is to position the OV experiences of paramedics within the existing
literature. Tls chapter hasour main areas of focuga) the role of the paramedic
theory of practice, the SCTPSMithin the context of paramedic Ofgection6.1);

(b) the paramedigatient interaction and its association with ®€éction6.2); (c) the
premise of unpredictability, risk management, and its connection to mitigation
practices(section6.3); and (d) the concept of mindfulness and its role in the active

management of paramedic OV.

Insightsfrom the study participants reveal that the exispagamedic theory of
practice, the SCTPSMs deficient in its validation of specific social pesses
making he first component of this discussion a review of the SCTPSM. It is important
to acknowledge at this poitttatwhile the objective of this study was not to test the
SCTPSMgdata highlight that the model has consideréibigationsin accaunting for
the influence of paramedipatient behaviour on scen@ganagement. Thiémitations
of the SCTPSMregardingthese behaviours during scene management therefore
necessitate an adaptation of the moskelthat it canmore accurately reflect the
influence of the paramedipatientinteractionas part ofts process. Furthermore, the
evolution of the SCTPSN& necessarfor linking the modeto the ongoing discussion
of paramedic OV in this thesis. &Model of Paramedic Scene Manipulati(see
Figure 6.1) is thus an updated version of SCTPSM thailds on the scene
management portrayalescribedby Campeau2007) through the addition of the
process of correlative paramediatient interaction. It is this development of
interactionthatvalidates the data obtained through the interview process and provides
further insight into the social processéisat occur during paramedic scene

managemengmergency care, and the evolution of hostile patient behaviour.
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The nextarea of focusthe paramediatient relationships the foundational
basis for the discussion within this chapters the social processes of the paramedic
andthe patientthat ultimately define, direct, and determine the course of paramedic
scene management. However, the perception of interpersonal relationships as a critical
component of paramedic practice has not been extensively explored in the literature.
Nevertheless, thaierpersonal relationships that paramedics develop with patients are
comparable to those expected in other systems within healthcare. Although the unique
nature of the paramedic environment arguably infers that its interpersonal
relationshipshavea potentlly stronger influencen its practice comparisons with
nursing and psychiatric care can provideanparablecontextual spheréor this
interaction. It is the context of this relationship within the paramedic milieu and its

associated connection withMGhatis examined in detail within this chapter.

The review of the paramedljgatient interaction process and its association with
OV that is presented in this chapterunderpinned byn analysis of the dominant
theme of unpredictabilitywhich findingsuncovered inpar t i ci pantsé ac
paramedicpatient interactios Unpredictability is an area of significant concéon
paramedic OV as it questiotise usefulness and validity ektablished aspects of
mitigation training such asituational awareness or bethnguage assessment. Prior
to the results of this thesis, unpredictability was an unfamiliar concept within
paramedic OV. However, unpredictability is a principle that has received significant
attention in risk management liggure in such fields as engineering and economics.
This chapter builds on the concept of unpredictability and its connection with
paramedic OV through the Black Swarinciple identified throughout this thesis.
Importantly, the concept of the Black Swatroduces risk managemestdnventions
into paramedic mitigation strategies, allowing these to embrace the idea of uncertainty
and unpredictability. The discussion of risk management concludes with an
explanationof how EMS systems can improve their cap@piat both anticipating
and critically, containing paramedic OV eventéat this point, the concept of
mindfulness is fully developed as an alternative strategy for the mitigation of acts of

prehospital patiernitiated hostility.
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6.1 The Model of Paramedic Scene Manipulation

The SCTPSM is a paramedic theory of pradi@descrileshow practitioners
can manage, adapt, and control the social and physical elements of an emergency
scene to achieve their objective of patient care. The theory posits thaphysieal
elements play an important role in the management of an emergency Suamne,
managemenis essentially a social process of paramedic interaction with other
individuals to facilitate patient care. However, despite the numerous references to
socid processes throughout the SCTPSM, the results of this study have demonstrated
deficienciedor the application of this paramedic theory of practice. The most notable
of these faults is the absence of specific reference to the influence of the paramedic,
and indeed the patienbn scene management practices. The inadequacies of the
SCTPSM are somewhat surprising given that Cam\2@@i7) utilises the insight of
Haas and Shaffif1978) to concede the importance of the paramiguitient
interactionfor this practice. Tlhs albeit indirect acknowledgement recognises that

paramedic scene management is a social process of participant interaction

The meaning of objects, their symbols, and our actions toward them
evolve largely out of the context of our interactowith others. This
interaction takes place in situations defined by the participants themselves
(Haas & Shaffir, 1978, p. 4)

Importantly, Campea(2007)develops upon the concept of engagement within
this process abeingdependent upo(not estrangedrom) the situational context of
the communicatiorfPolacek et al., 2015)The idea of conteXor the interaction is
critical and will be discussed in detail later in this chapter as part of its association
with paramedic O\(see sectior.2.2. However, instead of Campeau elaborating on
the most critical component of prehospital patient care, the contextual paramedic
patient relationship, the SCTPSI left remarkaby wanting in the development of
this notion. However, mtwithstanding tis lack of formal presentation of the
paramedicpatient relationshipy the modelCampead affirmation of the interaction
processstill helps support the specific role of patient engagement and reéation

scene management practices

The SCTPSM deficiencies in represang the paramedic, the patient, and their
relationship hae important connotationsot only for scene management biso for

OV mitigation. These absenparamedictpatient influencedorm the basis of the
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evolution of the SCTPSMwhich occursin order to better acknowledge and
incorporate the pivotal role of the human imaktvolved in paramedic scene
managemenfThe malified version of the paramedic theory of practitatemerged

from the findings of this researtias been titlethefiModel of Paramedic Situational
Manipulatioro (MPSM; seeFigure6.1). The MPSM incorporates the social adaptation

of the paramedic and the patient while remaining consistent to the original theory of
paramedic scene management.

Figure 6.1
The Model of Paramedic Situational Manipulation

Paramedic Actions
and Effects
e Critical decision making
» Attitude and behaviour
e Default-to-truth
¢ Experience/Self assuredness
» Fatigue

Preceding and Specific Social
Sustaining Processes
Social Processes Paramedic e Collateral monitoring

» Establishing a Situational Manipulation « Scene temporality
safety zone

» Scene trajectory
 Social relations

Patient Engagement and
Reaction
» Patient compliance/cognition
* Unpredictability
» Triggers
e Compelled behaviour
* Cynosure

Aside fromits changed appearanedich better reflects the perpetual nature of
scene management practices, the new nfedalreghe introduction of categoridsr

the paramedicandthe patient Thesecategories position themselves prominently in

Chapter 6: Discussion 147



the revised modekignificantly, howeve, theydo so through the influence all other
elements of scene control, including the environmental context. The addition of
paramedicpatient influences the MPSMrepresents a new and important congapt
understandingfor paramedic practice theoryWhile acknowledged extensively
througlout the results of this thesishe effecs of these influences remaso far
underdeveloped in the paramedic literature. However, witiiner healttcare
literature these influencesave previously beemlemonstrated taffect the quality of

care a patient receiveand they appeas a decisive component of hostile behaviour
development(Nijman et al., 1999; Peplau, 1997)ater dscussion of these
parameditpatient influences will dravirom this wider healtbareevidercebase (see

section6.?2).

The other main alteration to the SCTSPM model is its restrained but necessary
renaming Although such a change may appear trivial, it is essential to both define and
frame t he onext Ante doeelofdthe pactamedmatient relationship lies
the intricacy of human behaviouBy their very naturehumansare complex beings
and their exploits can be influenced by a range of determinantsding attitudes,
emotions, ethics, cultureand context. These influences can result in individuals
behaving in markedly different ways very similarsituatiors. Thus, theintricades
of social interactiorbetween two distinct individual#he behavioural complexity of
oneindividual and the comprehension and interpretative competence of the ,other
render humainteraction one of the most complex human processes to understand and
predict(Deutsch et al., 2016Critically, these behavioural complexities esisparate
from theadditionalconsideatiors neededor patients with reduced cognitive function
resulting from drug and alcohol intoxication, electrolyte imbalances, mental health
emergencies, and cerebral trauma. Therefore, when Carf§i¥#x{)discussesssues
of p a r aommlddf the efiergency scene and socially dynamic settings, it is
essentiallyanillusion of control. The concept of patient regulation as part of the larger
concept of scene control is one that is generally incongruent with the disposition of
human behaviour. It is fothis reasonthat theidea offispacec ont r ol 6 has
replaced with the contexal scene managemeninderstanding ofsituational
manipulationi n t h e moldis bndysthrotgh thé eonstant and ongoing

manipulation of the specific social processesl dhe dynamic interplay of the
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components that influence them that any management of the prehospital scene is

achievable.

Furthermore, as acknowledged throughout this stpdgamediomanagement
of the scene does not cease at the point of patient coSteehe management
continues throughout the entire duration of patient interaction until the point of care
transference. This transfer may occur at a hospithlp c t o r s @mestatheagtle r vy ,
facility, to another persofsuch as a guardian or the pojicer, indeed the patient
may be released into their own caféerefore, to reflect the complex and-gwing
adaptation of théscené towardsachievwng patient care, transport, and discharge, this

potentially confusing term has also beenremdvedo m t he .model 6s tit

The adaptation of thECTPSMparamedic theory of practice into the MPSM
provides the foundation through which the u thgnatg findingscan be discussed.
Although nominally, the MPSM can be applied to any setting where the paramedic is
required to influence social and physical elements for the objective of patient
management , it i sfortOWmitigationdhatis 6f snstanpgrtancec at i o n

to this study. It is this purpose of the MPSM that will now be discussed in detalil.
6.2 Paramedici Patient Interaction

While acknowledgement of the paramégiatient relationship as pivotal to
prehospital scenenanagements important, it is esséal that the basis of this
philosophy is developed and supported through-peaewed literaturéSenn, 2013)
Although the impact of interpersonal relations and engagement has received minimal
attention in the prehospital literature, the specialtiesun§ing and psychiatric care
have long asserted the importance of this connection. However, the application of
crossspeciality knowledge is contentious, and this study has repeatedly idethtdied
sameissuein relation tothe nonspecificity of paramedi OV interventionghat are
cooptedor paramedic ustom outside the profession. Whileis contrasting position
is acknowledged, theexisting deficiencies inthe paramedic literatureprovide
reasoningfor the contextualutilisation of interdisciplinaryideas within this thesis.
Even so the application of these theories and principids be referenced against
relevant paramedic perspective and commentaryhelp ensure the prehospital

reliability of this discussion
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The significanceof the patient client interaction as a strategic trigger OV
within healthcareis reflected in the data obtained through th s tintexigwd s
processThe key themes identified and describedhe results section of this paper
demonstrate OV ahe culmination of a bekdown in the social processes that exist
betweenthe paramedic andhe patient. The themedisengagementynosure and
escalationare all manifestations of the processes that oedwiuring dysfunctional
parameditpatientinterpersonal relations. Thatents typifyinghese negative themes
were often preceded by the premiséndfal patient compliancéurther highlights tle
notion ofrelationaldegeneratiorAlthough the influences preceatthe act of hostility
it was nd until the interaction between the paramedic ueghatient occuedthatthe
violence eventuatk Therefore, itwas the engagement and interaction betwen
participants that conceptualisedthese episodes oparamedic OV.In order b
appreciate the asciation between OV and the paramégatient relationshipit is

first necessary to understand this type of violence.

The nature of human violence and aggression is somewhat contentious and there
are numerous theories that attempt to both define amshadise the motives behirid
(Anderson & Bushman, 2002; Haugvaldstad & Husum, 2048hough it is not the
intenion of this paper to explore the subtleties/aflent behaviouy it is important to
acknowledge that violence and aggression is a complexgohenon that comprises
triggers, behavioursand effects in excess of individual perpetrator characteristics
(Gudde et al., 2015)rhus for the purpose dduitablerepresentation, it is accepted
that aggression can be broadly documented through thetaicbos models of
proactiveandreactive aggressiowhere theselesignationgeflect the basis athe
initiation of hostility (Siegel & Victoroff, 2009)

Within the domain of OV, violence and aggression app@gredominantly
evolve from an impulsive respse to threats or fedhat isdriven by a reactive
cognitive regulatory proceg®uxbury & Whittington, 2005) This response, termed
reactive or affective aggressiprs associated with a fight or flight response and is
initiated to avoid or eliminate dangéHaugvaldstad & Husum, 2016; Siegel &
Victoroff, 2009) In contrast to fiective aggression, predatory aggressiatescribed
ascontributory, proactiveand prenediatedSiegel & Victoroff, 2009) As the name
suggestsgffective aggression does not occur in isolation but is influencedrby

i ndi v ingracidnvtk ther environmentincluding personal threats to safety,
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pride, and sense ofjustice (Haugvaldtad & Husum, 2016)Within healthcare,
common triggersdentified for the initiation of violent behaviour include pain and
discomfort, physical restraint, involuntary detention, dehumanising behavioyr, and

significantly, patieritclient interactionArnetz et al., 2015; Gudde et al., 2015)

At t his point, t he influence of a
psychopathology, physical, and metabolic conditieeed to be acknowledged as
factors inthe initiation of violent or aggressive behaviour. Numerougysl(e.g.,
alcohol and methamphetamipegpsychiatric diseases, and cognitive dysfunction
resulting from trauma or organic causes
tendency towards pugnacious behaviq@ornaggia et al., 2011; Duxbury &
Whittington, 2005; Hahn et al., 2008)Icohol intoxication in particular can induce
a heightened awareness of environmental instigative cues and reductam in
i ndi v impulsa dodre{Coomber et al., 2019However, as the effects of these
influences ar@ot pervasiven all perpetratorditerature suggestbat such conditions
or presentations impel violencer facilitate rather than originate it (Anderson &
Bushman, 2002; Whittington & Richter, 2008Yhile observing this realitgdoes not
set asidghe increased riskassociated with these conditions gratamedic OVYthe
acknowl edgement that processes influencir
primary driver of violent behaviour is importanthis recognition refocuses
discussion othe development of antisocial conduzhthe interaction and relationship
between the perpetrator and the target of their ac{iMmgttington & Richter, 2006)

The notion of the paramedigatient interaction is important, but
notwithstanding the obviouonnections of the relationship, what characesrisand
what isits associatiorwith OV? Interaction denotes a range of mental and social
experienceshatare used to describe how the actions and behaviour of one individual
are understood and reacteauoy another individugWhittington & Richter, 2006)
Importantly, these experiences are both psychological and social in nature, as
individuals operate within their owaubjectivesystem, yet at the same tinage
influenced by the collective social sgst of their current environme(iVhittington
& Richter, 2006) In this sens, it is the constant interplay of action and reaction
between the paramedic and the patiming scene management that provides the

cornerstone for the developmenthafstile belaviour.
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6.2.1 The Prehospital Care Relationship

This thesis has identified the paramégiatient relationship as not only an
essential component of scene managemena$atitical to the evolution of acts of
violence and aggression. However, the basis of #lationship is formedn the
complexsetting of prehospital healthcare, and it is necessary thagtattzenedit
patient interaction is comprehended from thusique perspective. The notion of
interpersonal relations as a key concept of healthcare hasdmegmised for almost
70 years within thenursing literature (Gastmans, 1998)This recognitionis a
consequence of the nature of nursing practice, winaueh like paramedicine, most
of the work(including history taking, assessmgaid treatmeftoccursduring, and
because ofpatientinteraction. One of the seminal authors on the subject, Hildegard
Peplau(1997) introduced her theory of interpersonal relations to conceptualise this
relationship.Situatedwithin the domain of professional nursing praetithe theory
postulated a framewottkatprovides a context through which many of the problems
that patients experieneath nurses cabe understoo(Peplau, 1992P e pl aubds ( 19¢
interpersonal theory is based on the belief that interactidnich occur between

individuals can be observed, described, understood, and if harmful, altered.

Peplau(1997)developedertheory of interpersonal relations around the central
premise of nursing practice, the nurgatient relationshipWithin healthcarethe
nursé patient relationship presents a unique category of interaction ywhtrer than
a dominant or social affiliation, the interaction occurs as a joint undertaking of medical
attention. The nurd@atient relationshipthus comprisesa bilateral connection
between the patient arttie practitioner and is utilised to identify the presenting
problem, understand the problem within its construct, and appreciate, apply, and
evaluate remedial measures. T¢we objective of this relationships to promote

beneficial outcomem patient healthcar@Peplau, 1992; Senn, 2013)

P e p | (299 Mtiseory of interpersonal relations utilises the practitibpatient
relationship as the core constructitsfmodel, segmeintg this connection into three
distinct phases of interaction. The initial phase of this modetientation which
establishes both the heakbkeking behaviour of the patieand the practitionethat
is qualified to render assistance. It is during this phase that the practitiotestsol
data, registers initial assessments of t

identifies any latent psychological inclinations capable of influencing (Eanehuk,
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1991; Senn, 2013}or the purposes of this thesis, these-fashsefunctions can be
seen tocorrespondvith the patient engagement themepatient cognition and the

paramedic action themes @itical decisionmakingandethicalegal considerations

The second p l{1a%)¢heooyfrepr@sengtslthaotkiaggcomponent
of the conceptit is named because the majority of functional interaction occurs during
this period andconsists othedual primary functions, identification and exploitation.
Identification enstes the patient begins to connect with the practitibparent
encounter andtartsto categoriséhe problems and suproblemsthat needto be
managed within the context of the relationship. After identification, exploitation
marks progress towards beneficial health outcomes and the focus of the intesiction
it evolves to patient action and reactigiorchuk, 1991; Senn, 2013econdphase
functionsareseen to correspond withe patient engagememindreactionthemes of
compliance disengagemen violence triggers and unpredictability and the
paramedic actionsand effectsthemes ofattitude and behaviourdefaultto-truth,
experienceandfatigue The final component d? e p | iatergersonal theory is the
termination phase which denotes the disengagement of the patmnaictitioner
relationslip (Senn, 2013)The termination phage paralleledn paramedic practice
by either the handover of the patient to another healthcare profesgogain a

setting such as the BBr thedischarge of care.

P e p | (299 Mtlseory of interpersonal relatismergesnnately fromits native
nursing milieu into paramedic practjas itis similarly concepually centredon the
phenomenon ofpractitioner patient interaction.lts emphasis on interpersonal
relations and verbal and nonverbal communication renther theory useful in any
area of healthcare where a lived experience approach may (&ggiau, 1992)in
light of this in orderto avoid further confusion when discussing the concept of
interpersonal theory and its relationstgpparamedic scenmanpulation, from this
point onwards) wi || e Xx ¢ hange tePnpldgyaainarsewihthis ct i t i ©
s t u garadnedic

Critically, the r epr esent atl990 mterpersonaPtagory asua s
bilateral associatiorbetweenthe paramedic andhe patient is reliah on the
observatios of the paramedicegardingtheir connections, patterns, and bonds within

the relationship. Although the termfiobservatioo might imply an outward
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perspective, central thenotion of paramedic observation is the requirement for self
reflection. Pepla@l1997, p. 162herself states that

Participant observation r espmtiny es [ par ame
and total honesty in assessmehttheir behaviour in interactions with

patients. By observing and analysing their own behaviour, [paramedics]

become more fully aware of the needs, intentions and messages they

communicate to patients. The words and voice tones that [parainesgic

and he body language and other gestural messages which they convey are

often noticed by patients.

Interpersonal theorgescribesin essence, the relationsttipat establishes the
necessargocial framework between the paramedic trapatient(Peplau, 1997)it
provides the foundation upon which an interactive, relational preeesievelop with
unique therapeutic intenfGastmans, 1998)It is this interactionthat creates
engagemeniwhen effectivejt confirmsboth self-worth andassociation with others,
and supports setsteem. Critically, iideally provides patients withanopportunity to
express the details of their health problemthin a relationship thasuppliesthe
empathy, respecaind dignity they seelPeplau, 1997)FurthermorePeplau(1997)
ascribes the very nature of healthcare to the essentiality of humanighserdeshat
personal improvement takes place with and for the benefit of qtBastmans, 1998)

Such is the importance of this relationskgp Peplau(1997)that the modeplaces
interpersonal relations at the centre of healthcare practice. With this statement in mind,
and in consider at i seens plausibithatsuctsrelaticghghips f i n
are and can beacknowledged asheing just asintegral in paramedic scene

manipulation.

Interpersonal relationships, however, are vulnerable. Any interaction between
participants is depemditon the constant interchange of expectations and perceptions
of oneparty (i.e. the patientwith the tangibleresponséehaviour of the otheii.e.,
the paramedicPeplau, 1997)Thenatureof this interchange is particularly evident in
the transfer of communication and body langudbes was identified in the results
section of this thesis through the paramedic thenattitide and behaviouDespite
theimportarce this thesis attaches to the paraniggitient interactionit is usefulto
acknowledge that paramedics do not have the power to change the behatheur of
patients. The patient $ehaviour will always remaiwithin the domain of tht
individual (Peplau, 1992)
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If behavioural change is to occtegardng OV, it must be impelled from the
perspective of the patient, yahportantly,as participants observed in their accounts,
it is the behaviour of the paramedhat can and doefunction as the impetus for
influencing this changén relation to OV mitigation, thereforé,would seencrucial
to advocatdor paramedics to maintain control over the stimuli, messages, and cues
that they present to a patigiftephu, 1992) Paramedic®bserved in their accounts
that patientswvere constantly defimg thar actionsand behaviourboth verbal and
nonverbaland that this waeften doneunconsciouslyAlthough suchmpetusforms
part of their scene management practmedgenerally occus without consequence,
seemingly innocuous behaviour toward vulnerable patisath aghose under great
stress who are ill andbr experiencing psychiatric problems, can result in a
misconstruction of motives and intentiongh violent resultgHamrin et al., 2009;
Peplau, 1997)This feature of patient behaviourwasevidem par ti ci pant s o

where a single word or actiavas enough to provoke a hostile patient reaction.

Behaviour is not the only destabilising influerfoe scene management. The
debilitating role of illness and injury on the paramedpatient relationship is
considerable and can place substantial strespabients outside of the existing
ailment itself. Patients experiencing iliness are often required to manage concerns of
developing suitable relationships with health professionals, managing pain and
incapacitation, processing new environments, maintgirgalfimage, sustaining
relationships with friends and family, and preparing for uncertéivioos & Schaefer,
1984) Perceived inequalities in social class, ethnicity, gended other social
differences can further exacerbate this difficulidamrin & al., 2009) The
interpersonal needs of the patiehbwever, are often neglected by the healthcare
worker in the urgencyf diagnoss and treamnent thereby cultivating an atmosphere
of anxiety and disconnaoh between the participan{®elaney et al.2017; Peplau,
1997)

The concept of disconnectedness or disengagement is critical to the paramedic
patient relationship ands observable inthe primary study theme of patient
engagemen(see sectiorb.2.]). The disconneain experienced by patientsan be
described as a temporary disruption of previoushgerstoodpatterns ofsocial
integration, and patients who are anxious and stressedresult of unfamiliar

environmentsare particularly susceptibléo this experiencgPeplau, 1997) The
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patterns of integratioform throughthe links that are developed, securely and
effectively, with known peoplgsuch as friends, family membend coworkers;
these provide the familiar bonds of connectedneg®eplau, 1997) Although
codependent, the development of the paranieditent relationship is often over
reliant on the ability of the paramedic penetratethe psychological and physical
disoonnecion that can occuwith patients. Without the ability to connect or engage
with the patient, the capacity for communication transfer is compromised. Without
effective communication, not onlyoes the quality of the interpersonal relationship
decreasgthe likelihood that it will lead to deleterious outconmeseasegPolacek et

al., 2015)

BothP e p | (A99Disterpersonal theorgndthe results of this study identify
that the paramedipatient interpersonal relationship is the most critical aspect
prehospital care. It is this relationshifatestablishes not only the basis for all verbal
and nonverbal communication, balsothe conduit through which the development
of patientinitiated hostility typically occursUnderstandingthe damaging rolex
dysfunctional paramedipatient relationshipcan haveon scene management
practices isvital for OV mitigation; however, a deficient paramedjmatient
interaction will not necessarily result amact of aggression or violenca&s the next
section outlines, he environmental contexaf the paramedigatient relationship

provides the catalyst for this hostility.
6.2.2 Relationships, Context, and Violence

Despite its minimal attentioin current paramedic OV mitigation practices, as a
strategic determinant of pantinitiated hostility the concept of paramedlisatient
interaction is importad so much so thahis interaction has even been described as
the missing link in the perception, prediction, and management of violence in health
settings(Whittington & Richter, 2006) Staff attitude, style of patient interaction,
communication skills, role competence, and patent contact proficiency have been
identified as more predictive of escalating patient violence than more conventional
risk factors such as staff demraghy(Boyle et al., 2007; Furin et al., 2015; Hamrin
et al., 2009) This perspective is further supported through contemporary criminology
theory, which recognises the importance of reciprocal interaction as the most

prominent trigger for violent crime@Vhittington & Richter, 2006)Nevertheless, it
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is not only the interpersonal relationshifatis responsible for violence initiation. It

i s the

i nfl

uence

of

t his

i nt er @npryand n

the environment in which is occuring thatdefines and dictates this engagement.

Existing literature acknowledgéie rolethatthe paramedigatient relatioal

context plays in acts of violence and aggression. A model of Btadfient

environment interaction and OVasfirst conceptualised by Nijman et §1999)

through their work on aggression in psychiatric hospitaée Figure 6.2). While

interpersonal relatits had been identified as a precursor to violgma® to Nijman

et al. (1999) theseauthorswere influential in establishing the interplay of the three

Wi

distinct variables in this process. The model of aggression developed by Nijman et al.

(1999) integraes the patientthe environmentandthe staffas essential incendiary

variablesin the development aiggression.

Figure 6.2

Model of Aggression in Psychiatric Hospitals
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Nijman, J. M. a Campo, D. P. Ravelli, & H. L. Merckelbach, 1999, Psychiatric Services,
50(6), p. 833 (https://doi.org/10.1176/ps.50.6.832). Copyright 1999 by Nijman et al.

While the variables of the patient, the environméward), andthe staff

influence the development of aggressive behayitha impact of these variables is

also affected bykey activities within this process namely, cognitive stress,
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environmental stressand communication stresgmirst, the patient and their
psychopathology, including cognitive distortion, substance abuse, and organic brain
disease, provide the core element in this pro€&ssespondingly for the paramedical
context it is the patient ahtheir medical or traumatic presentattbatresults in their
interaction with the EMS system and parame(htgnan, 2002; Nijman et al., 1999)
However, it is the secorghvironmentahctivity, of hospitalisatior{or, asin the case

of paramedicine, # emergency scehehat inevitably introduces new situational
stress on the patierfNijman et al., 1999) This additional, environmendal stress,
produced bythe unfamiliar, claustrophobic environmeot the ward, scene, or
ambulancewith its reduced privacy and invasive procedures, further exacerbate
patient tension in these situations. This is the same stregsoth&tnor et al.(2020)

and Pourshikhian et a)2016)term fievent shock in their descriptions of theausal
conditiors of paranedic OV. The final activity communication stress, presemts
problematic interpersonal communicatiomssues relating to treatment, self
determination and inconsistenciethat become the fuséor aggressive behaviour
(Nijman, 2002; Nijman et al., 1999Within the context of healthcare, common
interpersonal traits associated WiV includet h e p r a tatkiofteinpathyefar 6 s
thec | i ent 6 s;pmwasiors giieflexible sae pathwaygpoor communication
skills; and demeaning, insensitivend unpofessional attitude@arlsson et al., 2004;
FaganPryor et al., 2003; Hamrin et al., 2009; Secker et al., 2@dnversely, staff
who experience less time pressweeless influenced by social popularity, and who
evaluate their own actiorareless Ikely to become involved in violent encounters
(Ray& Subich, 1998; Morrison, 1998)

The model of aggressidiNijman, 2002; Nijman et al., 1999 meaningfulas
it concedes the impact of the environment, interpersonal relations, and the treatment
of patients as the impetus for OV, njoistthe patient themselve3.he position of this
model becomes extremely consequentidthin the paramedic OV discourse
particularly given thefrequently hyperbolic and often insisteassociationof
stereotypical risk faors such as alcohol or drug use associated pathmedic OV
(Willacy, 2015) Importantly, while the model was developed around the initiation of
OV within psychiatric hospitals, it provides not only an acute insight into prehospital
aggression by thoseitly mental illness but indeed the majority of patients requiring

paramedic assessment and treatment. Although the reference to psychopathology as
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part of the model is most commonly applied to behavioural dysfunction associated
with mental illness, it canso apply to many types of social disorganisation including
anxiety, stress, and trauma, and alcohol and-deggdisorder@Maddux & Winstead,

2015) It is these exact types of patients that present not only in large numbers in
prehospital EMS scenes, libat are subsequently exposed and vulnerable to the same
environmental, cognitive, and communication stresses acknowledged in the model of

aggressiorfNijman, 2002; Nijman et al., 1999)
6.2.3 Paramedic OV Disconnect

Despite the assertismade bystudy participants, the role of health practitioners
and their influencen incidents ofOV remainsboth contentious and unsupportbg
the wider peereviewed literaturéMurray et al., 2020; Soheili et al., 2016; Thomas
et al., 2020) The basi®f this lack of support appears to lie an apparent divide
between how staff and patients generally perctieeausation of violent incidents
(Arnetz et al., 2015; Hamrin et al., 2Q090sseinikia et al., 208 The literature
consistently identifies that theers a propensity fdrealthcarerganisations, stafand
patients to perceive acts of violent and aggressive behaviour from a contrasting
perspectivgWhittington & Richter, 2006) Whereas staff observed OV as a direct
result of a p actognéivefudcton,patidnts waredan moredikelgt to
identify poor communication and a lack of collaboration between staff as a precursor
to violence(Duxbury & Whittington, 2005; Johnson & Delaney, 2006he lack of
shared understandiragtween the pragonistsas tother individual contributions to
the interpersonaspectof OV eventsis concerningAlthough the rationale for this
disconnect is uncleafHamrin et al., 2009)it may stem from the influence and

perception of OV within healttareorgansational culture.

Theposition of patiententred violence initiation is typically endorsed in health
organisational culture through the way in which OV mitigation policy is distinguished
and promoted. There is a tendency within health organisafodsndeed statutory
bodies, whereby OV is solely attributed to patients, and intolerancaolent
behavioutowardshealthcare workers is promoted through OV health campaigis
asi No EXx c us e (Dbexbury &AMbitirgyteny 2005)Further to this pointhis
thesis has already identified and discussedptitienicentric focus of paramedic OV

mitigation programs and interventiofeee Chapter 3While | makeno suggestion
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that acts of O\shouldbe accepted as routine behaviour within paramedic practice,
thereis precedence for taking position that accepts that violence and aggression
within healthcararea shared problem to be solved together with patients rather than
via strategies entrenched blame and impugnatiorin their commentary orthe
escaation of violence in mental health settingghittington and Richtef2006, p. 64)

stress this point succinctly when they state:

Emphasizing the violent individual alone can quickly lead to repression,
therapeutic despair, and the search for sibudlets whereas emphasizing
the violent interaction has the potential to positively empower both
patients and staff.

Positioning acts of paramedic OV as a mutual process represents a ciisider
shift in the way that aggressive and violent behaviour @erstood, predicted, and
managed within EM3rganisationsYet, while novel to paramedic practic#his
reasoning is consistent withe understandings emerging in iacreasing body of
wider empirical healthcare evidendélaugvaldstad & Husum, 2016)Yhis shift
acknowledgesthat the hostility generated bya dysfunctional paramedipatient
interaction is frequently the result of diverse dynantieg include both individual
and organisational influencdsactorssuch agprofessionalism, fatigue, an inabjlito
compromise, cognitive deficits, job demands, and wait times for sevieesd! cited
in this regardCooper & Swanson, 2002; van der Velden et al., 206§ such causal
factor, known as fhostile attribution style ,is of particular importance with
paramedicingas it reflects the tendency of individualsmesconstrue the actions and
words of otherss being eithedeleterious or threatenirf@ooper & Swanson, 2002)
This manner ofmisconception may be exacerbated when parametfiested by
workload, fatigue, or everssues withtheir partner, fail taeflect ordeliberate upon
the most appropriatpersonal resources onteraction style requiretbr effective
engageentwith a particular patieniCooper & Swanson, 2002ZJheresults section
of this thesisalso identified themisconstring of paramedic intenin the patient

reaction theme afnpredictability

The acknowledgement of a bilateral reasomegardingparamedic OV does
present a challenge to EMS organisations and paramedics. The recognition that
p ar a meatsomalséhaviour and interaction can foster aggression in patients can

be confronting to staffparticularlyas it encourages the sedfflectionidentified by
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Peplau (1997) and concentrates the focus of mitigation strategies primarily on
relationship interactiofWhittington & Richter, 2006)Indeed, the very essence of
paramedic performance, that of scene control and scene safety, is oftdredibti
patients as a potential provocateiar their aggressive and violent behaviour
(Haugvaldstad & Husum, 2016)n an attempt to create order and social control,
paramedics may utilise coercive measures such as restraint or chemical sedation.
However,the use of such measures may create feelings of frustration, anger, and a
perceived impression of mistreatment among patiéH@sugvaldstad & Husum,
2016) Examples of this type of paramedic behaviour walyserved in the results

throughthe patient reawn theme otcompelled behaviour

The appreciation that aggressive and violent behaviour extends beyond a simple
manifestation of hostility and is rather a dynamic symptomssafes that exist between
the patient, the paramediand their current environme is important.Yet this
positioning ot only provide a contextual spheffer the threaand behaviour of OV
it alsoexpands tmffer awider comprehension of why some individuals who engage
in violent behaviour respond in this manrfeerhapste mosprominentaspecbf this
understanding is the realisation that anger is often a rational and reasonable response
to a distressing and stressful situation. The expression of anger and aggression by a
patient is not always a purely punitive act of disobezketut rathemay represent
the undesirable end af processhrough whichtheseindividualsareexpressg their
emotional and psychological experien@daugvaldstad & Husum, 2016; Pulsford et
al., 2013) Although thiskind of interactional processan present a confronting
scenario for paramedidfiosewho manage their trepidation and remain involved with
patients who are escalating are more likely to realise outcomes of decreased violence
(Hamrin et al., 2009)

The movement of EMS OV mitigation strgtesaway from reactive strategies
andtowards interventionthatincrease paramedic awareness and improve their ability
to respond to critical eventaay well heralda method of improved patienentred
care(Duxbury & Whittington, 2005) The literature s increasingly recognising ¢h
value ofearly intervention in situations whees escalationtowardsaggressn is
likely (Bowers et al., 2013; Gudde et al., 2015; Hamrin et al., 2@09)oughthese
kinds of strategis are addressed in greater detailtie following discussion of

paramedic OV, unpredictability, and risk managenise¢ sectiol.3), it is clear that
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transformation will only occur if it is supported by an organisataevel
commitment to culture chandBeltoPiri et al., 2020)For paramediteadershipthis
means mutually valuinthe underlying importance of both patient and staff dignity
and respectThis resuling cultural shift could provide not only anore equitably
humancentred management regimebut could bethe medium through whicla
potential decrease in the elements that aggravate interpersonal vidkemeade
possible(Hamrin et al., 2009)-undamental to this poteak change in organisational
focus is the ability of paramedics to support this through the process of social
interaction. Howeverthe socialinteraction understandingequiredfor the shift are
processes thatemain often underappreciated and unartiealawithin health
professiona 8killsets owing tolimitationsin health education and trainiifelaney

et al., 2017; Polacek et al., 2018yaylaid by the constant struggle to impart an ever
increasing skillset in an ewveestricted and congested cuuliem, the development of
fisoft-skillsd such as communication in health stude(dad therebyhealthcare

practitioner$ is oftenconcededlLucas et al., 2015)

Theparameditpatient relationship is not the only prominent obstacle withen th

OV mitigation discourse.Unpredictability representsnatherimpediment towards
violence mitigation and study data uphold that p a taggeessiod ar violence
toward paramedics may often appear as a sudden and unexgedetdn from an
otherwise rotine course. This behaviowvasidentified by paramedias the primary
theme,patient reaction Despite the apparent outlier incidence of this behavtbar,
QV literaturedoes recognise #s afeature of patient condu¢Arnetz et al., 2015;
PeltoPiri et al., 2020)As an underlying element of paramedic e possibility of
patient unpredictabilitys concernindor mitigation strategiesrhe following section
addresses this byansitionng the element of unpredictabilitpwards the expertise of

risk management.
6.3 Paramedic OV, Unpredictability, and Risk Management

While unpredictability was identified as a secondary themeder patient
reaction the repeated failure of paramedics to identify or foresee the imminent act of
patientinitiated violence emrges throughout the data discour3éese failures
occurred despite increased professional awareness, innovative mitigation

interventions,and contemporary education and training, aid not appear to be
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connected wittparamedic age, experience, or gende opposed twlaming their

own lack of recognitonof t he A1 mp e, patamadgEinosiscommordyt i o n
attributed theirfailure to anticipate an act of violence to the unpredictable or erratic
behaviour of the patient. Thisnd of postevent attributionis not limited to the
prehospital environmenRather, he unpredictable behaviour of violent patients is
also acknowleded as problematic within other heaéneprofessiongArnetz et al.,
2015; PeltePiri et al., 2020) The lack of success of paramedicand indeedheir

EMS mitigation programs and interventiong effectively identify situation®f
increased risk of violece or aggression is compelling/hile these failures can
invariably be linked to behavioural preconceptions and training inadequacies,
paramedic worlembodies uncertainty, and, while the concept is largely absent from

paramedic OV mitigation literaturé,bears furthediscussion.

Many of the studyparamedicsdentified uncertainty aan attributeof their OV
incident with remarks ranging from issues of regular prehospital health
presentationsncluding limited patient informatigrto unfamiliar envionments and
unpredictable patient behaviour. The prehospital milieu is pervaded with uncertainty
(Campeau, 2007 Campeayf2007, p. 7)emphatically acknowledges this very detalil
when contextualising the nature of paramedic work and the justification bitand
SCTPSM model:

While characteristics of the practice context such as the discrete
suspension of common rules of behaviour and a unique parapaiknt
relationship can be viewed as social adaptations to facilitate practice, no
amount ofadaptation is sufficient to predict or control the challenges
presented by another key feature of the paramedic work context: perpetual
uncertainty.

While uncertainty as a characteristic has largely gone unrecognised in the
prehospital literature, it hasidergone extensive consideration within the speciality of
risk management. Risk management, in its simplest characterisation, is defined as the
measures and activities undertaken to manage threats, and pertains to any action,
event or condition thagffects a system anits ability to reachts objectives(Aven,
2015) Although the goals of risk management, sudh@gasedafety anaontrolled
costs, will vary between systems, organisati@msl individuals, the primary reason
for conducting risk analys is to support decisiemaking (Aven, 2015) Situational
decisionmakingthat utilises risk analysis typically characterised dyoth high risk
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and multiple uncertainties wherg¢he prediction of outcomes is often difficult and
challenging much likethe potentiality of patienihitiated hostility in paramedic
practice(Aven, 2015)

While currentrisk managemeniiteratureis largely focused in the fields of
engineering, geophysics, medicine, and finante, understandingappear well
positioned forrationalising incidents of paramedic OV. Certainly réhis reasonable
existingappeal forOV mitigation systems to reference their program design around
careful analysis of the context in which the violence occurs and emgdpgesdic risk
managemen{Hills & Joyce, 2013) In particular, the area ofrisk management
uncertainty addresses the unknown terms of thecategores of either (or a
combination of randomness (aleatory) or a lack of fundamental knowledge
(epistemic¢ PatéCornell, 2012. Bothaleaory and epistemic uncertaindgecommon
attributes of events that are rare and often destructive in nature, such as death
associated with the medical care of patients undergoing anaesthesa, suatan

be readily applied to paramedic (FatéCornel, 1999)
6.3.1 The Black Swan Phenomenon

The premise of uncertainty in risk management provides the primer for a
distinguishing theory within this field of study: The Black Swan phenoménBra t ®
Cornell, 2012) The concept of patient unpredictability emergedtive literature
discussion oPourshaikhian et a{2016)and Knor et al(2020) who observed the
unpredictable behaviour of patients as a causal condition of paramedic OV; patient
unpredictability also emerged as a significant thelméng the results séon of this
thesis.The philosophy of the Black Swan has bégentified to conceptualise the
notion of patient unpredictability in this thesis beeaihe three fundamental features
of Black Swan events both cohere with and are highlighted in the characteristics of
paramedic OV. These features, or attributes, are explained in the discussion that

follows.

The Black Swan phenomenon was defined and rdismtaby Nassim Taleb
(2007)in his book The Black Swarirhe Impact of the Highly Improbabks a means
of explaining surprising events and outcomes in a risk framework modeid@hef
theBlack Swan conceptlly references the ondeeld (EuropeanfiOld World belieb

that all swans were white, amdan acknowledgementft he L at iramayshr as e

Chapter 6: Discussion 164



in terries nigroque simillimacyo (a rare bird wupon earth,
black swanAven, 2013, p. 4D ut ¢ h eneountepwitlsbiack swa in 1697 on

theDerbarl Yerrigan(Swan River)n Western Australia not only disprovecethelief

that all swans were whitbut providel concession to the notion of something r@®

per the Latin phrase), as well as to the ideapdraeived impossibiy thatmight be

later disprover{Aven, 2013)

Taleb(2007)proceeds to describe unexpected world events such as the rise and
spread of thdnternet or the terrorist attackndhe World Trade Centre and the
Pentagon on September 11, 2001 as exampledagk EBwan events. Importantly
however Taleb(2007)emphasisethatBlack Swan events are the result of collective
and individual epistemic limitations, and are not objective phenométedarifies
this point when he explains thébr the events of Sepinber 11, 2001, the terrorist

attacks were a Black Swan for the victims, but unquestionably not for the perpetrators.

Taleb(2007)establishes that for a phenomenon to be classified as a Black Swan
event, it mustdisplay three fundamental attributes. First, ntust present as an
aberration outside the scope of normal expectations and experience. Second, the
impact of a Black Swan event is severe. Third, despite its abnormality, explanations
for its occurrence portray isaxplainable and predictatdéer the fac{Taleb, 2007)

When these attributes are applied to the premise of paramedic OV, it is akar th
argument exists for the classificatiohsome hostile paramedijgatient encounterss

Black Swan events.

First, as much as the evidence surrounding paramedic OV declares the
prevalence of prehospital violence and aggressh@se events stilemain very much
as outliers in routine EMS work. The vast majority of paramedic interactions with
patients occur amicapl with assessment, treatment, transport, and dischatge
occurring without incident. Secondlthough the impact of aggression and violence
against paramedics vasconsiderably as to the type and naturéthefaggressive act,
theconsequencesf this exposureincluding both physical and psychological effects,
can berepelling. Moreover, a identified by the literature review and supported
through the testi mony percusdiors ofstihiidandaged s par
extends beyontheindividual levelinto theorganisationasphere Third, the attribute
of retrospective distortion established by Ta2B07)was actively demonstrated

the reflective practice of paramedics and their rationalisstdtheir OV incidens.
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Although many of the pamedics interviewed for this thesis describieatthe act of
violence caught them by surprise, there was a predispoftitinemto consider their

exposure to O\asmore understandable and foreseeable after the fact.

While there is justificatiorto categorise someincidents ofparamedic OV as
Black Swan evest it is certainly not the inteiun of this study to classify all episodes
of paramedic violence and aggression as sitis thesis has outlined specific
examples of paramedic OV where the hostdgons of the patient are the direct result
of a provocation such as painful stimuli. Instead, gipglthe concepof a Black Swan
event to paramedic OV is intendedhighlightthoseOV eventshatproceedrom the
unpredictability and uncertainty of human behaviolihis being the casethe
following discussion provides clarification of the relevaméeisk managemertob

paramedic OV.

Taleld 2007) Black Swan phenomenon is not withoi$ critics. Some
academcs are sceptical of Tal ebds-makmgr oach
and everhis characterisation of the phenomen@uven, 2013; Mueller & Stewart,

2016) Although it is not the intent of this thesis to deliberate on the merits of these
criticisms, ths reproachful discourse hastiated the developmerdnd validationof

the Black Swan phenomenon in a risk management context. One of the most prevalent
authors on this subject, Terje Aven, has sought to build upon the works of Taleb
through anincreased scientific framework and refinement of the Black Swan
phenomenon. Ave(R013)redefines the Black Swan phenomenon as a surpasidg
extreme evenn relationto present knowledge, with this knowledggingviewedas

a function ofthe context bthe time and space of the individual(s) affected. For
example, an incident of paramedic OV may present as a surprise to the paramedic but
not to the perpetrator of violent or aggressive behaviour. f2@13, 2014xontends

that itis this knowledge oftte incidentthat ultimately differentiates the three main

types of Black Swan events:

1. Events that were completely unknown to the scientific environrfeegt an
unknown side effect ad prescribed medicatign

2. Events unknown from the perspective of thekeholder, but known to others,
(e.g, the September 11 terrorist attagland

3. Events that are known but considered so unlikely that they are igfeogedhe
2011 Japanese tsunamwvhich was so unprecedented that it overwhelmed
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existing control and cdainment measures resulting in catastrophic destruction

of infrastructureincluding the Fukushima nuclear power p)ant

The second type of Black Swan event references incidents that are not captured
by relevant risk assessments, either because they karevam or because of a lack of
thorough consideratiaif\ven, 2018) It is this type of Black Swan event that embodies
a large component of paramedic QAh exampleappears in the accougiven bya
paramedic interviewed for this studyno wasassaulted by a patient duringrautined
mental health presentation for sedrm ideation. The patient was at home with a
parent present. The location of the residence was an affluent suburb with a high
socbeconomic appearance The police service had been notified and were in
attendance. The paramedic admitted to being fatigued and expressed a feeling of
impatience during the job due to it occurring afterirtimestered finish time. The
patient presented caly and was compliant and conversant with paramedic
interaction. The paramedic did not identify or suspect any threat of violence from the
patient. The patient was assessed by the paramedic as requiring an emergency
psychological examination due to theght of sekharm. Theparamediénformed the
patientthatthey were being placed on an involuntary examination qeEA; see
footnote 5)where they would be transported, against their, Wilhecessary to a
hospital for emergency assessment by a méet@th professional. Without warning
or escalation, the patient reacted with extreme violence, physically assaulting the

attending paramedic.

This act of paramedic OWvas the result othe interaction ofa number of
situations and activitiesand @me asa shock to the practitioner involvel.is its
surprisingnaturethat makes it a candidate foB&ack Swan evenbut thisdesignation
mustbe understood within the contextwiioandwhen(Aven, 2018) In this example,

the combination of actions and lménces included:

1 Attitude and behaviour of the paramedic prior to the arrival on scene
(represented through the themepafamedic actionsattitude and behaviogr

1 Erroneous assessment of the patient and their potential for viglepcesented
throughthe theme oparamedic effectsdefaultto-truth/self-assurednegs

1 Failure to identify possible violence risk factors/triggers associated with the

patient(represented through the themepafient reaction.violence triggers.

Chapter 6: Discussion 167



1 Personalinfluences including biasessuch asfatigue, hunger, and haste
(represented through the themepafamedic effectdfatigud.

1 Failure of the paramedic or their mitigation system to detect, recogise
prevent the initiation of violencé&epresented thumh the theme opatient
reaction: escalating patient behavioyr

1 Unpredictable patient behaviour and reacf{i@presented through the theme of

patient reaction:unpredictability).

This incident of paramedic O¥an be classified as a Black Swan event bsea
the paramedic had not foreseen,had not been able teufficiently consider, the
sequence of events that would lead toabeofpersonal violencéAven, 2018) The
paramedic did not know about the patien
servicesthat hadultimately resulted iraloss of employment and subsequerdeep
dislike of this care. Furthermore, the paramedic had no means of comprehending the
association of this emotion by the patienth its primer for violent behavioufthe
EEA). Cansequently, the catalyst ftris Black Swan evertamot onlybe attributed
to its unforeseemature but to the lack of fundamental knowledge that resonates
througloutparamedic practice Pat ® C o r. This épistemicifcértainty exists
becausgwithout therelevantprior knowledgethere is little chance of predicting a

patientds behaviour.

If aparamedic OV Black Swagventis categorised as such because it presents
asa surprising event relevant tertainknowledge, then the key to maging these
eventswould seem tdie in the reduction of uncertainties and the strengthening of
such knowledg€Aven & Krohn, 2014) However, the acquisition of this knowledge
isinherently unworkableTaleb(2007)asserts to this very fact when he acklenges
that it is the unpredictability oBlack Swan eventthat characterises thertf: you
could predict them they would not be Black Swans. Instead, the mitigation of such
events lies imeasonabl@reparation for their occurren¢€aleb, 2007)whichcan be
madein the form of risk management reasonilghile this conclusion may appear
challengingto current EMS OV risk assessment and management practites,
critically acknowledges the key concepts of knowledge and uncer{aingn, 2018)
Campeayf2007, p. 67 unwittingly acknowledges this assertion toward paramedic OV
mitigationin the SCTPSM when he states:
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Paramedics are faced with numerous unknowns in any call. In order to
manage the call, they try to reduce the uncertainty associated with these
unknown elements as much as possible. Since they cannot do so in terms
of selecting patients with specific illnesses or injuries, they focus their
efforts on the environment of the scene. They reduce uncertainty by taking
control of the scene through actisecial relations.

Although Campedus(2007) understanding here idocused on scene
management practices, upholds the reality that paramedic practice requires the
management of unpredictable evedigawing attention to an alternative approach for
their mitigation The acknowledged connection between paramedic practice and
uncertainty not only contributes to the understanding of OV but supports the
positioning of arfiactived approach towards the mitigatioh grehospital aggression.
This approachis discussed in the following subsectidhrough an influential
philosophythat exists in the risk management literature for the management of the
unexpectedthe concept of mindfulneg®Veick & Sutcliffe, 2006, 2007)

6.4 The Concept of Mindfulness

St udy p apetcetions pf thaneflediiveness, rigidity, and reactiveness
of existing OV mitigation systems highlight the inadequacies of the current paramedic
OV philosophy. Certainly, the uncertainty of the prehospital milieu described
throughout this thesisuggests that aninflexibility in existing OV strategy or
discoursewill be discordant with practiceYet, as introduced durin@€hapter3, a
knowledgegap exists within OV mitigation that represents the very antithesis of
current EMS education and trainirtgat the patierdndthe paramedic both influence
OV events This gap eyoses arunderutilised area of OV mitigatiorthe social
processes between the paramedic and the patient. mbtegd of focusng on either
proactive or reactive strategieQV mitigation cantarget the active phase of
parameditpatient interaction. A®pposed to any attempt to extend existing OV
philosophies, systems, or interventions to satisfy this knowledge tiyapthesis
identifies thathe concept of mindfulnessinpotentially provide aaffirming solution

to this problenthrough the understandjs ofthe risk management literature.

Despite itsconsiderableeputation within the scholarly literatutbe concept of
mindfulness is not easily defineGlomb et al., 2011)Literature utilises it to

characterise any number of related cognitive pgradj traits, practices, and
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processessuch as meditation and attentiveness. Nevertheless, while such ambiguity
within academia is generally unhelpfuhis lack of clarity appears limited to
superficial consternation regarding its disposition and charsatien (Glomb et al.,

2011) Fundamentally, mindfulness can be defined as the process of momentary
situational awarenessf internal (introspectie) and external (physical and social
environment)stimuli, without the application of judgment, evaluati@n, meaning
(Glomb et al., 2011)Significantly, these internal and external influences represent the
very elements ofboth P e p | &1993@)snterpersonal theory anthe model of
aggressiorby Nijman et al.(1999)thathaveused to conceptualise the development

of paramedic OV in this thesis. It is important to acknowledge that the situational
awareness referred to in mindfulness is profoundly diffefremb the awareness of

risk typically utilised in paramedic OV mitigatiorbituational awareness in a risk

management context encompagd¥sick & Sutcliffe, 2007)

T an ongoing examination of existing expectations

1 continuous modification of expectations bds& new experiences

T willingness and ability to create new expectatidmased on unprecedented
events

1 an appreciation of context and its role in the unexpeced

1 identification of alternate features of contéhdtimprove anticipation.

Ultimately, mindfulness in a risk management context emphasises the quality of
attenton for mitigatng the vulnerability of individuals to errsrcaused whetheir
concentration is distracted, unstable, or dominated by generalisg§thogisk &
Sutcliffe, 2007) It is these flawsthat prejudice individuals to misconstrue,
misunderstand, ahmisapply their knowledge to any challenge they encounter.
Although highly sought by parameditise sel-assuredness caused dxperiences
one of the most common forms thiis kind ofweakness, astudy participants both
identified andacknowledged. Eperience pulls attention away from the present and
any sentiencdor change, andharnessesonceptual thoughtather than seeing the
tangible situationakpecifics(Weick & Sutcliffe, 2007)

The mindfulness concept attempts to establish a level of péessasenessor
an i nd ireliablelreaadningsand performance whhey aredealing with events

that are unexpected. Mindfulness embraces awareness and the ability to discern,
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prepare and adjust(Aven & Krohn, 2014; Weick & Sutcliffe, 2007)In ther
pioneering discussion on the concept of mindfulness, Weick and Su{@lit)
establish the defining principles of mindful behaviour and the characterestigsed

for influencing unanticipated and unwanted events in dynamic and hazardous
environments. Weick and Sutcliff@007) assert that unexpected events arise when
our expectatiors those held assumptios that a certain sequence of actions or
behavious are likelyto happed d o n 6t transpire. @&dthet he
routines, interpretations, norms, rules, roles, and traithiagareembedled inthese
assumptions, such as those developed during both contextual and theoretical
paramedic education and traiginWhile these conventions are generally beneficial
for stability and efficiency, they ultimately disrupt resilient performance. Weick and
Sutcliffe (2007) identify that the liabilities of expectation can beunteredwith
practices that produce awarenadsthe biased minutiaghat otherwiselead to
inflexibility and failure. These practices of mindful engagement are constructed
around two distinct principles of managemaentticipationandcontainmentboth of

which aim to assist organisations and indivts to preparefor and preclude

unexpected outcomes.
6.4.1 Anticipation

As opposed to merelyexpecting the unexpectedsafety necessitates a
proactive approach whereby anticipation is utilised in evolving e @gkaney &
Johnson, 2006)n risk management idfulness anticipationrefers tothe ability to
conceiveof an unconstrained outcontecause of the presencesohall disparities.
These small disparities can be describepaats of the whole that can be seen through
micro-context awarenesandcan bedivided into three distinct componenggtivity,
environmentandself (GouinVallerand et al., 2013Activity refers tothe task that is
currently being undertaken by an individual, and their accompanying behaweur
environmentdefines the physical andmportantly, thesocial setting in which the
activity is occurring andselfdescribes the fundamental influences of the individual
including their inclinations, aptitudend proficiencie¢GouinVallerand et al., 2013)

The pimary goal of these components is to provide current and relevant representation
of an individual and the environment in whitttey aresituated. The central role of
the individual within these components provides both the focus of any activity and the

modfication of its situational contexiGouin-Vallerand et al., 2013)
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Applied to the study findings, the application of mioantext awarenests
discernible through the perceptions of participadentified in the primary patient
themesof reaction and engagementPosteventrecognitionby paramedicof the
p at i @atencé siggers(activity) and disengagemenfenvironment) represent a
tangible connection to the micamntext elements described by GoMallerand et
al. (2013) Furthermorethis awarerss is also visible ithe primaryparamedi¢themes
of actionsand effectswhere theattitude and behaviougactivity), and the effect of

their personaéxperiencéself) are additionally acknowledged.

Importantly for paramedic OY an individual engaged immicro-context
awarenessloesnotrely ontheir pre-existing systemic knowledge but rather fosss
on the information available to tifienctionalcomponentsi.e., activity, environment,
self; GouinVallerand et al., 2013)mportantly, this behaviourwhich isdemonstrated
t hr ough a nadditiondicapacity to anticipate discrepancidees noimean
that they will perceive such discordance more efficiently. Rather, the beoiefit
mindfulness in this regariks in theindiv i d uadilitydtssunderstand discrepadas
with greater clarityand manage them more confideniiWeick & Sutcliffe, 2007)
From a risk management perspective, the valuanticipatory practicdies in an
i ndi v ialilityad dissern the componentd their micro-context awareness,
particularly ina scenario where teebecome the markgof a larger, more destructive
event. In essence, anticipatioraisinvestmenin the ultimate goal of preclusioAs
a method of devel opi msgfor unexpgectedi evamntatie s 6 proe
mindfulness concept @nticipaton is further developedh three practiceknown as
preoccupation with failurereluctance to simplify and sensitivity to operations

(Weick & Sutcliffe, 2007) These are described in detail in the next three subsections.

Preoccupation with Failure

The most basic step of any risk assessment is identification of the events,
deviations, and hazardisat could constitute misadventure. This measlm@own as
preoccumtion with failure is the recognition and anticipation of small emerging
deficiencies that might augur strategically significant advel$itgick & Sutcliffe,
2007) In the example of paramedic OV, failure is ultimately the advent of violent or
aggressivdehaviour by the patient towards the paramddithis context, a mindful
preoccupation with failure acknowledgibe importance adttentivenest the signals

and learnings of failure. These signals may be subtle, such as a feelipthathing
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justi snot; r it dletyinnotaous,sicleas when work partners are not
concordantor they may beexplicit, like the intoxicated or disengaged patighten

& Krohn, 2014; Weick & Sutcliffe, 2007)Warnings and signals are the critical
informationthat s connected with the forward progression of an ewrd which
signalthat a risk incident might occ@weick & Sutcliffe, 2007)

Theseffforewarning® canprovide a critical component oésistance t@lack
Swaneventsthrougha n i n d iattentidemesdo s indicators thatencourage
reflection, adjustment, and interruptiontbé&ir currentctionsin the midst oaregular
event(Aven, 2018) However, evenhough the importance of such signals in the
avoidance of negative outcomes is considerableir thgerpretation can be
challenging. Ina setting of complex and dynamic scene stressors, it is easy to
comprehend how paramedics can misinterpret these signals. This was demonstrated
in the study findings ithe theme of€ritical decisionmaking when paramedics were
exposed to hostile events based on theied for rapidappraisal and subsequent
management of the prehospital scene and patient. The challenge lies in the balance
between vigilance and sensitivitgp thata n i n d irespowse ral Ire@dction to
warning signals is both appropriate and timeloreover, he right balance is
dependent upon the understanding of ,riskich can only be developed through
knowledgethatis obtained through the learning, understanding, and proficienbg of t
systemin which it exists (see belowrucially, thisis a continuous procesas new
and improved knowledge can invariably always be achi¢®eeén, 2018) In the
setting of paramedic OV, warnings and signaflgisk go beyondhe actions and
behaviouws of the patiera n'd i n c | u d ecognéionafifaggdid, inegp@rience
and selassuredness, attitudeand even haste. Fatiguen particular, was
acknowledged bgtudyparticipants as often playing a decisive roléhaevolution

of paramedic OV.

A mindful preoccupation with failure enhances more than jjudhe-moment
detection of equal importance is theonnectedact of incident reporting. Incident
reporting is an important way of increasipgrsonaknowledge and impramg work
performance ttough error discussigulispersal of this data plays theditionalmacro
role of educatilg the system itselfWeick & Sutcliffe, 2007) It is the promotion of
opennessbothbetween individuals and within organisatiotistencourages other

to be similarly open sharing alsoendorsesan appreciation that systems and
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individuals are imperfecfWeick & Sutcliffe, 2007) Critical to any act of incident
reporting is a culture that encourages transparency and rewards individuals who ask
guestions. Researchditcates thatorganisationswho promotea safety culture of
incident reporting andliscussionare more likely to experience improved safety
outcomeswith fewer reported errors and associated incidévitgyus & Sutcliffe,

2007) The culture required to sast thiskind of reporting system is addressadhe
upcoming subsectiorjeference to expertisén the element ofcontainment(see
section6.4.2).

Reluctance to Simplify

Expectation is thenternalportent of a predictable outcome and is effectively at
the core of all deliberate actions. Expectation provides the Wasideliberate
performance througpersonal experience of the usaatietal conventions regarding
the outcomes ddction and reactiofi.e., what will happen if..,, or what others will do
i f éWhile an individual may perhaps be able to conceive of more than a few
outcones for their current action from their previous experieribe nature of
expectation simplies these possibilities, guiding them away from opposing or
contrarysignals and the unexpected problems they for@tégick & Sutcliffe, 2007)
It is this charateristicof expectatiorirom which the principle afeluctance to simplify
is construedA mindful appreciation of this human tendency allows an individual to

reject the obvious (simplification) and experience the situation for what it is.

Although most gxectationsarerelatively accurate prediat® of events due to
both the repetitious nature dived experiences and the generally dependable nature
of human behaviour, they aaésohighly susceptible to acts of confirmation bias. The
innate biases that est within expectation foster the development of two fundamental
problems. First, accumulating evidence is discounteenevents are not developing
as expected. Second, the validity of the established expectation is overestimated, and
the observer is ledikely to consider contradictory fac{8Veick & Sutcliffe, 2007)

An example of this type of behaviour was demonstratestudy findings inthe
defaultto-truth theme. There was evidence that paramedics continued to ignore
increasingly aggressivpatient behaviour towards them, falsely believing the
positive intenibn of the patient. Importantly for the application of this princifde

paramedic OV, the greater the stress of the situation, the greater the likelihood that
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individualsin it will both search for confirming evidence and discé#rdt which is
inconsistent with their expectatio(i@eick & Sutcliffe, 2007)

The problem of confirmation bias extends to other forms of expectation
including the formation of plans, labels, and categotiedividualsforming plans
based on expectations msgek only narrow confirmation of accuracy, whie use
of labels and categories cpredetermine meanirgyactiors, and consequencé&ven
& Krohn, 2014; Weick & Sutcliffe, 2007)Plans, in particularhave a means of
creatingmindlessneswithin individuals via three leading traits. Firgthenthey are
built from assumptions and beliefs of the contextual environment, they exemplify the
notion of expectation. It is these expectatitreginfluence nobnly what individuals
choose to perceivim making plansbut importantly what they choose to ignore and
the interval to fault recognitio(Weick & Sutcliffe, 2007) Secondthe prescriptive
nature ofplaming constrainsindividual functioningby precluing improvisation.
Planning is assumed to help with insecurity through the specification of contingent
actions to guide future behaviour. However, such actiaginvoke a blindness in
the individual engaged in themas there is a tendency to restrict aitem to
expectationsvhen following a prescribed pathwasffectivelylimiting thecapabilily
oft he i n dexistingdskilla &nd knowledg@Neick & Sutcliffe, 2007) Third,
plans presume that higfuality consistent outcomes will be produced repegntéd|
individuals imitate patterns of behaviour and performance that have previously been
successfulThis logic effectively excludes thaotion of unpredictability(Weick &
Sutcliffe, 2007)

An example of the process of simplification is constantly evidgtiiin EMS
practice when paramediemact a predetermined plan of patient managereéhter
through dispatch priority labellirfg patient presentation, dhrough experience
induced certainty of the situatioaq referenced in the theme sdlfassuredess.
Although such planninfpora pati ent 6s il |l ness anad inju

response in relation tthe appropriate paramedical resources and skill, it does

5 The Advanced MedicdPriority Dispatch System (AMPDS) assigns a category to a patient request for
assistance based on their presentimigdition or reason for callhe AMPDScategories covea range

of event/response scenarios, fran immediate paramediéghts-andsirers response to a life
threatening patient condition such as a heart attack, through to a delayectheigency ambulance
response to low significance or low priority work such as-suginidal psychiatric patients.
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predisposgaramedis to conformto thar expectancyThe premise ofexpectation
allows lelieving to beas good as seein§Vhen paramedicdelieve there is little
prospect of violence, they have a tendencgrily see tlose aspects of theeene and
the patient that confirm this expectatigweick & Sutcliffe, 2007)

The simplification that occurs with expectatialso has a tendency toeate an
overreliance @ quantitative expressions of rigsuch asthe understanding that
alcohotaffected individuals are mor@rone to violence to determine hazard
judgemend, which distract observers from disproving evidence that anticipates the
unexpectedAven & Krohn, 2014; Weick & Sutcliffe, 2007Buch risk description
may be based on previous patient interactions that indicate tiprofdk is negligible
for aggressive owiolent behaviour, or simple pragmatism, suchtlas idea that
paramedics arfprotected because they are there to hdlpereluctance to simplify
practice of mindfulnesworks to overcome such biad®sencouraging the individual
to visualiee the scendeyondits socialconventionsplans, and label$n this manner,
individuals are able tacknowledge the unforeseen and the potential for surprise that
it may bringand create a moreomplete risk descriptiothat coves not only the
possible butlsothe unpredictablgAven & Krohn, 2014)Mindfulnessthus aimgo
counteract simplification through a process of increased awareness to context,
categoriesand expectations becayas asserted by Weick and Sutclif@07, p. 53)

With closer attention to edext comes more differentiation of worldviews
and mindsets. And with more differentiation comes a richer and more
varied picture of potential consequences, which in turn suggests a richer
and more varied set of precautions and early warning signs.

Counteacting confirmation bias is a challenge thatjuees individuals to
understand that expectations are incomplete. Expectatiorfpraterpreted jn
that such perspective is based on whnat i n d icellectbn afihtérgretations
Aal | ows gee(Pdirietta 2Q08)Reluctance to simplify requiresdividuals to
doubt theirexpectations, particularly those that appear to be confirmed most often. An
example of reluctance to simplify can be demonstrated through a typical pafamedic
patient interagon. A paramedic assumes that a patient is plethsschavearrivedon
thescenereadyto treat and care for their illness or injujowever, @ramedics also
know that individuals can become frustrated by the perceived timeéndssxpected

quality of such care. If paramediexpecthat a patient is grateful and responshuat
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nevertheless make an intentional effort to recognise signs of frustration or anger, they

are resisting their own expectations. Thisidful behaviour enablethemto detect

sultle signals of tensionn their interactionthat might indicatethe potential for

violence or aggression. Significantly for paramedic practice, t§damambulance

units) composed of individuals with a broad range of experiences are more capable of
responehg to disparities in their environment and adapting to the changes that need
tobemade suggesting that Atwo heads are bet
aspects of the scefiRatriotta, 2003yan Erp et al., 2018Neick & Sutcliffe, 2007)

Up to now this thesis has explained the practices of mindfulhatare utilised
to anticipate unexpected events through the activitiggedccupation with failure
and reluctance to simplifyThe last of these practicesensitivity to operations
transitionsthe activity of anticipation from a specific focus into a broader, context

specific application.

Sensitivity to Operations

This thesis hasstablished that paramedic workigaracterisety the unknown,
unpredictable, and dynamic nature of grehospitalenvironment and thieehaviour
of the individuals withinit. Attempts to regulat@aramedicperformance through
knowledge that is quantitative, measurable, objective, and formal encourages practices
thatare inflexible to disruptivandunexpecte@dventyWeick & Sutcliffe, 2007)The
difficulties or limitations of thismanner ofpracticeare recognised within military
organisations and their operations in unfamiliar environmergKramer (2007, p.

17) observes

If the environment is dynamicallyomplex it is impossible to know and

understand everything in advance, therefore you need to be able to doubt

your existing insights

In a mindful approachsensitivity to operationss the antithesi®f the usual

practices of expectation. It centrasound the realisation that current actions and
interactionsare evolvingwithin complicated and ambiguous systems, amiompt
response to the unexpectisdmore achievable if individuals are paying attention to
the ativities of the presenfAven & Krohn, 2014) As opposed to the first two
principles of anticipation, sensitivity to operations is not about the detection of
inconsistencies, it is about the process itself. It is the recognition of the current actions

of the individua] irrespective of the proposed intentions, designs, and plaen &
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Krohn, 2014; Weick & Sutcliffe, 2007)Through practicethatare interpretive and
guestiorng of the applicability of intentions, sensitivity to operations promotes the
transformation of intentions into contexppecific, meaningful actions. Sensitivity to
operations aligns well with parametjiatient interactionsincedoubt, discovery, and
onthespot interpretation are the primary traits of this apprdsi¢dick & Sutcliffe,
2007)

One of the greatest threatsatthieving asensitivity to operations this manner
is a common component of paramedic wattkat is, the tendency of routines to
become mindless. As identifieth the results duringthe discussion ofself
assuredess there is a tendency for paramedicsatbautomatially during routine
patient interactions becausiee same kinds opatient care events have occurred
without incidenthundreds of times. The risk of automaticity in regard to such
operations is thahdividuals can forget to question actions and processes. In contrast
when individuals operate mindfully, the routine isised so that itorrespond with

new orchanged conditionsindis updatedy new learningWeick & Sutcliffe, 2007)

The mindfulness activities of anticipation represent only the first of two distinct
principles of managing unexpected outcomes. The second of these principles,
containmentsupplements anticipatory activities with practices that aim to control and
limit the felt exposure tonegativeoutcomes. Thenext subsectioraddresses the

principle of containment and the practi¢katit entails.
6.4.2 Containment

One of the primary objectives of paramedic OV mitigation isstimyy detection
of hazards. However, as idengifi throughout this thesis, hazards, oversights, and the
unexpected are often difficult to anticipate. It is effectively impossible to anticipate all
the situations, circumstances, and environments that paramedics will confront in the
course of their workConsequently, it is therefore unworkable to develop procedures
and strategies to govemvery situation. In recognition of this, risk management
upholds that nexpected eventnd conditiongequire the contrasting capabilities of
stability and flexibility. Stabilityis the manner in which the unexpected is anticipated,
includingthrough engagement with attentivenessarenessand understanding, and

the ability to translate these activities into context specific acti@asversely,
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flexibility is the mamer in whichthe unexpected is subsequently containeghaged
and processeWeick & Sutcliffe, 2007)

The principles of containment exist because there are limitations to foresight and
anticipation Precautions fail and unexpected events can deteriorgte an
emergency. Containment contragfish anticipation as its aim is nothe prevenion
of anunexpected event but rathéefpreclusion ofunwanted outcomes afterwards.
The principles of containment exist to ensure that when unexpected events occur
and they will occur due to the fallibility of human nai@iréhat they are contained and
the individual or organisatias able to reconciléhe eventshoughtfully. Containment
is thusessentiato the postincident emotionabnd physicatecovery of parantcs
who experience OV incident$his decisive aspect dDV mitigation was evident in
the psychological injurytheme of this thesjsvhich demonstratkthat this kindof
organisational supporis inseparably linked tp ar amedi ¢ s 6 recogesyi | i enc
The recovery processieeds to be fully connected into a holistic OV mitigation
strategy, and the following discussion will highlight this by expounding the notion of
containment as a critical component of any paramedic OV mitigation response. The
characteristics of containmetiat operate under theisk managementodel of
mindfulnessare commitment to resiliencand deference to expertiseNVeick &
Sutcliffe, 2007; Weiss et al., 2012)

Commitment to Resilience

Within the mindfulness model, copingth the unexpectdil or maintaininga
commitment to resilienéerelies on a mentalitthatdiverges appreciably from that
required forthe actions of anticipation. This mentalidyppliesin situationswhere
errors have already occurred and the fdoushar management switches from one of
prediction to that of limitation this activity reflects the concept of resilience.
Resilience is a means of control in which a system maintains function and structure
during periods of internal and external fluctuatiofgeick & Sutcliffe, 2007)
Although resilience may take many different foyohspending on its context, as part
of risk managemerit is a protective strategihat rests on the cornerstonerafividual
effort andeffectivetraining (Aven, 2015; Aven & Krtin, 2014; Weick & Sutcliffe,
2007) In this regardWeick and Sutcliffg2007)identify thatsystemiccommitment
to resilience involves three primary capabilitie®:the ability to accommodate stress

and sustain performance despite the presence of @gyéo the ability to recover

Chapter 6: Discussion 17¢



from unexpected eventand(c) the ability to learn and improve from past resilient

actions.

Although the risk management literature references syst@msple,
organisational, and ecologi¢ahs componestof paramedic OV risk mitigatign
resiliencerequiresthat the focus of thge systens is primarily on the individual
(Itzhaki et al., 2015)As the discussion in Chapter 2 of this thesis upholds, the
individual paramedicprimarily sustainsthe weight of OV consequencesAs
acknowledged bydaugvaldstad et a{2016, p. 132)

It is crucial to be aware of the strong emotions that may occur in response
to patient aggression, as these reactions may have long lasting effects on
the staff and influence their maraygent of the situation.

Individual practitioner resilience is critical in the aftermath of,@gt onlyso
that paramedics have buitt, beneficial initial coping mechanisms but alsecause
resilience is valuable in ensuitfie longterm health and welling of the practitioner
(Itzhaki et al., 2015and the system in which they works van Erp et al(2015)
demonstrate resilienceboth increass a paramedias cognitive processing skills

during conflict,andassists them to deal more effectively withdé&trimental effects.

Resilience forms an essential component of risk mitigation against the backdrop
of the inevitability ofOV. Human attention instinctiye and inordinatly focusseson
threats and imperfectionas these threats exists predominantly within the realms of
the past anthef ut ur e, an i ndanh easilybecanie drsnersed witkimt i o n
thesepsychological timefranse This focusis clearly evident in the proactive and
reactive strategies of OV ngtition systemghe hypervigilance ofvhich predispose
individuals to excessive thinking, poor thought suppression, and avoidant response
(Sood et al., 2011)Resilience traininghowever, guides individuals away from
disproportionate attentiomo the hosile event, delays judgement, and provides
cognitive space fora greater consideration of the immediacy of theurrent
environment. Furthermore, this training helps to redirect d i v iinttrpratatisnd
away from fixed prejudices and towards a morgifike outlookby highlightingskills
such adorgiveness, gratitude, compassion, acceptance, and higher méanathet
al., 2011) Undertaken appropriately, the act of paumatic growth can result in

individuals experiencing positive psychologicalaoge through enhanced self
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esteem, improved life perspective, meaningful personal relationshiptheaaddition
of new coping skillgltzhaki et al., 2015)

Despite the importance of resilienge mindful practices and its role in the
mitigation of uncetainty, it appears to perform a very ad nole within currentEMS
systems Although many EMS organisations appear to have structures in place to
support paramedics post O¥,appears from the results thtte consistery and
effectivenessof this carecan bedeficient. This was a key premise of the theme of
psychological injury. Postevent care for paramedicswas described as being
encumbered by overly bureaucratic reporting processesiding frequent inaction
following the eventandthe mismanagemerdf safety report¢Lawn et al., 2019)It
appeared thatubstandard OV policies and proceduiasslitated this inertig indeed,
participant accounts suggest that if policies or procediicesxist, they wereoften
misinterpreted or inadequately implementieawn et al., 2019)This mignanagement
had meaningful consequences ftite paramedicsvho had beeraffected by OV
Participants expressed lack of confidence in the support systemfter they
experiencedleficient validation and acknowledgement byithEMS organisation
they alsoidentified both underreporting of OV incidents and the associated
development of psychological injury and mental ilin@ssvn et al., 2019)Critically,

p ar a mdahlth@rsd dantal wellbeingvasdemonstraly more affectedby stress,
lack ofresilience, andhe posttraumaticfallout of their OV eventsthanthey were by

the act of verbal or physical violence its@tzhaki et al., 2015)

While currentparamedic OV mitigation syemsshow limited inclination
towards resilient practicethis may be unsurprisingiven the bias ofhesesystems
and interventions towards the acute phase of the violent or aggressive incident. While
proactive measures such as situational awareness docritical element of OV
mitigation interventions, the role of pestre support and understandaqgpear to be
understated and devalued within this procsswvn et al., 2019)Although the
insufficiencies of the tangible support systems and strudtures par t i ci pant s 6
are examples of thishefundamentateficiencies irthe processf postcare support
seemed to also suggeldited education and training for those in supervisory
positions regardingthe support of individuals with psychologicajuries. These
failures typically presertias deficiencies in communicatioor evendirect isolation

practices(Lawn et al., 2019)Significantly, numerous studies have identified the
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universal failure of supervisory managers to recognise, understand, or even respond
to the distress ahdividuals affected bygritical incidentgHugelius et al., 2014; Lawn

et al.,, 2019; Regehr & Millar, 200.7)his kind of organisatioml and managerial
responseot only prevergand discourageactive help seekingt alsopromotesan

environment of distrust and apathy towards the organis@tenun et al., 2019)

Deference to Expertise

The final characteristic of the concept of mindfulnessdthe secad for the
principle of containmenis the tenet otleference to expertis®indfulness requires
that when managing and controlling the unexpected, processes are grounded in the
ability to provide the most appropriate respof@®e=n & Krohn, 2014) This pocess
known asdeference to expertiseefers tothe ability of an institutioror an individual
to migrate and push decisions around in search of the right knowledge and skill
requiredto regulate an unexpected evemhis flexible procesguides decisian-
makingtowardsexperts whee knowledge and skillsre bettepositionedio manage
the situation andstabilisng practitioner attention on fWeick & Sutcliffe, 2006,
2007) When applied to the regulation of patienitiated violence and aggression
aganst paramedicgjeference to expertigstinguishes hat a par amedi c 6 ¢
creates @ontrasting positiothat isboth a limitation and a strength okthdecision
making process. Thespposing realitiesvere identified during the patient theme of
unpredictabilityand the paramedic theme mdychological injuryand are developed

further during this discussion.

Expertise is a collection of knowledge, experience, learning, and awareness that
is rarely reprsentedin a single individual (Weick & Sutcliffe, 2007) Rather, a
collection of expertise represenén informal arrangemerthat allows the rapid and
flexible sharing ofskills to manage incidentssuch as thoséhat are difficult to
anticipate but dispate as soon as the crisis is offer instance, a paramedic may be
physically or verbally assaultglut once the paramedic completes the task, the initial
incident is finished)Deference to expertise fBus apremisefor seeking assistance
whenan indvidual (or systemreaches thémits of theirknowledge and are no longer

capable of actively controlling theajectory of their unexpected event

The collection of expertise allows andividualto utilise a strategy of improved
skill and understandingp manage inevitable uncertainty and imperfect knowledge

(Weick & Sutcliffe, 2007)However, the utilisation of such expertise is undoubtedly
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more difficult for paramedicavho often work inisolatedand insularenvironments.
Neverthelessavenuesor expetise do existincluding work partners (when thriving),
other emergency services such as the police, and even individuals/hath the
patient may have moreinsightful relationship, such as family or close friends.
FurthermoresomeEMS organisations allow deference to expertise in the form of
access tgsychological professionatkat canhelp managa p a tmerdah hedlts

emergencyClinical Excellence Queenslanz2)20)

The notion ofdeference to expertisas part of the containment of unexpected
events, also promotes the ideal of transparencyganduragsindividuals to make
the knowledge about the syst@onspicuousand widely known Transparency not
only increases awareness of the event but allows for others within the same system to
identify similar flaws and potential management approadiésick & Sutcliffe,
2007) In the case of paramedic OWiis represents a twofold approach. The primary
element otransparencwypplies to the reaction of the paramedic involved in the act of
QV. This introspective accountadlly acknowledges the psychological injury of the
individual paramedicas referenced under the primary themegafamedic effects
(sections.3.2, andemphasisetheunique role the paramedic must play iepinocess
of their own posincident care and suppo#s well aghe need for these processes to
be adptable.Each paramedic is different, and each will have a different reaction to
an act of violence or aggression, no matter how immatiigkeactionrmay appear
to otherdGomezGutiérrez et al., 2016}t is from this perspective that the paramedic
becomes the expert in their own containmerdcessand it istheir expertisethatthe
organisation must utilise towards an appropriate means of support. Without question
thiswill incorporate elements of peer and managerial assistance, but insteagicdf a ri
progression of care, the process is flexible and adaptable enough tariditheéual

needs of the paramedic

The second elemenf transparencynvolvesthe identification and reporting of
incidents of violent and aggressive behaviodithough the et of reporting has
alreadybeendiscussediuring the anticipation phase of mindfulnessutibty for the
principle of containment is to ensure that the sysisraffectively represeetl As
opposed to a repatthatappears to mean nothing and achsswen less, deference to
expertise promotes the idea that an indi

individual act.Thisact is used to produce outcontgsvaluing and showindeference
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to the knowledge an@xpertisethat resideswith those atthe vanguardWeick &
Sutcliffe, 2007) Unfortunately,as was reflectedin the accounts oparamedics
interviewed for this thesjsthis process appesdt to bewanting in their EMS
organisationsNot only did paramediceeport neglect after their OV incidents, they
alsbappeared confused as to Awhat to do
organisational sense whan event hadccurred. Certainly, currengéporting within
EMS organisationsappears to beoorly manged with participant descriptions
identifying the processsoverly bureaucratic anfiequentlyinert (Hugelius et al.,
2014; Victorian AuditorGeneral, 2015)Whenjuxtaposedwith the context of poor
supervisory practices and pastident care, undareporting of these incidentsould
appear to beeffectively derivel from deficiencies in the validatiorand
acknowledgemergiven to paramedics about their OV incidesmtsltheir subsequent
lack of confidence in the EMS organisational support systerogided (Lawn et al.,
2019) These systems, howeveare a product of a flawed organisational cultiimat
determinedly maintains a patiecg¢ntred focus on OV mitigatiomhe importance of
EMS culture towards paramedic OV containment and mitigation is sugcinctl
explained by Weick and Sutcliff@007, p. 77Wwhen they state:

A culture that is less mindful and more deferential to hierarchy is less
informed by frontline experience and expertise and is more informed by
inputs that are colored by hierarchical dynesnsuch as uncertainty
absorption and withholding bad news.

Significantly, it these same organisational shortcomihgmpactnot only the
ability of the system to respond to uncertainty, bigo negatively impact the
wellbeing of paramedicperhaps evemore so than the very nature of the work itself
(Lawn et al., 2019)

Uncertainty presents as a significant challenge foarpadic OV mitigation
practicesas the very essence of human behaviour renders conventional approaches to
patientinitiated hostility both reactive and inflexible. However, through the process
known as mindfulnessisk managememrovides an alternate mesato conceptualise,
identify, understand, and manage this danger. The mindfulness model identifies five
characteristics across two distinct categotie aim to both anticipate and contain
eventuncertainty andts consequences. The potential of a mutdéss approach to

paramedic OV mitigation lies not only in its ability to reframe the discourse of patient

Chapter 6: Discussion 184



initiated hostility butalso inits reinforcing of the importance of resilience and

transparency as part of this process.
6.5 Summary

The results of tls study provideunigue insight into the phenomenaf
paramedic OVt is clear that e reality is far more complicatatian simplistic
portrayaé of paramedic OV as indiscriminate sof violent or aggressive behaviour
against prehospital health workeMoreover, his complexity must be understood in
the context of the dynamic management of the patient and the competing interests of
their environmentwhich can both promote and impede the paramedic objectives of
care, transport, and dischargdthough Campeau(2007) attemps to describe and
define this management of the prehospital milieu through the SCTRiSNheory
does not adequately portray the paramguhitient relationship and its correlation with
paramedical objectives. The evolution of thsodel into the MPSM not only
integrates this relationship into a framework of paramedic practice but resandtes
includes all actions of the practitiongboth preceding and up to the point of care
discharge. Specifically, the MSPM incorporates the categofparamedic actions
andeffects andpatient engagememindreaction that wereboth identified within the
results section of this study as fundamental to the activities of prehospital healthcare.
However, while the MSPM identifies specific subcatagowithin the paramedic and
patient classificatios) it is the interaction between tiparamedic and the patient that

emerges athe connection between prehospital care and OV.

The notion of paramedipatient interaction as a formative influence on etie
directed aggressive or violent behaviour is an adjustment to much of the current
conversation concerning paramedic OV. Nonetheless, such adaptation is well
grounded within the literaturavhich both validates and promotes thiznclusion
First, throughher theory of interpersonal relatigrizeplau(1997)identifieshow the
relationship betweethe health practitioner anthe patientis the bridgeuponwhich
patient® problemswith healthcare cabe understood and transformed. Instrumental
to this understanding is a comprehendioat exceeds a unilateral patient focarsd
insteadnvokes a fearless appreciation by the paramedic of their own social fortes and
deficiencies. However unreasonably, ist the paramedic who must assume the

responsibility for this relationship and oppose the disconnect thaegesea
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deterioration in the quality of this interaction. Tknclusionis not amechanism of
victim blamingthe paramedibutis rather a persmive thatattempts to conceptualise
why patients, some without a history of violent behaviour, choose to act or react with

hostile intent.

The importance oWiewing the relationship between the paramedic dhd
patient as foundationah the escalation foviolent and aggressive behaviour was
recognised by Nijman et a(1999) through their model of patient aggression.
Significantly, in addition to th@ractitioner patientrelationship and their individual
influenceson it, Nijman et al.(1999)distinguis the function of the environment as
providing decisive contexh the emergence adggressivdervour. The e aut hor s ¢
model of patient aggression is profound in the sense that it does not apportion
exclusiveresponsibility for the violent adb the diseae or injury itself, but rather
situatesthe spurfor this behaviouiin the processethat attend carancluding the
treatment, the setting, and the interpersonal relations. Howevemntliigaceted
position tends to find little support in the literagihat describebealth practitioners

who have been exposed to swablentacts.

Despite the recognition of the role of the paramedic, the patient, and the
environmentn the initiation of OV,anyapplication of mitigation practices to manage
these fact® and their contribution to violeactsremainsvulnerable to the constant
risk of unpredictability. Unpredictability is pervasive within paramedicine, notianly
terms ofthe dynamiccharacteiof the prehospital milieu, bum the erratic nature of
patient behaviour and the fallibility of paramedic conduct and performAtit@ugh
this volatility is largely ignored within the paramedic literature, it is not afforttiesl
luxury in occupationsuchas engineering and finance, where its consequearees

recognised as being potentiadigvere expensiveand widespread.

However, upredictability does notmply a complete loss of control and
command.Rather, he domain of risk management providesique insight and
understanding into this portent through a contextual applicéiotack thereodf of
aleatory or epistemic knowledge. Through risk managenmitlents ofparamedic
OV can be categorised # kind ofrareoccurrenceknown as Black Swaevents
that is assurprising everstr el evant t o oneds knowl edge.
Swan phenomenon classifies an event as pertaininbetthree specific traits of

aberration, severity, and elucidation. This categorisation is impp#sittprovides
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an alternate lentroughwhich to perceive the occurrence of violent or aggressive
acts onethatacknowledges that the unpredictable, the unforeseen, and the unexpected
do happen, andvill occur despite the best intentions, training, and gament.
Fundamentally though, this perception provides clarificattvaying focuson the

reduction of uncertainty through the strengthening of education and knowledge.

The development of knowledge against the backdrop of uncertainty is
challenging, partularly when contending with the fallibility and volatility of human
behaviour. Yet it is in this spadhat the concept of mindfulness has a unique but
highly critical role to play in the mitigation of paramedic OV. The mindfulness
concept, conceived withh Eastern philosophy and developed istmategiesof risk
management, provides a neoteric interpretation of the regulation of the unforeseen and
its potential surprises. Mindfulness provides a me@andndividuals to attentively
focus on the elements it belong to alear and detailed understanding of emerging
threatsjncluding thosehatimpede this understandirf@/eick & Sutcliffe, 2007) For
mindfulness to be effective, small breakdowns or failures need to be identified
(preoccupation with failure)and their uniqueness retainethther being than
squanderedhrough their intersection withbredefined classificatiaor experience
(reluctance to simplify). Furthermore, individuals require attentivemestheir
ongoing processes if they ageing to laveany chance of discerning subtle changes
that could be symptoms of imminent failure (sensitivity to operations). Attentiveness
is also critical for the foundation of pathways to recovery (commitment to resilience),
the knowledge of how and when to implent this information, ancritically, the
dissemination of this knowledge (deference to experisen & Krohn, 2014; Weick
& Sutcliffe, 2007).

Although the concept of mindfulness provides a platform for the management
of the unexpected, it is veryiuch dependent upon individsapplyingthe principles
andprocesses to their work environment. Day after day, job after job, interaction after
interaction, commitment to the managementtiué risks ofuncertainty requires
paramedics tdocus on the signés, deviations, and probabilities of performance.
Without question, the execution of these skills is influenced by the demands of
emergency shift workncluding elements of fatigue, hunger, and pressure. However,

when the unexpected occérand it will ocard the concept of mindfulness
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acknowledges thajust as important as the anticipation of failarethe notiors of

immediacy, containment, support, and recovery.

This dialogueof the results of this thesis fiadentified key concepts and
methodologies oparameditpatient interaction, OV, and the sporadic unpredictably
of these events. An amended model of the SCTSPM was developed for the purpose of
providing an evidencbased foundation for the implementation of these findings. The
following chapter concidesthis thesis.h doing so, ibffers a practical application of
these findings for EMS organisations, in addition to a critical discourse regarding the

significance and limitations of this study.
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Chapter 7: Conclusions

Chapter 7 provides a revision of the research aims and questions and summarises
the study through a closing discussion of the phenomiradis paramedic OV. The
chapter also provides a discussion of recommendatiorsyjggested future
investgations, researchsignificance, and the limitationthat have been identified

through this research process.
7.1 Review of the Research Aims and Questions

This thesissought to advance the evidence base of paramedidh@wigh
analysis, review, and investigation of patigmtiated violence and aggression within
the prehospital milieun order to review the efficacy of these objectives in this regard,
the next two sufections addregke research aims and questitimet wereoutlined in
Chapter 1.

7.1.1 Research Aim

The primary aim of this study was to gain an improved understanding of
paramedic OV mitigation through an examination of the key concepts and theory that
underlie this phenomenoBxamination of paramedic OV occurred through the lens
of a paramedic theowyf practice known as the SCTPSMampeau, 2007 he study
was able to fulfilits aim by establising two primary themes of paramedic OV. The
first of these was the critical role of the paramgpatient relationshipn the
development of aggressive or Maat patient behaviour. The second was the notion of
the unpredictability and uncertainthatencompasssthesesame actsAlthough the
SCTPSM was beneficial in the identification of these thethesnodel waamened

to better reflect the interaction thfe paramedic antthe patient within this process.
7.1.2 Research Questions

Two research questionsiitially presented in Chaptdr, guided the research

process of this study.he first qiestion(RQ 1) examined:

How effective are existing paramedic OV systants strategies in
providing OV management, support, and mitigation?
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While reflected upon and discussed throughout this stthdy,questionwas
ultimately answered by the continued failure of OV mitigation interventions to
identify or prevent occurrences aggressive or violent patient behavioun. this
regard, @rticipants reported that the patie@ntric, reactive approat¢hatdominates
paramedic mitigation practices and interventions was a key contributor to the failure
of these programs to moderateidents of hostilityn the field Occupational violence
mitigation practices were identified as too rigid aticturedn their recognition of
patientinitiated violence and as failing to givedue acknowledgmento the
fundamental role of the paramedic in the process. The inflexibility of these programs
appearedo arise from a persistent outward focus of patient threat identification and
management. Furthermore, the failure ofseéxg OV mitigation systems was
corceded as a pervasiv&/stemic problem, inasive oforganisational, institutional,
and societal deficiencies, rather thanimitation of individual interventions or

practices.

The second researchiestion(RQ 2) explored:

How can paramedic practice thgorcontribute to the overall
understanding and mitigation of paramedic OV?

The paramedic theory of practice a mp e SCTPSM (2007) was
instrumental in the comprehension of paramedic OV through its description of social
processes and their relationshigt@ne management practices. The SCTPSM, which
was the only paramedic practice theatgntifiedin the literatureestablished that the
actions of paramedics towards patient caceur because otind (effectively) only
through the necessasgpcial processsthat take placbetweerthesendividuals.The
association and categorisation of the thoughts and behaviours of paramedics during
these processes provided critical insights into the paramedic operational environment.
Through the lens of the SCTPSM, costegories were develop#thtfurther defined
the actions and influences of the paramedictaagatient during incidents of violence
and aggression. One the most critical applications of the paramedic theory of practice
in this regardwas its role inle identification of the unpredictability and ultimately
the inevitability of OV.The recognition of this principle not only questioned
established aspects of mitigation trainiftgalso allowed theintrodudion of new

concepts from the field of risk magement.
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Notwithstanding the utility of the SCTPSM in this process, the modelauasi
to be deficient in its description of the unique role of the paranigditent
relationship withinits scene management principles. The insufficiencies of the
SCTPSM reslted in the necessary evolution of the model into the MR@Nth more
accurately represents the paramepatientinteractionand its influence on all other
components of prehospital scene managemenmaxisection summarises in greater
detail how thetwo research questions were applied throughout this thesis, and how
the understanding and conceptuatiisn of these issuesvere enactedfor the

paramedic context.
7.2 Summary Discourse

This thesis has addressed the insidious problem of paramedic OV throumgh a
depth examination of the systems, processes, and perceptions of those exposed to these
detrimental acts. This timely study was necessitated by the ongoing exposure of
paramedics to acts of aggression and violence despite the presence of increased
awaeness, educatigtraining, andindeed funding. The study sought to identify the
complexities of paramedic OV mitigation and address why those who have been
tasked with the prehospital care of the ill or injured are commonly exposed to acts of

hostility.

Despite simplistic conjecture, threality of paramedic OV is often far more
intricate and problemati¢chanthe media portrayal od vulnerable paramedic being
besieged by aicious and sadistic perpetrat&ven so, thecomplex and dynamic
phenomenonhatis paramedic OVpresents as the very antithesis of the prehospital
care of the ill and injured. Acts of violence and aggression are not only initiated by
those identified for care, butlso by family, friends, and evenonassociated
bystandersn the prehospital scene. Each of these individuals or grappsamwith
their own characteristicef social development, culture, religion, education, and
socioeconomic background, and each can present with theirnoetvation r
initiating aggressionincluding frustration, injury, illness, afa pain. Themyriad
complexity and variabil ity extehdalsodoetmee part
setting of OV with paramedics exposedhereverthe patient scenenanifests,
including in houses, streets, and places of wankthe ambulanceand evenn the

hospital or care facilityFurthermore, aramedic OV can occur at any stageths
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paramedicpatient interaction during the patient care proces®r patient
transporation, or while paramedics are engagedtie discharge aheir patient care
responsibilities. Even the very act of paramedic OV is inconsistent, with exploits of

violence or aggression presenting as verbal, physical, or even aszaalt

The consequences ofrnpaanedic OV have beattemonstratedo cause physical
injury andpsychological damagéoth of which can extentieirinfluence far beyond
the scope of the initial confrontation. Such effects have been well documented and
recognised by individuals, organigats, and academics alikem&rgency medical
service organisations have responded to the threat OV presents and have spent
significant periods of time andonsiderableesourcesn pursuit of protectng and
supporing their staff. Although the commitment theseorganisationfias been well
intended the management of acts of hostilitydyroven difficult with OV strategies
andinterventions often unfit for purpose and frequently ineffective. This is evidenced

by the continued high levels paramedic exposure to incidents of OV.

In light of this continuance the currentapproach to paramedic OV mitigation
by EMS organisationsstatutory bodies, and educational institutions appeaise
flawed. Current OV mitigation strategies focus heavily the proactive and reactive
phases of hostility mitigation, disregarding the active period of patient interaction. Yet
it is this active phas¢hat accentuates the paramégatient relationship and the
subsequent communication, understanding, and empathgomotes. Tis study
identified theabsence of consideration of the social interadietmeerthe paramedic
andthe patient as an opportunity on which to potentially construct more effective
mitigation programs. Instead addopting pre-existing notios of OV against
paramedics, this study utilised an appro#tit acknowledged the implicit social
activitiesof paramedic practice the management of the prehospital environraendt
patient careThe theory of practicénarnessed in this regattie SCTP#, provided a
valuable contextual lens for the examinatéond establishmeratf the social practices

thatparamedics utilise for scene management practices.

Acknowledgement of the social processes invoiugzhramedic OV represents
a notable shift in theprimary representation of violent and aggressive patient
behaviour. Not only does it shift the emphasis away from individual culpabiktigat
proposs the notiothat thebilateral, interactive paramedigatient relationshigs part

of this processThis study has repeatedly highhigd theessential nature of the
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connectionsestablishedetween the paramedic atite patient asit is thesesocial
frameworksthat facilitate the treatment relationship. Importantly, trstudy also
identified that thedeteioration of these frameworks was a precursor to the initiation
of violent or aggressive behavioltowever, mtwithstanding the importance of this
association, the paramedpatient relationship provides only a limited perspeabine

the development of agessive behaviour. Critically, the implications ofeth
relationshipfor paramedic OV must be comprehended within the context of the
environment in whichihe violenceoccurs Although the behaviour and interaction of
the paramedic and patient may initiate hostility, it is the situational str@gsovides

the catalyst fowiolentacts.

Despite the initial acumen of the SCTPSM for the understanding of paramedic
OV, the modelwas observed to be deficient in its explicit acknowledgment and
recognition of theoles of theparamedic andhe patient.For thisreasonthe study
proposedan evolution of the SCTPSMo better reflect the pivotal role of this
interaction within the envimmental context of scene management practices. This
interactionwasreflectedn thethematiccategories opatient engagemenndreaction
andparamedic actionandeffectswhichwere the impetus for the development of the
MPSM. The MPSM represents thegformationand mergingf these categories into
the SCTPSM and articulates a chanigefocus from scene controlto scene
manipulation While subtle, his change was acial to betterepresenng the illusion

of controlthatunderlies prehospital scene nagement.

The notion of contro{or lack theregfwithin paramedic care was identified as
a dominant theme throughotlite interviews conductedwith the participants of this
study. Ths themewas predominantly recognised through the categoriepadient
cognition andunpredictability which were identified by paramedics as key eleraent
in ther failure to prevent the escalation of patient hostility. As part of the broader
concept of uncertainty, one of the greatest challenges to paramedic OV mitigation
the lack of control the prehospital scermatinuallypresentso paramedicsAlthough
uncetainty encompasses all elements of paramedic work, it is the human elements
thatprovide the sternest tefsir these practices. It is almost impossible for paramedics
to knowhow a patient will act in a situation wheheir behaviour is influenced by a
multitude of unknowable elementssuch as prexisting attitudes, experiences,

emotions, culture, and context. Even more discouraginipis regardis that this
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uncertainty exists all situations, even befooensiderations added foelementghat
can futher influence patienéscognitive control such asdrug and alcohol use and

psychiatric illness.

While the unpredictable nature of patient behaviour exemplifies the issue of
uncertainty, itstill represents only a singular component of a larger, moreptiee
problem. Uncertainty is endemic within paramedic practice due to the significant array
of variables that exist concerning the environment, the patient, the paramedic, and
their interaction. From unfamiliar workspaces, unknown patients, and indeedrth
nature of paramedic work, the list of confounders is considerable. Such is the influence
of these features that they form a pattern of inevitability which all but precludes the
complete prevention of violent and aggressive behaviour. Certainlysttidg has
even highlightedhe paradox of paramedic wonkhere appropriate care of some
patientge.g., psychiatric emergencjemndirectly provoke a violent reaction through
the coercive and forceful control of their movementithough the concept of
uncertainty and inevitability may appear to render a degree of fublitige effort of
OV mitigation practices, its acknowledgment aafactprovide alternate insights and

perspectives into thphenomenon.

This study identified thaliscipline of risk maagement as a means through
which a new approach to paramedic OV could be understood and formulated. Instead
of resisting the idea of uncertainty, risk management accepts the unknown and
recognises that mitigation of adverse events liesbath the minimistion of
uncertainty and the strengthening of correlated knowleddeis clear from the
preceding discussion th&nowledgewhich can be seen as effective in reducing
uncertainty must bdistinctiveand specific tdhe occupatioal setting In this regard
this study identifiedthe concept of mindfulneskor its adroit manipulaton of
unexpected events in dynamic environméhtsugh itsencouragement dituational
fipresenca Centred around the principles of awareness, both personal and
environmentalthe concept of mindfulnessin be used hyaramedisto augmentheir
ability to discern, preparfer, and adjust to uncertain events. This occurs as a result of
operationalmindfulnesspractices such as preoccupation with failure, sentitia

operations, and deference to expertise.

One of the fundamental features of the application of risk management strategies

towards undesirable events is the recognition that it is effectively impossible to foresee
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all possible situations that a paraneeghay encountein this regard, th@erception

of unpredictability changes the practice OV risk management from one of
prevention toone of limitation. Importantly, this change is not an assertion of
operational failure but rather an opportunity tgai& control of aituationin which a
critical failure has already occurred. Tagditionaldistinction of containmenht this
processs extremely important. Instead of the inattentibatis often applied to the
postincident care and support GV affected paramedicspntainmenpositionsthis
assistance as a critical element of OV mitigation practices. The commitment to
resiliencet bringsnot only helps the organisation and individual to learn and improve
italsoassi sts i n t heytopexover mendhese draumatiaepehys i t
drawing them, as situational OV experts, into a more transparent and flexible recovery
processMindful reflection practices are arguably pivotal to this gosimatic growth

and development of resilience.

Although the burden for risk management scenés undoubtedly carried by
the attendingparamedicits applicatiorfor OV mitigation is inherently consistent with
the premise of paramedic Gihdthe fundamental characteristics of the phenomenon.
The single onstant that exists between all the unpredictability, all the uncertainty, and
all the variabilitythatexists in paramedic OV the paramedicMoreover, despite all
the OV mitigation practices and procedutkat can be employedhe one specific
elementthat paramedics have the most control over when engaging and interacting
with patients is their own behaviour. i§hrole of the individual isperhapsbest
reinforced by Taleb(2007, p. 297) when he descriles the management of the
unexpectedilY ou are expsed to the improbable only if you let it control you. You
al ways contr ol what vy oWhiledilbmatelg, this assekien t hi s
may provide an important prefader the mitigation principles of paramedic OV, it
doesnoat miraculously solvehte issue of prehospital violence and aggression. The
genuine challengthat remaindor both EMS organisations and tertiary educational
institutions alikeis to assist staff in the development of these social and behavioural

skills.
7.3 Recommendations

This thesis hagdentified the importance dhe social practicsethat pertain to

the development of aggressive or violent parameadittent behaviour.Both the
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SCTPSM and its evolution into the MPSMe important to the understanding of
paamedic OV, asthese modelsposition the structure of paramedic practice
forthrightly within the realm of sociology. As opposed dontinuing to consider
paramedicine ints currentclassification as a pure health science, it mayrioge
appropriate toreconsider it as symbiotic with social sciengesvhich directly
acknowledgehuman behaviour, interaction, and the processes that sustain these
practices. This consideratiomould bean important shift in terms of not only how
paramedicine is understood buttimately how it is defined and educated.
Furthermore, in light of the emergent preeminence of social practices, it would seem
to follow thatif the discourse surrounding the characteristics of paranpeeutice

has evolved then the way that mitigation ggrams promote and conceptualise their
practices must also chandg.this regard, lis studyrecommends attention toree

main areas: OV mitigation policy, education and training, andipog&tent support.
7.3.1 OV Mitigation Policy

The first recommendatiomdm this thesis, and orkatinfluences all aspects of
paramedic OV education and research, regulation, management, and opertten, is
definition of paramedic OV This aspect has been a point of notable discourse
numerous times throughout this studydais paramount to establisiy both a
framework anda reporting structure for OV mitigation. Without an accepted and
supported definition of paramedic OV, those exposed to its effects and those
attempting its mitigatiomwill continue to experience confusioThis recommended

definition for paramedic OV was assertedCimapterl of this thesis

The external abuse, threat assault of an employee in the context

of their work that involves a clear or implied challenge to the

i ndividual 6s per s on éeing (Becehl & h saf et
Leather, 2006; World Health Organization, 2Q02)

Further to tis recommendation for a clear definition, and conceivably the most
contentious point, is theeed foracknowledgementrom EMS organisationghat
paramedic OV isftenboth unpredictable and inevitabkdt hough this statement may
appear fatalistic, it reflds thereal nature of paramedic practice and gugential for
exposurahatindividualsworking within it continually experienceCritically, though

this understandingnust be organisationally led, asny shift to policy and action
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implied by itcan ony be undertaken with the approval and support of associated EMS
professional associations and institutiodsssertig the unavoidability OV may
appear trivial when compared to the larger issues of paramedic safety. However, such
an understanding, drawn frothe field,canhelpto betterdefine and determine the
goals and objectives of organisational policy. Moreover, it becomes a charter for
deepemnderstanding and changet only on an organisational level talsofor the
operational paramedicgvolved The primary benefits of this acknowledgment

toward paramedic OV policyould bethreefold.

Foremostdespite initial reactiong statement afhe inevitability of OV does
notsuggesthe futility of applyingeducation and resources to the phenomgratirer,
it empowers EMS organisations, educational institutions, and paramedics alike to
more effectivelyprepare for its occurrenc&€henextsubsection(7.3.2 addesseshe
education and training of paramedinsan environmentvhere unpredictability and
inevitably have been accepted, marking a fundamentally alternate approach to
mitigation practices. Second, the very recognition that acts of violence and aggression
cannot always be prevented compels an organisation to bo#r besburce and
establishits postincident support systemsRather than these beirgn ancillary
component of OV mitigation practices, assistance to paramedics after deleterious acts
of violence requires prominencélthough this care may take differemring
depending upon the requirements of the paramedic, it needs to extend beyond initial
perfunctory supervisory actioand include both informal and formal peer and
managerial responseThis recommendatiorwill be discussed in greater detail in

section7.3.3

Last, and potentially most importantly, the acknowledgment by EMS
organisationsf the inevitability of OV assists in the removal of any stigma associated
with exposuredo it. Exposure to OV is well documented to negatively affect both the
mindset and outlook of thosevolved Although the very act of violence holds
foremost culpabilityfor theseexperiencesdeclarations of zero toleranit@tpromote,
even subversively, the notion that OV is preventable can infer unrealistic and
prejudicial expectations upgraramedicsThese expectations can manifest as feelings

of distrust, intolerance, and even blame among those aff@¢d¢tdahes, 2006)
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7.3.2 Education and Training

This study has identified the need for paramedic OV mitigation to shift aspects
of both its understanding and its strategy in order to provide a more thoughtful and
integrated foundation for both organisational advocacy and practice at the front line
In this regardany basic paramedic OV mitigation policy or practicenserpinred
by the education and training provided to both undergradstateens and qualified
paramedics alikewh i | e t hi s st udy Gentraswvetic existimgeQVd at i on
policy, the study does natuggest that all other mitigation programs should be
disregardedWhile results identify thathere are certainly deficiencies with current
programs and practices ggemay be aresultof the way thatheseinterventions have
been aplied to the paramedic milieu, rather than a failuréhefspecific practices
themselvesln light of this, the studguggedt that further research be undertaken
this area, andhat attention should be applied daoeaswhere an organisatioand
indeed its employeepcan achieve the greatest impact towards OV mitigation. In place
of practiceghatareeitherubiquitous or sefappealing, consideration shouttstead
be applied to interventiorikattarget the single most controllable aspect of paramedic

QV, the paramedic

This thesis has identified areas of consideration for future education and training
practiceshatfocus on not only the development of the paramedic social skillset but
also parara d i abiktydto understand and anticipate patient®whvethe propensity
for violent or aggressive behaviour. These pradigggestionswhich are contained
under the broader classification windfulnessrepresent a strategic change to the
manner inwhich paramedic OV is perceived and educated. As opposed to methods
that represent either a proactive or reactive approach, mindfulnesssdecars
i ndi v ateniiegndnéhairpresent events and experiences. However, the attention
applied during mindflness is greater than a simple application of awareness.
Mindfulness signifies a simultaneous approach of intention, concentration, and
attitude, which when applied appropriatelycan lead to a significant shift in an
i ndi vi dual (Shapin etal. s2p06)cCtiticallye this awareness occurs not
only on a macro level butlsothrough the discernment of the components of micro
context appreciation (activity, environment, and self). The ideology of mindfulness
enables the paramedic to both posittomd engage the patient within the immediate

context of their shared environment. Somewhat prophetically, this method of
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individual engagement was identified by Hass and Shafv8, p. 9Qpover 40 years

aga

We are able to understand others because waragine how they feel

and think. We do this by empathizing with others, by symbolically
assuming their point of view. Because we can see social situations from
the perspective of others we are able to anticipate lines of action, and act
in ways we think Wl be most appropriate or most successful.

Importantly, the concepts of mindfulness allow for a deliberate transition away
from the current philosophies of paramedic OV mitigation. Thift beginswith the
appreciation thata) paramedics, like most imdduals, are adept at recognising signs
of inherent danger, an®) existing paramedic OV mitigation strategies are generally
unreliable and often ineffectiy®rew et al., 2021)If this positioncan besupported
by EMSorganisationsand paramediagman defended in their decision to either not
enter or withdraw from unsafe environs, themdfulnessallows for a profound
refocusing of training proficiencies. In the place of @ypecific tuition, education
could be focused on the development of persgreocial, and communicative skills.

In the same way that civil engineers construct a bridge to withstand the forces and
elements it will be exposed to prior to its erectiortogparamedicsanbe developed

and supported in preparation for theteractonal elements of adverse social
engagement. Instead of schoolpayamedics inhe consequences of failussmost
mitigation policiesdo, paramedicgan insteadbe preparetby programs thaénhance

their capability to understand, empathise, and engade Benefit of such
development is its extensiomeyondthat of any potential conflict, towards the

strengthening of all elements of paramé@gatient contact.

However, it is complicated to establis®V mitigation practices around the
premise of paramedic actions, behaviours, and deemaling constructsVhile it
appears logical that such education would be incorporated within the teaching syllabus
of tertiary paramedic schooling, this not simpleto enactTer t i ary i nsti-t
current omissiorof these aspects of practice is simplyeflection of the continuing
pressure on these establishments to produce gradhatase fit for purpose. With a
crowded curriculum of anatomy, physiology, pathgsiology, and practical skills,
thereis little scope for the inclusion afociologicalsubject matterlt is similarly

problematic for EMS organisations to undertale these additionaltraining
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responsibilities as theseagencieswill always have limitedtime and funding to
dedicate to mitigation interventions. Moreover, the ability of these organisations to
effectively develop, deliver, assess, angvaluate the content of such education to

potentially thousands of employeedimsited by many realities

It is clear thaparamedic developmeist complicated, and that it witlome at a
cost.Yet while difficulties remainwith enactingthe education and trainirtgat will
improve the social skillseof all levels of paramedics, the value of this learnisg i
undeniable. The importance of the paramigoitient interpersonal relationship
described throughout this thesis and its association with OV highlights the value of
interpersonal relationships and awarenass core skif of paramedic practice.
However the tutelage of social proficiencies is both an ongoing and evolving process
Established in the novice practitioner and evolved through perspoalith and
experience to integrate sophisticated concepts of pategrited care and evaluatjon
growth in ths arearequiresengagemenin an educationshift that necessitates
agreement and commitment from EMS organisations, tertiary educational institutes,

and professional institutions alike.

Finally, as has been acknowledged throughout this thesis, it is critical that any
future education and training practices are not only appraised by paramedacs but
evaluatedby a rigorous peereview process. This position is particularly relevant
given thatmany of the practices and philosophieentified by anddiscussed within
this paper originate outsid# the paramedic milievAlthough this thesis has taken
care to appropriately connect the associated literature back to the relevant evidence,
without arigorous,systematic evaluation process, any interventi@y unwittingly

fail to address any of the many complexities that comprise the paramedic environment.
7.3.3 Post-Incident Support

Thefinal key area of recommendation identified by this study pertairtbedo
application of posincident OV support. In contrast to previous recommendatioiss, th
thesis finddittle reservation as to the deficiencyafrrentEMS organisatiorpractice
in this regardBoth the overallresearch and the results of this study heritgcally
recognised the limitations of formal and informal support mecharfenpsramedics

after thér exposure to incidents of occupational hostility. Unsurprisinghgse
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deficienciesin paramedic OV support significantinfluence the developmerdf

paramedic psychological distress.

However, much like paramedic OV itself, the notionvbiat comprises effective
psychological support for paramedics exposed to incidents of patigated
violence remains complex and inconsistedlthough it is ingitable that some
paramedics will develop mental health problems following exposure, others will
continue to perform highly and may even develop positive emotional experiences
(Austin et al., 2018; Brooks et al., 2020)he development of these psycholagic
problemsappears to bdetermined by the individual and their personal psychological
resilience including their support network, training, experien@md perceived

competencéBrooks et al., 2020)

It is this dilemmahathighlights the critical roleéhat the individual paramedic
must play in both the application and intensity of theacesses gisychological care.
Instead of a onsizefits-all approach to poshcident support, a tailored application
that is both flexible and adaptable to the rseeflthe individual paramediwould
ensure better mental health outcom{&®rbes et al., 2019)Furthermore it is
imperative to both the paramedic and the organisation that psychological care begins
with the appropriate suppoof supervisors and manageisot only is this support
acknowledged as offering protective qualities against the development of
psychological effect¢Brooks et al., 2020)it both acknowledges the eveot the

paramedi@nd initiates thie connection to organisational care.

This issue of posincident OV support i©nly one example of the ongoing
organisationatequirementhat compriseghe education and provision of paramedic
mental healthConcerns pertaining to the psychological health of paramedies ha
received important and systematic discussion throughout both theepemved and
grey literature. This dialogue has evolved out of neceshityto the significant levels
of paramediaenental health concernscluding depression, anxiety, and PTSD, ethi
are estimated to be double that of other healthcare professfbaals et al., 2019)

The operational stressof paramedic work, experiences of trauma, organisational
influences, and indeed the exposure to acts of verbal and physical aggression are

recognised as cruciah the development of these psychological injuries.
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The psychological support of paramedics requires increased recognition,
education, and backing, and not just from an EMS organisational level. It isargcess
that this support extendseyond perfunctory acts of incident care dretomesa
continuous requirement for paramedics through all stages of their ,daceding
initial training, work transition and retirement. Furthermore, it is critical that the
prerequisite for psychologitasupport extends beyond just paramedic care and

includes the education and training of staff in both supervisory and counselling roles.

The recommendations provided in this thesis detail the importance of integrating
social theory intdboth the understanidg of paramedic practicand its role in the
development of patiennitiated hostility. The three areasglentified as critical tdhis
implementatiorwereOV mitigation policy, education and training, and piostident
support. Each of these descrilgea distinct area of paramedic practicand each
represert asectorof currentftundamental fallacyn paramedic OV thinkingas such,

thesehighlightthethreefoldnecessity foeducation, instruction, and support.
7.4 Future Research

This study providea uniqte insight into the perceptions of paramedics and the
acts of patieninitiated violence and aggression perpttd against theriVhile it has
illuminated the prominence of the paramégtient environment relationshim the
mechanics of the OV phenomenadnhas also identified other aspeofsparamedic
OV thatmerit further investigation. In particular, thesemprisethe notiors of pre

and posiincident education, treatment, and support services.

It is evident that the direction of future research within this spaltembrace
the evolution of paramedicine from a purely emergency focus tottaidetter
represents the primahealthcare emphasis of most modern EddganisationsThis
evolution has at its core an ideologhat champions the paramedatient
relationship,utilising it asthe foundationfrom which all bilateral decisiemaking
processes are undertaken. Futureaesh should concentrate on the development and

support of thesmteractionakkills.

In particular, this studyecommend that future research examining paramedic

OV shouldconsiderthesefocus areas and questions:
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1. How effective are existing OV interveons that have beeradapted for the
prehospital milieu in the mitigation of patient hostility?

2.  What is the role of isolation iparamedic®V, andwhat arethe implications of
using single paramedic operatdos mitigation practices?

3. How effective are OV interventionthatf ocus on a paramedi co
including thér ability to introspectively engagaith their ownpersonal biases
and limitations?

4. How can EMSorganisationsbetter support the critical decisionaking of
paramedts, particularly during times of high stress and anxiety?

5.  What alternative care and support pathways can be establistgatiémts who
are considered an imminent ristor OV, particularly with regardo better
supporing the principle of Partnership vain the Australian Charter of
Healthcare Right3

6. How can paramedics atideir alliedsupport agencigsuch as the poli¢detter
align their patient care objectives to improve the health outcomes of vulnerable
individuals?

7. What is the association betweardeficiency of posDV support services and
the development of paramedic psychological injyiieduding PTSD?

8. How can EMSorganisation®etter support the pe€V needs and wellbeing of
paramedics exposed to patient aggression or violence?

9. What role do tertiary educational institutions have in the development of
graduate paramedicsd soci al and commun

10. What is the role of téiary educational institutions iohangingthe focus of
paramedical prehospital care to better reflect the needs of contemporary

paramedics and EM&ganisation®
7.5 Significance

This research has undertaken a critical examination of the phenomenon of
paramed OV through the lens of a paramedic theory of practice.ekamination is
unique becauseénstead ofplacing culpability for violent and aggressive aais the
perpetratorthe studyexamines th&e act through the context in whictihey occur.

The contet of the prehospital milieu has been described extensively throughout this

thesisas beingdistinctive within emergency healthcare practice. To ,dabeother
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studies have examined the subject of paramedic OV utilising this occuppgaiiic

approach t@®V mitigation understanding.

The examination of paramedic OBy this thesis appropriated an existing
paramedic theory of practicend through the evidencé study findingsadapted the
model to more accurately reflect the fundamental elements of EM®gs®s. The
updated model of paramedic scene management, titted the MPSM, contributes to the
existing education and discourse of how paramedics think, operate, and perform
during acts of prehospital care. The addition of the parameditharpétient to tle
MPSM model emphasises the importance of these elements in both defining and
determining scene management practices, including the development of hostile patient
behaviour. Crucially, recognition of the functiontb& parameditpatient interaction
within the process of scene control contrilsutiee potential fomitigation principles
that upholdhis newideology.Furthermorethe volatility of this dynamic relationship
establishethe basis of OV inevitability and its discernment through risk management

principles.

The resultof this research provide remarkable insight into the phenomenon of
paramedic OVThe notion ofthe role ofunpredictability and uncertaintg OV shift
awarenesgowards a strongeappreciation of the role of pestcident supportn
mitigation practicesheraldng an important focal chang@ the understandingof
mitigation generally Current ontradictory poliees connect thepreventableto the
reactive maintaining a logic that centrests of hostility on thperpetrator of violent
or aggressive behavioand using thiss the basis for OV mitigation interventions.
However,coupled with the notion of uncertaintsgecognition of the influence that
paramedics have towards all elements of prehospital care, imgl@V, compels
mitigation strategies t@onsiderpracticesthat movebeyond current paramedical
knowledge and skill<Centralto thisshiftisd e v el o p i n gabiitato engaged i ¢ s 0
the patienattentively anagkxtendinto this interaction refineskills of communication,
empathy, understanding, and thoughtfulpn@sswell as providing paramedics with a
means of identifying those patients who may tend towards violence, these skills add

to the proficiencies aheir prehospital healthcare.

Although the infomation presented in this thesis maymarily benefit EMS
organisations, it hashe potentialto extend ito all categories of the paramedic

professionincluding professional associations, statutory bodies, tertiary educational
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institutions, andindeed individual paramedics. The information provides new insight
into paramedic practice, the development of violent and aggressive patient behaviour,
the consequences of hostile behaviour, and the vulnerability of current mitigation
practices to failure. Théenefit of this knowledge may assill aspects of the
paramedical professiain better comprehend the phenomenon of paramedic OV and
relay that knowledge into improved practice, education, training, and policy

development.
7.6 Limitations

This study has seval limitationsthatpredominantlypertainto the study design
andtheparticipant recruitment and demographics. Forenadibpugh it was the initial
intenion of this study to engage paramedics from within the three largest Australian
EMS organisationsfailure to obtain authorisatiofrom the NSWAS resulted in
recruitment being restricte only two, the QAS and AW, with paramedics from
Queensland comprising the majority of ferrticipants|t is therefore possible that a
study utilising paramedics rdm alternate geographical locations and EMS
organisations would generatdferentdeductions. This is all the more relevant given
the variations of mitigation interventions and approadhasexist across different
organisationsand across the scope aidividual paramedigractice However, this
limitation does not distract from the significance of the experiences of the participants

who took part in this study.

The selection of participants for this study required paramedics to have
experienced an adf violence or aggressiothat wasdirected at them during the
context of their workAlthough this criterion was necessay that the interviews
could scrutinise the perceptions of paramedics regarding OV and their mitigation
procedures and interventi®nit is also a potential constraint. Examination of OV
incidents where mitigation systems and interventions have failed does not facilitate
the analysis of neamisses or potential events in which such procedures may have
prevented the escalation of viotebehaviour. Ultimately, #ndatathat was obtained
may have beernvulnerableto my assumptions regarding the management and
prevention of paramedic OV. The utilisation of emeone semistructured interviews
as the method of data collection may have asaolted in the distortion of some the

described data. Participants may have overstated elements of their experience in an
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attempt to make their account more favouralide inclusion Alternatively,
participants may have also altered aspects of #mmnuntsto defendthemselves
against the suggestion afiy potential unethical or unprofessional behaviour on their
behalf.

Finally, despitany efforts to minimise errors, includirgngaginghe assistance
of a librarian to guide search criteria, there isgbssibility that some research articles
were missed during the literature search. The lacKitefature consistency in
describing paramedicine and the environmpatamedicsoperatein, including
prehospital, oubf-hospital, and EMS systems, increaséss tpossibility. Tle
possibility that articles were missedfurther compoundebly the fact thathe search

strategy limited the results to English language papers.
7.7 Final summary

The frequency and severity of paramedic OV highlights the necedsiyv
mitigation.Occupational violencenitigation interventions are approaches to violence
prevention that aim to equip staff with the right knowledge, skills, and work
environment to help reduce the threat of violektmyever both thditerature andhe
study resultsoffer only limited supportfor the effectiveness of these interventions.
Central to the failure of existing paramedic OV mitigation systems are the education,
interventions, and policy developed froallied but characteristically unrelated
occupatons and environment$he challengefor the development of paramedic OV
mitigation systems lies in tireability to bothcontroland manipulate theomplexities
of the environmentthat definesthe unstructured, communitigased occupatioof

paramedicine.

The SCTPSM is a paramediased philosophyhat defines the critical role
which paramedics undertake in controlling the emergency scene, and the social and
physical elementthat thisentails. Theutilisation of the SCTPSM within this thesis
provided not only a uniguapplicationof paramedic behavimal theory, but an
integrated framework through whigdhe phenomenon of paramedic Odbuld be
explained. Furthermorehis framework suppliedthe lensfor review of the data
through which themes relevant to paramedic OV mitigation were identified and

developed.
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ThedevelopedMPSM and the findingthatwere created from the results of this
study will contribute to the compendium of paramedic OV and mawige benefit in
the development of education, mitigation training, and policy implement&iiaally,
the experiences of the paramedics interviewed for this study may provide further
insight for individuals, EMSorganisations tertiary institutions, andesearchers
wishing to further their knowledgef the phenomenon of paramedic OV and its

mitigation.
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ABSTRACT

Ocrupational violence & a significant issue within the
context of prehospital healthcare with the majority of
paramedics reporting some form of abuse, intimidatian,
physical or sexual assault during their career. Though
the paramedic literature acknowledges the severity

of this issug, there is limited literature examining
occupational vialence mitigation strategies. Despite
this, the operational and environmental similarities that
exist between paramedics and other emergendy senvice
wiorkers such as the police and firefighters, provide an
opportunity to review relatable occupational vielence
mitigation strategies and experiences,

This review used Joanna Briggs Institute quidance for
systematic reviews of both qualitative evidence and
effactiveness. Studies included in this review incorporated
those published in English from 1990 to January 2020.
Two qualitative studies met the criteria for review.
From these, a total of 22 findings were extracted and
comhbined to form four categories from which two
syntheses were developed. Twenty-four quantitative
studies, encompassing six unigue fields, met the iteria
fior review.

Mitigation strategies for emergency service warker
acoupational violenge are not easily defined. They are
dynamic, multilayered and encompass a variety of
complex social, medical and psychological influences. In
spite of this, there are clear benefits tw their application
in regard ta the approaches and training of violence
mitigation. The paramedic environment would banefit
fram strategies that are flexible to the angoing neads
of the workers and the specific cultural, environmantal
and social factors that encompass the paramadic
arganisation.

INTRODUCTION
Occupational vielence (OV) can be characrerised as
any external abuse, threat or assault of an employee
in the context of their work and involves a clear
or implied challenge to the employec’s personal
health, safety or 1\.\r|:||-|>:'u'|,g.1 YOVisa significant
issne within the context of emergency medical
service (EMS) healthcare with as many as 20% of
paramedics reporring some form of abuse, intimi-
darion, physical or sexual assault during the course
of their work. ™

OV mitigation strategies are approaches to educa-
tion, traming and operations that aim to equip staff
with the right knowledge, slalls and equipment to help
reduce the threar of violence. However, the array of

, Vivienne Tippett, Scott Devenish

risk factors that predispose paramedics to an increased
threat of violence is a challenge for OV mitigation strat-
cgies within EMS$ systems. These risk factors include;
working with volatile patients, operating in mohile
workplaces, isolation from co-workers, the ranspor-
tation of patients and late at night or carly moming
work hours.®

Though there is a significant body of work abour
the structure, objectives and content of OV mitga-
tion strategies, there is limited supporting evidence
to validate the efficacy of such |:lr:l.1:l:i':1:.:| This is
reflected in the dearth of peer-reviewed literature
on OV mitigation strategies and their effectivencss
within paramedic practice.” While there exists some
literature on OV mitigation strategies for healthcare
warkers,” the majority of these studics are centred on
the acute hospital setting.” These reviews, though of
some interest, are imited in their usefulness due to the
emphasis on the hospital environment. By contrast to
the haspital setting, paramedics operate in an environ-
ment which is dynamic, inconsistent, and with vulner-
ability exacerbated by the isolation that does not exist
within other healthcare pmcfts:imsw'”

The environmental context in which paramedics
operate 15 unique within healthcare and plays
a significant role in both defining and dictating
decision-making processes and social inrerac-
tions."" Though unique to healtheare, paramedics
are not alone in operating in such dynamic envi-
ronments, Paramedics share this space and coop-
erate in alliance with both police and firefighters
under the broader heading of emergency service
workers (ESW). Emergency service work is often
physically demanding and punctuated by periods
of high-level stress, activity and in locations that
are both varied and chaotic. ESW protect public
health and safety, at the same time exposing them-
selves to personal danger through frequent contact
with the public during iods of heightened
emations and frustrations.’ Importantly, like para-
medics, all ESW are at an increased risk of expo-
sure to OV during the course of their work, ' 1+
While there are important differences between
the ESW professions regarding the nature of their
work,' it is their similaritics and distinctive envi-
ronmental relationship that provides the opporm-
nity to examine the effectiveness of their specific
OV mirigation strategies. It is anricipated through
a broader examination of the ESW OV literature,
effective mitigation strategies can be identified for

BM)
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Key messages

What is already known about this subject?

» Paramedic occupational violence is a serious problem
confronting emergency medical services as they aim to
equip staff with appropriate mitigation knowledge, skills and
equipment.

» There is [imited supporting evidence to support the structure,
objectives and content of existing paramedic occupational
violence mitigation strategies.

» The operational and environmental similarities that exist
between paramedics and ather emergency service workers
such as the palice and firefighters, provide an opportunity to
review relatable occupational vislence mitigation strategies
and experiences.

What are the new findings?

» The gualitative studies provided evidence regarding
occupational vialence mitigation programmes and training,
and what emergency service workers perceive is necessary to
reduce incidents of violence and aggression.

» The guantitative studies provided evidence on an array of
occupational violence mitigation interventions including
conflicting evidence on the use of body-wom cameras and
rates of assault; varying rates of effectiveness of chemical
sedation and complications among different pharmacological
agents; decreasing performance of participants self-defence
skills under high-pressure situations; perceptions of sodial
to imminent violence; and improvements in either
training procedures or pragrammes that could influence the
way that mitigation strategies are viewed, developed and
taught.

How might this impact on policy or clinical practice in the

foreseeable future?

» Occupational vielence mitigation strategies encompass
avariety of complex social, medical and psychological
influences.

» Occupational vislence mitigation strategies that are
developed for paramedics need to be tailored to the specific
cultural, environmental and social factors that encompass the
emergency medical service organisation.

» Occupational vielence mitigation strategies need to be
ad e and flewible to the ongaing needs of paramedics
mapﬂmnm and ungungqng wgluatinn dﬁr impact.

the purpose of translating this pracrice or education into the
paramedic environment.

REVIEW QUESTION/OBIECTIVE

The objective of this review was to synthesise the quanticative
(QN) and gualitative (QL) data regarding OV mitigation strat-
egies and their effects towards ESW The resulting conclusions

Figure 1 Search strategy PeyciNFO, Medline, ERIC and CINAHL

and recommendations will prove wseful for paramedic ccoupa-
rional safety and training development.

METHODS

This muoltimethod systematic review was undertaken using
guidance from the Joanna Briggs Instirure (JBI) apprm.ch'? for
systematic reviews of both QL evidence and effectiveness.

Inclusion/exclusion criteria

The review considered any ESW, of any age or gender, whao

interacts with the public during the context of their work. This

included:

» Paramedics, ambulance officers, Emergency Medical Tech-
nicians (EMT) and EMS personnel. Paramedic is typically
the recognised term for a prehospital emergency healthcare
warker, however other terms such as EMT may be used.

»  Police.

» Firefighters and rescoers.

The review excluded any studies that involved working in a
controlled environment (eg, hospiral), or those pertaining to
acromedical operations. It also excluded studies which involved
the specific use of firearms, conducted electrical weapons (eg,
Taser) and lachrymarory agents (cg, pepper spray), as these
interventions were considered inconsistent with the ethical and
professional pracrice of paramedics.

Type of interventions
The QN component of this review considered any studies exam-
ining strategies delivered to ESW o mitigate occurrences of OV,
[nterventions included but was not limited to; physical restramt,
chemical sedarion, behaviour management and aodiovisual
recording equipment,

Comparators

This review included studies thar compared an intervention to
other interventions, placebe or control products. The authors
placed no limits on the comparator types.

Type of outcomes

This review considered QN studies that included the following

outcome measures:

» Incidence of OV,

» Incidence of OV resulting in psychological or physical injury
or impairment.

» Individual knowledge and skills relating to OV mitigation.

» OV mitigation and control measures such as effectivenecss of
self-defence skills,

Context

The QL component of this review included any studies that
explored the perceptions and experiences of ESW on OV muti-
gation and associared prevention strategies.

SEARCH STRATEGY

The search strategy aimed two find both published and unpub-
lished studies. An initial limited search of CINAHL and PubMed
was undertaken followed by analysis of the text words contained
in the ritle and abseracr, and of the index terms vsed o describe
the article. The reference list of all studies selected for critical
appraisal were also screened for additional studies. The search
strategy cxamined only English language studics published
between 1990 and 2020, This extended timeframe was selected
to capture the carlicst identified paramedic literature on oy

K
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Flgure 2 Flow chart of search and study selection process.

The detailed search strategy for PsycdNFO, MEDLINE, ERIC,
CIMAHL, is listed in figure 1, however, a complete scarch
strategy can be found in online supplemental appendix 1.

STUDY SELECTION AND ASSESSMENT OF
METHODOLOGICAL QUALITY
Following the search, all idenrified citations were collared with
titles and abstracts screened and evalvated by two independent
reviewers. Studies that met the inclusion criteria were retrieved
in full and assessed in detail. Full-text studies that did not meet
the inclusion criteria were excluded. Studies were critically
appraised by two independent reviewers for methodological
quality using standardised critical appraisal instruments.'” Any
disagreements that arose between the reviewers were resolved
through a discussion and there was no requirement for medi-
ation with a third reviewer. A comprechensive search of the
literature revealed a total of 1561 potentially relevant articles
incloding 301 duplicates. Figure 2, by means of a Preferred
Reporting Irems for Systematic Reviews and Meta-Analyses'
flow diagram, outlines the stages of identificarion and retrieval
of studies for inclusion in this systematic review for which there
were 26 (24 N and 2 QL) studies.

QN and QL data were extracted from included papers by the
primary reviewer using the standardised dara extracrions tool

available in JBI SUMARL'" QL research findings were combined
using the JBI SUMARI'" QL synthesis tool to generate themes
and statements from which a comprehensive set of findings were
produced. A meta-analysis of QN studies was not possible in this
review due to the significant clinical and methodological hetero-
geneity which existed. Consequently, QN studies were combined
into a narrative synthesis for evidence presentation. The primary
reviewer analysed and integrated the results of QL and QM
studies, which was then assessed and refined by the remaining
reviewers. There were no discrepancies highlighted during this
process and therefore no requirement for further mediation.

RESULTS

Characteristics of included studies

Fwo QL studies involving 1174" and 10" participants, respectively,
were mcuded for methodological assessment and review. There
were 24 QN studies that met inclusion criteria for this review. Thess
studies included 14 (n=£642) examining police OV mitigation strat-
egies, ™ and 10 (n=2306) examining paramedics.** ' No studies
on either firefighters or rescue professionals were idenrified.

Table 1 Qualitative recommendations

{grade B o Cantual rating)

1. EMS gy Fieims nesd 1o engure i syabem wide commmsent and responds 1o OV inclading 8l kvels of operaticnal sugenvisory, admisistrative and dispatdy practice,
2. Adgement of 0V classibication o closely with Bt of ke enforcement and judicial philisopsies,

Rerrnadl of unrealistic and enworkabie expectations such i ‘2en tokrascs’

1 EMS O mitigatisn systems need b be-tadoresd o the speciic culbural, emviscamental and sscial factors that

frim peer-reviewad lileratume Bt i developed parposely for

the EMES EMS i need %o be constracted

Thep

4. EMS mitigation sysbems need to be rguroushy evabuated to ensure that intersentions are purposeful, sate and relevant to bath the paramedics and for the esvironment in which they wark.

EMS ermmngendy medical service IV, oocupafion sl wolense
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Table 2 Quantitative recommendations.

Quantitative r fatins (grade Er “very I certainty of evidance)

1. A tiered approach to chestical sedation proces an e natue and ol the patient inchading antipsychatics and rapid acting anaesietics,

2 Approprian: sanagermant and comrl techesiqess 1o sately and ellectiwly pliysicaly restrain o agitted o viclent patient fer chermical sedation,

3 Greaber emphasis on reflex-based seff-defence skills which are more appropriaie to the general levels of initial and ongeing pasamedic wraining. All seff-defence training should incorparate an
alk inchusive appmach to sel-defence performance incleding posture, communication and contral.

q, \Whese prasible all OV mitigation traising should incorporate higher lewels of stress and anuiety 1o replicane realistic real-life scenarios.

5 T it Reaining should inchadie faateres of oonfict resslitin which Teuses o8 muu‘e—mmﬂmummmlmdmmdmmm Team in This process.
Paramedic process in conflict resolution sheuld include elements of perspectiee taking, mutual and

6, Diassbeprraanit of mertad healts imerssntion strategies, mdiging specialised paramedic teaining, (o prowide tealment, support asd guidande to indwiduals saperiencing & pspchiatrc
BREIGENGY,

O ccrupational velence.

Results synthesis of QL research findings

The two QL studies investgated paramedics who had been assanlted
in the context of their work. A rotal of 23 findings were extracted
from the included studies and assessed for credibility using the JBI
levels of credibility and definitions.** Each finding was assessed as
cither Unequivocal (accompanied by an absolute explanation),
Equivocal {accompanied by an indistinet explanation) or Unsup-
ported (not supported by the dara). * Of the 23 findings, 19 (83'%)
received a finding of Unequivocal (U), and four (17%) a finding
of Equivecal {E). Mo findings of an Unsupported descripiion were
recorded. The findings were then placed into four disunct categories
before being aggregated into twe synthesised findmgs. A full list of
findings are listed in online supplemental appendix 2. To assist in
the confidence of these synthesised findings, they were then eval-
uated using the ConQual approach,” which provides an appraisal
level based on the cnitenia of dependability, credibility and the type
of research. Based on this methodology, the reviewers assigned an
overall score of ‘low” in regard to the level of confidence in both
synthesised findings. "

Synthesised finding 1: erganisational, secietal and judicial
commitment

This finding was derived from the following two categories and
their supportive findings and illustrations.

Category 1.1: law enforcement and judicial mitigation interventions
EMS OV mitigation strategics cannot function in isolation,
they require the support and assistance of ancillary services and
systems, including law enforcement, security services and the
judicial system. The following findings describe how paramedics
perceive their interactions with these services and systems can
affect OV mitigation strategies.

Finding 1: OV definition, intent and the Iaw .

Finding 2: Law enforcement positive (E)."

Finding 3: Law enforcement negative (U]

Finding 4: Ineffective hospital security services (L), "

Finding 5: Poor judicial support of legal deterrents (U). 13

Finding &: Ineffective judicial suppaort (UF). i

Finding 7: OV Intent and reporting (]

Category 1.2: EMS OV mitigation systems
Just as EMS OV mitigation systems require the support of ancil-
lary services and systems, of equal importance is the supporr and
commitment from within the organisation. The following find-
ings illustrate how paramedics perceive organisational support
and commirment, and how it affects not only OV mitigation
interventions but the attitudes of paramedics towards OV,
Finding 1: Ineffective system wide support (i
Finding 2: Absence of organisational commitment to OV
training (U)."

Finding 3: Lack of organisational suppaore to OV systems (U). 15
Finding 4: Organisaonal Disconnect (U). "

Synthesised finding 2: occupation specific OV strategies and training
Thas finding was derived from the following two categories and
their supportive findings and illustrations.

Cateqory 2.1: OV mitigation traiming

OV mitigation strategics and training need to include an array of
knowledge, skills and awareness to manage the many different
types and presentations of violence and aggression. The findings
illustrated below establish how paramedics reason their expo-
sure to OV ocourred, and subsequently how their OV mitigation
rraining, or lack thereof, failed.

Finding 1: body language and communicarion Skills (1.

Fi;ding 2: community expectation (paramedics as heroes)
.

Finding 3: identification of problem demopraphic areas {U]_zu
Fi:lr}ding 4: inadequate OV training (de-escalation technigues)
(E).

Finding 5: poor or mappropnate OV training .2

Fi;ding 6: inadequate OV training (situational awarcness)

P-':'nding 7: imadequate OV rraining (personal positioning)
J_lﬂ
Finding 8: inadequate OV training (lack of recognition) (U)."

Category 2.2: OV equipment mitigation interventions
With limired available evidence-based paramedic OV mitigarion
interventions and strategies, the composition of the specific skills
and training forming such programmes is often left to the discre-
tion of the EMS provider. The findings listed below describe
some of the skills, traiming and interventions that paramedics
believe could or should be implemented by their EMS provider
as a way of mingating incidents of O\

Finding 1: physical restraints {U).*"

Finding 2: chemical restraints (U). W

Finding 3: protective instruments (deterrents) (Ep."

Finding 4: protective instruments (armaments) (E).>"

RESULTS OF QN FINDINGS

A meta-analysis was not possible on the included QN siudies
due largely in part to their heterogeneiry and lack of appropriate
data for staristical amalgamation. The 24 QN smdies were anal-
ysed against the type of OV strategy and then combined into
a narrative synthesis against their measured ourcomes. The OV
mitigation strategics included:

» Body-Worn Cameras (BCW).

» Chemical sedation. 7%

» OV raining app[aaf]‘.lth.h 14z

4
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»  Body language assessment. >

> Scli-defence skills. "™
»  Physical reseraine.”

The evidence apprising the results of the QN studies was
considered to determine a level of confidence for each outcome.
This assessment was informed by the Grading of Recommen-
dations Assessment, Development and Ewvaluation (GRADE)
apprﬂach.“ With the exception of BCW which was ranked as
‘moderate’, all other QN outcomes received a ranking of ‘very
low".

Body-worn cameras

Three studies” ™ examined the use of BWC on the incidence
of assanlts against police officers by citizens. The intervention
of BWC worn by police on the incidence of assault and aggres-
sion provided contradictory resules. The studies by Ariel e al*
and Barela™ were able to provide evidence that the overall rate
of assaults against police decreased during the smdy period.
However the studies by Aricl er al' and Ariel et al*? established
the probability of a police officer being assanlted while wearing
a BWC was significantly h'igh:r {p=<0L.001). The results of the
Aricl et al* and Aricl et al*' studies should be placed within the
context of significant heterogeneity between trial locations, with
some sites recording a decrease in the rate of assaults against

police.

Chemical sedation
Eight studies #4044 examined the effectiveness of chemical
interventions for cases of prehospital violence, apiration or
behavioural disturbance. The studics examined the pharmaco-
logical agents of ketamine,” ™ ** * midazolam,” *** droper-
idol*® ¥ and hualn:l]:u:ridofs 3% for the sedation and control of
the violent individual. All pharmacological agents were effective
at inducing sedation with ranges between 909" ta 9696" for
ketamine, 836%™ for midazolam, 900969 ¥ for droperidol,
and between 65%-871%'% ** for haloperidol. In terms of seda-
tion, ketamine achieved effective sedation considerably faster
than the other pharmacological agents at 2min® to §min,™
when compared with midazolam ar 30 min,™® droperidal ar
22min* and haloperidol at 17 min™

Complications or adverse outcomes associated with the admin-
istration of the pharmacological t ranged from berween
694" and 499%" for ketamine, 086™' and 239" for midazolam,
396" and 7%" for droperidol and 496" and 5%"° for haloper-
idol. Assanlts or imjuries to paramedics occurred in 15.8%" of
cases with ketamine sedarion, 3%6—6%" ** with midazolam and
496" with droperidol. Mo information was available for halo-
peridol sedation. Inadeguate information was provided by the
authors as to when the injuries occurred thar is, before, during,
or after chemical sedation to enable appropriate appraisal.

Self-defence skills
Four studies™ > ?' examined the ability of ESW to protect
themselves from a physical ateack, and one study’” asscssed the
perceptions of ESW eon their preparation and Pcrfnrm:mc: of
self-defence skills, The studies by Renden ef " and Nicuwen-
huys et ai*” demonserated that the performance of participants”
arrest and scli-defence skills (ASDS) decreased significantly
under high-anxiety or high—prmur: simulations. The follow-up
study by Renden et al*® established thar increased training
was beneficial to ASDS, however, performance still deterio-
rated in high-anxiety conditions. Renden et al' also provided
evidence to the benefits of a reflex-based training programme

incorporating elements of interpersonal skill, as a valid approach
to ASDS strategy. Regarding ESW perception of their ASDS,
Renden et al'’ identified thar the amount and rype of training
Is an important issue, and that the execution of these skills in an
occupational context is generally very different to their applica-

tion in training.

Body language assessment

There were three studies™ examining the role of non-verbal
communication in predicting acts of physical viclence against
ESW! The results from these studies identified remarkably similar
perceptions of social cues to imminent violence. These percep-
tions were identified not only from Police Officers, some of
whom had been exposed to acts of violence, but also in non-law
enforcement control groups.

OV training aches

Four studies’ ** ™ * examined ESW OV mitigation training
through concepts of decision making, processing stracegies,
resource enhancement and specialised training. The smudies were
cach able to demonstrate improvements in either training proce-
dures or programmes that could influence the way thar EMS
organisations view, develop and instruct their OV mitigarion
strategics. The study by Helsen et al*' established the role of
high-fidelity traning simulations in improving the effectivencss
of rraining interventions. Teller oz al™ demonstrated the benefits
of a specialised training programme for management of mental
health patients by police and paramedics with improvements
noted in both patient compliance and increased transport to
mental health facilities. Willior and Blanchere™ verified the
role of emotional processing strategics in the improved detec-
tion of threatening cues, and van Erp ef al* provided evidence
to confirm thar enhancing personal resources can result in
improvements in attitudes, actions and emotions when dealing
with bystander conflict.

Physical restraint

One study’’ was identified thar cxamined the act of phys-
ical restraine by ESW and examined the risks of such pracrice
through the relationship between physical restraint, patient
mjury, and assaults. Assaults on paramedics occurred in 27%
(77/271) of cases, with physical restraint noted to be ineffective
T (209271) of the time due primanly to continued resistance
of the patient (118/271).

DISCUSSION

QL findings

The first synthesised finding focused on the charactensation
of OV, and the conrrast of this porrrayal when compared with
aspects of law enforcement and judicial administration. Though
OV 1s well defined, its application to commoen law effences 15
more complex, particularly if the perpetrator is experiencing
medical, traumatic or psychological impajm'l:nr.*'" Despite the
issues with law enforcement and the legal system, the involve-
ment of police 15 generally seen to have a positive role in the
prevention of paramedic OV, Difficulties however, can occur
between paramedics and police in their contrasting objectives in
managing patient or offender cutcomes, While there can be no
single approach to the management of a potentially violent or
aggressive patient, the congrucnce of treatment goals between
allied agencies would appear only to benefit OV mingation
sr:ratn:;;in:s.J
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The other main category of this QL synthesis pertams to
the support, communication and commirment from within the
organisation to EMS OV mitigation systems. These elements of
organisational responsibility provide some of the most important
charactenistics of any OV system and are readily recognised by
participants in these systems. ** ** The commitment demonstrated
by EMS organisations needs to encompass all elements of OV
mitigation including robust programme evaluation, strucrured
reporting procedures, investigation and support mechanisms for
victims, and a system-wide preventative approach including all
elements of supervisary, operational and dispatch practices.

The second synthesised findings demonsirate a perception
of mappropriate OV training, skills and interventions. Though
individually these findings appear to be related to specific inter-
ventions, in reality it is a symptom of a larger scale problem
characterised by a lack of course evaluation and systematic high
calibre research.” *' The available literature within healthcare
idenrifies that weaknesses of OV mirigation systems are often
the result of a lack of adaptation to the specific needs of the
participants and for the environment in which they work.” !
Furthermaore, it is essential thar any clements of an OV mitiga-
tion system are exposed to a thorough and ongoing evaluation
process to ensure relevant, safe and effective interventions.”
However, despite the imporrance of such evaluarions, evidence
of this practice is extremely limited.™

QN findings
The QN component of this review was focused on cducation
or training interventions designed to minimise the mcidence or

severity of ESW OV

Body-womn cameras

The use of BWC is a relatively new concept for ESW OV miti-
gation. The theoretical basis for their use centres around the
principle thar monitoring behaviour changes bhehaviour and
is underpinned by the social theory of self-awareness.’* This
theory is based on the premise that an individual, knowing
with sufficient certainty that their behaviour is being ohserved,
will alter various social processes. However, this theory while
theoretically sound, is problematic within EMS$ systems because
many parients responsible for OV are affected by drug/alcohol
intoxication or have medical illnesses or injuries which reduce
their cognitive processing abilities. This is similar in principle
to the failure of dosed-circuit television systems to prevent law-
br\cal:i.n]g, where individuals are generally unaware they are being
filmed."

Chernical sedation

The pharmacodynamics of the drugs used in the chemical seda-
tion of violent patients is complex. The evidence from this review
suggests that application of droperidol provides one of the most
effective and safe means of providing sedation to the combarive
or agitated individual. However, the average time to sedation of
22 min, is over four times as long as the average time to sedation
in the ketamine group. This is an area of concern, because the
longer thar ESW are tasked with restraining the violent patient,
the higher the risk of assault and injury. Despite this, the real
risk of siEniHcanr complications associated with ketamine use
remains.”” Ultimately, there may be no single, optimal pharma-
cological agent for use by paramedics in sedating the violent
patient. EMS providers need to undertake a flexible approach
to chemical sedation and provide sedation guidelines that reflect
the medical requirements of certain patient populations and

indeed the resources and environment that these interactions
oocur.

Self-defence skills

The ability to defend and tactically withdraw from a vielent
encounter is recognised as a strategic component of OV miri-
gation s:r:.tn:[;i:s.s One of the problems associated with such
a strategy 15 that 1t assumes participants will act and behave
consistently under certain stressful conditions. Humans though,
are mot inclined to act homogenously in such siuations and
responses can range from fight, flight to freeze.®® There is no
certain way to predict how an individual will react in a given
situation and reactions are often instantaneous and instinc-
tive, propelled from deep within subconscious brain circuits. ™
Furthermore, the stress, anxicty and resulting physiclogical
responses such as increased heart rate and breathing, can further
inhibir an individual’s performance in such situations.’* Though
genetic predisposition and environment can play a role in how
an individual will respond in these situations, regulation of these
largely automated reactions is possible through both preparation
and tlainin[;_“

These findings are significant to paramedics who are taught
self-defence shalls through their respective EMS organisations.
It suppests that it may be beneficial to not only increase the
amount of training time that is delivered to their employees,
but that training should also encompass higher levels of stress
and anxiety to replicate realistic real-life situations.’” However,
the economic and operational restraints of such training is not
practical for most EMS organisations. What is more pragmatic
ro EMS organisations and their workers is training that reflects
a generalised lack of self-defence skill and incorporates inherent
instinctive reflexes and interpersonal skills as part of any OV
mitigation strategy.

Body-language assessment

The ability of paramedics to recognise potentially aggressive
situations and act before verbal or physical violence occurs,
is a critical element of OV mitgation. The results of studies
that examined these behaviours, identified remarkably similar
perceptions of secdal cues to imminent violence. The fact that
these hehaviours were idenrtified regardless of previous exposure
to personal vielence or specific training, may indicate that reac-
rions to these behaviours are not learne but rather are instincrual.
MNotwithstanding, it has been reported that the police officers
were morc sensitive to these behavioural cues,™ suggesting that
training or experience may help to enhance instinctual reactions.

OV training approaches

The systems, programmes and technigues contained within these
studies provide a diverse approach to OV mitigation. Notahly,
the study by Teller et al™* examined the issue of OV mitigation
not from a reactive approach, but rather from a pre-emptive
methodology of mental health management. Mental health emer-
gencies are a global health issue and one of the most common
factors in paramedic oy’ However, despite the frequency of
mental health emergencics, many paramedics acknowledge that
they lack the appropriate educaton and skills to provide the
necessary care to these pam':nrs_":“

Conversely, the study by van Erp et al™ is important as its
OV mitigation strategy is based on the premise of conflict reso-
lution through the enhancement of personal and job resources
for paramedics. Such resources are very important in OV miti-
gation strategics because it acknowledges the personal influence
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of paramedic behaviour in the conflict process. One area of
personal influence idenrified by the smdy " wwas the capacity of
an individual to acknowledge another person’s outlook and to
assess their thoughts and motives accurately. This perspective
is extremely important in conflict resolution because not only
does it provide insight into the possible behavioural strategies of
others but it also decreases the likelihood that individuals will act
on their negative emaotions. ™

Physical restraint

The use of physical restraints by ESW is accompanied by risks
not only to the patient, but to the personnel who apply the
restraint as well."' Such risks in conjunction with the increasing
prevalence of chemical sedation, has appeared to of decreased
the use of physical restraint by ESW to control the violent indi-
vidual. Thoogh the research reports limited effectiveness on the
use physical restraint, the true benefits of its use may not lic in
isolated practice but rather in combination with pharmacolog-

ical interventions. ™ !

Integration of QL and QN components

Integration of the QL and QN components of this review is
problematic due largely to heterogeneity of the included studies.
The QL component of this review focused on the insights of
ESW to OV mitigarion srrategies, whereas the QN component
concentrated on specific OV interventions, Nevertheless, it is
apparent from the QL and QN assessments that a disconnect
exists berween existing ESW OV mitigation literarure and the
perceptions of ESW to suitable OW mitigation strategies.

Limitations of this review

There are several limitations of this review. Most notably, a meta-
analysis was not possible on the QN studies due to the level of
methodological heterogeneity that existed. Additionally, the QL
review though able to provide pertinent findings into OV mib-
gation experiences, is affected by the limited number of studies
providing strength to these conclusions. While, the reviewers
made all efforts to minimise errors, including the assistance of
a librarian to guide search criteria, there is the possibility thar
some research articles were missed during the literature search.
Lastly, most srudies related to ESW OV mitgation originated in
the USA. While these studies are invaluable in terms of providing
an msight inte OV mitigation, this emphasis may limit the gener-
alisation of the findings.

CONCLUSION

As demonstrated by the type, nature and variety of studies eval-
vated, the mitgation of ESW OV is not easily charactensed.
It is often a dynamic, multilayered process, encompassing not
only an array of perpetrators, but complex social, medical and
psychological influences. Strategies and systems that are devel-
oped need to be tailored to the specific cultural, environmental
and social factors that encompass the EMS organisation with
comprehensive and ongoing evaluation of their impact. The
ahility to be adaprable and flexible to the ongoing needs of
the workers and their environment, is a keystone to effective
OV mitigarion practice. Ultimarely, regardless of the interven-
tions provided to paramedics to mitigate OV, they need to be
supperted not only by the organisation, but law enforcement,
judicial systems and socicty alike.

IMPLICATIONS OF PRACTICE
The findings of this review can usefully puide and inform para-
medic OV mitigation education, training and practice. The QL

recommendations listed in table 1, are generated from synthe-
sised findings and are based on the ConQual aupl:icn:ua.t:h"i and
the JBI grades of recommendation.’” The QN recommendations
listed in table 2, are provided with a level of confidence based on
the GRADE approach to study evaluation,”® and the JBI grades
of recommendation.”
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Appendix B

Search Strategy CINAHL via EBSCOhost
S1: MW (violen* OR assault OR attack OR aggression OR anger OR angry
OR hostil* OR bully) NOT MW domestic violence

S2: MW occupation* OR profession* OR work* OR job OR employment OR

vocation
S3: S1 and S2

S4: MW prevent* OR mitigat* OR cotrol OR education OR training OR
development* OR inservice OR learn* OR teach* OR preparation OR

program* OR system* OR manag*
S5: S3 and S4

S6: MW study OR effective* OR evaluat* OR assessment OR appraisal OR

intervention OR reduc* OR improve*
S7: S5 and S6

S8: MW emergency service* OR paramedic* OR ems OR emergency medical
service OR emt OR emergency medical technician OR prehospital @R pre

hospital OR ambulance

S9: S7and S8
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Appendix C

Research Participation Flyer

PARTICIPATE IN RESEARCH

Information for Prospective Participants

Occupational violence against paramedics:

An analysis of mitigation systems and the role of behaviour theory in prevention strategies

Research team contacts

Principal Researcher: Mr Peter Drew PhD student
Associate Researchers: Professor Vivienne Tippett| Principal Supervisor
Dr Scott Devenish Associate Supervisor

School of Clinical Science, Faculty of Health
Queensland University of Technology (QUT)

What is the purpose of the research?

The purpose of this research is to explore the concept of paramedic Occupational Violence (OV) by questioning 1.
How effective are existing OV systems and strategies in providing OV support and mitigation, and 2. How can a
paramedic specific theory of practice contribute to the understanding and mitigation of OV.

Are you looking for people like me?

The research team is looking for paramedics who have been exposed within the previous three years to an OV
incident during the context of their work, and who have also undertaken and completed their ambulance service
training regarding OV mitigation.

What will you ask me to do?

Your participation will involve a one-on-ane interview of approximately 1 hour in duration at a time and location
of your convenience.

Are there any risks for me in taking part?

The research team has identified the following possible risks in relation to participating in this study:
* The potential to expose participants to re-experiencing events that are both unpleasant and painful.
* Participants may experience apprehension over examination of their performance in relation to the OV event.
s Participants may be concerned about identifying behaviour that does not comply with good practice.

It should be noted that if you do agree to participate you can withdraw from participation in the research project
without comment or penalty.

Are there any benefits for me in taking part?

It is expected that this research project will not benefit you immediately. However, participation in this study will
help build an increased understanding of the key elements of paramedic OV through which new processes all
aimed at the minimisation of paramedic OV can be developed.

Will | be compensated for my time?

To recognise your contribution should you choose to participate, the research team is offering you a $40 Coles
Myer gift voucher upon completion on the interview.

I am interested — what should | do next?

You can contact the researcher listed below for details of the next step:
Peter Drew peter.drew@hdr.qut.edu.au

You will be provided with further information to ensure that your decision and consent to participate is fully
informed.

Thank YOU.’ QUT Ethics Approval Number: 1800000763
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Appendix D

Research Information Sheet

PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT
= Interview -

Occupational violence against paramedics:
An analysis of mitigation systems and the role of behaviour theory in prevention strategies

QUT Ethics Approval Number 1800000763

RESEARCH TEAM
Principal Researcher: Mr Peter Drew PhD student
Associate Researchers: Professor Vivienne Tippett Principal Supervisor
Dr Scott Devenish Associate Supervisor
School of Clinical Sciences, Faculty of Health
Queensland University of Technology (QUT)
DESCRIPTION

This research project is being undertaken as part of a PhD study for Peter Drew.

The purpose of this project is to explore the idea of paramedic Occupational Violence (OV) by questioning
how effective existing OV systems and strategies are in decreasing incidents of OV and the provision of
paramedic support. Additionally, this project will examine how paramedic specific concepts can contribute
to the understanding and moderation of this OV.

You are invited to participate in this research project because you are a paramedic who has been exposed
to OV in the context of their paramedical duties and has also undertaken and completed their ambulance
service OV prevention training. To reduce the risk of bias regarding recency and recall of events, participants
will preferably have experienced the OV event within the previous year, however incidents occurring up to
3 years previously will be considered.

PARTICIPATION
Your participation will involve an audio recorded interview, at an agreed time and location that will take
approximately 1 hour of your time.

Questions will include:

e« Were you able to utilise any elements of your training in the OV incident? If so, are you able to recall
what they were? and their effectiveness?

e What de-escalation techniques (if any) were undertaken in order to try and defuse the situation prior
to the OV incident?

e Did you have any warning or sense of danger prior to the OV incident? If so, can you recall any of these?

Your participation in this research project is entirely voluntary. If you do agree to participate you can
withdraw from the research project, including any time during or after the interview, without comment or
penalty. You can contact the researcher any time before the interview day, if any changes happen in your
schedule or you wish to withdraw from the study.
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You can withdraw from the study after the interview by contacting the researcher and providing your
unique code. Following this, all data obtained from you will be destroyed. However, once aggregated data
analysis and interpretation commence, it will not be feasible to withdraw your data after this point.

Your decision to participate or not participate will in no way impact upon your current or future
relationships with QUT, your organisation, managers or colleagues.

EXPECTED BENEFITS

It is expected that this research project will not benefit you immediately. However, participation in this
study will help build an increased understanding of the key elements of paramedic OV through which new
processes all aimed at the minimisation of paramedic OV can be developed.

To recognise your contribution should you choose to participate, the research team is offering you a $40
Coles/Myer gift voucher upon completion on the interview.

You can also contact the researchers after the completion of the study and request a copy of any
publications derived from this study. Please note that the provision of personal feedback will not be
possible as the data will be reported in a non-identifiable and aggregated form.

RISKS
There are minimal risks associated with your participation in this research project. These include:

e The use of in-depth interviews has the potential to re-experience and unpack potentially traumatic
events. Such approaches can expose you to reliving events that are unpleasant, painful and invoke
feelings of fear, anger, shame, or other powerful emotions. It should be highlighted that your
participation in this study is entirely voluntarily and you are able to withdraw from the study at any
time before, during, or after your participation. To minimise the risk associated with this, the interviews
to be undertaken as part of this research will be open-ended to allow you to respond to the level and
depth that you feel most comfortable. You will be monitored during the interview process for any signs
of distress including tears, shaking, nervousness, inability to communicate with the researchers,
nausea, restlessness, irritability or withdrawal. In the event of any evidence of distress, the interview
will be stopped, and the following steps will occur:

1. Ashort break from the interview will be offered.

2. Cessation of the interview may be necessary, and you will be invited to speak with someone
from your relevant ambulance care and support service.

3.  You may choose to withdraw from further involvement in the research process.

e You may also experience apprehension over examination of your performance in relation to the relived
OV event as the questioning of this study is designed to unpack the event and have you reflect upon
your words and actions. The research team is able to assure you regarding the strict levels of
confidentiality regarding the study's data collection, analysis and storage, with no identifiable data
regarding the participants utilised. All participants will be protected through means of a unique
professional code with no identifiable data collected

Appendices 24C



e« You may be concerned regarding the possibility that the interview may identify behaviours that do not
comply either, ethically or professionally, with the requirements of good practice. Even in this case,
your confidentiality will be fully preserved and no identifiable data will be reported about your practice.
Though confidentiality of all participants will be fully preserved, under the unlikely event that an
investigation is required regarding unethical practice that has resulted in serious patient harm, re-
identification of data relating to the event may occur.

Should this research project cause you discomfort, please contact the relevant ambulance organisational
care and support services, which include both peer support, chaplaincy programs and counselling services,
in the event that the interview invokes discomfort or distress. The relevant care services include:

QAS Priority One 1800 805 980
NSWAS Employee Assistance Program 1300 360 364
AV Victorian Ambulance Counselling Unit 1800 626 377

PRIVACY AND CONFIDENTIALITY

Any data collected as part of this research project will be stored securely as per QUT's Management of
research data policy. All comments and responses will be treated confidentially unless required by law, or
regulatory or monitoring bodies, such as the ethics committee.

Your name will not be required in any of the responses and a unique professional identifier code to ensure
confidentiality and differentiation from other participants will be developed. Your unique identifier code
will be created using the following formula:

Last letter of last name + Age + Gender (M for male, F for female, N for non-binary) + professional title (C
for Critical Care Paramedic, A for Advanced Care Paramedic, S for Student Paramedic) + years of experience
+ geographical location (U for urban, R for Rural)

As an example, a 34-year-old female, Critical Care Paramedic of 15 years’ experience who works in an urban
environment with a last name of Jones, would be provided with the unique identifier code of S34FC15U.

As the research project involves an audio recording:
*  You will have the opportunity to verify your comments and responses prior to final inclusion.
¢  The recording will be destroyed 5 years after the last publication.
o  The recording will not be used for any other purpose.
e  Only the named researchers will have access to the recording.
e Itis not possible to participate in the research project without being recorded.

Every effort will be made to ensure that the data you provide cannot be traced back to you in reports,
publications and other forms of presentation. For example, we will only include the relevant part of a quote,
we will not use any names, or names will be changed, and/or details such as dates and specific
circumstances will be excluded. Nevertheless, while unlikely, it is possible that if you are quoted directly
your identity may become known.
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The research project is presently unfunded, however current funding applications exist. Regardless, no
funding body will have access to personally identifying information about you that may be obtained during
the research project.

Please note that non-identifiable data from this research project may be used as comparative data in future
research projects or stored on an open access database for secondary analysis.

CONSENT TO PARTICIPATE

We would like to ask you to sign a written consent form (enclosed) to confirm your agreement to
participate.

QUESTIONS / FURTHER INFORMATION ABOUT THE RESEARCH PROJECT
If you have any questions or require further information, please contact one of the listed researchers:

Peter Drew peter.drew@hdr.qut.edu.au
Vivienne Tippett vivienne.tippett@qut.edu.au

CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE RESEARCH PROJECT

QUT is committed to research integrity and the ethical conduct of research projects. However, if you do
have any concerns or complaints about the ethical conduct of the research project you may contact the
QUT Research Ethics Advisory Team on 07 3138 5123 or email humanethics@qut.edu.au. The QUT Research
Ethics Advisory Team is not connected with the research project and can facilitate a resolution to your
concern in an impartial manner.

THANK YOU FOR HELPING WITH THIS RESEARCH PROJECT.
PLEASE KEEP THIS SHEET FOR YOUR INFORMATION.
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Appendix E

Research Consent Form
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