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Abstract 

The primary objective of this study was to investigate whether there was evidence for 

the proposed mechanisms within the Ehlers and Clark (2000) cognitive model of Post-Traumatic 

Stress Disorder (PTSD). Two principal relationships were to be investigated: firstly, whether 
behavioural and cognitive strategies prevented change in the nature of the trauma memory and 

appraisals of the trauma and its sequelae over time; secondly, whether aspects of trauma memory 

and subsequent appraisals of the trauma and its sequelae mediated the relationship between peri- 

traumatic cognitive processing and PTSD symptoms. The second research objective involved 

further validation of the Ehlers and Clark (2000) model. The study was conducted on a population 

of health service employees exposed to aggression and/or violence at work, using a prospective, 
longitudinal design. A low response rate meant that there was not sufficient power to test these 

relationships. The findings from Study I were a low response rate, low reporting of incidents of 

violence drid aggression and low PTSD symptoms, particularly amongst ambulance workers. 
Findings from Study I led to a qualitative study being carried out to investigate: the possible 

reasons for the low response and reporting rate; the lack of PTSD symptoms; and to explore 

responses of ambulance workers to workplace violence and aggression. Twenty-four interviews 

were carried out with ambulance workers, and the data was analyzed using Thematic Analysis. 

PTSD symptoms were described by interviewees in themselves and their colleagues, following 

incidents of violence and aggression. Low response rates were discussed in the context of a general 

reluctance to report incidents and to show that they had not been affected by violence and 

aggression. The responses to violence and aggression took two forms, a macho or tough response 

and a reflective, sensitive approach. Colleague relationships were an important source of support for 

many of the ambulance workers and management were portrayed as uncaring. These findings were 

considered in the context of the literature and the Ehlers and Clark (2000) model. 
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Literature Review Study 1 

Introduction 

Before embarking on a discussion of the literature it is important to outline the key features of 
PTSD and its treatment, as well as considering the merits of the diagnosis itself 

PTSD was officially recognised in DSM-111 in 1980 (American Psychiatric Association, 1980) and 
is considered to be a type of anxiety disorder. According to DSM-IV (American Psychiatric 

Association, 1994, p. 427), the person must have "experienced, witnessed, or [been] confronted with 

an event or events that involved actual or threatened death or serious injury, or a threat to the 

physical integrity of self or others". The person's response must have also involved "intense fear, 

helplessness or horror" (p. 428). In addition, one or more of the following clinical features must 
have been present for a month or more: re-experiencing, involuntary intrusions of the traumatic 

event, e. g. nightmares or images; avoidance of reminders of the event; a range of symptoms of 
hyper-arousal e. g. hyper-vigi lance, difficulty concentrating. Other symptoms that can occur include 

excessive rumination about the event or emotional numbing. Depressive and anxiety symptoms are 

often co-morbid with PTSD. The Nice Guidelines (2005) recommend Cognitive Behavioural 

Therapy (CBT) or Eye Movement Desensitisation Reprocessing (EMDR) as first line treatment for 

this disorder as both have robust evidence supporting their use. Drug treatment is only used if the 

patient is experiencing an ongoing threat or if they refuse therapy. 

Despite evident recognition of PTSD as a disorder by many in the psychiatric, psychological and 

general p9pulation, the diagnosis is not viewed by all as robust. Summerfield (2001) argues that 

psychiatric categories such as PTSD are socially constructed concepts, not objective truths. He 

suggests that PTSD is an imprecise diagnosis and fails to differentiate between normal distress and 

clinically significant psychiatric dysfunction. Although this view could be considered radical, it 

highlights the need for caution when researching or helping individuals following adverse events. 
For example, studies have shown that intrusive memories of events occur in non-clinical samples 
(Bywaters, Andrade & Turpin, 2004) and should not automatically be viewed as evidence of 

pathology. Although Summerfield's (2001) reductionist stance leaves little room for a diagnosis of 
PTSD, a middle ground needs to be found that allows the possibility of extreme stress reactions that 

could be termed PTSD, as well as 'non-nal' stress reactions. It could be argued that the key 

difference that separates PTSD from distress is that the symptoms such as intrusions or ruminations 

are directly linked to the event, are not easily stopped (Ozer et al., 2003) and significantly impact 

the psychological, emotional, social and/or occupational fiinctioning of the individual. Researchers, 

clinicians and organisations; must therefore strive to differentiate between normal distress and PTSD 
following adverse events and not assume that intervention, in either case, is automatically required 
(Nice Guidelines, 2005). Surnmerfield (2001) also draws attention to the term 'post-traumatic' and 
the implied aetiological link between the index incident and the distress. He points to the literature, 
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that will be reviewed below, that has shown a range of other factors that account for more variance 
in PTSD symptoms than the incident itself This highlights the importance of considering the wide 

range of predictive factors leading to PTSD and to considering the psychological well-being of staff 

at all times and notjust following a particular incident. 

Bearing in mind this more cautionary stance it is evident that the symptoms of PTSD can be 

debilitating to any individual who experiences them and can affect all aspects of their lives. The 

prevalence rate for PTSD in the general population is 8% (Kessler, 1995), for healthcare workers 

this figure rises to between 12 - 22% (Alexander & Klein, 200 1; Clohessy & Ehlers, 1999; Hafeez, 

2003; Laposa & Alden, 2003; Laposa, Alden & Fullerton, 2003; Grevin, 1996; Rentoul & 

Ravenscroft, 1993). PTSD can result from numerous different types of traumatic incident including 

violence and aggression. The number of reported incidents of violence and aggression against NHS 

staff in 2005 was 60,385 (Aldrich, 2006). It is therefore evident that considering the response of 

healthcare workers to violence and aggression in relation to PTSD is an important research 

endeavour. However, it is also crucial to consider the difference between normal distress and PTSD 

when researching and working with victims of violence and aggression. 

Numerous models have been put forward to explain the onset and maintenance of PTSD. Some of 

the most prominent draw on cognitive theory, and within these the most credible is described by 

Ehlers and Clark (2000) (Brewin & Holmes, 2003). In the following section, a number of the 

cognitive models of PTSD will be described and critiqued to outline what is known about PTSD 

from this perspective. This will lead to a discussion of the most developed of these models, the 

Ehlers and Clark (2000) cognitive model of PTSD, and the research that has investigated this model 

will then be reviewed. Research into PTSD and healthcare workers and workplace violence and 

aggression will then be outlined and the aims for this study presented. 

Theories of PTSD 

Numerous models have been proposed to explain PTSD but as yet there is no single accepted 

approach. The most fully developed and researched are the cognitive models (Dalgleish, 1999). The 

earliest of these is Horowitz's (1973,1986) stress response theory. Although derived from 

psychodynamic theory, Horowitz (1973,1986) explains response to trauma in terms of cognitive 

processing. He proposed that when faced with a trauma people's initial response is to 'cry out' or be 

stunned. This is followed by a period of information overload which triggers what he calls the 
'completion tendency'. This is where the individual tries to assimilate the new information with 

prior knowledge, but in the case of FITSD is unable to. Because people are unable to integrate this 
information psychological defence mechanisms serve to keep the information in the unconscious 

and the individual experiences a period of numbing and denial. However, the completion tendency 
keeps the trauma-related information in 'active memory', causing it to break through these defences 



as flashbacks. There is an oscillation between avoiding the trauma-related information and 

experiencing intrusions. This oscillation can either lead to successful resolution or to some trauma- 

related information being left in 'active memory', whereby PTSD develops and is maintained. 
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Horowitz (1973,1986) emphasises the impact that avoidance strategies have on the development 

and maintenance of PTSD. He stresses the importance of integrating trauma-related information 

into consciousness, the individuals' view of themselves, the world and their future. However, 

Horowitz's (1973,1986) proposals have a number of limitations. He does not explain the difference 

between flashbacks and ordinary memory, individual differences in reaction to trauma, peri- 
traumatic responses, the role of environmental factors such as social support nor how to distinguish 

successful recovery from successful avoidance (Dalgleish, 1999; Brewin & Holmes, 2003). 

Janoff-BuIlman (1985,1992) developed the Cognitive Appraisal Theory. She argues that 

individuals have deeply held beliefs that are probably unexamined, about themselves, the world and 

other people. These beliefs are that: they are generally good, well-meaning people; the world is 

benevoleAt; and other people are generally well-disposed towards them and act in a predictable 

way. These beliefs can be shattered by a trauma and the individual may be plunged into a confusion 

of intrusions, avoidance and hyper-arousal. The mechanism of recovery is similar to Horowitz's as 

the assumptions previously held by the individual are updated by a cycle of re-experiencing and 

avoidance. 

Janoff-Bullman's (1985,1992) emphasis on the influence that an individual's prior beliefs have on 

the processing of a trauma and the importance of deliberate updating of information in recovery, is 

crucial to the understanding and treatment of PTSD (Brewin & Holmes, 2003). However, there is 

little explanation of the mechanisms occurring when the assumptions are shattered. Janoff-Bulman 

(1985,1992) implies that people universally hold the three specific assumptions, but this is unlikely 
to be the case. In particular if someone has experienced trauma before, one would expect them not 
to hold such positive assumptions, but this theory would imply that this is a protective factor. 

However, quite the opposite has been shown to be the case (e. g. Resick, 2001). Brewin and Holmes 

(2003) cite Janoff-Bullman's response to this criticism of her model: she suggests that previous 

negative experiences render the individual with an unstable view of themselves, the world and 

others. This introduces a new notion that trauma can only shatter assumptions once. 

Cognitive theories that have focused primarily on the traumatic event rather than its social/personal 

context have been called "information-processing" theories. The majority of these are based on 
Lang's (1979) work on fear conditioning. Frightening events are represented in memory as 
interconnections between nodes in what he terms a 'fear network'. This network contains stimulus 
information about the traumatic event, sights, sounds, the person's emotional and physical response 
to the trauma and the degree of threat the individual was under. This network could be easily 



activated by stimuli that could be ambiguous but have some similarity to the original trauma. 
When activation occurs the individual re-experiences the same reactions they had at the time of the 
trauma and they tend to make meaning judgements that accord with the original memory. Chemtob, 
Roitblat, Hamada, Carlson and Twentyman (1988) argue that people with PTSD have a fear 

network that is continually activated, so that they function in survival mode because that was 
adaptive Ouring the traumatic event. This permanent activation leads to symptoms of hyper-arousal 

and intrusions. Their work was based on veterans of the war in Vietnam and is therefore somewhat 
narrow in its focus. This might explain why the model does not account for other variables such as 

attributions and social support (Dalgleish, 1999). 

Foa, Steketee and Rothbaum (1989) built on the fear network theory and suggested that PTSD is 
different to other anxiety disorders because the traumatic event violates formerly held basic 

concepts of safety. The fear network laid down following a traumatic event is different to a normal 
memory because the connections between stimuli in the environment and the nodes that make up 
the network are very strong and will have a low threshold of activation. Once the fear network is 

activated the individual becomes hyper-vigilant (arousal), they start to re-experience the traumatic 

event or aspects of it (intrusions) and attempt to avoid and suppress this intrusion (avoidance). To 

weaken the fear network it needs to be activated and modified by incorporating information that is 
incompatible with it. This would be done with imaginal or in vivo exposure (Brewin & Holmes, 
2003). PTSD may however persist if some of the connections remain. The fear networks can be left 
in tact if excessive arousal or thinking errors interfere with attention to, and integration of, 
disconfirmatory evidence, or if there is avoidance of exposure to trauma cues. 

The information processing theories have provided a clearer account of how trauma memories are 
laid down and persist to produce PTSD symptoms. Brewin and Holmes (2003) see their greatest 
contribution being the development of theoretically grounded treatment interventions. However, the 

early theories did not explain how memory can produce rapid flashback but at the same time 

contain gaps and be disorganised. There is no differentiation between flashbacks and ordinary 
trauma memories. Brewin and Holmes (2003) also note that research in animals shows that trauma 

memories are not eradicated but actually remain intact and that fear reactions are inhibited by the 

creation of new memories (Bouton & Swartzentruber, 1991, in Brewin & Holmes, 2003). 

Foa and Riggs (1993) and later Foa and Rothbaum (1998) have advanced from Foa et al's (1989) 
fear networks theory. They proposed that individuals with rigid pre-trauma beliefs would be at 
greater risk of developing PTSD. Negative schemas involving incompetence and danger could be 

reinforced by appraisals during and after the trauma, appraisals of other people's reactions and of 
disruptions in daily activities. Foa and Rothbaum (1998) hypothesised that exposure to details of the 



trauma serves to reduce anxiety about it, integrate new information into an organised memory 

system and aid positive reappraisal of actions. 
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This theory has advanced Janoff-Bulman's work by emphasising that rigid beliefs, whether positive 

or negative, can be a risk factor. The theory has also provided clear mechanisms that underlie the 

success of exposure and has emphasised the importance of appraisals and pre-trauma risk factors. 

However, Brewin and Holmes (2003) point out that there is no consistent evidence to show that 
improvement in therapy is related to changes in the structure of trauma memories, to initial 

activation in fear or to habituation. The notion of the fear network has also been criticised as it 

supposes that if one node is activated all will be and therefore the entire fear memory would be 

recalled. This does not explain why some patients experience gaps in their trauma memories 
(Mechanic, Resick & Griffin, 1998). 

Brewin's (1996,200 1) Dual Processing theory attempts to account for all aspects of PTSD by 

suggesting there are two memory systems. Verbally accessible memory (VAM) is one such system. 
It only contains information consciously attended to, provides a context for that information and 

stores it in long-term memory ready to be accessed. VAM memories include both "primary 

emotions" that happened at the time and "secondary emotions" generated by retrospective cognitive 

appraisals of those events (Brewin, 1996). 

Situationally accessible memories (SAM) are thought to contain "primary emotions" and 
information that is not consciously attended to eg. sights, sounds, physical arousal, pain. SAMs 

have no verbal code and are triggered by internal and external reminders of the trauma and are 

experienced as flashbacks. 

In 2001 Brewin used neuropyschology to elaborate his theory. Fear processing has been shown to 

be associated with the amygdala and there are different pathways to it leading to different types of 

memory processing. VAMs appear to be processed via the hippocampus to the amygdala, providing 
integrated information located in appropriate temporal and spatial context. However, when the body 

is under prolonged stress hippocampal functioning is reduced which may account for the gaps in the 
VAM of PTSD patients. SAMs are thought to primarily involve the amygdala, which has been 

shown to function better under stress than the hippocampus, ensuring SAM memories are 

preferenti. ally retained. 

Brewin (1989) states that recovery from PTSD requires the patient to perceive they have control, to 

reattribute any responsibility and integrate new information with prior beliefs. This should reduce 
the negative appraisals that lead to negative emotions. When the patient consciously attends to the 
SAM rather than suppressing them, the information becomes re-encoded into the VAM system. 
Information is given a context in time and space and threatening information from the SAM can be 
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paired with information in the VAM that shows the threat to be in the past. When the patient 

experiences reminders of the trauma the activation of the elaborated VAM will inhibit the activation 

of the SAM and prevent inappropriate amygdala activation and the accompanying fear (Brewin, 

2001). 

The thorough explanation of trauma memories has great therapeutic as well as theoretical validity 
(Brewin & Holmes, 2003; Dalgleish, 1999). However, there are some limitations to the model. The 
focus is mainly on memory, emotion and appraisal and less on additional aspects of PTSD, like 

emotional numbing or increased conditionality (Brewin & Holmes, 2003). Dissociation is described 

as hindering encoding information into the VAM, but there is little explanation as to why 
dissociation features as a symptom of PTSD. 

The summary of the theories above shows that they further our understanding of PTSD, however 

they tend to focus on certain aspects of the disorder. By contrast Ehlers'and Clark's (2000) 

cognitive model, according to Brewin and Holmes (2003) offers the most comprehensive account of 
the maintenance and treatment of PTSD. Ehlers and Clark (2000) (Figure I illustrates their model) 

argue that patients with PTSD feel under current threat. Two key processes lead to this sense: 
individual differences in the appraisal of the trauma and/or its sequelae and individual differences in 

the nature of the trauma memory for the event and its link to other autobiographical memories. 

Negative appraisals of the trauma or sequelae take different forms but all lead to a sense of internal 

(eg. threat to one's view of one's self as capable) or external (eg. the world is a dangerous place) 

current threat. Examples of negative appraisals of the traumatic event are: over-generalising from 

the event; exaggeration of the probability of further catastrophic events; and negative appraisal of 
how one behaved during the event. Examples of negative appraisals of the trauma sequelae include: 

interpretations of one's initial PTSD symptoms; appraisals of the consequences of the trauma on 

other areas of life (eg. pain); and interpretation of other people's reactions in the aftermath. For 

example, if others people's reactions include a reluctance to discuss the trauma because they fear 

they may remind the individual of the experience, or if they are critical, then the 'victim' is less 

likely to seek talking therapy and less likely to receive support or corrective feedback for potentially 

negative appraisals of the trauma. The nature of trauma memory is contradictory; on the one hand 

people have difficulty intentionally recalling the memory and on the other they experience 
involuntary remembering. Ehlers and Clark (2000) identify two routes to the retrieval of 

autobiographical information, one higher-order meaning-based and the other through direct 

triggering by associated stimuli. If higher-order memories are elaborated their retrieval route is 

enhanced* at the expense of the sti mul i based rememberi ng. In PTSD they argue that trauma 

memory is fragmented and inadequately integrated into autobiographical memory, leading to a 
sense of current threat, absence of links to subsequent information and problematic intentional 



recall. The unintentional recall is thought to occur because the Stimulus-Stimulus (S-S) and 

Stirnulus-Response (S-R) associations are very strong for traumatic material. This causes particular 

Figure 1. F. Iflers" and Clark's Cognitive Model ot'PTSD (2000) 
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Negative appraisals ofthe traurna or its sequelae and the nature of the traunia memory are thought 

to interact in a reciprocal manner. Recall ofthe traurnatic event will be biased by their appraisals 

and they will selectively retrieve information that is consistent with these appraisals. Inability to 

recall will also be appraised in such a way that maintains a sense of current threat. The *here and 

now' quality of tile recall may lead the patient to feel the negative feelings they had at the time of 

the traurna. Ehlers and Clark (2000) also propose that ifthe traumatic event seriously threatened the 

patients' view of thernselves (eg. as capable), the general organisation oftheir autobiographical 

knowledge base WOUld be disturbed. 

Once activated by the processes described above the sense of current threat is accompanied by 

intrusions, re-experiencing symptoms, symptoms ofarousal, anxiety and other ernotional responses. 



The sense of threat leads to behavioural and cognitive strategies that control the symptoms in the 

short-term, but serve to prevent cognitive change and therefore maintain the disorder in the long 
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run. Ehlers and Clark (2000) argue that these strategies act on both the trauma memory and negative 
appraisals of the trauma. Problematic appraisals and the trauma memory are thought to be 

maintained by: trying not to think of the event; avoidance of reminders of the event; using alcohol 

or medicýtion to control anxiety; giving up old activities; and rumination. Safety behaviours (i. e. 
actions individuals take to prevent or minimize anticipated further catastrophes) (Salkovskis, 1996) 

are thought to maintain the problematic appraisals as they prevent disconfirmation of the belief that 

the feared event will occur if they do not engage in the safety behaviour. Dissociation in response to 

the PTSD symptoms is thought to maintain the trauma memory as it impedes elaboration and 
integration of the memory into the autobiographical memory base. PTSD symptoms can also be 

directly increased by these strategies, for example thought suppression and selective attention to 
threat cues can increase the frequency of intrusions. 

In addition to the variables that lead to and maintain PTSD, Ehlers and Clark (2000) identify 

background factors that are likely to influence all three of these variables. Characteristics of the 

trauma such as it being prolonged and unpredictable may exert an influence. Previous experiences 

of trauma and coping styles during this event may influence how the patient reacts to the current 
trauma. Low intellectual ability may be related to less conceptual processing (i. e. processing the 

meaning of the situation, processing it in an organised way and placing it in context) and greater 
data-driven processing (i. e. processing the sensory impressions). Prior beliefs, for example that no 

one could harm them may have an influence and state factors such as being intoxicated at the time 

of the trauma may influence their ability to process the trauma information. 

In addition, cognitive processing at the time of the trauma is hypothesised to influence the nature of 
the trauma memory and negative appraisals of the trauma or sequelae. Ehlers and Clark (2000) 

identify mental defeat (i. e. perceived loss of all psychological autonomy, accompanied by the sense 

of not being human) as an example of an influence on appraisal of the trauma. They base this 

prediction on work by Dunmore, Clark, and Ehlers (1997) and Dunmore, Clark and Ehlers (200 1) 

and Ehlers, Maercker and Boos (2000), who found mental defeat to be a correlate of PTSD. It is 

thought that data-driven processing as opposed to conceptual processing at the time of the trauma 

will increase the likelihood that the memory will be dominated by sensory impressions, be difficult 

to retrieve intentionally and there will be strong perceptual priming for accompanying stimuli. An 
inability to establish a self-referential perspective may affect the quality of the trauma memory by 

reducing the likelihood of it being integrated into other autobiographical memories. Dissociation (a 

sense of depersonalisation, de-realisation and emotional numbing) at the time of trauma is also 
thought to reduce the quality of the trauma memory. Ehlers and Clark (2000) suggest that 
dissociation is a complex concept and may also have similar qualities to data-driven processing and 
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lack of self-referent processing. Furthermore they make the observation that due to high levels of 
distress and anxiety individuals do not have enough cognitive capacity to evaluate whether 

propositions made during the trauma are true. They suggest that the propositions are stored in long 

term memory with a default 'true' value which could influence later appraisal of the memory. They 

cite the example of a rape victim who was repeatedly told she was ugly and was left feeling this was 
true. 

Table I il 
' 
lustrates how the cognitive theories described in the above text appear to have informed 

the development of the Ehlers and Clark (2000) model. However, their model stands out from the 

other cognitive models because it draws together many of the strands that they identify into an 
integrated whole. In particular it provides clear areas for effective clinical intervention (Gillespie, 
Duffy, Hackman & Clark, 2002). The theory also lends itself to testing. 

Table 1. Summary of cognitive theories that appear to inform the Ehlers and Clark's cognitive 

model 
Authors, Date Significant aspects of cognitive models that appear to inform 

Ehlers & Clark's Model 
Horowitz, 1973,1986 Avoidance of trauma memories maintains PTSD. 

Recovery involves integration of trauma memory into 
everyday memory. 

Janolf-Bulman, 1985,1992 Importance of prior beliefs. 

Predictability of world important. 
Lang, 1979 Perceptual priming to trauma cues. 
Foa et al., 1989,1993,1999 S-S and S-R associations are very strong for trauma material. 

Thinking errors interfere with integration of trauma memory. 

Avoidance of trauma cues maintain symptoms. 

Appraisal of others reactions, decline in previous activities all 
reinforce negative appraisal of self. 

Recovery requires integration of trauma memory and positive 
reappraisal. 

Brewin, 1996,2001 SAM/flashbacks occur because trauma memories have no 
context and so get feeling of current threat. 

Exposure works not by removing SAM but provides a more 
memorable memory. 

Cognitive processing during trauma given a 
neuropsychological explanation. 
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There are however, limitations to the Ehlers and Clark (2000) model. The authors do not claim to 
have developed an exhaustive list of background factors. However, one box (see figure 1. ) contains 

a group of varied concepts from prior beliefs to the objective severity of the trauma. The particular 

contribution of these characteristics to the onset and severity of PTSD is not fully developed 

(Dalgleish, 2004). The model has been criticised for being too focused on individual appraisals and 

not the systemic influences of cultural context that may inform the meanings of those appraisals 
(Dick, 2000). Dalgleish (2004) in his extensive review of theories of PTSD notes that the emphasis 

on appraisals, although useful for cognitive therapy techniques, means that there is no 

representational space in the model for coding referential meaning. There is no equivalent in the 

Ehlers and Clark model of B rewin et al. 's (1996) VAMs. He suggests that it appears from the model 
that the representation of referential meaning is incorporated within the memory records. The 

problem with this is that when people appraise their verbal (referential) memories of the trauma 

they would inevitably activate the stimulus and response elements that are linked to the referential 
information in the same memory record. He notes that Ehlers and Clark (2000) provide three 

processes whereby the two are interconnected: firstly the information recalled from memory will be 

a function of the types of appraisals being generated; secondly, the nature of the recall of the trauma 

will influence the appraisals that are generated; finally, persistent negative appraisals will become 

part of the autobiographical memory record. Dalglei 
, 
sh (2004) also suggests that aspects of the 

model are difficult to test because they are not fully developed. He cites the example that although 

negative appraisals play a key role in maintaining PTSD the model does not specify a priori which 

appraisals are of particular risk nor how this might vary across different individuals. He suggests 

that the model would need to provide a fuller description of the representations that provide context 
for any appraisal. As a model for the development of persistent PTSD it predominantly consists of 

risk factors for the onset and maintenance of PITSD. From a clinical perspective this focuses the 

clinician on the negative processes that their client might be engaging in rather than the positive, 

protective aspects of client's responses to trauma. The model identifies certain behaviours and 

cognitions as 'maladaptive', such as avoiding thinking about the incident in an emotional way. 
However, the use of denial and avoidance has been found to be a useful strategy for some 

populations, for example paramedics, allowing them to think objectively in high stress situations 
(Janik, 1992, cited in Grevin, 1996). Evidently clinicians would have to use the model with caution 

and not remove coping strategies just because they are identified as 'maladaptive'. 

Research into the Ehlers and Clark (2000) model of PTSD 

Having rdviewed the theoretical origins and context of the Ehlers and Clark (2000) model of PTSD, 

the research that has investigated this model will now be reviewed. The first Literature search 

conducted for this study used the following databases: PsyclNFO, MEDUNE, EMBASE, AHMED, 

PsycArticles and Full Text (1992 - 2006, English Language), a Cited Reference Search on ISI Web 

of Science and extensive backwards referencing. The search focused on studies that have 
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specifically researched the Ehlers and Clark (2000) model. Table 2. provides a summary of this 

research. The quality of the studies investigating the Ehlers and Clark (2000) model vary and the 
following review will begin with the weaker, cross-sectional studies and go onto the more reliable 
findings from the longitudinal studies. The populations studied included student volunteers 

watching a video of a road traffic accident (RTA), RTA survivors, assault survivors and healthcare 

workers. The studies will be considered in order of the population that was investigated. 

Steil and Ehlers (2000) used two cross-sectional designs to investigate the effects of road traffic 

accidents (RTA) on two samples of survivors. The groups were recruited via radio and newspaper 
advertising and were invited to talk to ajournalist about their experiences. Each group differed on 

gender and injury severity. They found that the dysfunctional meanings of intrusions explained a 

significant proportion of the variance of the intrusion-related distress, strategies used to reduce the 
intrusionq and PTSD severity in both studies. This finding was made more robust by the fact that it 

was not mediated by subjective accident severity and was the case when intrusion frequency and 

general catastrophic thoughts when anxious were excluded. PTSD severity was also found to 

correlate with use of rumination, thought suppression and distraction when having intrusions. 

However, because they did not appear to measure or control for objective accident severity it is 

unclear whether this would have had an effect on the associations investigated. Despite the strength 

of having a relatively large sample (N = 159 & 138), they were self-selecting. It is conceivable that 

the participants in this study were qualitatively different to, for example, clinic samples and as such 
the generalisability of these findings are limited. Like the majority of studies into the Ehlers and 
Clark (2000) model, PTSD severity was assessed using self-report measures that could lead to 
inaccurate diagnoses, however the likelihood of this is reduced by the substantial cross-over 
between the self-report measure and clinical interviews. Finally, there was no indication of how 

long the delay was between the RTA and the participants filling in the initial questionnaires. It is 

likely that there would be some range in the time delay, resulting in memory bias particularly if the 

participants were still experiencing PTSD symptoms. 

Halligan, Clark & Ehlers (2002) carried out two cross-sectional, analogue studies. Study I consisted 
of two groups of matched student volunteers. Both were shown a video of a real RTA and a week 
later were asked to perform a memory test and complete self-report questionnaires. One group 
consisted of students who had been instructed to process the incident in a conceptual manner and 
the second group had been instructed to process the incident using data-driven processing. In study 
I data-driven processing during exposure to distressing material was associated with the 
development of poor subsequent recall which is an aspect of PTSD-like memories. The proposed 

association in the Ehlers and Clark (2000) model between the presence of data-driven processing 
during the trauma and the development of PTSD was not found in this study in relation to analogue 
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I`TSD symptoms. Study 2 consisted of two groups of student volunteers separated by their 'trait' 

cognitive processing styles assessed prior to group allocation. They were separated into data-driven 

and conceptual processing groups. In session 1, participants completed self-report measures and 

autobiographical memory questionnaire prior to watching the video. They were then shown the 

RTA video and 10 minutes later carried out a free recall task. In session 2, participants completed a 

symptom questionnaire and a video memory questionnaire. Data-driven processing was positively 

associated with the degree of self-reported disorganisation of memory. This was found both for the 

video and for a personal autobiographical event. Data-driven processing also predicted higher levels 

of analogue PTSD-like symptoms following the video. Self-reported memory deficits were also 

associated with analogue symptoms. However, study 2 did not replicate the study I finding that 
data-driven processing was associated with poor memory recall. This poses problems for the 
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strength of the conclusions from this study. The authors suggest that the difference may have been 

due to the time delay of I week for study 1 compared to immediate assessment of recall in study 2. 

They suggested that data-driven processing may affect long-term memory more than short-term 
because the consolidation of information into the memory base is an extended process. If this is the 

case the fact that this study is cross-sectional and only considers these mechanisms up to a week 

after the 'trauma', suggests that any causal relationship between data-driven processing and 

persistent PTSD symptoms cannot be considered. Brewin and Holmes (2003) have criticised studies 

that instruct participants to process material in a certain way as this method tends to be ineffective. 

However, Halligan et al. (2003) have argued that it is difficult to infer causal effects without 

controllitTg the variables in an experimental setting. In addition, the sample size for both studies was 

small, with the highest group consisting of 31 students. Parametric tests were used to compare the 

groups and a sample of 30 or less does not meet the minimum sample size for statistical analysis 

(Comrey & Lee, 1992). This fact and the student nature of the sample limits the general isabi I ity of 

these findings and this aspect of the model requires further testing with different populations, over 

time. Despite these limitations this study is one of the few that looks at the mechanisms within the 

Ehlers and Clark (2000) model, by investigating the mechanism between peri-traumatic processing, 

memory and PTSD symptoms. 

Dunmore, Clark and Ehlers (1999) investigated factors associated with the onset and maintenance 

of PTSD. Factors associated with the onset of PTSD were investigated by comparing victims of 

physical or sexual assault who did not have PTSD with those who did, and the maintenance factors 

were inv6stigated by comparing victims recovered from PTSD and those with persistent PTSD. 

Cognitive factors significantly associated with the onset and maintenance of PTSD included 

appraisals of aspects of the assault itself (mental defeat, mental confusion, appraisal of emotions), 

appraisal of the trauma sequelae (appraisal of symptoms, perceived negative responses from others, 
feel permanently changed) and dysfunctional strategies (avoidance and safety seeking) and global 
beliefs changed by the assault. Cognitive factors that were only linked to the onset of PTSD 

included detachment during the assault, a failure to perceive positive responses from others and 

trying to mentally undo the assault. These findings remained significant when variations in 

perceived and objective incident severity were controlled. Despite these significant findings the 

quality of the study is compromised due to it being cross-sectional and retrospective. Therefore, the 

authors comment that they cannot confidently assert that cognitive variables are predictors of the 

onset and. maintenance of PTSD because there was no concurrent investigation of persistent 

symptoms. The time delay between the assault and initial questionnaire being completed was at 
least 3 months and memory bias could have occurred. This bias could have led for example, to an 
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overestimation of the incident severity and its effects. The sample was comparatively small with 

a total of 92 participants spread across 4 groups, reducing the power of the analyses to detect true 

findings. This could potentially result in an increased likelihood of Type I or 11 errors. The sample 

was self-selecting and the sampling technique included radio and newspaper adverts. The sample is 

potentially biased and the general isability of these findings limited. Finally, subjects were excluded 
if the assault was in the context of continuing domestic violence, limiting the generalisability of the 
findings to single incident trauma, rather than individuals who experience ongoing exposure to 

trauma. 

Halligan, Michael, Clark & Ehlers (2003) investigated the Ehlers and Clark (2000) model with 

sexual and physical assault survivors, using both a cross-sectional and longitudinal design. The 

initial phase of their study was cross-sectional and they found that peri-traumatic cognitive 

processing, persistent dissociation, memory deficits and negative appraisals of the trauma and its 

sequelae predicted PTSD symptoms. Persistent dissociation and peri-traumatic cognitive processing 
have also been found to contribute to the maintenance of PTSD symptoms, in particular the re- 

experienc. ing cluster. Despite their assertion that persistent dissociation and negative appraisals of 

the trauma memories were involved in the maintenance of PTSD, there is no exploration of how 

these factors maintain PTSD because no analyses were used to investigate how they relate to one 

another. The retrospective and cross-sectional nature of this part of the study compromised these 

results. Memory bias is likely to have occurred as participants were asked to rate their reactions to 

assaults that on average took place 10 months previously. The authors note that current 

symptomatology can inflate the perception of event severity and emotional reactions (Zoellner, 

Sacks & Foa, 2001). The longitudinal phase of this study will be outlined below. 

It is apparent that most recent PTSD research has looked at victims of traumatic events that are out 

of the ordinary for them. Laposa & Alden's (2003) study of emergency room personnel is one of 

only two studies (also, Clohessy & Ehlers, 1999) that investigated the Ehlers and Clark (2000) 

model among individuals for whom witnessing or experiencing horrifying events are routine aspects 

of theirjobs. Their study was retrospective and cross-sectional and the self-selecting sample 

consisted of 51 Canadian emergency department personnel (ED), who were predominantly female. 

They found 12% of the participants met full DSM-IV criteria for PTSD, using the full version of the 
Posttraumatic Diagnostic Scale (PDS) (Foa, 1995). When the aspect of the PDS that assesses for 

criterion A, E and Ftl were removed leaving only the three PTSD symptom clusters (re- 

experiencing, avoidance and hyper-arousal) then the rate of PTSD symptoms increased to 20%. 

Laposa and Alden (2003) note that many studies measure PTSD prevalence using the Posttraumatic 

Stress Symptoms Scale (PSS) (Foa, Riggs, Dancu & Rothbaum, 1993) or the Impact of Events 
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Scale (IES) (Horowitz, Wilner & Alvarez, 1979) which only measure the three symptom clusters 
and not criterion A, E and F, therefore running the risk of inflated PTSD prevalence rates. 
Conversely, Clohessy and Ehlers (1999) reported that the PSS showed more conservative diagnoses 

than the Structured Clinical Interview (SCID; Spitzer, Williams, Gibbon & First, 199) so the 
limitation of inflated PTSD rates is debatable. Clohessy and Ehlers (1999) found that negative 
appraisals of the trauma and of intrusive recollections were associated with increased rates of PTSD 

severity. They investigated relationships between factors in the model and found that negative 
appraisals and peri-traumatic processing correlated with re-experiencing the trauma (Le flashbacks), 
but not with overall PTSD symptom severity. Interestingly they found that there was no significant 
difference between those participants who witnessed the incident and those who experienced it. 
This is particularly pertinent to hospital and ambulance staff who are as likely to witness a traumatic 
incident as they are to personally experience it. 

Laposa and Alden's (2003) study provides confirmation for some of the aspects of the Ehlers and 
Clark (2000) model in the context of emergency department personnel. However, the Ehlers and 
Clark (2000) model predicts that low intellect and unpredictable trauma are potential risk factors for 

PTSD. Yet these individuals were well-trained and in a controlled environment and some still 
developed PTSD. Despite the importance of testing the Ehlers and Clark (2000) model in a 
healthcare setting where repeated trauma is possible, there are still some limitations to the study. 
The sample size was very small and despite making adjustments for this when analyzing the 

proportions of people who met PTSD criteria, only minimal criteria were met for regression 

analysis (Comrey & Lee, 1992). In addition, the sample primarily consisted of female nursing staff 

and as such would need to be replicated with male ED personnel. However, Clohessy and Ehlers' 

(1999) study of predominantly male ambulance workers reported similar prevalence figures for 

PTSD. A response rate of 44% was obtained and although this is a common level for responses in 

survey research, the researchers cannot be sure if the response set is biased. Finally, the frequencies 

of the most upsetting events were displayed and 'Threatened physical assault of self' shared the top 
2 most distressing incidents alongside 'Providing care to a patient who is a relative/close friend and 
is dying or in serious condition'. However, interestingly they do not mention this in the summary 
text below, focusing instead on multiple casualties and continue not to mention violence and 

aggression in the rest of their study. These ratings of the relative impact of the different types of 
trauma point to a gap in the Ehlers and Clark (2000) model. The model prioritises objective trauma 

severity ratings and this may miss the subjective distinctions made by victims of trauma. 

Clohessy and Ehlers (1999) is the only study found in this literature search to investigate ambulance 

personnel in relation to the Ehlers and Clark (2000) model. Their cross-sectional study had a sample 
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of 56 British ambulance workers, predominantly male. Twenty-one percent of ambulance 

workers met DSM-111-R criteria for PTSD, measured by the PSS and 22% met screening criteria for 

psychiatric symptoms measured by the General Health Questionnaire (GHQ). From discussion with 

ambulance workers and reading the relevant literature the researchers compiled a list of potential 

stressors that contributed to overall distress for ambulance workers. This list did not include threats 

of, or actual violence and aggression. They found that high levels of 'background factors' such as 
time pressure and shift work contributed to the distress of ambulance workers. This study 

established specificity by finding that only negative interpretations of intrusive memories, not 

positive ones, were predictive of PTSD. This is in line with previous studies that found response to 
intrusiong predictive of PTSD (Steil & Ehlers, 2000; Ehlers et al., 1998). Wishful thinking, i. e. 

cognitive avoidance of trauma memories, was the only cognitive strategy that was related to PTSD. 

Professional attitudes and positive reinterpretation, often associated with successful coping in this 

population, were not associated with PTSD. Dissociation in relation to trauma memories correlated 

with PTSD severity, and the authors suggested that emotional numbing in response to intrusions 

was more associated with PTSD than feeling detached. The cross-sectional nature of the study 

meant that it was limited to the participants' recall of traumatic incidents, leading to possible recall 
bias and the researchers could not explore the interaction of the factors within the model over time. 
The sample size was particularly small (N=56) for regression analysis, leading to potential concerns 

regarding the power of their analyses. In addition, the authors noted that the self-selecting sample 

could have led to bias, because those who felt the study was important and therefore took part might 
have done so because they had experienced PTSD. They also noted that the ambulance personnel 

may have had concerns over confidentiality and feared that theirjobs would be at risk if their 

vulnerabilities were identified. The authors comment that significant underreporting of the 

psychological impact of work on emergency service personnel is well documented in the literature 

(e. g. Gibbs, Drummond & Lachenmeyer, 1993 In Clohessy & Ehlers, 1999). 

Summary 

From the cross-sectional, retrospective studies it is evident that the Ehlers and Clark (2000) model 
has been tested on various populations, and in both experimental and field settings: student 

volunteers; RTA survivors; sexual and physical assault survivors; emergency department personnel; 

and ambulance workers. This provides a range in the frequency of exposure to traurna and in the 

severity of the traumatic incident. 

In the studies that measured self-report PTSD prevalence rates, the figures included 12% for ED 

personnel, 22% for ambulance personnel and 23.1% for RTA survivors. The cognitive factor that 

were found to predict PTSD-like symptoms amongst student volunteers following a video of an 
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RTA and-PTSD amongst assault survivors was peri-traumatic cognitive processing (Halligan et 

al., 2003; Halligan et al., 2002). Additional predictive cognitive factors for assault survivors 
included: persistent dissociation and negative appraisals of the trauma and its sequelae (Halligan et 

al., 2003). For healthcare workers cognitive predictors included: negative interpretation of 
intrusions and maladaptive cognitive strategies, particularly wishful thinking (not professional 

attitude or positive reinterpretation) (Clohessy & Ehlers, 1999). Predictive factors associated with 
the trauma memory for student volunteers and assault survivors were deficits in memory recall. 
However, the former study did not replicate this finding in the second phase of their study (Halligan 

et al., 2002; Halligan et al., 2003). An additional predictor for healthcare workers was background 

factors such as gender, which only predicted distress (Laposa & Alden, 2003). 

The onset and maintenance of PTSD for assault survivors was found to be associated with negative 

appraisali of the trauma and its sequelae, maladaptive behaviour and cognitive strategies and 

changed global beliefs about the incident (Dunmore et al., 1999). Maintenance of the re-experience 

cluster of PTSD for assault survivors was associated with persistent dissociation and peri-traurnatic 

cognitive processing (Halligan et al, 2003). The onset of PTSD for assault survivors was found to 

be associated with peri-traumatic detachment and failure of others to respond (negative appraisal of 

trauma sequelae) (Dunmore et al., 1999). Negative appraisals of intrusive trauma memories were 
found to account for variance in maladaptive cognitive and behavioural strategies to reduce the 
intrusions (Ehlers & Steil, 2000). 

The severity of PTSD symptoms was found to be associated with dysfunctional meanings of 
intrusions for RTA survivors (Steil & Ehlers, 2000). Peri-traumatic cognitive processing, negative 

appraisals of trauma and trauma sequelae, for healthcare workers, were found to be associated with 
the re-experiencing cluster of PTSD not overall PTSD severity (Laposa & Alden, 2003). 

The relationships between three aspects of the model that were found included: data-driven 

processing, trauma memories and analogue PTSD-like symptoms (Halligan et al., 2002); and peri- 

traumatic cognitive processing, negative appraisals of the trauma and its sequelae and PTSD 

severity (orjust the re-experiencing cluster) (Laposa & Alden, 2003). Amongst healthcare workers 

no differences in PTSD symptoms were found between witnessing and experiencing the incident 

(Laposa & Alden, 2003) and additional stressors like shift work and time pressure contributed to 

participant distress (Clohessy & Ehlers, 1999). 
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A review of the cross-sectional studies sheds some light on the Ehlers and Clark (2000) model, 
despite the findings being limited by their design. Longitudinal studies have, in some cases 

replicated the findings of the weaker, cross-sectional studies. The longitudinal studies also consider 

additionai factors in the model and establish greater certainty in the findings and understanding of 

the model. 

Murray, Mayou and Ehlers (2002) conducted two prospective, longitudinal studies of RTA 

survivors in outpatient and ward based clinics. They found that all measures of dissociation 

predicted PTSD severity at 6 months. Dissociation predicted PTSD over other symptom clusters. In 

addition memory fragmentation, data-driven processing and in particular rumination also predicted 
PTSD. They found that a dissociative response to trauma appeared in part to be independent of pre- 

existing dissociative traits. This was the first prospective study to provide evidence for the role of 

memory fragmentation in PTSD. The rapid follow-up of participants after the accidents of 24 hours 

on the wards and 48 hours in the outpatient clinics was likely to have led to a major reduction of 

any recall bias. The sample size for the outpatient clinic was good (N = 140), for the inpatient wards 

this reduced to N= 21 over the 6 time points. This meant that the regression analysis could only be 

conducted on the outpatient sample and further limits the general isabil ity ofthe findings. The 

authors acknowledge that the PTSD ratings were based on self-report and as such were less accurate 

at diagnosing PTSD than clinical interviews. 

Ehlers, Mayou and Bryant (1998) carried out a prospective, longitudinal study of a large number 
(N= 967) of RTA survivors. The participants were assessed within 8 days of the incident and again 

at 3 months and I year post-incident. They found that the prevalence of PTSD at 3 months was 
23.1% and at I year was 16.5%. Various background factors were associated withpersistent PTSD 

and included: some objective measures of trauma severity; perceived threat; dissociation during the 

accident; female gender; previous emotional problems; and litigation. Cognitive factors that were 

associated with the maintenance of PTSD included: negative interpretations of intrusions; 

rumination; thought suppression; and anger cognitions. Significant predictors of PTSD at I year 

were negative interpretations of intrusions, medical problems and rumination at 3 month follow-up. 

This study boasts an excellent sample size (N= 967) and minimal time delay (24 and 48 hours) in 

participation in the study following an accident, providing good power for the regression analyses 

and minimising recall bias. The authors also note a high rate of PTSD symptoms with more than 

50% meeting DSM-IV criteria for intrusive re-experiencing, hyper-arousal or distress caused by the 

symptoms. The authors suggest that this is noteworthy as many did not suffer physical injuries, 

indicating that injury severity is not the most important indicator of who requires psychological 

support. They used the PDS self-report measure to assess PTSD and the use of this measure has 
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been criticised because it lacks criteria A, E and F from DSM-IV criteria for PTSD. The use of 

the full PDS scale would avoid inflated PTSD prevalence rates (Laposa and Alden 2003). 

However, their study excluded the disability aspects of the scale, and although they do not explain 

why, replaced it with ratings on how much work, housework and social activities had been 

interfered with following the accident. This goes some way to enforcing their findings that the 

sample had a high rate of PTSD in comparison to the lower level of injury. 

Dunmore, Clark and Ehlers (2001) replicated their earlier cross-sectional study (1999) using a 
longitudinal prospective design. A sample of 57 physical and sexual assault victims were assessed 

within 4 months of the assault and again at 6 and 9 months post-assault. They found that the same 

cognitive variables in their 1999 study predicted PTSD severity, this time at 6 and 9 months post- 

assault. Cognitive factors associated with PTSD severity included appraisals of aspects of the 

assault itself (mental defeat, mental confusion, appraisal of emotions), appraisal of the trauma 

sequelae (appraisal of symptoms, perceived negative responses from others, feel permanently 

changed), dysfunctional control strategies (avoidance and safety seeking) and negative beliefs about 

self and the world. These findings remained significant after controlling for gender and perceived 

assault severity. The authors admit there were various limitations to this study. The most striking 

was the small sample size, the large number of factors and their use of regression analysis. They 

note that the risk of Type I errors was increased so there could be some false associations with 
PTSD severity and cognitive variables. They also comment on the use of a self-report measure for 

PTSD (PSS-SR Foa, Riggs, Dancu & Rothbaum, 1993) and the limitations of this in comparison to 

clinical interviews. However, they note that there is good cross-over with diagnostic interviews, but 

misdiagnosis was still conceivable and problematic considering the aims of the study were to 

predict PTSD severity. The authors note that the assessment of the cognitions before, during and 

after the assault were carried out relatively retrospectively i. e. within 4 months of the assault. They 

therefore cannot conclusively say that the current state of the individuals with PTSD had not 
influenced their recall of their earlier cognitions. The generalisability of the sample is again limited 

due to the focus on assault victims and exclusion of victims exposed to ongoing violence. 

The only study that has looked at whether the trauma memory mediates the relationship between 

peri-traurnatic cognitive processing and PTSD, using a longitudinal design was the second phase of 
the Halligan et a]. (2003) study with sexual and physical assault survivors detailed above. They ran 

a prospective longitudinal study to rectify the weakness of the cross-sectional study, i. e. the 

memory bias caused by current symptoms. Peri-traumatic cognitive processing (dissociation, data- 

driven processing, and lack of self-referent processing) was found to be associated with trauma 

memory disorganisation and predicted PTSD symptoms. The strength of their conclusions were 
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increased by this replication, however they report that the first questionnaires were filled in 

within 3 months of the assault. As a result those filling in the questionnaires close to 3 months after 
the assault could have also been affected by memory bias like the retrospective, cross-sectional 

study. Both studies had quite low sample sizes (N = 81 & 73) and were based on physical and 

sexual assault survivors, limiting the general isabil ity of these findings. The second study used 

regression analyses, however, the power of this analysis could have been compromised by the large 

number of factors being measured and the relatively small sample size. 

Michael, Ehlers, Halligan and Clark (2005) used the cross-sectional and longitudinal data with 

sexual and physical assault survivors from the previous study (Halligan et Ia., 2003) and submitted 
it to further analysis. They found that the presence of intrusive memories and their frequency only 

accounted for 9 and 8% of the variance respectively for PTSD severity at 6 months post assault. 
However, the 'here and now' quality of the intrusions, the distress caused by them and their lack of 

context explained 43% of PTSD severity. The distress caused by intrusions has also been found to 
be predictive of PTSD in retrospective, cross-sectional studies with ambulance workers (Clohessy 

& Ehlers, 1999) and RTA survivors (Steil & Ehlers, 2000). Additional predictors of PTSD included 

rumination about the intrusions and the ease with which the intrusive memories could be triggered. 
The finding that rumination about intrusive memories predicts PTSD has also been replicated in 

retrospective, cross-sectional studies with ambulance workers (Clohessy & Ehlers, 2000) and RTA 

survivors (Murray, Ehlers & Mayou, 2002; Ehlers & Steil, 2000). The authors highlight the 
limitation of using simple rating scales to measure distress caused by the intrusions, however they 

note that a considerable amount of variance for IPTSD severity was accounted for. Concerns over 

memory bias are similarly applied to this study due to the delay in initial questionnaire completion. 
This study stresses the importance of measuring the quality of intrusions and rumination about 
them, not just their presence when investigating PTSD severity. 

Summary 

The longitudinal, prospective studies, like the cross-sectional studies, tended to focus on the 

prediction of PTSD and PTSD severity and associations between single variables in the model with 
PTSD rather than the relationships or mechanisms between the variables, with one exception. 
Negative appraisals of intrusions, rumination, particularly about intrusions and the quality of the 
intrusioný were all cognitive factors found to predict PTSD and PTSD severity for both RTA and 

assault victims (Michael et al., 2005; Ehlers et al., 1998). The presence or frequency of the 
intrusions were not found to be predictive for assault survivors (Michael et al., 2005). Other 

cognitive factors associated with the prediction of PTSD severity for assault survivors were: 
appraisals of aspects of the assault itself, appraisal of the trauma sequelae, dysfunctional control 
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strategies and negative beliefs about self and the world (Dunmore et al., 200 1). Additional 

cognitive factors that were found to predict PTSD amongst RTA survivors were: all measures of 
dissociation; data-driven processing; and rumination (Murray et al., 2002) Background factors and 
memory fragmentation were also found to predict persistent PTSD for RTA survivors (Ehlers et al., 
1998; Murray et al., 2002). Maladaptive cognitive strategies including, rumination about intrusions, 
dissociation, and thought suppression as well as anger cognitions were found to maintain PTSD 

amongst RTA survivors (Ehlers et al., 1998). Only one study investigated a mediation relationship 
and it was found that for assault survivors, memory disorganisation mediated the relationship 
between peri-traumatic cognitive processing and PTSD symptoms (Halligan et al., 2003). 

While it is evident that cross sectional and longitudinal research has provided good support for a 

number of the components of the model, studies reporting evidence for the validity of the 

mechanisms within the model are sparse. Laposa and Alden (2003) note that the majority of studies 
into the Ehlers and Clark (2000) model tend to focus on only one aspect of the model. For example, 
only one study measured appraisal and dissociation simultaneously (Halligan et al., 2003). 
However, there are studies that have solely focused on relationships between a factor in the model 
and the prediction of PTSD onset, maintenance or severity. Exceptions amongst the cross-sectional 
studies are Steil and Ehlers (2000), Clohessy and Ehlers (1999) and Ehlers et al. (1998b) who found 

that negative interpretations of intrusive memories about the trauma correlated positively with an 
increase in the use of strategies - namely rumination and thought suppression. Laposa and Alden 
(2003) also investigated a relationship between factors in the model and found that negative 
appraisals and peri-traumatic processing correlated with re-experiencing the trauma (Le flashbacks). 

The only longitudinal study that investigated and found a relationship between variables in the 

model was by Halligan et al. (2003). Specifically, a relationship was found between peri-traumatic 
processing, traumatic memory and PTSD symptoms. Other theorists have looked at mediators in 

relation to PTSD, but not with respect to the Ehlers and Clark's (2000) model. Gershuny, Cloitre 

and Otto (2003) explored which variables may mediate the relationship between peri-traumatic 
dissociation and PTSD symptoms. The authors found that fears about death and losing control 
during the event mediated this relationship. However, this study like many others, used 
retrospective reports of peri-traumatic processing. The reports could be biased by current PTSD 

symptoms and inflate the degree of association between PTSD symptoms and peri-traumatic 
processing. The study also assessed a range of traumatic incidents and as such these findings may 
be different if they used, for example only assault victims. Although this study was not explicitly 
testing the Ehlers and Clark (2000) model, these findings help ascertain why certain variables 

27 



predict the occurrence and severity of PTSD, and can be used to inform interventions that 

address processes that contribute to the development and/or maintenance of PTSD symptoms. 

Summary of PTSD Prediction Literature 

28 

The studies investigating the Ehlers and Clark (2000) model of PTSD involve making predictions 

about PTSD onset and maintenance as well as some investigation of the mechanism proposed 

within the model. The wider literature base investigating the prediction of PTSD generally, notjust 
in relation to Ehlers and Clark (2000) model, is extensive and has been reviewed in two rigorous 

meta-analytical studies (Brewin, Andrews & Valentine, 2000; Ozer, Best, Lipsey & Weiss, 2003). 

The key findings from these reviews will now be outlined to provide a full picture of what is know 

about IITSD prediction. 

Brewin et al. (2000) looked at 77 articles in their meta-analysis and found that three categories of 

risk factors emerged: gender/age/race; education/previous trauma/general childhood adversity; and 

psychiatric history/childhood abuse/family psychiatric history. The found there was significant 
heterogeneity in the results. Gender/age/race predicted PTSD in some populations but not in others. 
Education/previous trauma/general childhood adversity predicted PTSD more consistently but to a 

varying extent depending on the population and methods used. The most uniform predictors were 

psychiatric history/childhood abuse/family psychiatric history. Individually the effect sizes were 
modest but the factors during or after trauma, including trauma intensity, had stronger effects than 

pre-trauma factors. But a lot of studies retrospective and this would have inflated the impact of 
these variables. 

The authors suggested that the degree of the predictive effects differed systematically according to 

sample and study characteristics. They agued that it was hard to disentangle the effects of these 

moderator variables. The moderators were: military versus civilian type of trauma; gender; 
retrospective versus prospective design; analyses based on presence/absence of diagnosis versus 
continuous symptoms score; PTSD assessed with interview or questionnaire; childhood versus 
adulthood traumas. 

In addition to the confound of the moderator variables there were three demographic variables 
(gender, race and age) that had no effect in some of the subsets. They argue that there needs to be 

caution when looking for pre-trauma predictors of PTSD that will be valid across all populations. 
There were also differences found in different populations (i. e. civilian and military) and suggest 
that there needs to be a single risk factor model that is used for civilian and military populations. In 

conclusion, the findings point to heterogeneity of the disorder in different settings and warn against 
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building a vulnerability model for all cases of PTSD at this time. This conclusion undermines the 
Ehlers and Clark (2000) model that is evidently a vulnerability model that is proposed for use with 
all populations. 

The second meta-analytical study was conducted by Ozer et al. (2003). Their aim was also 
to identify risk factors that predict PTSD or PTSD symptoms. Sixty-eight studies met criteria for 

meta-analysis and these included all the studies that Brewin et al. (2000) used as well as 21 others. 
Seven predictors were focused on: prior trauma; prior psychological adjustment; family history of 

psychopathology; perceived life threat during trauma; post-trauma social support; peri-traumatic 
emotional responses; and peri-traumatic dissociation. Ozer et al. (2003) did not look at 
demographics because they argued that contrary to Ehlers and Clark's (2000) model, they are not 

plausibly linked to the psychological processes of a trauma response. This decision was 
independently supported by Brewin et al. 's (2000) study that found demographic variables were not 

strong predictors of PTSD. They specified that the literature was dominated by retrospective studies 

and so this was the focus of their analyses. They focused on factors that could be predictors of 
PTSD and they clarify that they could make no claims about any causal links. 

Like Brewin et al. (2000) they found that peri-traurnatic psychological processes, not prior 

characteristics, were the strongest predictors of PTSD. The poorest predictors produced smaller 

effect sizes (<0.20) and had less association with the traumatic incident (i. e. characteristics of 
individual and their life history). Those factors with greater effect sizes (>O . 20) were more closely 

related to the traumatic incident (ie. about the event itself and support afterwards). 

The best predictors were still only able to account for up to 20% of the variance. The authors 
hypothesise that factors unique to the individual and the nature of the exposure contribute 
significantly to who gets PTSD. However, they also claim that there were replicable and relatively 

stable predictive relationships, suggesting there is a phenomenon to be studied. 

Various moderators were also identified, one of which was similar to that in the Brewin et al. 
(2000) mcta-analysis, that was the method of assessment. However the two most salient moderators 
for predicting PTSD were different to those in the Brewin et al. 's (2000) study and were: the type of 
event; and the time elapsed since the traumatic incident. 

Ozer et at. (2003), like Brewin et al. (2000), found that social support was a strong predictor, 
however in Ozer et al. 's (2003) study this increased when the time elapsed was greater than 3 

months. They hypothesise that this could either be because of a cumulative effect of the support or 
because support is better after some time has elapsed and not immediately after the incident. This 
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latter interpretation may be supported by the findings that formal help immediately after a 
traumatic incident in the form of de-briefing is counterproductive (NICE Guidelines, 2005), 

although there are evident differences in formal and informal support. The discussion around social 
support suggests that it is a protective factor, not a risk factor. The authors of both meta-analyses, 
fail to clarify that for a protective factor to be valid it needs to occur in the presence of a risk factor 

and actively reduce the impact of the risk factor(s) (Rutter, date). Ozer et al. (2000) conclude that 
the features that differentiates PTSD form other disorders and general distress following a traumatic 
incident are the images and emotions that are directly linked to the event, rather than having a 
random content, and are not easily dispelled. 

In summary, the meta-analyses were primarily based on retrospective studies that relied on self- 

report measures. This picture not surprisingly echoes that for the studies investigating the Ehlers 

and Clark (2000) model, as many of them would have been included in the meta-analyses. As a 

result the findings are limited as no causal links can be made and would require a stronger body of 
longitudinal prospective studies. The meta-analyses, like the studies investigating the Ehlers and 
Clark (2000) model, focused on factors closely related to the incident or after it, rather than 
background factors such as gender. However, those studies that did study these variables, contrary 
to Brewin et al. 's (2000) findings and Ozer et al's predictions, did find some association with IITSD 

(e. g Ehlers et al., 1998; Murray et al., 2002). The studies investigating the Ehlers and Clark (2000) 

model did however offer some support for this vulnerability model with a variety of different 

populations, something Brewin et al. (2000) warned against. 

PTSD and healthcare workers 

As has been discussed above only two studies (Clohessy & Ehlers, 1999; Laposa & Alden, 2003) 
have investigated the Ehlers and Clark (2000) model with healthcare staff who often experience 
more than one traumatic incident. Examination of the Ehlers and Clark (2000) model in different 

settings and populations is important to determine whether findings that cognitive factors contribute 
to PTSD are robust to changes in context. The exceptions detailed above both used small samples 

and retrospective, cross-sectional designs. Laposa & Alden (2003) suggest that the lack of focus on 
this population in the literature might reflect the first diagnostic requirement of PTSD that the event 
be "outside the normal range of human experience model" (American Psychiatric Association, 
1980). Týe diagnostic criteria was then extended to witnessing or being confronted with an event 
that threatens one's own or others' lives and produces a response of "intense fear, helplessness, or 
horror" (American Psychiatric Association, 1987,1994). Laposa & Alden (2003) argue that there is 

a need to study the frequency with which PTSD develops in populations who experience routine 
distressing events that are witnessed as well as experienced. The lack of research into ambulance 
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workers in particular has been suggested to be because of stereotypes of them as strong, capable 
helpers, not helpless victims (Short, 1979, as cited in Clohessy & Ehlers, 1999). When research into 

this population has occurred its primary focus has been on disaster work rather than on the effects 
of everyday duties, despite them being found on occasion to be as distressing (Marmar, 1996). 

The mental health of healthcare workers has been a concern considering the extensive pressures of 
their routine work. High levels of mental health symptoms and 'bum-out' have been recorded in 

this population (e. g. Ramirez, Graham & Richards, 1996, as cited in Alexander & Klein, 2001). The 

percentage of ambulance personnel who met GHQ case-ness for psychological symptoms has been 

found to be 22 - 32% (Alexander & Klein, 2001; Bennett, Williams, Page, Hood & Woollard, 

2004; Clohessy & Ehlers, 1999) and 21% for NHS consultants (Blenkin, Dreary & Sadler, 1995, as 

cited inKlexander & Klein, 2001) compared to 18% of the general population (Hardy, Shapiro & 

Borrill, 1997, as cited in Alexander & Klein, 2001). Fifty-three percent of ambulance personnel 
have been found to meet criteria for recent mental disturbance (Rentoul & Ravenscroft, 1993). 

Prevalence rates for depression amongst ambulance workers have been found to be between 2.3% - 
15% (Bennett et al., 2004; Regehr, Goldberg & Hughes, 2002) and anxiety levels have been found 

to be at 22%. Both were measured on the HADs which has a cut-off score of II or more indicating 

a "probable" diagnosis of clinical anxiety and depression (Bennett et al., 2004). The prevalence 

rates for PTSD in ambulance staff, nationally and internationally, have been found to be between 15 

- 22% and for nurses 12 - 20% met criteria for PTSD and 33% reported symptoms of PTSD 

(Alexander & Klein, 2001; Clohessy & Ehlers, 1999; Hafeez, 2003; Laposa & Alden, 2003; 

Laposa, Alden & Fullerton, 2003; Grevin, 1996; Rentoul & Ravenscroft, 1993). This is compared to 
PTSD ratýs for the general population of 8% (Kessler, 1995). Evidently this population of 
healthcare workers face ongoing stressors at work that have significant effects on their mental 
health. The effects of work stressors have not only been found to be detrimental to the individual 

worker but to the organisations that employ them, with issues of early retirement and absenteeism 
(e. g. Young & Cooper 1999; Rodgers, 1998; Mitchell & Dyregron, 1993) and detrimental to 

relationships with families and friends, e. g. for ambulance workers (Brough, 2005). 

Violence and aggression in the workplace 

The majority of studies investigating PTSD and other psychological stressors amongst healthcare 

workers, particularly studies into ambulance personnel, focus on vicarious trauma (e. g. Rothschild, 

2006) and trauma from gory or distressing scenes. No published studies were found in the literature 

search for this thesis that investigated the effects of violence and aggression on healthcare staff with 

reference to the Ehlers and Clark (2000) model. The only study that has considered violence and 

aggression against healthcare staff with reference to Ehlers and Clark (2000) is an unpublished 
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thesis (Salter, 2003). Salter (2003) investigated factors that predicted PTSD symptoms following 

violence against healthcare staff. He found that disorganised memory, data-driven processing, state 
dissociatibn, self-referent processing, appraisal of PTSD symptoms, trait dissociation and avoidant 
behaviour were associated with PTSD symptoms 4 months post-assault. Barring this example, very 
few studies have focused on the effects of violence and aggression against healthcare professionals. 
Those studies that have looked at workplace violence, have tended to focus on general stress levels 

and 'bum-out' rather than PTSD specifically (e. g. Wastell, 2002). Those that have looked at 

violence and aggression in relation to PTSD amongst healthcare workers have found it is associated 

with the enduring threat of violence, as well as the more obvious incident of actual violence (Mezey 

& Shepherd, 1994). However, the rates of violence and aggression against NHS staff have recently 

come to government and public attention, with June 2006 being named 'NHS security awareness 

month'. The 1998 - 1999 NHS Executive found 65,000 reported incidents of violence against NHS 

staff in I year and predicted an increase to 84,273 by 2000-2001 (Peggs, 2000). The current figures 

for reported physical assaults against NHS staff for 2005 were less than predicted, at 60,385 

(Aldrich, 2006). Despite the fact that there has been no increase in the number of reported incidents 

of violence, there is evidently still a significant security problem for NHS staff. The Nursing Times 

and Royal College of Nursing reported that 7/10 nurses felt safer on the streets than in their 
hospitals (ParamedicUK, 2004). Furthermore, Unison reported that nearly 70% of ambulance 

workers had been victims of violence and aggression in 1998 (ParamedicUK, 2004). These high 

levels of violence and aggression are not unique to the UK, with 94% of U. S. emergency 
department staff reporting verbal harassment and 48% reporting being assaulted (McQuenn, Gates 

& Ross, 2005). Violence and aggression is not unique to healthcare workers, with 90% of American 

fire-fighters, who had some paramedic duties, reported as being victims of violence and aggression 
throughout their career (Pozzi, 1998). Fire-fighters reported violence and aggression as the most 

stressful part of their job out of 13 stressors (Pozzi, 1998). UK police officers have also rated 

violence and aggression as the second highest stressor in their role (Dick, 2000). 

The National statistics on the levels of violence and aggression are evidently based on reported 
rates, however there are findings that suggest that many incidents go unreported, with up to 65% of 
incidents not registering on official figures (McQueen et al., 2005). Verbal aggression and minor 

physical incidents had particularly low rates of reporting, despite findings that indicate equal levels 

of distress from these types of incidents (Walsh & Clarke, 2003). However, when verbal aggression 

was reported the number of incidents was not surprisingly, higher than that for physical aggression. 
For example, the London Ambulance Service in 1999-2000 reported 526 physical assaults and 924 

verbal assaults (Nanuwa et al., 2004). The levels of under reporting combined with the focus on 

physical rather than verbal aggression suggest that the problem of workplace violence and 
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amongst police officers that it is the perceived threat and meaning that the incident of aggression 
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has for the individual rather than the presence or frequency of the reported incidents (Dick, 2000). 

This finding adds further complication for healthcare providers, their employers and researchers. 

In summary, the Ehlers and Clark (2000) cognitive model of PTSD is one of the most widely used 
in clinical practice, particularly lending itself to Cognitive Behavioural Therapy, one of the most 

effective evidence-based treatments for PTSD (Roth & Fonagy, 1996) and recommended as a first 

line treatment in the Nice Guidelines (2005). The model is held up by experts in the field (eg. 

Brewin & Holmes, 2003) as one of the most credible models both clinically and theoretically. 
Further validation of the model with healthcare workers will build on the evidence already found 

for this model but with specific reference to this population. In addition investigation of the 

relationships between the factors in the model will increase our understanding of how PTSD 

develops and is maintained. It is evident from the current literature review that there is a real need 
for the proposed research and this need has been reinforced by discussion with leading researchers 

such as Anke Ehlers, Emma Dunmore and Thomas Ehring (part of Ehlers-Clark research group). 
There are. currently no published studies that have addressed the principal objectives of the 

proposed study, suggesting that it is not duplicating research already done. 
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Aims Study 1 

Only one other study has considered the mediation relationship within the model, but this 

was an analogue study with student volunteers (Halligan et al., 2003). The only study that has 

considered more than two factors in the model, with healthcare workers, did so using a cross- 
sectional design and did not look specifically at workplace violence and aggression (Laposa & 

Alden, 2003). Therefore the primary aim of this study was to consider the proposed mechanisms 

within the Ehlers and Clark (2000) model, using a longitudinal design with healthcare workers, 
following an incident of violence and aggression. The secondary aim was to further validate the 
Ehlers and Clark (2000) model of persistent PTSD. 

Study Outline 

The following hypotheses were to be used to fulfill the aims of this study: 
1. Cognitive and behavioural strategies prevent change in the nature of the trauma memory and 

negative appraisals of the trauma and its sequelae over time. 
2. Negative appraisals of the trauma and its sequelae mediate the relationship between peri- 

traumatic cognitive processing and PTSD symptoms, and the sense of current threat. 
3. The nature of the trauma memory mediates the relationship between peri-traumatic cognitive 

processing and PTSD symptoms, and the sense of current threat. 

Notice to Reader 

Despite collecting data for 10 months and carrying out a number of strategies to increase 

recruitment including setting up an additional study site, the numbers of participants was 
insufficient to carry out a meaningful analysis. To answer questions posed by the minimal response 

rate and findings from Study Ia qualitative study was carried out (Study 2). The structure of this 

thesis will proceed with the method, minimal results and discussion for Study I and will then go 

onto the method, results and discussion for Study 2, ending with a combined conclusion from both 

studies. 
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Method Study 1 

Design 

A longitudinal, repeated-measures design was used to investigate the proposed mediation 

relationships and to investigate whether certain variables in the model change over time. 
The reasons for choosing a prospective, longitudinal design rather than cross-sectional or 

repeated cross-sectional designs were twofold. Firstly, the Ehlers and Clark (2000) model of PTSD 

provides an explanation ofpersistent PTSD so the design allowed the evaluation of symptoms over 
time, with the same subjects, minimising the likelihood of recollection bias (Ruspini, 2000). 

Secondly, a longitudinal design enabled the assessment of whether the mechanisms, predicted in the 

model, relate to one another in the temporal order hypothesised by Ehlers and Clark (2000). There 

was no control group for this study because it was researching proposed mechanisms within a 
theoretical model not comparing groups or manipulating variables. 

Mediators can be described as underlying change systems, providing information about 

which mechanisms are essential for influencing outcome and how a given effect occurs. Mediators 

explain the relationship between an independent variable (IV) and the dependent variable (DV) 

(Baron & Kenny, 1986). Ehlers and Clark (2000) specify a number of mechanisms involving 

mediation between two variables and the study set out to investigate these. 

Measures 

Each of the measures chosen, barring the HADS and Background Characteristics/Assault 

Charactqistics/ Formal and Informal Support were used to measure the aspect of the Ehlers and 
Clark (2000) model that were to be tested in the following hypotheses: 

1. Cognitive and behavioural strategies prevent change in the nature of the trauma memory 

and negative appraisals of the trauma and its sequelae over time. 
2. Negative appraisals of the trauma and its sequelae mediate the relationship between peri- 

traumatic cognitive processing and PTSD symptoms, and the sense of current threat. 
3. The nature of the trauma memory mediates the relationship between peri-traurnatic 

cognitive processing and PTSD symptoms, and the sense of current threat. 

Independent Measures 

Cognitive Processing during the Assault (peri-traumatic cognitive processing): 

The following four measures relate to cognitive processing during the assault. The concepts they 

were designed to evaluate were developed in a series of studies and were drawn out of extensive 
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clinical experience, working with individuals who presented with persistent PTSD symptoms 
(Dunmore et al., 1999; 2001; Halligan et al., 2002; Murray et al., 2002). These measures do not 
have norms but have been used extensively in published research and all have been found to have 

good internal consistency. All four have Likert-like scales with options of 0 (not at all/never) to 4 

(very strongly). The measures are as follows: 
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Data-Drive processing Scale This scale (Ehlers, 1998) measured the extent to which participants 

primarily engaged in surface level, perceptual processing during the assault (Halligan et al., 2003); 

(d = 0.88). 

Yhe Lack ofSelf-Referent processing Scale This scale measured the extent to which participants 

processed the assault as happening to themselves and were able to incorporate the experience with 

other autobiographical information; (d = 0.88) (Halligan et al., 2003). 

State Dissociation Questionnaire (SDQ) The SDQ (Murray et al., 2002) measured the extent to 

which the participants experienced dissociative experiences during the incident such as 
derealisation and detachment; (d = 0.75) (Halligan et al., 2003). 

Modified Thoughts and Feeling during the Trauma This scale measured the extent to which the 

participants had mentally given up efforts to retain their sense of being human with a will of their 

own, or perceived that they had lost their autonomy during the assault; (d = 0.93) (Dunmore et al., 
1999; 2001). 

Negative Appraisals of the trauma and its sequelae: 

Post Traumatic Cognitions Inventory (PTCI) measures the participants' appraisals of the trauma 

and its se4uelae (Foa, Ehlers, Clark, Tolin & Orsillo, 1999). This scale has been used in studies 
investigating this aspect of the Ehlers and Clark (2000) model (Foa, Ehlers, Clark, Tolin & Orsillo, 

1999). PTSD symptoms have been found to be associated with the cognition scores assessed by the 
PTCI and it has good internal consistency (d = 0.97) (Foa et al., 1999). 

The PTCI consists of three sub-scales with options I (totally disagree) to 7 (agree totally): negative 

cognitions about the self, negative cognitions about the world; and self blame for the trauma. The 

sub-scales total scores are obtained by gaining the mean score of the items within each sub-scale, 

and a total score is obtained by summing all the raw sub-scale totals. 
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Nature of the trauma memory: 

The Deficits in intentional recall, a sub-scale of the Unpleasant Memories Questionnaire was used 
because the remaining aspects of the scale overlapped with the PTSD symptoms questions on the 

PDS. Similar studies have also only used this sub-scale when investigating this aspect of the Ehlers 

and Clark (2000) model (Halligan et al., 2003). The 5 item sub-scale offers good internal 

consistency (d = 0.88) (Halligan et al., 2003). 

This questionnaire asks participants to rate items on how well they describe their trauma memories, 

with options of 0 (not at all) to 4 (very strongly). 

Cognitive and behavioural strategies: 

The Maladaptive Control Strategies questionnaire (Dunmore et al., 1999; 200 1) measures the 

extent to which participants engage or try to engage in avoidance behaviours following traumatic 
incident. It has been used in similar research to measure maladaptive behavioural aspects of the 

Ehlers and Clark (2000) model (Dunmore et al., 1999; 2001). The Maladaptive Control Strategies 

questionnaire has been found to have good internal consistency (d = 0.92) (Dunmore et al., 1999; 

2001). The behaviours the questionnaires measures include: avoidance of thoughts and feelings 

about the incident; of people; talking about the incident; and of situations that remind them of the 
incident. It has options of 0 (not at all/never) to 3 (always). 

The Response to Intrusions Questionnaire (R[Q) (Dunmore et al., 1999; 200 1) has also been used 
in similar research to asses the maladaptive cognitive responses of participants (Dunmore et al., 
1999; 2001). The RIQ has been found to have good internal consistency (d = 0.75) (Dunmore et al., 
1999; 200 1). The RIQ (Dunmore et al., 1999; 200 1) measures the responses of participants to 

memories of the assault and how frequent and how distressing they are. The responses included 

negative and positive interpretation of the intrusive memory, rumination, thought suppression and 
dissociatipn, with options of 0 (not at all/never) to 3 (always). 

PTSD symptoms and sense of current threat: 

The symptom sub-scale of the Posttraumatic Diagnostic Scale (PDS) (Foa, 1995) was the primary 
dependent variable measure. The symptom cluster sub-scale of the PDS was used without the scales 

assessing criterion A, E and F of DSM-IV criteria for PTSD (American Psychiatric Association, 

1994) because the focus was on PTSD symptoms rather than additional information on social and 

occupational functioning and to minimise the number of items the participants had to answer. The 

symptom sub-scale of the PDS has been used to assess PTSD symptoms in similar studies. The 
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internal consistency of the PDS has been found to be high (d = 0.92) (Foa, et al., 1995). The test- 

retest reliability of the overall scale has been shown to be good (Foa et. al, 1997). The PDS has 

good face validity with the items closely corresponding to the DSM-IV criteria for PTSD 

(American Psychiatric Association, 1994). 

38 

Participants are asked to rate how much a symptom has bothered them in the last month, with 

options ranging from 0 (not at all/once only) to 3 (5+ times a week). The scale produces a symptom 

severity score that ranges from 0 to 51 with scores of I to 10 being mild through to scores of 36 to 
51 being severe (Devilly, 2004). 

Additional Measures 

Background Characteristics/Assault Characteristics/ Formal and Informal Support: 

These scales were adapted from a semi-structured interview used in previously published studies 
(eg. Dunmore et al., 1999). Background information like gender, education and ethnicity were 

collected to provide details of the sample. Details of the assault and subjective ratings of the injury 

severity were collected along with details of the use of formal help from psychological services and 
informal support from family, friends and colleagues. This information was collected to provide 
details of the assault and support networks that could have been controlled for when assessing the 
hypothesised relationships detailed above. 

Dependent measure: 

The Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983) is a widely used 

measure that detects states of anxiety and depression symptoms. The HADS has been shown in a 

recent literature review to have good internal consistency on both the anxiety (HADS-A mean alpha 
0.83) and depression sub-scales (HADS-D mean alpha 0.82) (Bjelland, Dahl, Haug & Neckelmann, 

2002). The depression and anxiety sub-scales of the HADS were used as additional dependent 

variables to provide further indices of psychopathology owing to their co-morbidity with PTSD 

(Nice Guidelines, 2005). Many other studies investigating PTSD have measured depression and 

anxiety (eg. Dunmore et al., 1999 & 2001; Halligan et al., 2003; Michael et al., 2005). 

The HADS (Zigmond & Snaith, 1983) asks participants to rate how they have felt in the last week 
in relation to statements indicating anxiety or depression, with options ranging from 0 (not at all) to 
3 (most of the time). Scores of 0-7 in each subscale are considered normal, with 8-10 borderline and 
II or over indicating clinical 'case-ness'. 
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Timing - 

Three data collections took place over three months for the purposes of this study and a 
further 6 month data collection occurred for publication purposes. Data were collected within 10 

days of the incident and at I and 3 months after the incident. For each participant, it was important 

to collect data as soon after the incident occurring as possible because it has been found that 

memories of such incidents can change over time (eg. Ruspini, 2000; Loftus & Ketcham, 1991). 

Data were collected at I month after the trauma for 2 reasons: to provide a middle time point to 

allow analysis of the mediation relationship; and because the minimum amount of time for a 
diagnosis of PTSD symptoms is I month post-trauma. The 3 month data collection was necessary to 

assess how persistent the symptoms were as the model is of persistent PTSD symptoms, and to 

allow the mediation relationship to be explored. Table 3. indicates the measures used to assess the 

variables in the hypotheses, their reliability, and provides the time points for data collection. 

Sample 

A sample size of 128 was calculated using GPower software as being necessary to detect a 

medium effect size with moderate power. The attrition rate at the end of each stage of the data 

collection was estimated on rates calculated from a previous similar research study (Salter, 2003) 

(T1=27.3%, T2=27.3%). Therefore, an initial sample size of approximately 233 participants would 
ideally be recruited into the study. Information from the research sites regarding the frequency of 

violent or aggressive incidents suggested that approximately 360 incidents occurred per year and 

therefore an initial sample size of 233 would be achievable within the II month research time 

period. 
The sample was taken from 1400 workers from an Ambulance Service in the North of 

England (Site 1). They were either paramedics, technicians (A&E), patient transport service (PTS) 

or primary care workers (Primary Care Service). The ME and PTS staff all worked out of the 

ambulance stations whereas the Primary Care Service staff were call handlers who took calls from 

patients out of hours. A senior dispatcher then passed these calls on to various Primary Care 

Centres throughout the region for clinical assessment. The initial sampling method used was 

consecutive case sampling, namely consecutive victims of violence and aggression were invited to 

participate in the study as their reports were received by the Controls Assurance Managers (CAMs). 

Inclusion criteria 

For inclusion in the study the individual must have met all of the following criteria: 
1. The incident had occurred within the last 10 days. 

2. The member of staff was involved in or witnessed an act of physical violence, threat of 

violence or other verbal/written aggression at work. 
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3. The member of staff was able to read English. 

4. The member of staff was an employee of the ambulance service. 
5. The member of staff was not suffering from an injury or incident-related problem that 

would prevent them from participating. 
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6. Each member of staff could be asked to take part in the study up to two times. 
It was hoped that with the large number of potential participants, and minimal exclusion 

criteria, the resulting sample would be representative of the organisation as a whole. In addition, it 

was hoped that the use of existing reporting procedures for recruitment would provide a 

representative sample and would facilitate appropriate and efficient access to relevant staff. 

Recruitment Site 1: Development and Procedure 

Steps taken prior to data collection 
The method of data collection described below was developed with, and approved by, the 

staff representatives from Site 1. It was informed by their existing reporting procedures to ensure 

that the research had minimal impact on the day-to-day management of incidents. 

The CAMs involved in the recruitment of participants received information to explain the 

research. A training session was conducted by the lead researcher on how to recruit the participants 

and a written guide provided for their conversations with staff. 
A presentation to staff representatives highlighting the aims of the study and how the 

research would benefit the ambulance service was subsequently carried out. Detailed handouts were 

provided and staff were encouraged to go back to their stations and tell their colleagues about the 

study. In addition, a piece was written about the study and placed on the internal TV and in the 

monthly Newsletter. A computerised information prompt was placed on the incident reporting 

system to inform staff that the research was taking place and to let staff know that they would be 

approached to take part. 

Recruitment procedure 

Staff who witnessed or experienced a violent or aggressive incident at work followed 

company protocol and logged the event on their computer system as close to the incident occurring 

as possible. The computerised information prompt appeared when this particular type of incident 

was logged. The computer system routinely alerted the managers to incidents of violence and 

aggression, whether witnessed or experienced, and identified who had experienced or witnessed the 
incident. 

A potential participant was contacted by the CAMs by telephone within 48 hours of the 
incident being logged. Before being invited to take part, they were given a brief description of the 

research and what would be involved. If the potential participant expressed an interest in taking 
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part, verbal consent was obtained to send them the first questionnaire pack. The CAMs also 

checked whether the staff member had previously taken part in the research and asked them if the 

second incident was more troubling than the first and if so, whether they would like to re-start the 

questionnaire packs with reference to this second incident. As per their company protocol, the 

CAMs also checked whether the member of staff required support relating to the incident. 

If staff were willing to take part in the study, the CAMs sent them the first questionnaire 

pack. An information sheet was provided in the questionnaire pack along with a written consent 
form. The completed questionnaire pack and consent form were returned in the stamped addressed 

envelope provided, to the researcher. Providing consent was not withdrawn, the follow up 

questionnaires were sent by mail at one and three months after the incident. 

The member of staff s name, the incident reference number, preferred contact address, 

number of times the member of staff had been asked to take part and whether consent was gained to 

re-start, were all recorded by the CAMs on a recording sheet that they sent to the researcher on 

completion of the study. Ensuring staff were not asked more than twice to take part in the study. 

Consent and confldentiality 

Verbal consent was gained by the CAMs to send Time I questionnaires to participants. 

Written cpnsent was then gained when participants completed the consent form in the Time I packs 

and returned them to the researcher. 
Only the researcher and their supervisor knew who took part in the study, and their 

preferred contact address. The CAMs only knew who consented to have a Time I pack sent to 

them. The preferred contact details could have either been the participant's home or work address 

and the researcher held this information in a locked filing cabinet. Participants were allocated a 

number that was used to identify the questionnaires. All data in SPSS was coded so those 

individuals were not identifiable from the data set. Data was stored on a personal computer in a 

password-protected file. 

Measures taken to increase recruitment 

Data collection commenced on the 9h June, 2005. By the end of July the total response rate 

was 1. This low response rate led to numerous measures being taken to increase staff access to the 

study and to improve the representativeness of the sample (see Figure 3. ). One of the major changes 
to recruitment was that Time I questionnaire packs were left at the Ambulance stations. This 

change in procedure meant a significant cost by reducing control over the recruitment process. 
These costs meant that it was not possible to gain an accurate response rate because the number of 

questionnaires that were taken could not be compared to the number returned. The level of bias in 

the sample could not be known because the number of people who did not take part and their details 
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were not known. This meant that it was not possible to estimate whether those who did take part 
were representative of the population of ambulance workers as a whole. This change in recruitment 
also meant that, despite the information posters and the Participant Inforination sheet detailing the 
inclusion criteria, it was not possible to ensure that participants had witnessed or experienced an 
incident of violence and aggression. Given the structure of the organisation and the need to 

maximise the sample size, it was considered an appropriate price to pay. 
Between August and mid -November, 2005 there was a increase in recruitment from the 

ambulance service with a total of 14 additional participants, resulting in 15 in total. However, this 
increase was not felt to be sufficiently large so additional measures were devised from suggestions 
made by staff on the station visits and through consultation with thesis supervisors (see Figure 3. ). 
Despite these measures the response rate remained low and the representativeness of the sample 
was poor. It was therefore decided to recruit from a second site (Site 2). 

Response Rate 

The response rate is summarised in Figure 2. The response rate at Time I for Site I and 2 

combined was 16.5%. The attrition rate at Time 2 for both sites combined was 33.3% and at Time 3 

was 59.81%. The discrepancy at site 1 between the number of reported incidents and the number of 
participants recruited will be discussed. A 

Recruitment Site 2: 

The additional site was a Teaching Hospital in the North of England (Site 2). The sample 
was drawn from wards/departments with the highest incidents of violence and aggression: Medical 
Admissions Unit; Maternity; A&E; and Security. The recruitment process and data collected was 
shared with a fellow clinical psychologist in training. Following an incident of violence or 
aggression staff followed normal procedures and filled in an Incident Reporting Form and sent them 
to the Clinical Risk Manager within 24 hrs of an incident occurring. The Clinical Risk Manager and 
Clinical Risk Administrator sent out Time I questionnaire packs to the staff member on receipt of 
their Incident Form. The recruitment procedure was agreed with the Clinical Risk Manager for the 
hospital Trust. All other aspects of the recruitment protocol were the same as Site I detailed above. 

Statistical Analysis 

Pearspn's correlations were to be used to assess whether high use of cognitive (avoidance of 
thoughts/reminders and rumination) and behavioural strategies correlated negatively with change 
over time (i. e. strategies prevent change) in the nature of the trauma memory and the appraisals of 
the trauma and its sequelae (Hypothesis 1). For example, the difference between the nature of the 
trauma memory at T, and T3 were to be correlated with the use of strategies at T2. 
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Site 1: 111 incidents logged during 10 month study period: 
54 Verbal assaults Site 2: 89 incidents 
33 Physical without personal injury reported during 6 month 
24 Physical with personal injury study period. 
CAMs: recorded 66 incidentSA; sent out 47 packs; excluded 10 of those experienced 2 
19 (11 10+ days since incident occurred, 8 refused to take incidents and consented to 
part); I experienced 2 incidents and consented to re-start re-start questionnaire*. 
questionnaire. 

Site 1: Number of packs 
collected on station unknown. 

Time I 
Received 33 
questionnaires Received late 

March, too 
late to send 

IF Time 2: Drop outs: Time 2 ite I=0 0 
Site I=2 
Site 2=6 Received 22 

L 
Site 2 S te 2=3 1: 3 

questionnaires 

Received late 
March, too 

Site I=5 Al---ý, Time 3 late to send 
Drop outs: 

Received 9 Time 3: Site 2=4 
questionnaires Site I=0 

Site 2=3 

Figure 2. Summary of the Response Rates from Site I and 2 

Multiple regression was to be used to assess whether the nature of the trauma memory and the 

appraisals of the trauma and its sequelae mediate the relationship between peritruarnatic cognitive 

processing (data-driven processing, lack of self-referent processing, dissociation and mental 
defeat) and PTSD symptoms (Hypotheses 2 and 3). However a sample size at each of the 3 

time points of 9 did not reach even minimal standards for statistical analyses (Comrey & Lee, 1992) 

and so none of the above tests were carried out. Instead SPSS was used to provide descriptive 

statistics for the sample. 
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June Response Rate 

1. July, 2005: Site I I (Site 1) 
Progress review meeting held with CAMs. re: improvements to 
increase response rate and quality check the recruitment 

iuiý procedure. 
0 (Site 1) 

2. August, 2005: Site I 
Visit to Ambulance station to discuss with staff reasons for poor response 
rate/possible improvements. 

Augus Presentation/discussion Ambulance staff reps reasons/solutions for poor 
response rate. 
Newsletter & advert on internal TV raise study profile. 
Reminder sheet added to Time I packs highlighting key inclusion criteria. 

3. September, 2005: Site I&2 
Fliers sent all 1400 Site I staff. 
Site 2 approached and recruitment procedure agreed with Clinical Risk 

Sep 
. 
tember 

manager. 

3 (Site, 1. ) 
4. September - October, 2005: Site I&2 
18 Site I Ambulance stations visited by researcher to advertise research. 
Time I packs left in all Site I Ambulance stations enabling staff to 
participate without officially reporting an incident. 
Clinical Risk mgr. Site 2, briefed relevant mgr. and modem matrons on 
research and benefits for HosDital Trust. 

October 
5 (Site 1) 5. October, 2005: Site I&2 

Presentation to managers of largest Ambulance stations, Site I to raise 
study profile. 
Data collection commenced at Site 2. 
Researchers briefed Site 2 staff from wards with highest risk of violence & 
aggression on the research and distributed fliers. 

November 
2 (Site 1) 6. November - December 2005: Site I&2 
2 (Site 2) Letter & information sheet sent to all Site I Ambulance station & 

operations managers to draw staff attention to the research. 
Visit to Site I Ambulance Control centres to draw the attention of staff they 
talk to, to the research. 

December Fliers sent to all Site I Ambulance staff detailing progress of research. 
1 (Site 1) Researchers briefed Site 2 staff from wards with highest risk of violence & 
2 (Site 2) aggression on the research and distributed fliers. 

Fliers placed in high visibility areas around Site 2 eg. Back of toilet doors. 

January -. 4pril 2006 
1 (Site 1) 
14 (Site 2) Figure 3. Measures taken to increase recruitment and resulting response 

rate. 
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In this section the background characteristics of the participants, the assault characteristics 

and the level of post trauma support will be summarised. Descriptive statistics will be displayed for 

each measure at each of the three time points. The low level of reports of PTSD symptoms will be 

illustrate4. 

Background Characteristics 

The background characteristics of the sample are surnmarised in Table. 4. There were 

similar numbers of males and females in the sample with a mean age of 37.61 years (range 23 - 59 

years) and all of the participants were Caucasian. The majority (90.3%) had had some level of 

education, with GCSE/O'Ievel being the most frequently reported qualification (41.9%) and then 

degree level was the second most reported (29%). The most frequently reported household income 

was f. 20 -; E29,999 (38.7%), with the second most frequent being; E30 - E39,999. Over two thirds 

reported not being abused as a child or having experienced other childhood trauma. All except one 

participant reported no history of psychiatric disorders in their family. Just over half reported 

experiencing trauma in their adult life other than the current incident, but the majority (87.5%) had 

not had any psychological treatment in the past. 

Assault Characteristics 

The assault characteristics for this sample are summarised in Table 5. Two thirds of the 

assaults were verbal, with the remainder being either verbal and physical, or purely physical. No 

sexual assaults were reported. Just under half of the assaults included a threat of harm but few 

involved a weapon and none involved contact with a weapon. The mean ratings out of 100 for 

feeling threatened with harm and feeling threatened with their life during the assault were low (8.7 

& 16.1 respectively), with a large standard deviation relative to the mean (s. d. = 24.1 & 21.9 

respectively). The majority of the assaults resulted in no injuries (74.2%) or minor cuts and bruises 

(19.4%). The majority (80.7%) of assaults involved only one assailant. Just under a quarter of the 

assailants were arrested but very few victims pursued court proceedings (3.2%) or compensation 

claims (3: 2%). 

Formal and Informal Support 

The extent of formal and informal support for this sample is surnmarised in Table 6. The 

majority of participants did not receive formal, psychological support from a trained health 

professional following the assault. However, exactly half reported informal support from their 

family, friends and or colleagues. All of the variables had a small number of missing data points. 
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Table 4. Background Characteristics 

Category Total Sample N= 33 
Gender (I missing) n (11o) 
Male 14(43.8) 
Female 18(56.3) 

mean (range) 
Age (5 missing) 37.61 (23 - 59) 

Yearly Household Income (2 missing) n r1q) 
Less than E10,000 0(0) 
f 10,000 -- f 19,999 3(9.7) 
L20,000 - E29,999 12(38.7) 
E30,000 - E39,999 6(19.4) 
E40,000 - E49,999 5(16.1) 
L50,000 plus 5(16.1) 

Ethnicity (I missing) 
Caucasian 32(100) 
Non-Caucasian 0(0) 

Education (2 missing) 
none 3(9.7) 
GCSE/O'Ievel 13(41.9) 
Alevel 3(9.7) 
Degee 9(29.0) 
Post Grad 3(9.7) 

Receivedprevious psychological treatment 4(12.5) 
(I missing) 

Abused as child (I missing) 3(9.4) 
Experienced childhood trauma (not abuse) 6(18.8) 
(I missing) 

Experienced adult trauma (not incident) (I missing) 18(56.3) 
Familial psychiatric history (I missing) 1(3.1) 

Descriptives 

All descriptive statistics are summarised in Table 7. 

Independent Variables 

Cognitive processing during the assault The four scales that measure cognitive processing 
during the assault have no norms with which to compare this sample's means. All four mean scores 
were relatively low compared to the maximum possible score for each scale and all had quite large 

standard deviations, relative to the means indicating a relatively wide range in scores. The lowest 

scores were for lack of self-referent processing, dissociation and mental defeat during the assault, 
with comparatively higher levels reported for data-driven processing. 

47 



Nature of the trauma memory The mean scores for the unpleasant memories scale 

across all three time points are low. The standard deviations are relatively high in relation to the 

means. 
Table 5. Assault Characteristics 

Characteristics Total Sample N 33 
Time assault occurred (6 missing) n (016) 
Morning 3(11.1) 
Afternoon 12(44.4) 
Evening 6(22.2) 
Night 6(22.2) 
Assault duration (2 missing) 
5 mins or less 16(51.6) 
6- 10 mins 5(16.1) 
11 - 30 mins 6(19.4) 
31 - 60 mins 3(9.7) 
Over I hour 1(3.2) 
Incident involvement (2 missing) 
Witnessed 7(22.6) 
Experienced 24(77.4) 
Type ofassault (5 missing) 
Verbal 18(64.3) 
Physical 5(17.9) 
Verbal & physical 5(17.9) 
Sexual 0(0) 
No. ofassailants (2 missing) 
One 25(80.7) 
Two or more 6(19.4) 

Weapon used (2 missing) 5(16.1) 
Weapon in contact with victim (2 missing) 0(0) 
Victim threatened with harm (2 missing) 14(45.2) 
Extent ofinjury (2 missing) 
No injuries 23(74.2) 
Minor cuts/bruises 6(19.4) 
Head injury 1(3.2) 
Other (not specified) 1(3.2) 

mean (s. d. ) 
Perceived threat to life (2 missing) 8.66(24.1) 
Perceived threat ofserious injury (3 missing) 16.08 (21.9) 

n ('16) 
Assailants arrested (2 missing) 7(22.6) 
Court action taken (2 missing) 1(3.2) 
Claimed compensation (2 missing) 1(3.2) 

Table 6. Formal and informal support 
Characteristics Total Sample N= 33 

n (%) 
Receivedformal psychological support (I missing) 2(6.25) 
Received informal supportfrom family, friends, colleagues (1 16(50.00) 
missing) 
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The highest nican score is at time I suggesting recal I of the assault was perceived by the 

participants to be at its worst within 10 days of the incident. 
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Alyn, aisal (? 1'117e trawnu (vid ilssequelae The total score for the PTCI at all 3 time points 

fell below the scale's cut off tor the scale ( 133) +/- 44) indicating an overall lack of cognitions 

associated with PTSD. I lowever. the negative cognitions about the world sub-scale at Time 3) falls 

within the Cut OITS 6or the scale (5 +/-1.3) and the self blarne for the traurna sub-scale rnean scores 

across all 3) time points I'all within the cut offs for that scale (3). 2 +/-1.7) indicating the presence of 

cognitions that have been Iound to be associated with PTSD (Foa et al., 1999). 

D. 1,41111clional cono-Olso-alegies The means for the maladaptive control strategies and 

response to intrusions scales were low across both time points, and the standard deviations were 

large relative to the means. 

Dependent Variables 

PTSD, ývntjvom Severity I-lie mean scores for the total scale. at all 33 time points for PTSD 

symptoms were in the mild range and the sub-scale scores did not differ markedly froin this pattern, 

indicating a predominant lack ofPTSD symptoms in this sample (Foa et. al, 1997). Figure 4 

illustrates this pattern, as well as showing the substantial fall in sample size at each time point. 

De[vession anclAnxiel-v The means for the depression and anxiety sub-scales were in the 

ýnorrnal' range for all 3 tinie points. Of the two sub-scales the anxietY mean scores were higher than 

the depression scores hut still were within the 'normal' range. 

Figure 4. Summary of PDS scores at time I to 3) 
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Table 7. Time I to 3 Means and standard deviations for cognitive and symptoms 
Variables! 

Measure TI T2 T3 Max. 
N=33 N=22 N=9 Scale 

Score 
Mean (Standard Deviation) 

INDEPENDENT VARIABLES 

Cognitive processing during the assault 
Data-driven processing style 
Lack of self-referent processing 
State dissociation 
Modified thoughts & feelings during the 
trauma (mental defeat) 
Nature of the trauma memory 
Unpleasant memories 
Appraisal of the trauma and its sequelae 
Post-trauinatic cognitions inventory (PTCl) 

PTCI sub-scales 
PTCI Self 
PTCI World 
PTCI Blame 
Dysfunctional control strategies 
Maladaptive control strategies 
Response to intrusions 

7.6(6.1) 32 
2.9(5.0) 32 
3.9(4.9) 36 
4.4(6.5) 44 

2.7(4.3) 1.8(2.8) 2.1(3.6) 20 

66.0 53.9 71.7 231 
(32.3) (20.8) (30.6) 

1.5(0.9) 1.2(0.6) 1.6(0.9) 7 
3.6(l. 7) 2.7(l. 4) 3.8(l. 7) 7 
2.1(1.4) 1.8(l. 2) 2.1(1.1) 7 

8.3(8.8) 5.1(6.7) 78 
7.1(8.6) 3.3(5.4) 54 

OUTCOME VARIABLES 

VrSD Symptom severity 
Posttraurnatic diagnostic scale (PDS) 3.5(6.8) 1.0(2.4) 5.8(7.8) 51 
PDS sub-scales 
PDS Avoidance 1.1(2.8) 0.3(0.9) 1.3(1.9) 21 
PDS Arousal 1.6(2.9) 0.6(1.4) 3.6(4.6) 15 
PDS Intrusions 0.8(l. 6) 0.3(0.7) 0.9(l. 5) 15 
Depression and anxiety 
Hospital anxiety & depression scale (HADS) 
HADS sub-scales 
HADS depression 1.0(2.8) 1.5(2.2) 3.1(3.9) 21 
HADS anxiety 2.8(3.8) 3.7(2.6) 5.8(3.9) 21 
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Discussion Study 1 

Introduction to chapter 

This section will begin with a brief discussion of the findings from Study I in relation to the 
literature base. The limitations for Study 1 will be outlined and recommendations for improvements 

will be made. The questions raised by Study I will then be discussed. The planning for the resultant 
Study 2 that sought to address these questions will be outlined and relevant literature discussed. 

Summary of findings 

Background Characteristics 

The overall sample consisted of relatively even proportions of males and females, with 

more men in the ambulance service and more women from the hospital site. The numbers were not 

sufficiently large to permit a valid comparison of PTSD symptoms. Similar levels of PTSD 

symptoms were found in a study of predominantly male ambulance workers (Clohessy & Ehlers, 

1999) and predominantly female Emergency Department (ED) personnel (Laposa & Alden, 2003). 

Ehlers and Clark (2000) identified certain background factors that could be risk factors for 

developing PTSD, but were neither necessary nor sufficient for its development. Included in these 

factors were: intelligence; previous traumatic experiences; levels of support; and trauma 

characteristics. Each of these will be addressed in turn in relation to the current sample. The 

healthcare staff that made up this sample, showed reasonably high levels of education, which could 
be considered a proxy variable for intelligence. This might indicate a potentially protective factor 

and account for the relatively low symptoms in this sample. However, Laposa and Alden (2003) 

found high rates of PTSD (20%) in their professional population of ED personnel and questioned 
the level of protection that intelligence can afford. A potential risk of developing PTSD for the 

current sample was that over half had experienced other traumas in their adult life. This may have 

reflected the high rates of violence and aggression, along with other traumatic experiences, that 

health professionals are exposed to as part of their work (Aldrich, 2006; Nanuwa et al., 2004). The 

levels of accessing professional help following incidents of violence'and aggression were very low, 

and if help was sought it tended to be from colleagues, friends and family. This minimal use of 
formal support services and preference for informal support networks has regularly been found 

amongst ambulance workers (Jonsson & Segesten, 2003; Alexander & Klein, 2001) and other 

emergency personnel (Dick, 2000). 

With respect to trauma characteristics, verbal aggression was the most commonly reported 
incident, then physical and/or verbal aggression. There were no sexual assaults reported. This 

finding is not surprising as verbal aggression has been shown to be more prevalent than physical 

assaults in other healthcare populations (e. g. London Ambulance Service, Nanuwa et al., 2004). 
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However, studies with similar populations have found that verbal aggression can be as 
distressing as some physical assaults (e. g. Walsh & Clarke, 2003). The subjective severity ratings of 
the incidents of violence and aggression were predominantly low and the majority of incidents 
involved one assailant. This subjective perception may account for the subsequent low rates of 
PTSD symptoms for this sample of healthcare workers. Dick (2000) found that it was the subjective 
meaning of incidents of violence and aggression, in the context of the wider organisational. culture, 
which had an effect on the psychological distress of police officers, not the frequency or prevalence 
of the aggressive incidents themselves. Finally, close to a quarter of the assailants were arrested 
however, the number of cases brought to court or the compensation claims sought, was very low. 
This finding may reflect the perceived low levels of severity of the incidents. It may suggest that 
few healthcare professionals seek to prosecute, perhaps because there was little hope of a 
prosecution or simply reflects an aspect of British culture that is not, as yet, in favour of 
compensation claims. 

Cognitive and Behavioural Factors 

The different cognitive and behavioural aspects of the Ehlers and Clark (2000) model that 

were measured included: peri-traumatic cognitive processing; nature of the trauma memory (deficits 
in intentional recall); negative appraisals of the trauma and its sequelae; and maladaptive 
behavioural and cognitive strategies. There are no norms for these scales so it is not possible to 

compare their means. However, given that over three-quarters of the sample rated above 0 for data- 
driven processing and dissociation, this may suggest that PTSD symptoms were likely. Because 

there were in fact low symptom scores one might tentatively suggest that data-driven processing 

and dissociation were less discriminatory than the other measures of peri-traumatic processing, 

where over half the scores were 0. Without norms it is not possible to state whether the scores for 

the nature of the deficits in intentional recall of the trauma memory are high or low. The sub-scales 
from the PTCI measuring negative cognitions about the world and self blame, had scores that fell 

within the cut-offs. This reflects cognitions associated with seeing the world as a dangerous place 
and a sense of culpability or guilt associated with the incident. The cut-off scores on the PTCI 

represent scores on the PTCI that have been found in populations with PTSD symptoms (Foa et al., 
1999). Dick (2000) found that following incidents of violence and aggression police officers 
described beliefs about the world as dangerous and unpredictable. 

In summary, the general pattem was of low scores for the factors in the Ehlers and Clark 
(2000) model and of PTSD symptoms, which further decreased over the three time points. If the 
Ehlers and Clark (2000) model is valid for this population, the lack of persistent symptoms of PTSD 
is consistent with the low use of maintaining, maladaptive behavioural and cognitive strategies. 
There was a marked lack of PTSD symptoms at each of the 3 time points, with only I participant 
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reporting -Moderate to Severe symptoms at time 3, and no Severe symptoms being reported. The 

percentage of participants scoring Moderate and Moderate to Severe PTSD symptoms (ie. II-5 1) 

at time I was 9%, at time 2 was 0%, and time 3 was 22%, however the latter figure equated to I 

participant from a very small remaining sample (N = 9). These figures were significantly lower than 
the 22% of ED personnel (N = 51 ) (Laposa & Alden, 2003) and 25% of ambulance workers (N 
56) (Clohessy & Ehlers, 1999) who scored between Moderate and Severe for PTSD symptoms. 

The lack of PTSD symptoms, particularly in the Moderate and Severe ranges, combined 
with the small sample size meant that further analysis was not possible (Brewin, Rose, Andrews, 
Green, Tata, McEvedy, Turner & Foa, 2002). The only other study found in the literature search 
that showed low PTSD symptoms for healthcare workers was a study into Australian student 
paramedics, who had a 5% PTSD rate (Lowery & Stokes, 2005). This may have been because they 
had had fewer years of exposure to traumatic incidents (e. g. Jonsson & Segesten, 2003). The sample 
for their ; tudy, like the current study, was small (N = 42) and may not have been representative of 
the population as a whole. Small sample sizes do not necessarily account for low PTSD symptoms 
as the samples for the studies of ambulance workers and ED personnel were also comparatively 
small (Clohessy & Ehlers, 1999; Laposa & Alden, 2003). The comparatively low rate of PTSD 

symptoms amongst the current sample of healthcare workers could have been due to the incidents 

not being severe enough. While incident severity has been shown to account for some variance in 
PTSD symptoms, other factors, for example, cognitive factors, were shown to account for more, 
over and above perceived trauma severity (Dunmore et al., 2003). Canadian paramedics reported 
that violent and aggressive incidents were less distressing and for Canadian and British paramedics 
the death of a child, or someone known to the worker were reported as the most distressing 

(Clohessy & Ehlers, 1999; Regehr et al., 2002). However, studies into the general public who had 

survived physical assaults found that such incidents can cause PTSD (e. g. Halligan et al., 2003). 

Possible causes for different rates of PTSD associated with violence and aggression amongst 
Canadian ambulance workers and the general public may be due to objective and subjective assault 

severity or other factors such as differences in the predictability of the assault (Ehlers & Clark, 

2000). Levels of anxiety and depression were also assessed for the current sample and both were 

within the normal range. However, anxiety ratings were higher than ratings of depression. 

The overall pattern of results suggested that there were very low levels of PTSD symptoms 
in this sample of healthcare workers. One of the possible reasons for this was the low level of 

participation in the study and therefore this sample was not representative of the population as a 

whole. Response rates for similar research with this population have ranged from 72.4% (Jonsson & 
Segesten, 2003) to 22% (Wastell, 2002). Clohessy and Ehlers (1999) hypothesised that amongst 

ambulance workers there might be a reluctance to report distress following traumatic incidents 

owing to h concern over showing their vulnerability or a concern over confidentiality. These 
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concerns may have impinged on the number of incidents reported in the first instance. However, 

this was not investigated in Study 1. 

StrengtB and Limitations 

Site I and 2 
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A longitudinal design was chosen because it had the advantage of allowing the exploration of the 
development of PTSD symptoms as they occur, thereby reducing recall bias. This is particularly 
important when assessing for peri-traurnatic processing and contributed to the decision to contact 
participants within 10 days of the incident. The cost of having 3 data collections could have been to: 
increase attrition; increase the bias in who remained; result in no information on what had occurred 
between time points; potentially cause participants to change through taking part in the study 
(Menard, 1991); and repeated exposure to similar questions could have led to familiarity and 

response bias (Ruspini, 2000). The cost of a short time-frame within which to contact participants 
meant that II were excluded. 

The outcome measure was the symptom cluster sub-scale of the PDS (Foa, 1995). According to 
Laposa and Alden (2003) the use of the sub-scale alone is a limitation as criterion A, E and F from 

the DSM-IV criteria for PTSD are omitted. Criterion F could have been particularly useful in the 

current study as it would have identified if a participant's work had been impeded by the incident. 

Although not the purpose of this study, this inforination would be useful for employers. 

The review by the Leeds East Research Ethics committee concluded that we were not allowed to 

contact staff directly following an incident. They did not want us to speak directly with staff and 
interfere with the existing post-incident procedure at the research sites. However, it would have 

been preferable for us to be able to call staff directly following the risk manager's/CAMS gaining 

verbal consent for us to contact them. This would have allowed us to explain the research with 

greater understanding and commitment and answer any questions and concerns staff may have had 

about the research. 

The questionnaire pack and method of data collection was not piloted with hospital or ambulance 
staff prior to data collection commencing. This was in part because the method of data collection 
and questionnaires were similar to that of the previous research conducted by the thesis supervisor. 
However, with hindsight there were crucial differences namely we were not able to speak directly 

with staff following an incident and there were more questionnaires and 3 rather than 2 time points. 
If we had piloted the study it is likely that they would have requested fewer questionnaires and that 
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the researcher be directly involved in recruitment. Having the backing from staff may have 
increased the likelihood of Ethics allowing direct contact with staff. 
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The focus of the research was on the impact of violence and aggression on hospital and ambulance 

staff. This was because much of the literature focuses on major incidents or routine gory or 
distressing scenes. The Ehlers and Clark (2000) model had also been considered in relation to 

assault victims but not verbal and physical assault in a workplace setting except for a doctoral thesis 
(Salter, 2003). Therefore this thesis aimed to fill these gaps in the literature base. The study also set 

out to replicate aspects of findings from an earlier thesis (Salter, 2003) which focused on violence 
and aggression against hospital staff. The costs of this specific focus meant that it was possible that 

confounding influences from other types of traumatic events could have been influencing the 

psychological state of participants when completing the questionnaires. However, one item on the 
Background Factors Questionnaire referred to whether participants had experienced other traumatic 
incidents and this would have allowed this to have been controlled in the analyses. 

The study set out to investigate the mechanisms within the model leading to the onset or 

maintenance of PTSD symptoms. For a more valid test of the model it would have been beneficial 

to have a greater number of participants with symptoms of PTSD, than is typically found in similar 
studies (e. g. Halligan et al., 2003). 

The limit of a3 months follow-up could also be criticised. Most studies investigating persistent 
symptoms of PTSD collect data for 6 months or more. An extension could increase the number of 

participants and the number with symptoms of PTSD. 

Site I 

Prior to commencing the research, the researcher met with the head of Health and Safety and 
presented to the staff representatives. Information on the number of incidents of violence and 
aggression and on the incident reporting system was gathered. However, the problems within the 
incident reporting system and the variability in the number of incidents reported (i. e. 360 in 2004 

and 121 in 2005) were not raised. 

Utilising the existing reporting procedure for incidents of violence and aggression, in theory 

minimiscd the impact of the research on the study site, maximised. the speed with which potential 

participants were followed up and ensured a consecutive sample rather than a self-selecting sample. 
Ilowcver, there were extensive limitations to the incident reporting system that were only identified 

once the research had commenced. These included: not all staff have logins for the new computer 
logging system; not all know how to use it; few have time to log the incidents on a computer; the 
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paper incident reports often take more than 10 days to get to the CAMs and were therefore 
excluded; not all incidents logged were followed up by the CAMs (discrepancy of N= 45 between 

questionnaires sent and incidents of violence and aggression during study period). 

Due to ethical constraints, the researcher was not able to speak directly to the participants and had 

to recruit through the CAMs. Using senior management to recruit on a personal issue such as the 

cffects of violence and aggression on staff, may have reduced participation through fears of 
showing vulnerability (Clohessy & Ehlers, 1999). Enthusiasm and knowledge about the study could 
not be generated by a third party and may have reduced participation. Finally, the record keeping of 
the inclusion and exclusion of participants may have been more tightly monitored by the researcher. 

Placing the questionnaires on station meant that more staff were able to access the study without 
fear of their management knowing. However, the cost of this was that the sample was no longer 

consecutive, but self-sclecting, resulting in a more biased sample. 

Site 2 

The recruitment process was more successful at site 2 than for site 1. This could have been because: 

the reporting system was paper-based; it was less time consuming; it had been in use for a long 

period of time prior to the research commencing; incident forms were sent to the clinical risk 
manager rather than managers who were also associated with some everyday duties; the researcher 
had better access to staff to advertise the research because staff were based on one site, not in 

numerous stations dispersed over a wide area. 

Improvements 

It is evident from the limitations highlighted above that numerous improvements 

could have been made to Study 1. 

Site I 

In addition to understanding the formal system of reporting incidents of violence and aggression, 
informal discussions with staff from different stations and without management present, piloting the 

questionrraires with staff and piloting the reporting system would have been beneficial. A more 
accurate picture would have been provided of the reporting system, the problems associated with it 

and staffs feelings about the use of the CAMs for recruitment. The number of questionnaires used 
would also have been discussed and potentially led to less being incorporated into the final study. 
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Time spent with staff would raise the profile of the study and potentially improve participation 
(Clohessy & Ehlers, 1999). 

The researcher could have spoken directly to potential participants who log an incident and the 
managers could have gained verbal consent prior to the researcher contacting them. This would 
have minimised participants 'missed' by the CAMs and potentially reduced staff concerns over 
confidentiality. 
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The inclusion criteria could have been extended to 14 days so that paper-reporting systems could be 
included. It could also have been extended to include other traumatic incidents, as well as incidents 

of violence and aggression. This would have increased the sample size as well as potentially 
increasinj the severity of the symptoms reported. 

Codes for each pack could have been used so the source could be identified, either from the CAMs 

and the stations. This would allow some understanding of the number of incidents reported to the 
CAMs and not reported and allow exploration of any differences between the two groups. 

An additional source of recruitment could have been via the Control centres. They send staff out on 
calls and were often the f irst to hear of incidents of violence and aggression. Control could have 

given the researcher the names and station address of the staff involved and the researcher could 
then have sent out questionnaires. The ethics of giving the researcher the name and work address 
are outlined above. Staff could have been informed prior to the research commencing that it was 
occuring and on receipt of the questionnaire they could decline to take part. This method could have 

given a Igrger sample size and a more accurate picture of the number of incidents of violence and 
aggression. 

Future Research 

The low response rate resulted in an insufficient sample size to allow analysis of the 
mechanisms within the Ehlers and Clark (2000) model. This means that this gap remains in the 
research base. In terms of clinical practice, knowledge of the processes that underlie the 
development and maintenance of PTSD symptoms is crucial. At a theoretical level, testing potential 
mediators and the impact certain strategies can have on maintaining PTSD symptoms, could help 

evaluate and establish the validity of treatments. Future research into this area of the model is till 
pertinent and could go some way towards the treatment of PTSD. 

It has been suggested that longitudinal designs risk high attrition rates due to the repeated effort 
that participants have to expend (Ruspini, 2000). Hospital and ambulance staff are busy and may 
lack the time to fill in long questionnaires. Future research would have to retain the longitudinal 
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design, but could explore only one of the mechanisms within the model, reducing the length of 
the questionnaires. 

Despite concern over the length of the questionnaires, it has been suggested that to gain an 

accurate picture of PTSD prevalence and the mechanisms that lead to it, it would be important to 

measure d1l aspects of PTSD (Laposa & Alden, 2003). The full scale of the PDS (Foa, 1995), could 
be used. This would also allow a full assessment of the impact of PTSD symptoms on the 
individual's functioning in different areas of their lives. 

In order to accurately test the mechanisms within the model using regression, the sample size 

should be a minimum of 60 but ideally closer to 80+ (6 predictors) participants who have PTSD 

symptoms (Field, 2005). Future research should consider testing this aspect of the model with a 
clinical sample of healthcare staff referred for PTSD who are more likely to have PTSD symptoms, 

rather than researching a sample of healthcare workers exposed to violence and aggression. 
Objective as well as subjective measures of incident severity should be collected. This would be 

possible as the incident reporting systems record the types of incidents. This would enable 
consideration of whether there is any difference between the objective and subjective severity 

ratings. Ehlers and Clark (2000) among others (e. g. Dick, 2000) suggest that it is the meaning of 
the incident not its presence per se that causes the distress. A greater understanding of this potential 
difference is important for employers if they are to better support their staff. 

The literature does not suggest there is a major difference between hospital staff, in this case 

primarily female nurses and largely male ambulance staff, with regards to rates of PTSD and the 
factors in the Ehlers and Clark (2000) model (Clohessy & Ehlers, 1999; Laposa & Alden, 2003). 

However, it would be important to compare the two groups. It might be hypothesised that a male 
dominated work culture may lead to different coping strategies compared to a more female 

dominated one. Predominantly male environments, such as the police, have been found to develop 

specific coping styles (Dick, 2000) and may differ from female dominated working groups. 

Information should be gathered for the number of incidents reported each year over a number of 

years, not just the year prior to commencing research. Consideration should be given to the times of 

year whe; incidents of violence and aggression are at there highest so that these times could be 

targeted e. g. Christmas and New Year. 

Conclusion Study I 

Owing to the small sample size the conclusions can only be based on descriptive statistics. 
The major finding from study I was that there were minimal rates of PTSD symptoms in the 

response set, and no symptoms of PTSD in the moderate to severe range for the ambulance workers. 
Possible reasons from the data could have been that the incidents were not perceived to be severe 
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enough, the participants were educated and there was no significant use of maladaptive 
behavioural or cognitive strategies. These possible protective factors could have meant that there 
were indeed no symptoms of PTSD. However, it could be hypothesised that the low rates of 
symptoms actually reflected a low rate of reporting and therefore a true picture of the impact of 
violence and aggression was not obtained. For example, participants favoured support from family 

and friends and did not seek support from the official services, perhaps because of a concern about 
job security if they showed any weakness (Alexander & Klein, 2003). The rate of court proceedings 
was extremely low and could have suggested that there was no point in reporting an incident as it 

would not have been followed up in law. Finally, symptoms of PTSD could have been present but 

were not reported. The Ehlers and Clark (2000) model suggests some risk factors for the 
development and maintenance of PTSD. The majority of scores were above 0 for some of the 
maladaptive peri-traumatic cognitive processing styles, which could have affected the nature of the 
trauma memory. The appraisals of the trauma and its sequelae fell within the cut-off scores, 
suggesting beliefs about the world as dangerous and self-blame. Finally, many of the participants 
had experienced other traumas in their adult life, another potential risk factor for the development of 
PTSD. 

These conclusions can only be speculative, but point to further areas of enquiry, the most 

notable being the finding of minimal symptoms of PTSD in a response set of hospital and 

ambulance staff. 
Proposal for Study 2 

The findings from Study I suggested that this sample of healthcare workers showed very 
low levels of PTSD symptoms, a low response rate and low reporting of incidents. These findings 

were considered of interest and led to 24 qualitative interviews being conducted to explore them 
further. The rationale for Study 2 will now be discussed. 

The lack of PTSD symptoms, particularly amongst ambulance workers (Site 1) who showed no 

symptoms of PTSD in the Moderate or Severe range, was surprising. Figures for PTSD symptom 

scores failing within the Moderate to Severe range in the literature are much higher for both 

ambulance (25%) and hospital (22%) staff (Clohessy & Ehlers, 1999; Laposa & Alden, 2003). The 

only study with similarly low rates of PTSD symptoms (5%) was carried out with student 

ambulance workers and may have been due to low levels of exposure to traumatic incidents and a 

small sample size (Lowery & Stokes, 2005). The combined response rate was low for Study I 

(16.5%), and although this increased to 22% for Site I alone, this is still in line with the lowest 

reported response rate in the literature (e. g. 22%, Wastell, 2002). This low response rate, is in line 

with the small number of reported incidents at Site I during the 10 month study period (I 11), a 
figure well below what was expected from previous year (360). 
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The decision to interview only ambulance workers was taken for a number of reasons. 

Firstly, compared to the hospital staff, the ambulance workers reported no PTSD symptoms in the 
Moderate and Moderate to Severe range. Secondly, the researcher had closer links with the 

managerial staff at Site I and had spent more time talking informally on station with the ambulance 
crews leading to a greater understanding of the staff and the organisation. 

A qualitative approach, rather than further quantitative research was thought to be the most 
effective way to explore the possible meanings behind the low symptoms of PTSD, low response 
rate and low reporting of incidents of violence and aggression. This was because the response rate 
for the questionnaires was not high and it seemed unwise to pursue this method of data collection 
further. V was felt that qualitative interviews with a researcher, unconnected to the ambulance 
service, could yield more information about the lived experience of the ambulance workers in the 

context of their organisation. It was hoped that the interviews would provide the 'unofficial' picture 
of workplace violence and aggression. Finally, the infon-nation gathered by questionnaires is limited 

to the questions asked, whereas the interviews were to be guided by prompts, allowing the 
interviewees to include information pertinent to them. 

Quantitative methods originate from the positivist paradigm whereas qualitative research 
comes from a constructivist paradigm. Historically the two methods have been seen as distinct and 
by some as diametrically opposed (Tashakkori & Teddlie, 1998). The use of qualitative methods to 

gain a deeper understanding of a topic challenges the traditional view of this method as inferior to 

quantitative methodology. Qualitative methods have been, and to some extent still are, primarily 
used to g4in an initial overview of the topic and quantitative research would then be used for the 
'real' research. The more traditional use of mixed methods can be seen in Clohessy & Ehlers' 

(1999) study. The initial phase of their research involved informal discussion with staff and 

participant observation that then led to a list of possible coping strategies that could then be tested 

using quantitative methods (Clohessy & Ehlers, 1999). However, 30 years of debate that is still 
continuing today, has led to the development of mixed methods and has come from theorists finding 

a common set of beliefs that can underpin both styles of research and allow their combined use. 
This paradigm has been labelled 'pragmatism' (Tashakkori & Teddlie, 1998). Regehr et al. (2002) 

used mixed methods in line with the pragmatic view to study Canadian paramedics. Quantitative 
data was gathered initially and qualitative interviews were used to develop their understanding of 
the topic. 

Figure 5 summarizes the possible reasons for low levels of PTSD in the response set that 

were considered prior to commencing the qualitative interviews. The reasons were developed from 
inrormal discussion with the ambulance workers and from the Ehlers and Clark (2000) theory. One 

possibility was that the symptoms of PTSD were in fact present within this population of ambulance 
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workers, but they were not reporting them. Factors affecting this could have included 

organisational issues, the nature of the population who choose to be ambulance workers, the 
methodology and the incident or symptom severity may not have been perceived as severe enough 
to report or fill in a questionnaire. The other scenario may have been that the PTSD symptom levels 

reflected a true picture of ambulance personnel not being affected by violence and aggression. This 

may have been because the organisation provides a sufficiently supportive environment or the 
population of ambulance workers could be able to cope with violence and aggression. Other 

possible factors may be the nature of the role itself which could provide some protection from 
developing PTSD symptoms. Finally, there may be very few incidents of violence and aggression 
that are severe enough to lead to a significant threat to life or harm and so PTSD symptoms in 

relation to violence and aggression are rare. 
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Study 2 Aims 
63 

The aims of Study 2 were to: 
1) Explore the finding that there were no PTSD symptoms in the response set for Site 1. 
2) Explore the possible reasons behind a low response rate and a low reporting rate of incidents of 
violence and aggression. 
3) Further explore the responses of ambulance workers to incidents of violence and aggression at 
work. - 
Semi-structurcd interviews and Thematic Analysis were used to achieve these aims. 

Literature Review Study 2 

Introduction to section 

This section outlines and evaluates the literature on the impact of violence and aggression 
on ambulance workers and related professions. 

Literature Review 

Within the limits of this second literature search the literature was dominated by cross- 
sectional; quantitative studies from the UK, Europe, North America and Australia. The majority of 

studies focused on the general effects of being exposed to traumatic incidents at work. Some of the 

studies failed to identify which stressors they were investigating. All studies, barring one (Weiss et 

al., 1995) failed to state whether they included or excluded incidents of violence against 

paramedics. One can cautiously assume that violence and aggression against staff was included. 

However, this lack of clarity in many studies (e. g Alexander & Klein, 200; Bennett et al., 2004; 

Grevin, 1996; Jonsson & Segesten, 2003; Lowery & Stokes, 2005) means that the often cited 

prevalence rates of PTSD or psychological ill health, do little to elucidate the impact of violence 
and aggression specifically. 

Despite this limitation, the quantitative studies did identify various risk factors and factors 

that reduced the impact of general trauma reactions and PTSD symptoms for ambulance workers. 
One risk factor investigated was the duration of exposure to trauma. The findings were 
inconclusive; Wastell, (2002), in his study of the long-term effects of Australian ambulance workers 
suppressing emotional reactions to general trauma, found that length of service was predictive of 
work-related stress, burn-out and PTSD. He showed that this was the case even when age was 
controlled for. A Swiss and Australian study also found that years of exposure to general trauma 
(Jonsson & Segesten, 2003) and workplace violence (Brough, 2005) led to higher levels of stress 
symptoms. Whereas, Alexander & Klein (2001), in their Scottish study found that for the majority 
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of their sample, years of exposure led to being better able to cope with critical incidents. The 
response rates for the Scottish and Swiss studies were both relatively high suggesting reasonably 
representative samples, although the Scottish sample was comparatively small limiting the 
general isabi I ity of these findings to other services. An earlier American study compared 
experienced and student paramedics on measures of PTSD and personality traits such as denial. 
Grevin (1996) suggested that it was not years of exposure to traumatic incidents, but the personality 
types of people who want to be paramedics that affect how they cope with trauma. This finding 
could be seen as quite controversial as the DSM-IV (American Psychiatric Association, 1994) 
criteria for PTSD requires exposure to an incident that is experienced as threatening to life or 
serious h4rm. However, if we assume that most paramedics are exposed to traumatic incidents, but 

not all develop PTSD, there must be other factors explaining why some develop it and others do 
not. 

Grevin (1996) hypothesised from her findings that denial, repression and low levels of 
empathy were functionally adaptive in such a chronically stressful environment. She based this 
hypothesis on the finding of a high use of these defensive styles in both student and experienced 
paramedics compared to normative samples. This hypothesis could be criticised. It appears that she 
is suggesting that the presence of a defensive style in a certain population, particularly experienced 
personnel, might be functional. She does not state why this style is functional, but perhaps it is 
because of the longevity of service of the experienced staff who have this style. She suggests that 
this style may also have long-term negative consequences such as impaired cognitive performance. 
However, it is not clear from the study that this style is the cause of their longevity of service. A 
further lirhitation of the study, admitted by the author, was that she had used self-report measures to 

measure variables such as empathy and denial and there was a danger in reifying these constructs. 
Alexander and Klein (2001) also investigated personality styles and coping responses in their study 
of Scottish ambulance workers. They found that participants who were keen to take leadership roles 
and had lower levels of empathy were less likely to develop PTSD. Therefore, it has been 

suggested in these studies that low levels of empathy (Alexander & Klein, 200 1; Grevin, 1996) and 
emotional suppression were adaptive to some degree (Grevin, 1996). However, the use of emotional 
suppression and an inability to be aware of emotions was found to be positively correlated with 
physical and psychological stress symptoms amongst Australian paramedics (Wastell, 2002). 
Responses to trauma and its sequelae such as wishful thinking, negative interpretations of intrusions 

and dissociation in response to intrusive memories have also been found to be risk factors for PTSD 
(ClohessX & Ehlers, 1999). 

It could be argued that low levels of emotional expression and low use of formal support 
services may contribute to low levels of reporting of PTSD symptoms amongst this population. 
Studies have suggested that an additional reason might be concern over anonymity and job security 
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if paramedics were seen to be suffering from PTSD at work (e. g. Jonsson & Segesten, 2003) or 
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that there is a 'macho culture' that dissuades this type of emotional expression (e. g. Alexander & 
Klein, 200 1). One study found that frontline managers were also less likely to report their own 
distress (Regehr & Bober, 2005). Under-reporting may also occur because ambulance personnel 
have an investment in denying their own vulnerability because of their helping role (Gibbs, 
Drummond & Lachcnmeyer, 1993; Bartonne, Ursano, Wright & Ingraham, 1989, as cited in 
Clohessy & Ehlers, 1999). These possible reasons for under reporting highlighted in the literature 
do not appear to be based on the authors' own research. Either they appeared to be based on 
informed opinion or on research into disaster work, not on regular duties or violence and 
aggression. 

Social support was identified by some of the studies as an important factor in reducing the 
impact of trauma. However, support was almost exclusively perceived to be provided by colleagues, 
family and friends not management or formal support services (Weiss et al., 1995; Alexander & 
Klein, 200 1; Segesten & Jonsson, 2003), except for a Canadian service who used onsite 
psychological support (Regehr ct al., 2005). Lowery & Stokes, (2005) in their study into the role of 
peer support and emotional expression amongst Australian student paramedics found that the 

quality of the support was the crucial factor, not just its presence. They tested whether different 

styles of support and attitudes to emotional expression reduced or exacerbated the trauma 

experience. Dysfunctional peer support combined with negative attitudes to trauma, and exposure to 
duty related trauma, accounted for 30% of the variance of trauma related symptoms (Lowery & 
Stokes, 2005). Without 'confiding support' student paramedics were found to develop negative 
attitudes towards emotional expression, suggesting that a lack of this type of support can be a risk 
factor for trauma related symptoms. The literature indicates poor organisation support as a risk to 
the psychological health of workers. Perceived low levels of organisational support, and workload, 
were fourid to be the strongest predictors of traumatic stress amongst child protection officials, not 
the violence or traumatic scenes they experienced (Regehr, Hernsworth, Leslie, Howe & Chau, 
2004). 

Quantitative, cross-sectional studies into violence and aggression amongst ambulance 
personnel have also identified factors associated with reducing the impact of trauma. Potential 

protective factors associated with PTSD or psychological strain included marital status and 
accepting attitudes towards violence at work (Hafeez, 2003). Supervisor support was found to 
moderate the impact of verbal aggression on psychological strain (Brough, 2005). Support from 

management was identified as one of the primary protective factors against stress and PTSD in 

emergency service personnel (Buunk & Verhoeven, 1991, as cited in Regehr & Bober, 2005). 
Interestingly support from colleagues was associated with job satisfaction but not psychological 
strain (Brough, 2005). 
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Very few qualitative and mixed methodology studies were found. There was a range of 

studies analYsing trauma narratives, following therapy for PTSD (e. g. Foa, Molnar & Cashman, 
1995; Moulds & Bryant, 2005). Support for the Ehlers and Clark (2000) model was found from 

these studies, particularly with respect to the importance of mood congruent narratives and low 
levels of memory disorganisation. Additional studies were found, for example investigating the 
impact of public enquiries on emergency personnel (e. g. Regehr, 2003) however the primary focus 

was on the experiences of emergency personnel, particularly ambulance workers, in relation to 
violence and aggression, so two key studies will be focused on for discussion. These studies appear 
to be well designed and their findings add to the current quantitative literature base. 

The f irst study was of a clinical sample of British police officers who had experienced 
violence against themselves as well as other critical incidents (Dick, 2000). Thematic analysis was 
used to analysc how the institutional context of policing influenced the ways the police officers 
responded to traumatic incidents. Dick (2000) found that the officers expressed internal beliefs, e. g. 
'I've changed for the worse', and external beliefs, e. g. 'The world is dangerous and unpredictable'. 
These beliefs, and how the incident was processed, were found to be influenced by the context 
within which they were articulated. Certain beliefs appeared to be more acceptable within the force 

than others. For example, there was a culture of being cynical and uncaring and it was felt necessary 
to convey this attitude in order to be accepted. Another aspect of the organisational culture was a 
'macho' style that meant that staff felt that they should be able to deal with unpredictable incidents 

of violence. Dick (2000) argued that it is crucial to understand the culture of the organisation within 
which emergency personnel are operating, in order to understand the true impact of particular 
stressors. She suggests it is the meaning attributed to the stressor not the presence of them per se 
that affects the amount of distress caused. Dick's (2000) work adds another dimension to the 

quantitative studies by exploring the context within which interpretations and responses to trauma 

and to violence and aggression occur. 
The second study used mixed methods to explore Canadian ambulance workers responses 

to trauma in general, and also in relation to violence and aggression (Regehr et al., 2002). This 

study began by using quantitative methods with a convenience sample of 86 paramedics and 
technicians. They found that 69.8% had been victims of violence at work. However, only 30% 

reported being significantly distressed by this incident. PTSD prevalence rates were measured using 
the IES (Horowitz et al., 1979) and 25.5% were in the severe/high range and 14% in the moderate 
range. Social support from family, friends, colleagues, management and union were not found to 

correlate with scores from the IES (Horowitz et al., 1979) or BDI (Beck et al., 196 1), suggesting 
that these factors did not relate to PTSD symptoms or depression in this sample. Eighteen of the 

quantitative sample were purposively selected to take part in a qualitative interview. They found 

that none of the participants described violence against themselves as traumatic. The incidents they 
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found most traumatic were those that involved the death of a child and when they felt 

emotionally connected to the victim or the victim's family. A coping strategy described was to be 

'thick skinned' and to try and emotionally separate from the victims and their families. ' However, 

this strategy had negative consequences for ambulance workers' interpersonal relationships. One 
interviewee stated that they had become violent against their own family. Another coping strategy 
was to positively reframe the incident as a learning experience. Social support was brought up as a 
key theme. Participants reported talking with their colleagues, but the quality of these discussions 

was more on the level of 'gallows humour' or 'sharing tales', rather than deep emotional support. 
They described a limit to being emotionally open at work due to the 'macho attitude' of the 

workplace. Participants were particularly critical of management and union support portraying it as 
non-existent. Conversely, psychological services provided by the Canadian ambulance service were 
well used and found to be useful. This study once again adds depth to some of the issues raised by 

the quantitative studies and extends the research base. However, there were limitations to the study. 
The quantitative sample was a convenience sample and was small therefore the sample could be 

biased and the general isabil ity of the findings is limited. Laposa and Alden (2003) have also 
criticised the use of the IES (Horowitz et al., 1979) as the full DSM-IV diagnostic criteria for PTSD 
(American Psychiatric Association, 1994) is not achieved as criterion A, E and F are excluded. This 

could potentially inflate the prevalence figures from this study. 
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Method Study 2 

Introduction to section 

The literature search is then followed by a description of the author. An outline of the 

methodological design will follow with a discussion on the rationale for the design choice. The 

details of the sampling, the interviews and data analysis will then be described. Ethical 

considerations and quality checks are outlined specifically and throughout this chapter. 

Description of the Author 

14nlike quantitative researchers qualitative researchers do not view themselves as objective 

observers or experimenters, who can be entirely separate from the research process and discovering 

concrete truths (Yardley, 2000). In several approaches, there is a strong Social Constructionist 

influence (e. g. Charmaz, 1990) where the researcher's background is considered to influence and be 

influenced by the research process and the findings (Willig, 200 1). As Dey (1999), puts it "what we 
discover will depend in some degree what we are looking for... " (p. 104). It was crucial for me to be 

reflexive throughout the research process because the analysis of the data relies on my 
interpretation, which entails being clear about my personal, professional and theoretical 

background. Miles and Huberman (1994) suggest that it would be self-defeating to not use existing 
knowledge to guide your research. It was important to 'bracket -off' (Elliott, Fischer & Rennie, 

1999) my background influences where possible and track the ways in which they influence my 

analysis. This facilitates a transparent research process (Mason, 2002). By taking this reflexive 

stance it allowed a more adequate representation of the participants' experiences than would 

otherwise be possible (Elliott et al., 1999). Reflexivity ensures that the author and reader are aware 

that alternative interpretations of the data are possible (Stiles, 1993). 

Given the rationale outlined above I feel that it is important that I let the reader know about 

my personal, professional and theoretical position. I am a 28 year old heterosexual, female, and I 

am white British. I started the interviews 5 months before my thesis had to be handed in because my 

original quantitative study had failed to yield a sufficient sample size. My emotional state and 

motivations at the time of data collection was therefore anxious. I was focused on getting enough 
interviews, in the shortest timeframe, to answer the questions raised by Part 1, but also to ease my 

anxiety. I am currently in my final year of training to be a clinical psychologist. This has meant that 

I have worked in similar settings to the ambulance workers and I too have experienced some levels 

of aggression at work. I worked with a client who had learning disabilities using Intensive 

Interaction techniques. He and I had been working together for a number of weeks and seemed to be 

progressing well, when he dug his nails into my ann and twisted them around causing bruising to 

my arm and some pain. I followed the methodology of Intensive Interaction and redirected his 
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attention and continued the session. My feelings about it were mixed. I felt contained by the 

method I was using and knew how to continue with the session, I felt self-critical and saw it as a 
failing in my technique, I also saw it as my client expressing himself and as such was part of my job 

to deal with it. I reviewed the session to try and work out what I might have done wrong. I then took 

the issue to supervision and was able to learn from the incident. Interestingly my first reaction was 
to blame myself not report the incident officially. It felt it was important to acknowledge the 

similarities (Yardley, 2000) between my experience and the ambulance workers', but not to allow 

any similarity to cloud the unique nature of each interviewee's experience. For example, just 

because I had seen my injury as part of the job, was self-critical and did not report the incident, I did 

not want to assume that this is how ambulance workers would respond. My first degree was in 

anthropology. The combination with psychology has fostered an interest not only in 'clinical' 

populations but also in people, their experiences and responses to difficult life events. As part of 
Study I data collection I visited the ambulance stations. This was primarily to hand out 

questionnaires and tell staff about the research but it also allowed me to spend time talking 
informally with staff and observing how they interacted with me and one another. This experience 

contributed to my decision to use qualitative research to further my understanding of this 

population. The experience also gave me a more personal insight into the difficulties they faced and 
led to a feeling of responsibility to this group to describe their experiences as accurately as I could 

not only in the form of this thesis but also to feedback to the management of the ambulance service. 
The predominant theories likely to have been at the forefront of my mind when conducting 

this research were the cognitive models of PTSD, particularly the Ehlers and Clark (2000) model. I 

had also recently written an essay on consultancy with a particular focus on Social Constructionism. 

Rationale for choosing Thematic Analysis 

The first aim of this study was to be explored directly from the data with minimal 
interpretation or analysis, although acknowledging that all data is subject to some level of 
interpretation. Accounts that detailed violent and aggressive incidents and subsequent PTSD-like 

symptoms were to be looked for and directly reported in the results. However, this aim was not 
found to be viable using the design for this study and the reasons for this and possible alternative 
designs will be outlined in the discussion. 

Thematic analysis (TA) was used to explore aims two and three. TA involves identifying, 

analyzing and reporting themes or patterns within the data (Braun & Clarke, 2006). Interpretative 

Phenomenological Analysis (IPA) (Smith, 1996), was considered for this study but would not have 

been appropriate given the aims and the nature of the sample available. I was working with a large 

data set and wanted to understand responses from a large number of staff. TA aided this as it allows 
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a rich description of a large sample. TA would allow me to identify commonalities as well as 
differences in the perceived causes of low reporting of incidents of violence and aggression and to 

responses to incidents of violence and aggression across a large sample (Braun & Clarke, 2006). 

These similarities and differences could then be developed into themes. A theme " captures 

somethinj important about the data in relation to the research question, and represents some level of 

pattered response or meaning" (p. 82, Braun & Clarke, 2006). If I had used IPA I would have had to 

priorise the unique individual account before any consideration of commonalities (Reid, Flowers, & 

Larkin, 2005). 

Similarly theory-generating approaches such as Grounded Theory were also deemed 

inappropriate for this study. Grounded Theory allows exploration of a given area of interest in a 

process that facilitates the development of theory. The aim is to move from data to theory such that 

new theories can emerge (Willig, 200 1). Whilst Grounded Theory does allow for the identification 

of patterns across data to a greater degree than IPA, the aim of the current study was to understand 

an area that has not been extensively studied and to develop some recommendations for the 

ambulance service rather than to address specific generate new models or theory. 
TA can be carried out in an inductive, semantic manner which entails a process of 

description, summary and then interpretation which would allow me to analyse the data in a manner 
that keeps the themes strongly linked to data (Braun & Clarke, 2006). 1 felt that this was particularly 
important for two reasons. Firstly, I had been asked by many of the interviewees if they could be 

presented with the results of the study and the data would be more recognisable to them in this 
format. Secondly, I hoped to gain some recommendations from the data that could also be fed back 

to the service. Because of this data-led style TA has been suggested as a method that can be useful 
for informing policy development (Braun & Clarke, 2006). 

TA was also chosen to address the more general aims of aim 3 as this method occupies a 
flexible position between other approaches. Thematic analysis can be positioned between 

Essentialism and Constructionisin (Braun & Clarke, 2006). TA could give me descriptions of 

ambulance workers responses to violence and aggression that acknowledged the ways in which they 

made meaning of their experience and in turn allow me the flexibility to look at the ways the 
broader social context influenced those meanings (Braun & Clarke, 2006). 

TA can also be viewed as following the Social Constructionist (Burr, 1995), the strand of 
Grounded Theory that is most closely related to Social Constructionism (Chan-naz, 1990) and the 
Phenomenological (Kvale, 1983) line that does not claim to 'discover' actual attitudes and beliefs 

from the data, unlike traditional Grounded Theory (Glaser & Strauss, 1967). Rather the themes are 
actively constructed by the researcher through an interaction with the data (Willig, 200 1). This 

active interaction with the data allowed me to identify direct and indirect references to 

underreporting of incidents to address aim 2. 
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Finally, I had some hypothesised themes prior to undertaking the research that were developed 

from meeting staff informally on station (Figure 5). These included: Perceived uncaring 

organisation; appraisal of aggressor's state; macho culture potentially limiting expression of 
distress; importance of social support. These themes were added to and modified as the interviews 

were interpreted. TA enabled this flexible approach because it occupies the middle ground between 

Content Analysis (Weber, 1985), where all the codes are predetermined and Grounded Theory 

(Glaser & Strauss, 1967) where there are no apriori codes. The approach is flexible and allows the 

researcheý to lean more towards the Grounded Theory or Content Analysis ends of the spectrum 
depending on the type of study (King, 1998). 

The proposed outcome for this piece of research in relation to the aims was to: 
Aim 1) Explore the finding that there were no PTSD symptoms in the response set for Site 1. 

Proposed Outcome: Gain information on whether staff had experienced an incident of violence and 

aggression and had developed any adverse reactions to the incident, particularly those related to 
PTSD. 

Aim 2) Explore the possible reasons behind a low response rate and a low reporting rate of 
incidents of violence and aggression. 
Proposed outcome: To develop themes that would relate to the possible reasons why staff would not 

report incidents of violence and aggression. From these themes develop a clear list of possible 

reasons for not reporting. 
Aim 3) Further explore the responses of ambulance workers to incidents of violence and aggression 

at work. 
Proposed Outcome: To develop themes that tell the story of how ambulance workers respond to 
incidents of violence and aggression in the context of their service and in relation to one another. 

The Sample 

Elliott et al., (1999) stress the importance of describing the participants and any relevant 
information about them to aid the reader to judge how representative the sample was. The planning 
diagram (Figure 5, p. 54) and research aims provided a boundary to the sample required; ambulance 

workers rather than, for example, senior management in the ambulance service (Miles & Huberman, 

1994). The sample consisted of ambulance workers on training days. The sample was self-selecting 
as staff chose to come and be interviewed however, only those staff on training days at the times I 

was interviewing (5 sessions spread over 3 weeks) were able to take part in the study. On 

resubmission, the Ethics committee were concerned that staff who had taken part in Study 1, could 

potentially be interviewed which may have breached the anonymity of their questionnaire data. It 
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was decided that the odds were unlikely as only 15/1400 staff took part in study I and the 
interviews were optional. 

Data Collection 

72 

I conducted 24 semi-structured interviews that were tape recorded and were based around a 
fictitious scenario with ambulance workers whilst they were on training. 

Twenty-four interviews were conducted. The research aims were focused on gaining a 

general understanding of the ways in which ambulance workers responded to violence and 
aggression as well as specific details on the low symptom, response and reporting rates. The larger 

sample allowed a wider range of ages, years of experience, specialty and gender to be involved in 

the interviews (Elliot et al., 1999). A larger sample was decided upon because each interview could 

only last up to 40 minutes because staff were either giving up their break times or teaching time. 
This time limit was decided upon following discussion with a staff representative and the trainers. 
Owing to the time constraints on the interview it was felt that a larger number of interviews would 
provide the best chance for category saturation to occur (Creswell, 1998, cited in Regehr, Goldberg 

& Hughes, 2002). It has been suggested by some authors that too many cases leads to poor analysis 
due to an overwhelming amount of data (McCracken, 1988). However, others have argued that 
larger numbers of cases can give the researcher a deeper understanding of the data (Miles & 

Huberman, 1994). 

A semi-structured interview was used as it seemed to meet the pragmatic demands of a 
limited interview time but also suited the theoretical position of TA. TA allows the researcher to 

approach. the data collection with some themes that they want to explore, as well as generating new 

questions in the light of themes brought up during the interviews (King, 1998). 1 wanted to gain the 
'insider's perspective' on ambulance staff s experiences and responses to violence and aggression 

and semi-structured interviews have been shown to be effective in facilitating this process (Denzin 
& Lincoln, 2000). Semi-structured interviews also allow the individual to tell their story in their 

own words (Smith & Osborn, 2003). 

The interviews were tape recorded to ensure that I could attend fully to the interviewee and 
focus on establishing a trusting and empathic relationship in the limited time available. Tapes were 
also used to ensure that none of the data was lost or censored at this early stage of the collection 
process. I transcribed all of the interviews for analysis. 

The semi-structured interview began with a fictitious scenario (See Figure 6). It was used to 

rapidly focus the interview on the key area of interest (e. g. of a similar use of scenarios in Doherty 

and Anderson, 2004) due to the time limit and to allow the interviewees to discuss their colleagues' 
responses to incidents as well as their own. This was done for ethical reasons to ensure that staff 
had control over the decision to describe personal incidents. 
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The interviews were conducted on training days because this was the only time that 

Ambulance staff had guaranteed tirne-off. The alternatives were to catch them in the Ambulance 

stations or on their days oll'but neither were practical due to limited free time on duty and 

unwillingness Froni stafflo be interviewed on days off. These methods of sampling would also have 

required a longer time period for the interviewer travelling to people's homes and stations. 
Recruitment may have been reduced as staff would have had to contact the researcher directly to 

show their interest which, judging by the return rate Ilor Study I looked unlikely. Alternatively, the 

researcher would have had to follow-up staff and this may have led to a researcher-selected sample 

rather than the staff-selected sample obtained via the current method. 

The initial interview qUeStions were primarily informed by the planning diagram (Figure 5. 

p. 54) prior to interviewino. I piloted these questions with a colleague , kho works in the health 

service and who had experienced an incident of aggression and made adýjustrnents to the interview 

schedule in accordance with their feedback. Following TA tile questions were also added to and 

altered as'the interviews progressed (see Figure 6 for changes). The questions detailed functioned as 

a guide to the interview. allowing ine to gain information on the topic of interest, violence and 

aggression, but also to follow the stories ol'the interviewee's and the topics that they prioritised. To 

maximise the relationship with the interviewee I began the interviews with an open question about 

the scenario that was focused on their colleagues, rather than themselves. I structured my questions 

to elicit stories and did not begin questions with 'why'. This was done in order to ground tile 

interviewees' experiences in concrete examples rather than gain an opinion or a generalisation 

Figure 6. Scenario and Interview script 

INTERVIEW SCRIPT 

Introduction guide: [Staff already provided with information sheet and consent torrn]. Thank 
you for consenting to take part in this interview. As you will have read it will take no longer than 
40 iuinutýs and we \kill be discussing a fictitious scenario about an ambulance worker 
experiencing in incident ot'violence and aggression. Please give as give as much detail as you 
can "hen describing your ansýýers. We onlý have Lip to 40 minutes so don't worry if I move you 
onto the next topic during this interview. Aný questions or concerns'. ) 

Interviewer reads the scenario and shows it to the interviewee: 
Scenario: An ambulance worker In \our station experiences an incident of violence and 
g-ression. (can be ýNritten. verbal or physical aggression) 

Questions & Prompts: Follow the lead of the interviewee 
What do People you work \\ith do if they have had such an incident? 

Potential answers: 
a. "it depends on ........ What is it dependent on'? Can you give me an example'? 
E. g. Who they are; Who hurt thern, flow bad attack was-, flow experienced they are 

b. "What stalTdo is.. " What did they/you do? Can you give me an example'? Are these actions 
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Fl'.,,. Speak to... l.. iu-h it otT/black huniour. Have a stiffdrink, Report it to..: I lurt them ba& I -- Ignore it/get oil with it; Take time offwork. 

c. -Stall' tleel... -I low did they/you I'M? Are these feelings dependent on anything? 
E. g. They are fine, They are upset/angry/scared, The) are hurt. 1'ri-lbarrassed 

j(; etting specific examples that descriptions are based onj: 
Get thern to provide specific examples re: response to tile question. 
"Can you tel I nie about a tirne kN lien a colleague/you reacted to an incident in that way? " 
'*What was helpful? In the short-terni/long-terin? " 
"Can you tell ine how the incident still bothers You'? " 

[(; et reflections on the way people react to incidents and "hat might drive these reactionsl: 
"What enable(] ýou/thcni to react In that wav'. 1- 
"Sounds like you thought the way thcý/ýou reacted %\, as not is liell)I'Lil as it could have been? " 
*'Sounds like you think the way they/you reacted was the way all people in your orgallisation 
react? " 
"is tile way they/you reacted something you have seen others do? " 
"Sounds like the way you describe your reaction to the incident is the way you think you should 
have reacted". 

lCetting contradicton, evidencel: 
If it is a posit i ve/copt ng answer follow it, but then ask 
"What would people do if the incident ýxasn't so easy to get over? 
If it is a negative/non-coping answer follow it, but then ask 
- ('an You tell me about a tirne when an incident of violence & aggression didn't stay with you? 
In what way was if different to the other incident you described? " 
- What would people do ifthe Incident was easier to get over? " 
"Is there ever a time when violence and aggression doesnt lead to the difficulties you 
described'? " 
"Can you give me an example of such a time? " 
"What was different about that time compared to the time \, \hen YOU/they didn't cope? " 

Any recommendations to management on lio\v they can better support you and your colleagues? 
Ending: 
We have now come to the end ofthe interview. Do you have any further questions/concerns or 'is 
there anything else that you \, VOUld like to say? Thank you for your time. 

(I lollway*& Jefferson, 2000). 1 was careful to word my questions so that I did not assume that the 

interviewees were victims of the incident ofviolence and aggression (Hollway & Jefferson, 2000). 1 

encouraged examples oftypical instances and those that contradicted the typical so as to facilitate 

the messiness ofreal life and to avoid reporting a homogenous picture (Miles & Huberman, 1994, 

Mason, 2002). 1 ended all the interviews with: a question looking to the future and giving them a 

sense ofcontrol-, recommendations they would like to make to inanagernent to Improve their care-, 

and stated that I would feedback iny findings to mariag , ernent on completion of the thesis. 
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Recruitment 
75 

At the beginning of the training day I introduced myself to the staff and told them about the 

research and interviews. I handed out Participant Information Sheets to all staff to allow them to 
have time to read and decide whether they would like to take part. All interviews took place in a 
private room on campus and near to their training room. Written consent to record the interviews 

was obtained prior to starting the interview. The interviews lasted up to 40 minutes and participants 
were asked if they had any further comments or questions at the end of the interview. They were 
then thanked and reminded of where they could find more information on the findings of the study. 

Data analysis 

TA looks for common themes in the data either across individual accounts or within them 
(King, 1998). Grounded Theorists call for the researcher to be clear about their focus. They 
differentiate between 'objectivist'; a focus on social processes, relationships and their consequences 
for the participants and 'subjectivist'; a focus on the quality of the individual's experience (Willig, 

200 1). 1 took aspects from both these positions in response to the interviewees who talked of their 

own experiences within the context of the wider organisation within which they function. 

Yardley (2000) calls for qualitative researchers to be transparent about the ways in which 
they code their data and how they came to each theme. Elliott et al., (1999) endorse a similar 

process and refer to the need for researchers to ground their data in examples. 
Stage 1: L transcribed the interviews listening to each interview twice to check my understanding 
and the transcription. This served to familiarise myself with data as rapidly as possible. The 

transcription conventions and process are illustrated in Figure 7. Pauses and repetitions were 
included in the initial transcription, but in the results section were replaced with .... for brevity. 

Figure 7. Transcription conventions 
"There was this kid, he was trying to bag himseýf in a car and then he was really violent like some 
kind ofa wild animal [pause] it was cos'all his bloodgases had gone to cock. "(2) 
Edited to: 
"... this kid... trying to bag himseýf in a car ... he was really violent like... a wild animal... cos'all 
his blood gases had gone to cock. "(2) 

Stage 2: 1 read through each interview identifying themes in the text using descriptive codes. I 

strived at 
* 
all times to be led by the data, to develop themes that were data-based and to not interpret 

the text. This data-led style is endorsed by TA and Grounded Theory (King, 1998 in Symon & 
Cassell, 1998 ; Willig, 2001). Quotes from each new interview were either added to the existing 
themes or if distinct themes emerged from the interview, a new theme was added to the list. I then 

went back to the earlier interviews to see whether the later codes were represented. After these 
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stages I had 82 descriptive themes all with their supporting quotes froin each of the 24 

interviews. Figure 8 shows a section oftranscribed interview text and the descriptive coding that 

took place. 

FI ure 8. Fx Iract of coded intervic\\ text 
I IVC 01- Six VC, 11-S 110\\. I L'Ot DUShe, 

had got hit in the face by other football fans, the dad and patient were drunk, I said to the police 
'can you get the father to leave the ambulance'? ', but before theý could intervene he had pushed 
Me Out ofthe arnbulancel I ]. It wasn't really against me [21, lie was blinded by the red mist [3], iý 
didn't bother me [41, It's part and parcel of the job really[5]. 14 years in the service now you 
accept people channel their anger towards N'ou[61, but it is not necessarily to you and as long as 
you recogmse that [2], I'Or some of the newer members of staff they find [it] harder to accept but 
over time they realise that it is not personal [6]. From my own point of'\ Ic\\ it wasn't a big 

III Example ofincident ofviolence and/or aggression. 
121 Taking or not taking violence and aggression personally 
[ 3) 1 Interpretation of aggressor's actions 
[41 Impact of violence and aggression 
151 Scale of severity tolerated 
[6] Levels ofFxperience 
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Stage 3: 1 asked a 1'ellow trainee with experience of qualitative research to read a section of text and 
develop descriptive codes for the section. This was then compared to iny coding and substantial 

overlap was found. Where discrepancies occurred these were discussed and the codes altered. For 

example. the [4] Impact of violence and aggression was divided into types of response eg. 'tough 

attitude' or 'emotional response'. 
Stage 4: 1 then collated all 82 themes went through thern to see if they related to one another, tapped 

into similar themes or appeared too broad and required splitting (King, 1998). 1 began to be more 

intcrpretiýe at this stage in order to develop middle and higher order themes, whilst not referring to 

or reading any theories to remain close to the data. This lead to 6 higher order thernes with middle 

and lower order themes associated with them. 

Stage 5: Each of the 6 higher order themes and their associated middle and lower order themes were 

then drawn diagrammatically and the extracts that most succinctly described the therne were 
identified. As this process developed and through discussion with my thesis supervisor I felt that 

two of the higher order themes (Talk and Visibility of Distress) were strongly related and merged 
them into Communication Styles. Another therne was too broad (Security/Support) and was sub- 
divided into Security and Recognition. Following TA methodology the level of interpretation 

increased as the analysis developed and at this final stage of the analysis I allowed my clinical 

psychology training to inform two of the higher order therries; PTSD and Associated Symptoms and 
Communication Styles. I t'elt that I had struggled most with how to represent these two themes and 

tills struggle was in pail because ofnlý reluctance to Impose my clinical and theoretical knowledge 
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onto the data. However, staying in line with TA I allowed my theoretical knowledge to group the 
lower order themes under each of these themes. 

Throughout the whole of the data analysis I tried to ensure that the names of the themes 

77 

were not too abstract and would be recognisable to the interviewees as well as the readers of this 

thesis (Elliott et al., 1999). Being transparent about the data that was omitted is crucial if the reader 
is to be able to assess the validity of the analysis (Mason, 2002). The only theme that was excluded 

related to details of incidents that were termed "bad jobs" because they were unrelated to violence 

and aggression. "Bad jobs" were only included in themes when staff compared the severity and 
impact that the relative types ofjob had on them. Having a transparent methodology also requires 
the reader to understand how I chose the quotes to illustrate the themes. I chose those quotes that 

most succinctly described each aspect of the theme. I also purposefully included contradictory 

quotes within the Results section to ensure the 'messiness' of the stories was shown and the 

complexity of the themes was illustrated (Mason, 2002). 

The large sample and the analysis of the data was an attempt at achieving 'category 

saturatiori' (Yardley, 2000). 1 noticed that saturation was close to occurring as there were very few 

new themes arising from the last four interviews. However, the lack of time from data collection to 

the thesis hand in date has meant that the iterative process could have continued. Despite this 
failing, Glaser and Strauss (1979) (as cited in Willig, 200 1, p. 40) stress that, "... the published word 
is not the final one, but only a pause in the never-ending process of generating theory... ". Therefore 

the results from this analysis must be seen in this context. 

Ethical considerations 

I attempted to conduct all aspects of the research process in an ethical and transparent 

manner, and have already highlighted many aspects of this in the text above. With regards to data 

collection I attempted to get informed consent to participate in the interviews, by providing the 
Participant Information sheets early on in the training day to give staff time to consider their 
decision. I also checked if the interviewees had any questions or concerns about the interview and 

research both before and after the interviews and they had my contact details on their Information 

Sheet, should they wish to withdraw their consent. The research was also passed by the Leeds East 

Research Ethics committee. 
With regards to the analysis of the data I was particularly keen to consider another aspect of 

reflexivity because I felt that it was central to ethical research practice. Spencer (200 1) (as cited in 

Mason, 2002, p. 450) sums this aspect up by stressing that "A strong reflexivity ... is a sense of 

responsibility for the consequences of a particular way of representing the words and practices of 

other people". This struck a particular chord for me as I felt very responsible for the interviewees as 
the interviews progressed and felt that I was taking on an advocacy role representing them in 
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relation to senior management. Stake (1995) encourages the qualitative researcher to be an 

advocate for their interviewees as a means of empowering them and giving a voice to their 

situation. With regards to writing up my findings I was acutely aware of the need to honour my 

commitment to the interviewees and ensure that their identities were not exposed in the stories. 

Literature search 

78 

Once the qualitative interviews, analysis and interpretation had been completed I conducted 

a second literature search that was focused on emergency personnel, ambulance workers and 
included qualitative as well as quantitative designs. This order was chosen so as to minimise my 
bias when developing and conducting the interviews and analysing and interpreting the data. The 

following search terms were used: ambulance workers; paramedics; emergency service/personnel; 

medical technicians; violence; aggression; workplace violence; posttraurnatic stress disorder; 

PTSD; psychological distress; psychological stress; qualitative; qualitative research; Ehlers, A& 

Clark, D. M. The following databases were used: Ahmed (1985-2006); CINAHL (1989-2006); 

EMBASE (1980-2006); PsychINFO (1967-2006); PsychArticles & Full Text. The literature from 

this search will be summarized in the Discussion for Study 2, but was subsequently integrated into 

the Introduction to Study 1. 
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Results Study 2 

Introduction to section 

79 

This section will begin with a description of the sample. I will then present the 4 higher 

order themes and their related middle and lower order themes. I will provide extracts from the 
interviews to illustrate each of the middle and lower order themes. The following section will then 

provide tables and diagrams to summarise: The themes discussed (Figure 10); factors perceived to 

make violence and aggression a greater or lesser risk to the individual; actions and feelings 

indicating distress following incidents of violence and aggression; factors influencing a decision to 
I report an incident of violence and aggression; and interviewees' recommendations to their 

organisation. The chapter will end with personal reflections following the interview and data 

analysis. 

Sample characteristics 

Descriptives 

Table 8. Summary of Descriptive Statistics for Interview Sample 

Percentage in each Mean Years No. (%) in each role 
gender (range) in 

Ambulance Paramedic Technician Station Mgr. Operations Mgr. 
Service 

17 % Female 14 18(75) 2(8) 1(4) 3(13) 
83 % Male (9 mths - 

32 yrs) 

Technician = Training position prior to becoming a Paramedic 
Station Manager = Paramedic who also manages their station 
Operations Manager = Paramedic who also manages a group of stations 

Themes 

The themes that were developed from the analysis of 24 interviews with ambulance workers were 

unified by their focus on perceptions of risk and safety in staff and in their colleagues'. There were 

personal and environmental factors that either increased or decreased staff perceptions of safety. 
There were also factors and activities that were more closely related to the incident that served to 
increase or decrease their perceptions of safety and risk. Safety and risk have both physical and 

psychological dimensions. 

Personal Factors 

This theme depicts the personal factors that were perceived by some staff as influencing whether an 
incident of violence and aggression is a risk to themselves or to their colleague 
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Table 9. Summary of first and third person accounts for each theme 
80 

Number of V Number of 3rd 
person accounts person accounts 

Personal Factors: 

Experience 13 2 

Tolerance 10 6 

Female Crew 0 5 

Inherent Capacity 3 0 

Environmental Factors: 
Safetv Climate 
Organisation 8 4 

Police 4 1 

Colleagues 6 0 
Risk Climate 

Organisation 

Undermining of informal and individual support resources 0 9 
Failure to recognize impact of incident 2 Failure to act on behaVofstaff 10 

Police 2 4 

Failure to recognize impact of incident 2 0 
Failure to act on behalf ofstaff 5 2 
Society 

10 0 
No-mans-land 0 

Actions during the incident: 

Safe1y 11 2 

Azvessive 1 0 

Processing the incident: 

Individual Thinking 

Analytical 

Aggressor 14 0 

Own behaviour and responses 12 1 

Avoidant 14 0 

Collective Communicatina 2 0 

Bravado 2 3 

Humour 7 5 

Ordered 3 2 

Emotional expression 16 2 

Emotional r; striction 3 6 
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Experience 

Experience was perceived as an important factor in determining how safe staff felt in relation to 
incidents of violence and aggression. Experience was primarily talked about in the first person, with 
two third person descriptions (13,20) portraying a similar view. These accounts centered on the 
beneficial (6,9,12,19,22,24), as well as the downsides of experience (2,12,15,17). The 

comparative accounts were primarily by more experienced staff (5,6,7,9,11,12,14) talking about 
their less experienced colleagues, with one exception (15). These discussions centered on the 

relative merits of being experienced. Experience is a variable factor that can be gained; however, 

the comparative accounts portray it as if it were fixed. 

The overt storey described in the first person was that experience of previous incidents of violence 

and aggression provided the 'older hands' with the capacity to predict situations. 
(I 

you develop a sbah sense through experience ... ifyou have someone who has workedfor a 
longtime tooyou have an accumulation ofexperience... "(12, female) 

It helped them to calm situations down (14) and to cope with them after the event. 

"... dealing with it as you get older it is easier to leave it at work ... you get verbally 

assaulted or pushed when you are younger, you take it home and worry about it ... as you 

get older you get rid of it quicker you don't dwell on it... "(9) 

These interviewees made clear reference to their experience as a positive causal factor in their sense 

of safety pd ability to cope with incidents. This overt reference to the merits of experience was 
further reinforced by comparison to 'less experienced' staff. These accounts were in third person 

and perceived the less experienced staff as less able to deal with such incidents. 

"... obviously people do get into horrid incidents but the minor swearing is not nice but 

don't lose any sleep over it ... younger members are too quick tojump on the band wagon. 
(5) 

There was only one reference made by a 'less experienced' member of staff about comparisons in 

experience and it was in the first person. This comparison expressed concern that experience did not 
lead to greater safety in the face of aggression but to staff tolerating too much. 

".. it seems to me that people who have been in the service a while seem to accept 

violence... "(15) 

It might be suggested that the more experienced staffs' appraisals of the relative merits of 

experience served to elevate themselves from their younger counterparts or perhaps their younger 

selves. This elevation may have distanced themselves from the vulnerability they perceived in their 
less experienced colleagues. Interestingly, the 'less experienced' crew member did not appear to 

value the implied superior stance of being able to tolerate violence and aggression. 
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The more implicit references to experience showed a more balanced picture. Staff of all levels of 

experience, in first person accounts (6,9,12,19,22,24), described the benefit of experience as 

giving them some preparation for an incident. Experience meant that some staff had learnt about 

particular cues that may trigger an incident. These cues included consideration of the dispositional 

and situational factors associated with the incident, e. g. a recurrent caller who threatened suicide 

and used a large knife, if there was drink or drugs involved, if the call was to a domestic, if it was a 
Friday or Saturday night or if the local area was violent. 

... you need to know your areas, there is a block offlats that is notorious and I wouldn't go 
in until the police arrived, that is local knowledge... "(6) 

Another benefit from experiencing other traumas was that it gave one interviewee preparation for, 

and an understanding of some of the symptoms that can be associated with traumatic incidents and 

enabled him to cope with them. 

... you getflashbacks with that [violence and aggression but then again Ihave had 

flashbacks with other things, they slowlyfade out, they last about a week or two ... I don ,t 

worry about them... as I know why they are there, I know what has caused them and I know 

they will go away... "(17) 

There was a more complex picture of the downsides of previously experiencing incidents of 

violence and aggression. The accounts were primarily in the first person (2,12,15,17) with two third 

person descriptions of very similar experiences but witnessed in colleagues (13,20). They show that 

although incidents provide inforination and learning for the staff member, previous experiences of 

an incident could be triggered without warning by a similar situation or person (12,15,17,20) and 

who is left feeling very wary and perhaps at risk in a similar event. 
"I learnt the lesson that ifI can smell alcohol I ask them to stay ... it was the patient's crutch 

and so now I don't take crutches on the ambulance ... Its sub-conscious now, I say don't take 

that it will get lost at the hospital, actually I don't want it thrown at my head... " (15) 

Summary 

Previous experience of violent and aggressive situations was perceived by many of the interviewees 

as a resource that enabled them to feet safe and to cope with new incidents and with the effects 

afterwards. However, for some there was a mixed benefit as prior experience could also cause them 

to feel fearful and vulnerable. In addition to these more descriptive accounts a more purposeful 

story was also being told by some of the more experienced staff. They used downward social 

comparison (Wills, 1981) with less experienced staff, which served to separate the two groups 

suggesting that the most salient identity was their level of experience (Tajfel & Turner, 1979). This 

separation appeared to allow them to distance themselves from the perceived vulnerability of their 
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less experienced colleagues. These appraisals by the more experienced staff appeared to as much 

about them and their inner feelings of threat, than their colleagues'. 

Tolerance 
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This theme depicts the differential appraisals staff made of what constituted a tolerable level of 

violence at work. There was variability in the levels of violence and aggression some staff tolerated 

and saw as a natural part of the job on the one hand, and what some thought should not be tolerated 

or seen as a natural part of the job on the other. There was also evidence that these contradictory 

views could be held in one individual as with this interviewee who appeared to hold the former 

view, but experienced the latter (15). 

"I can accept violence andput that at the back ofmy mind straight away ... the only violent 

person that sticks out is him, he is always in my mind... P'(I 5) 

Seeing violence and aggression as part of the job was described in the first person 
(1,4,5,8,13,16,18,19,20,24), and in third person accounts (3,5,7,15,16,22). The first person 

accounts ilescribed how individuals would tolerate verbal aggression as they experienced it so 
frequently and had grown used to it. This links with the theme of experience and depending on the 
individual's perspective could be viewed as either a positive or negative side to experience. 

"... you get people swearing at you and arms waving, but you get used to it... " (8) 

There was a suggestion in the third person accounts that tolerating this level of aggression was part 

of the job. However, there was apparent division in whether this tolerance was good (5,16) or not 
(3,22). 

"I thinkpeople have developed into accepting that being sworn at and spat at and being 

threatened is a normal part of thejob, they would never report that" (22) 

The accounts that illustrated the view that violence and aggression should not be tolerated were all 
in the first person (1,7,9). 

"... It's notpart ofourjob to be abused bypeople... "(9) 

The level of violence that some of the interviewees tolerated varied from verbal abuse (First person 

- 4,8,13,16,18,19,20,24, Third person - 3,5,15,16,22), to tolerating physical pushing (5). Perhaps not 

surprisingly physical violence was seen as harder to cope with than verbal aggression (1,7). There 

was evident variation in what staff saw as part of the job and beyond the job. It might be 

hypothesised that if a member of staff holds the former view they maybe more likely to expect it 

and feel less at risk. However, one interviewee stressed the difficulty facing assessment of an 

unacceptable level of violence. 
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"... the whole point about this is that the tiniest thing maybe the thing that breaks the 
dam, whereas someone who suffers a really serious incident, they can brush it off .. the 
di cullyfor management is identifying that ... the reality is you can't" (20) rif, 
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Summary 

Tolerance of different levels of violence and aggression appeared to differ between interviewees. 

The difference appeared to be linked to severity, how many incidents staff had experienced and to 

their view of being an ambulance worker. It could be hypothesised that staff who said they could 
tolerate a great deal were actively defining themselves as 'safe' rather than 'at risk' or a 'victim'. 

Like more the experienced staff, one could suggest that they were comparing themselves to those 

who could not tolerate much and who were therefore more at risk of being affected by incidents. 

Female Ambulance Workers 

Being a female ambulance worker was perceived by some of the male interviewees to be a factor 

that influenced whether an incident of violence and aggression was to be of risk to the. individual 

during and after the incident. The accounts were all in the third person by male staff (3,11,13,15,24) 

about their female colleagues. The manner in which some of the male interviewees talked about 
female staff appeared to create a difference in their perceived coping capacities. Some noted the 

difference between their levels of physical vulnerability in the moment of an attack. 

... afemale crew mightfeel more threatened than an ex-military big guy... "(24) 

Other interviewees highlighted differences in perception of an incident that appeared to show 
female staff as more emotionally vulnerable. 

94 one guy saying I wasn't affected and the other was afemale and she was grossly affected 
by it ... so the perception was very different... "(3) 

The acceptability of showing distress was talked about in terms of the gender of the person but only 
in the third person by three of male interviewees. It was suggested by one of the interviewees that 
female members of staff were more likely to show distress (11,13,15) and that this was a good 
thing to do. 

"... there is nothing shamefulfemale or male to come back to station and have a cry and it 

a shame men don't show theirfeelings --- "(11) 

However, the implication of comments made by another male interviewee were that female staff 

showed distress following less severe incidents, and for men's distress to be acceptable it had to be 

following a very severe incident. 

"... with afemale you might expect them tofeel threatened, but this was not a small chap 
it must have been bad enough... "(13) 
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Summary 

There was a sense that a person's gender, like their level of experience, was the salient group 
identity, rather than their crew status, when making appraisals about the relative vulnerability of 
female staff when faced with aggression. This allowed the apparent vulnerability of female 

crewmembers to be separate from the male crew and the contrast may have made them feel more 

secure about their own safety and capacity to cope with similar situations. 

Inherent capacity 

This theMe depicts how some staff perceived themselves as having an inherent way of dealing with 
situations of violence and aggression that were not to do with experience or their gender. The 

accounts were all in the first person, about themselves and the authors were two men and one 
woman (4,6,8). All of the accounts depict themselves as having an inherent defense against being 

emotionally affected by incidents of violence and aggression. 

... not a lotphases me to be honest ... when you do ajob your emotions go out ofthe 

window and ifyou were too emotionalyou couldn't do thejob... "(8) 

In summary, like the perceptions of female crew and more experienced crew, it could be suggested 
that these interviewees are comparing themselves with those people who do not have an inherent 

capacity to cope as a means of reinforcing their sense of safety and strength. 

Environmental Factors 
This theme depicts the aspects of the organization that led staff and managers to feel either safe or 
at risk in the face of violence and aggression. 
Safety Climate 

This theme depicts staff and managers' experience of the aspects of their working climate that 

provide physical and emotional support in the face of violence and aggression. The working climate 
includes the ambulance service organisation, the police force with whom they frequently work and 
their colleagues. 
Organisation 

Aspects of the organisational policy (4,10,11,19) were talked about as providing protection in 

equal measure by managers in the third person and staff in the first person. The sense from first 

person accounts was that policy allowed staff to refuse to treat patients if the situation was 
threatenitig. 

"... he then stripped nakedand took a handful ofdfl]8 tablets infront ofine ... I didn't try 

and stop him cos'ofthe risk... "(19 Crew) 
The managers' accounts (10,11) also noted the option of refusing to treat as well as stating that 

staff could take time off to recover following an incident of violence and aggression. The staff in 
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the Contr'ol centers were also seen as sources of protection (4,10,15,18,23). First person 
accounts by staff and managers portrayed Control as protective. 

"... Control told us to drive away... "(15 Crew) 
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"... our Control room are more aware and ask questions about thejob ... theyfollow a script 
if it is an assault, ie. were there any weapons used, is the assailant still there etc... "(18 
Manager). 

One manager described how Control staff were able to provide some protection by informing crews 
of risky areas or patients. However, this was not due to protocol but because of the locality of one 
of the Control rooms. 

"... control can assist as they are aware ofregular offenders ... X has an advantage as it is in 

the police station and they have a white board and they can inform crews to stand offuntil 
pýlice arrive... "(10 Manager) 

There were some accounts that portrayed managers as sources of safety and support (8,9,10,13, 
18,22). These accounts were primarily in the first person by staff, with one manager account. 

J did get stood down... "(8) 

This view of a safe environment provided by management was portrayed with less conviction when 
related to managers taking action against perpetrators of aggression. Only two interviewees (5,10) 

suggested that management took action if staff had been victims of violence and aggression, one 
was a manager and both statements appeared to be personal opinions rather than related to a specific 
example. 

"... I know myAGM is very aggressive in getting aprosecution... "(10 Manager) 

Finally the most favourable, supportive view of a manager providing emotional and practical 
support for staff, came with a caveat. 

#I my manager did come in the middle ofthe night, he is the exception to the rule "(22) 

Police 

Both the first person accounts of the staff and the third person general description by one manager 
suggested that for some the police were able to offer protection (10,23,24). 

"... the police were there ... and I turned around andIhad confidence to sayyou are 
interfering with the treatment so you will have to leave... "(23 Crew) 

"... we do however have police backupfor any call... " (10 Manager) 

There were two first person reports (7,17) by staff, of a successful prosecution by police. One was 
due to the fact that the individual was wanted for other offences and the following was due to a very 
severe and unprovoked attack on an ambulance worker. 
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"... the assailant ... was arrested by the police ... he got 6 months in prison it was as bad as 

that... "(7) 

Colleagues 

There were numerous first person (4,6,7,9,20,24) accounts describing the sense of mutual 

physical protection that was offered by crew members. 
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"... you are entirely reliant on your colleague and them on you, you watch their back, they 

watch yours... "(20) 

The informal sharing of information about dangerous patients or areas was cited as a means of 

protecting one another and caused staff to report an incident. 

"... ifyou're threatened with a knife or syringe Id let Control know so they can log it and 
let others know... "(4) 

The protective element of the relationships between colleagues extended to emotional protection 

and was so strong that their relationships were likened to family relationships. 
": *. it is like a littlejamily andyou have your own little structures, which is separatedfrom 

your Ops supervisor and the higher managers... "(24) 

As this quote stresses, the sense of community or family felt by the 'road crew' was reinforced by 

being in direct opposition with 'operational staff and 'civilians'. The following quotes illustrate 

this sense of separateness and shared identity. 

we are a unique group, we come back and debriefourselves... "(6) 

you need to understand the culture ... I camefrom an office with ordinary people as I 

call them... "(9) 

Summary of Safety Climate 

The accounts by crew about the organisation and police were primarily in the first person, 

whereas the use of generic terms such as 'we' or 'you' that may emphasise a group view were only 

used in rýlation to inter-colleague protection. One might hypothesise that the views expressed by 

staff about the safety provided by the organisation and policing were talked about less consciously. 
This hypothesis is derived from the manner in which these accounts were discussed. They were in 

the context of describing a specific event. In contrast the views about support from colleagues were 

spoken about using collective terms and came across from the transcripts as a more overt and 

general story that I was being told that set staff in opposition to managers and the public. The 

managers' descriptions tended to take the form of listing the resources on offer, rather than 

providing specific examples of their use. 
The implication for some staff of having a safe working environment supported by the 

organisation, police and their colleagues was that it seemed to provide them with greater confidence 
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to act in a self-protective manner. The literature on organisational health suggests that if there is 

congruency between safe and protective policies and managers that act on them, staff learn that 
their well-being is important to management. This has been found to relate to fewere injuries and 
mental health-problems in the workplace (Zohar, 2000). Despite these positive implications and 
portrayal of aspects of ambulance workers' environment feeling safe, there were hints at some 
fragility in this concept in one of the examples (22) and the riskier view of the workplace will now 
be discussed. 
Risk Climate 
The organisation and police were also portrayed as creating a risky climate within which ambulance 
staff had to operate. There were three themes that summarized the key ways that staff felt 

unprotected by their organisation: Undermining of informal and individual support resources, by 
both their organisation and police: Failure to recognize impact of incident; Failure to act on behalf 

of staff and management. In addition, to staff feelings of insecurity, the managers interviewed 

appeared to be in a vulnerable 'no-mans-land' that left them in a similarly insecure setting. 
Organisation 
Undermining of informal and individual support resources 

Various policy changes were described as undermining the inter-colleague support networks and the 
individual's own capacity to protect themselves. All of the accounts that make up this theme were 
by crew (2,3,6,9,12,20,22,23), barring one by a manager regarding training (18). The terms 
'you' or 'we' were used and this is one of the few themes in which this linguistic structure occurs so 
consistently. The meaning of the use of these general terms can only be hypothesised about. They 

may serve to distance the speaker from their account. However, in the context of this theme it might 
be argued that 'we' or 'you' are used to include their crewmates, perhaps to lend weight to their 

account and place them in collective opposition to the organisation that they are critiquing. 

Policy changes had resulted in more staff working alone rather than in pairs and having to respond 
to calls within a set time period. Firstly, there was concern over a lack of physical protection, but 

perhaps more importantly, the lack of time and of someone to talk with after an incident, left many 

staff feeling emotionally vulnerable. 
94 ... working singularly you are more vulnerable, you can't watch your own back; the 

problems with this will only come out in time... "(6) 

"... ifyou work as a single man outfor most ofthe dayyou do not have anybody toform 

counsel with, to discuss with, tofall back on and Ifeel that that is afault... "(12) 

The structure of some of the stations also meant that some people did not work with regular partners 

which could cause problems if staff were unfamiliar with one another. 
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"ifyou are working with someone u don't know it adds an edge to a situation, you ýI YO 
don't know what support you will get, you don't know how they will react... "(12) 

Due to data protection and patient confidentiality, Control and fellow crewmates should not have 

warned staff about notorious patients and were unable to protect each other. 
"... we can't tell other crews that this patient is known to he violent, so we send them to 
them withoutforewarning them... youfeel a bit redundant and negligent and it is soul 
destroying when a crew comes hack and says he pulled a knife on me and we go he is 

always like that... "(22) 

These policy changes were viewed as stripping staff of the physical and psychological colleague 
support networks and as the Conservation of Resources (COR) theory (Hobfoll, 1989,2000) 

suggests, this led to a sense of threat and stress amongst some of the staff. 
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There were also no policies that allowed staff to take self-defensive measures against patients like 

searching or restraining them. 

"... you can't check their pockets ... we can't do anything really, we've no protection, ifyou 

try andprotect yoursel(then you would have to go to court and explain... "(23) 

In addition many staff commented on the lack of suitable training they had received from the 

organisation in how to deal with violence and aggression and this left them feeling vulnerable. The 

experience of this interviewee seemed to imply that training in dealing with violence and aggression 
was not a priority for the organisation as he would have to do it in his own time. 

': ... we have had no training in 25 years with how to deal with it ... how to diffuse it, how to 

recognise it ... all I know is what I have learnt the hard way ... people do go on violence and 

aggression courses, I have applied 2 or 3 times and not got on it partly cos'l have to do it 

on a day offand I won't... "(9) 

However, there seemed to be mixed reports on what training was available, with one staff 
interviewee stating; 

"... you get no training in it andyoujust do whatyou can... "(23) 

and another staff and manager stating that training was available; 

... an even bigger one is the avoidance ofviolence and aggress on course. . it certainl iy gets 

peoplefocused on their role in contributing to the incident... "(20). 

, #... we are trained in how to deal with violence and aggression, so that is there... "(18) 

This confusion is suggestive of a lack of coherence in the support the organisation was providing its 

employees or of inconsistent provision across different stations. 
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Failure to recognize impact of incident 
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Managers (3,8,9,13,14,16,19,20,2Z 24) and occupational health staff (2Z 24) to a lesser 

extent, were perceived as contributing to a sense of emotional vulnerability amongst staff. The 

accounts surrounding a lack of felt support by management were primarily in the first person and 
those that were not, were specific examples that had been witnessed by the interviewee. Many staff 

reported that managers failed to recognise that they had been affected by incidents of violence and 

aggression and reported a feeling that management did not respond to their requests for support. 
"... Igot back to station, I tried to tell my supervisor but he went offon a call... "(8) 

There was also the feeling that managers failed to offer support or care. 
"... Igave a briefstatement to the police and then straight back to anotherpatient I 

probably would have liked a visitfrom management to let offa bit ofsteam... "(16) 

When staff sought sources of help externally it was perceived in this third person account that this 

need was not prioritised by management. 
"... it is problematic to get time offfor the appointments ... this young lady had these 

appointments booked and on her veryfirst appointment she was told they were too 
busy... "(22) 

The failure of management to offer help was perceived in this third person account to make existing 

problems worse. 
"... ifhe had been offered support earlier he may have not been off .. it took another 

vulnerable situationfor them to notice him ... he left his colleague in a vulnerable position 
before they noticed... "(22) 

The percqption was that the priority of management was the speed and manner in which the job was 
done, not the personal state of their staff. The use of 'you' in this extract appears to replace 'F as 
the interviewee had experienced an incident of being spat at that she refers to. This linguistic 

structure may have served to distance her from the hurt that management's lack of interest in her 

had, had. 
94 with X it is up to you and management only notice when you start making mistakes and 
by then it could be a major problem ... with the spitting incident they were most worried 

about the time it took to turn thatjob around ... but not much about how are you... "(24) 

One of the managers was aware of management failings and appears to use the term 'we' perhaps to 

attribute the failings to all managers rather than just himself. 

.. we are too busy, we are not watching ... we don't see staffanymore... "(3) 

It was suggested by two staff that occupational health failed to offer support and care when they had 

accessed it. Both interviewees stressed the lack of confidentiality from the service. 
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"... there is a 24 hour help line and thefirst thingyou hear is 'this message is being 

recorded'... I would love to know thefigures ofthe number ofpeople whoput thephone 
dpwn.. "(22) 
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Considering the concerns around the expression of distress within this group of workers this 

apparent lack of confidentiality could have been a critical failing. 

Failure to act on helialrof staff 
The third theme illustrating how the organisation was perceived as creating a risky environment for 

staff was its failure to pursue prosecutions or at least officially record incidents of violence and 

aggression. The accounts were all made by staff (6,8,22,23) and like the theme Undermining of 
informal and individual support resources, the use of the generic 'we' or general term. 
'management' were used in all but one case (8). Again it might be hypothesised that this served to 

separate the crew from the 'management' and lend weight to their account by using a collective 
term. 

There was a need highlighted that legal action should be taken following incidents of violence and 

aggression. 

11 we wantjustice done... "(8) 

However, it was evident that many staff felt that the managers were not taking action against the 

perpetrators of the aggression. 
it ... management don'tpursue it as much as they should with thepolice ... this means they 

report it less... "(6) 

As the above quote suggests this apparent inaction by management was one of the key reasons staff 

said they would not bother to officially report an incident. It was felt by some that their report and 

perhaps therefore the fact they were a victim, was not important to management. 
there's no point reporting it [to management], itjust getsfiled somewhere... "(23) 

This lack of action seemed to have left one interviewee feeling like they had to fend for themselves. 

"I had to go to the police station myseIC.. my GSO would not havefollowed it up.. "(8) 

Not only were management felt by staff not to act on incidents of violence and aggression by 

prosecuting the perpetrators, the NHS was also seen to fail them (7,22,24). 

"I think the zero tolerancepolicy is afiasco as we can't and don'tprosecute everyone ... a 
person was attacked and bitten on the ear, they went to court and the aggressor wasfIned 
f50, but he was unable to pay so the staffmemberfelt he had wasted his time... "(22 
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Police 
94 

For some of the staff and managers there was a general sense that the police failed to protect them 

and reduce their feelings of being at risk. The discussions were all in the first person, with two 

managers (10,11) and five staff (2,5,15,22,23). The sentiment of both staff and managers were 
aligned in their dissatisfaction with the level of police protection. 

"... it is hard to get the police to come to your assistance... "(23) 

Failure to recognize impact of incident 

The police and the law were described by managers and staff as failing to recognise the effect that 

violence and aggression has on their service. Interviewees pointed out that the law protected police 

officers and they would react strongly if their colleagues were attacked, but this protection was not 
there for the ambulance workers. 

"... the police called 6 months later and asked ifl wanted to press charges and I said it's a 
bit late now ... you were there, you saw it ... ifthe bloke hit a policeman hisfeet would not 
have touched the ground... "(5) 

Managers spoke using 'we' which appeared to align them with their crews in relation to the police, 
hinting at inter-service tensions. However, no crew made reference to an alignment with 

managem. ent in relation to the police. 
"... wefeel as though we are the lower end ofthe pecking order or marketfor being 

assaulted, everyone can have a go ... them and us ifyou like, we are part ofthe emergency 

services, but wefeel left out and not recognised... "(11 Manager) 

Failure to act on hehalf of staff and managers 
The police were also viewed by some to fail to act on behalf of the crews or managers following 

incidents of violence and aggression (5,10,11,15). The managers gave accounts that were not 
linked to specific examples, whereas the crew gave first person accounts. 

"... I do believe the police brush it aside as they think it will be turned down by the Crown 

Prosecution... "(10) 

One interviewee was concerned that the police did not take action against the perpetrators implying 

that violepce against ambulance workers was acceptable. 
"... I was very concerned that the police didn'tpursue it, they said cos'the crutch didn't 

actually hit me... I was very willing topress charges as I thought I shouldn't have to put up 

with that ... it was brushed under the carpet... "(15) 

Society 
In addition to the contribution to a sense of being at risk made by the organisation and the police, 
6society' was also portrayed as dangerous. The accounts were all first person comments that did not 
appear to directly relate to a specific event. There was an overriding sense that violence and 
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aggression were on the increase and that staff were in increasing danger as a result (2,3, 
7,8,10,11,14,15,19,24). 
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"... 20 years ago, you could go into any situation and it was safe ... but in the middle 80s you 
noticed the difference... "(7) 

However, three interviewees stated that they felt there was no real problem with violence and 
aggression (I I Manager, 21 Crew) or at least no major increase (9 Crew). This may have been due 

to the rural location of their stations. 
"... to be honest it doesn't really happen ... the Dales are changing but at the moment it is 

not an issue or not that I know of... "(21 Crew) 

No-mans-land 

The position that some of the Managers described themselves in appeared in itself to be vulnerable 
for them. Three of the five managers interviewed (10,11,18) described the apparent out-group 
status between themselves and higher management, crews and police. This position meant that they 

were witness to the distress and frustrations of both sides which appeared to cause them some 
distress. This interviewee in particular seemed to be concerned about the protection provided to 

crews, but could also see the difficultjob facing higher management. 
"I am frightened by the sorts ofsituations crews have to go to, but I know the other side of 
thefence and I know management are trying to do something... "(18) 

There was a sense of impotence for some of the managers who were keen to stress the support they 

tried to provide for their staff, but there was uncertainty about whether they were successful. 
"I hope my appearance will also help them " (10) 

"I hope shefeels supported... "(18) 

Many of the interviewees felt that their managers were not following up their concerns. However, it 

was made clear by two of the managers interviewed that they were in a difficult position because it 

was the police who were not following up the complaints that they made to them. 
"I'm the guy in the middle, I am getting itfrom the victim and the police... "(11) 

Although the road crews also found the police's attitudes difficultý there was no recognition of the 

situation that management were in by the road crews interviewed. 

The accounts show a picture of managers who are concerned for staff however there was some 
evident to suggest that not all were able to be empathic. Some appeared to attribute culpability to 

staff for the aggression or violence that they encountered. 

"... the guy we were talking about he had 4 or 5 incidents and in my view that is he is 

talking to the patient wrong... " 
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Summary of Risk 

Staff appeared to seek help from management or at least desire it, what Knapp et al. (1997) 

cal I advocacy seeking in their typology of coping. However, there was an overriding sense from 

staff that this help or recognition of need was not provided. The resulting attributions that staff 

appeared to make about management were that they only cared about the job and were unresponsive 
to the emotional impact on the individual, perhaps reinforcing a culture of not revealing emotional 
frailty. The staffs' sense of being at risk due to failures by management and the organisation were 
furthered by their perception that they failed to act on staff accounts of incidents of violence and 

aggression. This appeared to contribute to a reluctance to report incidents as well as a sense of 

apathy and separation from the management. Zohar (2000) suggests that employees learn if their 

well-being and safety are important to management and this is reflected in employee mental health 

and levels of absenteeism. 
Staff and management perceptions united in their attributions over police failures. They 

attributed the failures of the police to act on behalf of the ambulance service and recognise the 
impact of violence and aggression as being due to internal beliefs rather than situational factors 

(Jones & Nisbett, 1972). This attributional style resulted in a very critical view of police and a felt 

sense by staff and managers of not being protected by them. 
This sense of working in a risky climate was further reinforced by the perception of some of 

the interviewees that society was also threatening and violence and aggression had increased, 

although not all interviewees shared this view. 
The managers described the vulnerability of the position that they found themselves in. The 

implications of being positioned between staff and the police, and staff and the organisation was 
that the managers were stressed, had a feeling of impotence and for some appeared to attribute 
blame to staff for the incidents of violence and aggression. 

Actions during the Incident 

The Actions theme depicts the behaviours that staff described themselves and their 

colleagues using during an aggressive incident. The actions took two forms: Safety actions; and 
Aggressive actions. The safety actions served to reduce the aggression and take control of the 

situation so that staff or their colleagues were not hurt. The aggressive actions were a more 
defensive or reactive style of behaviour that was portrayed as negative and were perceived to have 

been provoked or caused by external factors to their colleague. It could be argued that even staff 

who were acting aggressively were trying to reduce the risk to themselves, even though this was 

often not the outcome. 
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Safetv Actions 
Some of the staff described actions in the first person that were self-protective (4,6,7,9,11). Staff 

referred to the protection they have from service policy that allowed them to protect themselves by 

refusing to treat abusive patients or their relatives and friends. 

"Ifthey become violent or swearing at us Ijust turn around and leave, that is policy... "(11) 

Other interviewees referred walking away from situations that appeared threatening and this 

strategy was facilitated by experience. 

..... ... as I get older I can walk awayfrom it .. when you are 50 you couldn't give a shit if 

theyfell down dead infront ofyou, youjust walk out ifthey are givingyou all that... "(9) 

Others described using actions that de-escalated aggressive situations (3,6,8,9,13,14,16,22,23). 

The majority of the quotes were in the first person. In order to reduce violence and aggression the 

ambulance workers suggested they had to present certain personas. One was to portray their 

professional side. 
"I back away ifthey don't wish to be helped ... it helps to maintain that professional 

attitude... "(16) 

The second was to show their human side and be considerate with patients. 
19 ... ask the name ofthe patient before you rip their shirt off to get the leads on... "(3) 

The third persona projected was a calm, communicative one. 
it get them to tell you what has happened 

... you have to defuse it by staying calm... "(8) 

A final way of taking action with the aim of reducing the threat of the situation was by managing 

colleague aggression (9,14). 

"... there was a drunk girl on the street she said Foff, I say that isfine ... then the younger 
lad speeds in and argues with the copper andpatient and all herfriends are there and it 

escalates and I had to pull him out... "(9) 

Amires4e Actions 

Aggressive reactions to incidents of violence and aggression were primarily descriptions by staff 

about their colleagues (1,2,3,9,10,14,15,18,19,21,23), barring one (19). These third person 
accounts appraised aggression in others as a way that certain staff coped with aggressive incidents 

either because of a learnt strategy from their previous or current environment. 

94 ... we have an ex-army lad, a number ofour lads are ... they are used to a different 

system ... they are aggressive... "(9) 

it 
... city crews surrounded by drinks and drugs and they get as bad as them in some 

ways... "(21) 

or because they felt they had been provoked; 
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"... thepatient made idle threats about hisfamily and he snapped and grabbed 
him... "(14). 

There was an implied sense in one account that violence towards the public by the emergency 
services was to be expected following repeated provocation. 
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"Ifeel sorryfor the police ... like that Christopher Alder case ... they had been getting it all 

night ... they've been unlucky that is all ... every weekyou get it... "(2) 

The one interviewee who talked in the first person about his own aggression stressed that it was 
verbal abuse only and was in response to aggression, not initiated. I got the sense that he was 
displaying aggressive coping as tough, resulting in him being unaffected by aggression and 
emotionally safe. 

"I could be abusive back verbally, Igive as good as Iget... "(19) 

Summary of Actions during the incident 

The use of safety actions to cope with an aggressive incident was discussed in the first person and 

any appraisals made, portrayed this style as evidence of staff being in control and feeling safe with 

such incidents. 

The use of aggression was described in others and in the third person. This way of talking about 

aggression may have served to distance the interviewee from what appeared to be evidence of staff 
being at risk or losing control. However, the attributions made about the aggressive actions were 

external to the individual, either because their behaviour had been influenced by their environment, 

or they had been provoked. This meant that even those staff described as aggressive were not 

portrayed as inherently so. 

Processing the Incident 

Processing the incident appeared to take two forms: the first that will be described was centered on 
individual thinking about the incident; the second describes communicating about the incident with 

colleagues. 

Individual Thinkin 

Two ways of dealing with the incident in an individual manner were described. Firstly, there was an 
analytical approach which appeared to be about trying to deal with the difficult feelings that 
incidents bring up, with varying levels of success. The second was an avoidant style that appeared 
to be about trying not to think about or feel the impact of the incident at all. 
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Analytical thinking entailed trying to cope with incidents of violence and aggression by trying, 

sometimes unsuccessfully, to analyse the meaning and the impact that certain aspects of the incident 

might have had. There were two main aspects of the incident that staff appeared to review in this 

way: The aggressor's role in the incident; and their own behaviours and responses during and after 
the incident. These different analyses seemed to relate to the emotional vulnerability as well as in 

some case physical vulnerability that some staff felt. 

Appraisals of fit e Aggressor 

All the descriptions that make up this theme come from first person accounts (1,4,5,6,7,8,10,12, 

13,14,15,19,23,24). There seemed to be a process of categorising the aggressor and their actions 

with the apparent aim of making sense of their actions which appeared to reduce staff s distress and 

emotional vulnerability in relation to the event. Being empathic and understanding why someone 

might have been aggressive seemed to be used by some staff. 

"... transfer of burnt baby to burns unit, the mother was incredibly aggressive, the way I 
dealt with that was by believing the mum transferred her guilt onto us, as it was herfault 

the baby had been burnt... PYI) 

Many of the interviewees also stressed the importance of seeing the aggressor's actions as 

situational rather than internal to the attacker or to them (Antaki & Brewin, 1982). This attributional 

style was. aided by experience and seemed to allow staff to see the attack as not personally directed 

but owing to anger at the situation, loss of a drug fix, or targeted at the uniform. 

"it wasn't really against me ... 
he was blinded by the 'red mist (5) 

The state of the aggressor was also seen as an important factor in making sense of the aggression, 

and on the impact it had on them as victims. The aggressive actions of patients who had head 

injuries, hypoxia, who were in diabetic comas, mentally ill or old were attributed to their 

psychological or physical state and their aggression was not seen as intentional or controllable 
(Weiner, 1995) and were therefore less of a concern. 

"... it would be apoor ambulanceperson who can't differentiate between ahead injury 

versus a drunk ... that is a medical condition, not violence and aggression ... less toleration 
for the drunk because that is self induced... "(6) 

However, ' attributions about patients who were intoxicated with drink or drugs perceived their state 

and perhaps by default their aggression as intentional and controllable. The implication appeared to 
be that the aggressor who does not meet these exceptions is more of a threat to the ambulance 

worker's emotional coping, either because the incident was perceived as a personal attack (24), or 
because it was unexpected as these patients are unpredictable (12). 
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There was the implication that one had to be able to make some sense of the aggression in order 
to stay in the job. 

"I've been in the ambulance service 20years so have to deal with stuffin that way to 

survive ... I try to understand why people get upset and angry... "(1) 

However, if the attack was felt to be personal, the impact on the individual was more damaging. 
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"... this is too much in myjace, too much to mepersonally, Ican'tput it in a category ... this 
is me they are after... "(13) 

The above examples of making sense of the aggressor's behaviour seemed for some of the 
interviewees to serve a positive function for the ambulance workers following the incidents. 

However, one interviewee pointed out that his understanding did not necessarily reduce his fear. 

being able to understand why people do it ... doesn'tpermit them to do it or lessen how I 

feel about it ... my heart still starts beating as much as the next persons... "(1) 

Appraisals of Own Behaviour and Responses 

This theme depicts the processing of the incident that entailed staff appraisals of themselves in 

relation to incidents of violence and aggression. This involved a dialogue with the self, rather than 

with others. The visibility of the ambulance worker's own emotional distress to themselves was 

something three noted in first person accounts, as a key to accessing support to help make sense of 
the incident, but this was sometimes difficult to reveal (12,17,22) 

"... ifyou want help later you would have to actively seek help which means you have to 

admit it to yourself... "(22) 

It appearqd that to feel the need to seek help staff had to feel the difficult emotions associated with 

some incidents. Analysing their role in an incident seemed to provoke such difficult emotions for 

some of the interviewees. This resulted in a questioning of their capabilities and in some cases a 

sense of guilt. These accounts were all in the first person (1,9,12,13,15,17). 

"... maybe I slipped my guard that day ... maybe I inflamed the situation I can't 

remember... "(15) 

One interviewee suggested that violence and aggression was different to other jobs they faced 

precisely because they may have had some impact on it. 

"... when you go to a serious incident, the incident has already happened, it was not your 
fault ... when there is violence and aggression more often you don't know whether you have 

instigated that byyour body language, by beingyou... "(12) 

The attrib; utions staff made about their role in the incident appeared to attribute culpability to them. 
However, they did not portray themselves as feeling in control of the situation. This perceived lack 
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of control of a situation also seemed to arise when staff appraised themselves as unprepared for 

an incident. Their attributional style was the reverse of the former examples. These staff appeared to 

attribute ffie cause of the incident to the situation or the aggressor, and not to themselves however 

the feeling that they were not in control was the same. These accounts were all in the first person 
(6,8,9,19,22,24), barring one (1). 

"... nobody has ever been spat at, it is the last thingyou expect, you are aware ifsomeone 

approaches you... "(8) 

The repercussions of these appraisals that portrayed the individual either as causing the incident or 
being unprepared for it appeared to leave staff feeling out of control in incidents of violence and 
aggression and with unresolved feelings of guilt and helplessness. 

Feelings of being out of control and helpless could be suggested as not fitting well with the identity 

of an ambulance worker as a capable professional. It seemed that some staff appraised their role in 

an incideýt in a manner that meant that they felt emotion, but the emotion chosen was less 

threatening to their sense of safety. In this extract an interviewee describes his sense of anger at not 
being able to do his job as if the contract between him as the provider of care and the public as 

patient had been broken. His response is anger, but this may be to reduce the cognitive dissonance, 

because feeling angry is preferable to feeling helpless, like a patient. 
"... because ofthe abuse you have not done yourjob properly ... Ifeel very angry... "(7) 

Appraisals were also made by some staff in the third person (7,22) about the reasons for their 

colleague's distress. They perceived their colleague's appraisals of their response to an incident 

caused them great distress. Incidents of violence and aggression shattered their colleague's view of 
themselves as the provider of care and made them feel like a helpless victim. This discrepancy 
between their felt sense and their perceived identity seemed to them to feel vulnerable and weak. 

"... he perceived himselfto, be strong minded and strongphysically ... he saw himseýfas 

býing weak because of the response he had to it... " (22) 

However, if staff analysed the incident of violence and felt that they dealt well it, as in the following 

example, the resulting emotions were fclt and showed staff to be safe and in control. 
"I had the upper hand ... coped with it there and then and coped well in mind, within the 
letter ofthe law, that is a bonus ... ifyou don't cope orfly offthe handle there is the element 
thatyou have done something wrong... "(13) 

Summary of Analytical 

The theme of an individual analytical style of thinking depicts the process of trying to understand 
aspects of an incident: the aggressor, the self as instigator, as victim or as professional. In each case 
the analysis of the particular aspect of the incident could be beneficial to the individual's sense of 
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safety by stopping their uncomfortable feelings about the incident, e. g. enabling them to see the 

reason behind aggression and not take it personally. However, there were as many instances of this 

analysis leaving difficult feelings unresolved and staff still feeling at risk. 

Avoidant 

This thenie depicts a style of coping with violent and aggressive incidents that involved not thinking 

about or feeling the impact of the incident or perpetrator, but rather having a tough approach to it 

and its consequences. Although the term 'avoidant' can be seen in psychology as a negative strategy 
this form of coping was described by some of the interviewees as the only way to stay in the job. 
However, others noted that it might have had long-term negative consequences. All the descriptions 

that make up this theme come from first person accounts (1,2,3,4,5,6,7,8,9,10,16,19,20,24). 

Many of the interviewees appeared to not dwell on the incident or allow it to affect them. This was 
achieved in a number of ways. Forgetting the incident was a common response (3,4, % 16,20). 

"I've worked with people and they are still talking about it and I can't even recall thatjob, 

we've done 2jobs since then... "(16) 

A strategy to facilitate this forgetting was to get straight back to work (1,8,24). 
`It did affect me, hut I did quickly resort to, that is something to cope with ... I went out to 
the nextjob quickly... "(24) 

Another strategy that was described by two interviewees that facilitated avoiding thinking about the 
incident was drinking alcohol however, this was not portrayed as an ideal method of coping (12, 
20). One interviewee noted that maybe the forgetting was not totally successful. 

"I am old school I think about it, that was a badjob and could have done this ... then Iforget 

about it ... but Ido get to the point where Ican't remember the colour ofthe car ... maybe we do 
block it out "(4) 

Others described being able to withstand aggression and not be affected by it, this seemed to be 
facilitated by a level of desensitisation to the aggression (2,4,5,6,10,19). 

"... I laugh offverbal abuse it is to be expected... "(4) 
In responk to appraisal of the aggressor some chose to dismiss them by being derogatory about 
them. 

'7 say what an ass hole he was... "(2) 

The attitudes and actions described here appeared to facilitate an avoidance of the incident so that it 
did not emotionally affect them (4,7,9). This seemed to be an important strategy for survival in the 

ambulance service. 
"... you need to not take thisjob home ... it is the only way not to sink... "(7) 
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This style of coping appeared to be designed to regulate the emotional impact of the stressor (Frieze 
& Bookwala, 1996). The belief underpinning this strategy appeared to be one that favoured taking a 
macho or tough (Dick, 2000) stance in the face of a potentially emotive incident so that staff felt 

protected from the impact of the incident. The implication of taking this approach might be 
hypothesised to lead to particular styles of accessing social support and communicating about the 
incident. The different styles of communicating about the incident will be discussed below but the 

use of bravado and humour may have been more accepted than emotional expressions among those 

staff who used this avoidant style. 

Collective Communication 

Communicating about the assault seemed to be an important means of processing the 
incident and included a dialogue with others. The dialogue with others took many different styles 

and the style and outcome of the dialogue seemed to some extent to be dependent on who was 
speaking and who the audience was. Communication appeared to be about accessing different 
degrees of emotional support to provide a sense of safety. This sense of safety seemed to take 
different forms, for example feeling part of the group by using humour or debriefing and gaining 

perspective and reassurance. 
Talking about the incident was only discussed in the first person and was viewed as the 

primary means of processing an incident. Regardless of how staff talked about the incident the 
importance of getting the story off their chest was repeatedly stressed. 

"I need to get it offmy chest, not to bottle it up, to let offsteam... "(13) 
Not talking about the incident was seen as worrying and unhealthy. 

"ifyou can sit down and talk it helps ... ifyou sit in silence and withdraw it would be 

bad... "(8) 

Bravado/Tough talking Wzo speaks, to whom " Function 

The quotes that make up this theme were in the first and third person (3,9,12,16,19). The third 

person accounts of tough styles of communicating showed the interviewees' interpretations of their 

colleagues' manner of talking about an incident. The first person accounts showed a pattern of 
hiding their distress and showing they were 'tough', both with crew mates; 

'Xand I never admitted to each other that we were scared ... now we might do, he is 

retired now... "(19) 

and with management 

... an officer coming down and saying do you want help is not 14 use ul ... pride-wise you turn 

around and say I amfine... "(12). 
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This third person account by a manager is similar to the first person accounts. This manager felt 

that to report an incident was to officially communicate to management that that crewmember may 
have been affected by an incident and it was preferable to portray a tough image. 

"... it is still a macho thing ... even the women ... they see it as being weak [to report an 
incident]... " (3) 

Bravado or tough talk was described in some of the third person accounts as the realm of the 

younger staff. Use of this style was portrayed as an indication of an early stage in the processing of 
the incident and in the experience of speaker. This differentiation in style of talking about an 
incident created a difference in status between the observer and the tough talker. 

Ihe younger lads talk about it. -first ofall it is very much bravado, a glorified story ... the 

women are good at giving them somejeedback ... they say 'oh no, I won't have that' but 

after 2 or 3 days you see the story becomes less glorified and it takes on a deeper 

meaning... "(9) 

A function of this tough style of talking was that it provided some kudos and display of personal 

strength to the author of the dangerous or gory story. 
"... they will think this is a really big thing and some guy who has been on afew years will 
turn around and say 'so what I opened a Micra car door and the guy's brainsfell 

out'... and suddenlypeople are thinking 'oh, ok it's not so bad then .... .. (9) 

This graphic description was in the third person but it was so precise i. e. 'Micra car' it suggested to 

me that it was likely this was a real example. The surface meaning of this statement was one of a 
helpful Wategy, placing the incident in context. I found that although the interviewee had 

previously stated that talking with bravado was the realm of the 'younger lads' and was not to be 

respected, his description was shocking and detailed. I was left wondering whether the tough story 

was putting down others and served to boost his image of strength. 
Bravado and tough talking appeared to cover up the speaker's distress and deny the distress of 

others. However, this third person account suggested that some staff could see through their 

colleagues and were ambivalent about the value of the graphic stories that were being told. 
"... you'll get members ofstaffwho have had violence against them and ifyou. then say that 

happened to you they will say 'oh well I was alrightjust get over it'... it is bravado " (12) 

Humour/Black Humour 97to speaks, to whom o Function 

The acco6nts of the use of humour included both first and third person descriptions and there were 

no marked differences between the two types of account (1,6,7,9,10,11,15,16,17,18,19,22). Aspects 

of violent or aggressive incidents were viewed as amusing to some of the ambulance workers. There 
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were different thresholds for using humour depending on the severity of the incident and the 
individual involved. 

105 

"a crew came backfrom ajob and thefemale was bottling it up and he wasjoking, making 
fun ofthe situation and she was really upset it wasn't relevant to her at all... "(15) 

This use of humour appeared to be a means of accessing a certain level of social support and as 

such served various positive functions: It seemed to undo or alter the memory of what had 

happened; 

"within a group ofpeople you turn an incident that is violent and aggressive into afunny 

experience, to portray yoursel(as a serial victim of violence... "(1) 

to provide a more helpful perspective on the incident; 

"most things end up degenerating into ajoke ... you'll end up with stuffon your 
locker ... that person sees thefunny side, it gives perspective on it... "(16) 

and finally humour showed them as able to make light of things that 'normal' people would struggle 
to deal with, reinforcing the in-group identity as different and strong. 

"thejob has a macabre sense ofhumour ... Jokes in station would not be deemed acceptable 

outside... "(6) 

Despite the social support function of humour, there was the sense that anxiety about showing 
distressing feelings led to the use of humour as it was an acceptable means of showing they had 

been affected. 
"we've laughed about something ... it has been quite serious but it is a nervous way of 

dealing with it rather than sitting down and crying... "(11) 

Ordered recounting Who, to whom---O' Function 

Ordered recounting was described in the first person and third person (1,7,13,22,23). Re-telling 

the story of the incident in an ordered and systematic manner was done by a number of the 

ambulance workers and often occurred soon after the incident as this third person account describes. 

she recounted circumstances, type ofjob, sequence of events.. "(1) 

The function of this thorough recall was described in the following first person accounts. Firstly it 

appeared to help staff to make sense of the event by placing what might have been a busy, confused 

scene into some kind of order. 

"... try to talk about what's gone on ... to assimilate how things have gone, the order of 

events... "(1) 
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Secondly it appeared important to inform themselves and others of what happened and reassure 
themselves they acted professionally. 

"I like to ... methodically go through itfrom beginning to end and say this is what I have 

done... "(22) 
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Emotional Expression Rbo, to whom P. Function 

Talking in an emotional manner about an incident of violence and aggression appeared to provide 

staff with social support (3,7,20,22). 
of part ofthe support mechanism is your crew mate -you will talk it through " (20) 

However, being able to show the emotional impact of an incident and thus get the support appeared 

to depend on who was speaking and who was their audience. 

Fellow ambulance workers were cited as a huge source of support and as a safe choice of audience 
in the first (2,4,5,7,8,11,12,13,15,16,17,24) and third (2,8) person accounts. The reasons 

given for why talking with fellow crew was safe were all in the first person, either in the form of a 
direct example or a more general personal view. Talking in an emotional way with colleagues was 

made posýible by the perception that certain colleagues were non-judgmental and appeared to 

prioritise the state of the individual and not the job. 

" ... it gives you the opportunity to speak out really honestly without beingjudged ... your 

colleagues won't question you, 'what about the patient, what about the times and why 
didn't you get back to station? "'(22) 

This statement makes a conscious reference to the perceived style of response expected from 

management that would be focused on the job, not the individual. It might be hypothesised that 

seeking in-group support in the face of adversity distanced staff from the managers and transformed 

a negative stressor into group cohesion, reducing their distress (Tajfel & Turner, 1979). 

Speaking with someone who had either been at the incident or who was a fellow ambulance worker 

who had experienced similar situations (2,5,7,12,13) also seemed to be safe because they felt that 

their expýrience would be understood and they would not have to explain themselves, unlike if they 

spoke with a "third party" (2). 

It ... generally they have suffered the same to whatever extent ... there is an 

understanding... "(12) 

The social support that came from discussing an incident in an emotionally frank manner took two 
forms: Firstly some of the interviewees described how inter-colleague discussions gave a different 

and perhaps more helpful perspective on the incident (7,9,12,22); 
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"... talking to the person who has been directly involved with the incident ... they might 
have been looking at itfrom a differentposition to you ... they have a different 

perspective ... they can say really it was because ofthe illness or injury... "(12); 

and secondly reassurance and learning seemed to be gained by talking through an incident with 
fellow crewmates who had shared similar experiences (1,6,7,9,23,24). 
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it :-I had a chat with the guy I was on with and checked i(I had done anything wrong... I 

need to knowfor thefuture... "(23) 

For others discussion with their spouse served a similar function to discussion with their crew; it 

gave a different perspective on a situation (7,13,15,18), but this time it was valued precisely 
because it was not from someone who had had similar experiences, but because they were lay 

people. All of the accounts regarding disclosure to a spouse were in the first person. 

wife is a good listener ... she might look at ajobfrom a different angle like a layperson's 

view ... that gives you a wider spectrum rather than looking down a tunnel "(7) 

The emotional content of their discussions was increased when talking with their spouse. This 

suggested that for some, it was acceptable to show the emotional aspect of their experience with 
their partners, but not to their crew. 

" ... with my wife I talked about how Ifelt andperhaps how scared I was ... there's the 

professional side where you discuss it clinically and there is the softer side... "(13) 

Restricted Emotional Expression Rho, to whom 0, Function 
Despite the previous accounts of emotional discussions with crew being safe and providing support 
for some of the interviewees, both first (5,12,20) and third person (2,4,7,9,16,19) accounts 

showed that showing their distress was not acceptable with all crewmates. 
"... somebody might laugh you down in the middle ofthe station ... you pick and choose what 

you say to certain people... "(5) 

This third person account graphically highlights the appraisal of a crew member's illustration of 
distress. The joking tone of the story implied to me that taking time off was not due to genuine need 

and not s6mething the interviewee took seriously or valued. 
"Two crew members went into a house, 2 people had been shot dead in the house ... and 
they didn't know ifthe attacker was still there, afterwards they were really affected ... one 
went offsick at the time, but it was Christmas and he had a little one so not sure if it was 

more that... "(2) 
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The third person account of an experienced ambulance worker echoed this sense that showing 
you were troubled by an incident was a failing and again served to elevate his position in relation to 
this 'novice'. 

"... as you get older you get rid of it quicker ... the younger lads talk about it constantly, it is 

always on their minds... "(9) 

A time limit on talking about an incident appeared to dissuade staff from opening up to colleagues. 
This account merges the first and third person and it is not clear who he feels has set the time limit: 

with the general reference apparently outlining a relatively caring interpretation of his colleagues' 
reluctance to discuss his emotional state and the second line raising his concerns about continuing 
to discusi his distress with them. 

"... people don't want to keep talking about it as theyfeel they are reopening aftesh 

wound ... you don't want to be seen to be weak as you were assaulted 5 weeks ago... "(20) 

A final reason cited for not showing distress to your crew was the fear, in this case acknowledged as 

unlikely, of being seen as unreliable or incompetent in thejob. This account again combines first 

and third person references. The account merges from third to first person and this shift may 
illustrate an increase in comfort with me and with exposing his fears. 

ifyou are seen to be suffering with stress you are seen to be weak ... you dont want to be 

labelled with the mad brush so people tend to hide it away ... it is coming more that people 

are getting more open ... but it is not thefirst thingyou think of .. it is notpeerpressure it is 

yourfear ofhow people view you, the reality is that people will be really supportive, but 

you think 'oh I am apoorparamedic, they will think Ican't handle thejob .... .. (20) 

Along with the latter two accounts, I got the feeling with this throw away comment, that it may 
have felt a little risky talking emotionally with me for some of the interviewees. 

"... you probably think we all need therapy... "(5) 
There were also times when distress was not made visible to the interviewees' spouse. These 

occurred when they felt that the lack of shared experience meant they would not provide empathy 

and support (12,24). Two interviewees expressed this reluctance and both were first person 
accounts. 

"... my husband has no conception ofwhat I do at work ... he would say 'well what is your 

problem'... hejust wouldn't get it... "(12) 

Emotional discussions were also restricted with management. First and third person accounts both 

described- concern over showing distress to managers (1,3,4,7,12,17,19,20,22,24). 

"With road staffyou are doing the samejob ... you don'tfeel connected to the Ops 

supervisors ... they would sit down with you, but they would go through the motions, it 
doesn'tfeel as comfortable than with colleagues... "(24) 
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The use of the generic term 'you' is suggestive of a separation between the collective of the 

crew versus the management. In addition, some of the accounts about management included 

personal statements that appeared closer to a learned, cultural or group response rather than linked 

to a specific incident. 

"... ifyou show signs ofdepression 'ýyou will befinished" so don't say ... that is the general 
impression... "(13) 

The use of the term 'we' in the following account reinforces this collective sense of the crews 

versus the managers. The view being expressed suggests a belief that there is little room for staff to 

show their distress. 

"... cos'of the situation with the managers there is a lot ofpromotion about how good 
things are, but we don'tfeel that and there is no placefor our negative thoughts and 

negativity isfrowned on ... it's all singing and dancing... "(22) 

One interiviewee described an actual incident but in the third person. He stressed that management 
did not support time off and therefore facilitate the expression of distress. I was left with a sense 
that management had given some staff the impression that they did not want to see their distress 

however it was expressed. 
"... it was a minor assault and the crew member went home and when she came back she 

was interviewed and asked why she had been off .. it wasn't disciplining but made herfeel 

uncomfortable... "(1) 

This evident reluctance to discuss and show their distress to management was also demonstrated in 

the first person accounts of some of the interviewees that described their failure to officially report 
the incidents (2,3,19,24). There was a concern that it made them vulnerable to management. 

"... when theyfirst startedpushing reporting violence and aggression, a senior manager 

said 'I know the trouble makers in this service, cos'he saw certain crews coming up most 

of the time, he thought they were the problem... "(19) 

Not one interviewee stated they reported the incident to log the impact the incident had had on 
them. Rather many said they would only log it to support or protect others; 

"... the only time I wouldfill in aform is if it happened to a crew mate I would do it then to 
back them up... "(24) 

or for legal protection; 
"I have done to cover my own back ... cos'ofa counter claim... " (2). 

This reinforces the sense that there appears to be a danger for staff in rnakiýg their distress or 
behaviour visible to the formal systems in case they are criticised. 
There wa. 5 a suggestion in three first person accounts by staff that the emotional expression of pain 

was less acceptable than showing physical pain (8,12,13). 
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"... that is the trouble with mental thingspeople can't see how hurtyou are ... aphysical 

injury affects other people ... they know how to address a broken arm they don't know how 

to address mental injury... "(12) 

There was also a sense from one ambulance worker that taking time off due to physical and mental 
distress was clear cut if you had been hurt or if you had had a 'bad job'. However, he was more 
hesitant about the acceptability of taking time off and therefore showing signs of emotional distress 

when it came to incidents of violence. 
ifyou had a really badjob, say a child, you can take as long as you like and go home 

that is accepted and I am sure with the violence, I am sure no one is going to say go back to 

work... "(13) 

The ultimate in restricted expression, was not sharing the incident with others at all. Two of the 
interviewees suggested in first person accounts, that they processed the incident alone and their 
distress about violence and aggression was not shared with others (17,24). 

"I didn't really talk to anyone about that, it was a personal thing... "(17) 

Summary of Communication styles 

This theme depicts how people communicated with one another about the incident. The manner in 

which they talked affected the level of emotional support that was accessed and was a marker for 

crew in-group identity (Tajfel & Turner, 1979). The more avoidant styles of communicating, 
bravado, humour and restricted emotional expression, were more about hiding distress, although it 

could also be hypothesized that talking in this manner allowed staff to keep their story alive without 

rejection from the group. The more restricted styles of communicating did appear to allow for some 
level of processing of the incident to occur. The emotional expression and to a lesser degree ordered 

recounting, were about accessing support, processing the incident and sharing the impact of an 
incident, but often only with particular individuals. 

Table and Diagram Summaries 

Figure 9 summarises the themes discussed above. Table II summarises a wide range of qualities 
that for some of the participants made them feel more or less at risk from incidents of violence and 

aggression. This table includes aspects of themes that have already been outlined above but have 

been brought together here to provide clarity of the comparative difference of the jobs that 

ambulance crews face. 
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Table 11. Summary of factors perceived to make violence and aggression a greater or lesser risk 
to the individual than other traumatic jobs (All from first person accounts) 

Violence and aggression of greater risk Other traumatic jobs of greater risk 

Potential role in incident: Death/injury to child: 

"When you go to a serious incident the incident Of the staff who discussed difficultjobs all 
has already happened, it was not your stated that death or injury of children was the 
fault ... when there is violence and aggression hardest of all to bear. 
more often you don't know whether you have 
instigated if'( 12) 
No training: 

"... we have had no training in 25 years in how 
to deal with it... "(9) 

Had training in violence and aggression: 
46.. we are trained in how to deal with violent and 
aggressive situations... "(18 Manager) 

No backing from management: 
"... with a broken leg you can move it back into 
position ... you can stand in court and say why 
you had to do it ... in a violence situation where 
you have to physically restrain them.... 
management won't back You"(9) 
Prevented from helping: 
"I find it hard to accept that I can't do mYjob, 
wanting to help people and I can be a target for 
someone to thump... "(7) 

Being unprepared for an incident: 
"... nobody has ever been spat at, it is the last 
thing you expect, you are aware if someone 
approaches you... "(8) 

Identity as capable, helper threatened: 
"... he perceived himself to be strong minded 
and strong physically ... he saw himself as being 
weak because of the response he had to it... 
(22) 

Easier to feel angry: 
"Violence you feel angry back, but with a death 
you feel sad and that is harder... "(24) 

Table 12 summarise the emotions and actions that appeared to be perceived as signs of distress by 

some of the participants. Once again some of these quotes are drawn from other themes but are 
brought together to try and provide a view of the signs of distress following incidents of violence 

and aggression. Table 13 and Figure 10 summarise the factors that appeared to influence staff 
decision to report incidents of violence and aggression. Table 14 summarises the recommendations 
that staff made for their employers. 
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Table 12. Summary of actions and feelings perceived to indicate distress following incidents of 
violence and aggression 
Symptoms Quote 
Poor Performance (14,20,22) 

All third person accounts 

Social Withdrawal 
First (12) and third person accounts (14,22) 
Anger 

First (12) and third person accounts (14,22) 

"... their standard in their work drops.. " (14) 

"... they shut themselves off from other people" 
(14) 

44 ** an incident of violence and aggression can 
spark off a feeling of anger... " (12) 

Table 14. Summary of Interviewee Recommendations to their Employers 
IntervieWee Recommendations 

Improve reporting system (1,22) 
66-ring a number ... without having to go into incredible detail-filling in forms ... I feel more accurate 
information would be recorded about what really goes on... "(1) 
"you need the opportunity to complete the document ... getting back to station for a meal break is hard 
enough... " (1) 

Training to deal violence and aggression (9,14) 
"my biggest complaint is lack of training... there are no... "(9) 
Feedback outcome of reported incident to staff 
"we need to make it high profile that management are following it up and need to report that to staff 
each month so they know that something will happen if they report it... "(6) 
Reinstate informal time with crewmates 
"if you are on your own, you have nothing and you don't return to station, you don't see another 
member-of staff .. feel isolated particularly if you have been involved in an incident you have time to 
ponder ... management really do have to address thaf' (12) 

Improve quality of support follow-up (17,20,22) 
Management: "you need a system that when you have an episode of violence you have a proper set 
up not just aI etter ... getting a letter really winds people up ... the personal contact is crucial"(20) 
Peers: "the Primary Response Team [staff who] would recognise that it was a violent or traumatic 
incident & as one of your peers they would come and speak to you. They threw the carrot of getting 
people trained up & then never initiated it ... it would have given you exactly what you needed it 
wasn't counseling but 20 minutes of time to get your head around it & direct you if you... needed it" 
(22) 

Professional: "a formal system ... follow-up in a face-to-face way with someone who is an expert in 
the field" (20) 
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Personal Reflections Post-Analysis 
116 

I was aware that my gender and physical appearance were noticed by some of the male 
ambulance workers and I wondered whether it affected what they felt able to say. For example, 

some of the male participants talked about violence and aggression in quite a 'tough or macho' way 

and I wondered whether this was partly due to a desire to show me they were 'tough' and not 
distressed by these incidents. I speak with a southern accent and this was noted by some 
interviewees in a joking manor, who were predominantly northern. Feminist approaches to 

qualitative research suggest that same-sex interviewers minimize the defensiveness brought on by 

sex differcnce (e. g. Currie & MacLean, 1997, as cited in Hollway & Jefferson, 2000). 1 was 
wondered how my gender and accent affected my interactions with the interviewees. 
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Discussion Study 2 

Introduction to section 

117 

This section will begin with a review of the results from the qualitative interviews in 

relation to the aims I and 2 of Study 2. Aim 3 and my findings will then be considered with 

reference to theoretical and research literature. The strengths and limitations of Study 2 will then be 

discussed and possible improvements and areas for future research will be outlined. The findings 

from Study 1 and 2 will then be considered together and conclusions will be made. The clinical, 

research and organisational recommendations will then be outlined. I will conclude with my 

personal reflections on the research process. 

Study 2 Aims 

The aims of Study 2 were to: 
1) Explore the finding that there were no PTSD symptoms in the response set for Site 1. 

2) Explore the possible reasons behind a low response rate and a low reporting rate of incidents of 

violence and aggression. 
3) Further explore the responses of ambulance workers to incidents of violence and aggression at 

work. 

Discussion of Aim I 

Seventeen of the 24 interviewees reported incidents either personally experienced (16 

accounts) or experienced by colleagues (13 accounts). The remaining interviewees were able to 

refer to 'non-specif ic' incidents, the only exception being an experienced paramedic who worked in 

a rural station and had never witnessed or experienced violence and aggression. Five of the 
incidents Were perceived by the interviewees to have had a sufficiently severe effect on the 

psychological, and in some cases physical, well-being of the staff member that they either left work 

or had to take time off. It is not possible to make this causal link, because four of the five were third 

person accounts, and all occurred sometime before the interviews. The list of examples of incidents 

of violence and aggression were not subjected to Thematic Analysis. I do not take a positivist stance 

and claim to have listed 'facts' that accurately reflect the number of incidents that staff had 

experienced (Mason, 2002). The interviewees' descriptions and my understanding of them will have 

impacted on what is presented. That is not to say that a true list of incidents of violence and 

aggression does not exist, rather it is to argue that descriptions of incidents can only be understood 
interpretatively (Mason, 2002). Bearing this stance in mind one can make the cautious conclusion 
that incidents of violence and aggression do occur and are perceived to have had some impact on 
the psychological and physical well-being of some staff. The extent of that impact could not be 

determined by this methodology. What was evident was that some staff showed signs of distress 
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that were perceived by themselves or their colleagues to have been linked to incidents of 

violence and aggression. These included: feelings of anger, guilt, fear and helpless; poor 

118 

performance at work and withdrawing socially. 
It was decided having gone through the analysis process that aim I was too ambitious for 

the method of data collection for Study 2.1 would have had to have conducted clinical interviews 

following an incident of violence and aggression, 1 month post-incident (NICE Guidelines, 2005) 

for a clear picture of PTSD amongst this population. In addition, because I could not interview 

those individuals who filled out the questionnaires in Study 1, it is impossible to conclusively say 

whether or not they had symptoms of PTSD, but were not reporting these on the questionnaires (See 

'Characteristics of the sample' section for further discussion of these issues). 

Discussion of Aim 2 

Despite the perceived impact that some incidents of violence and aggression had on some 

staff, there was the suggestion in many of the interviews that staff did not always officially report 
incidents of violence and aggression. This information was garnered from direct references in the 
data to influences on reporting as well as from my hypotheses about the data. For example, staff 
directly talked about a failure to report incidents because they did not have time to do so. They also 
described not showing the impact of an incident to managers and to some colleagues, leading to my 
hypothesis that they would be less likely to officially report such an incident. The accounts were in 

both the first and third person. Staff talked directly about their decisions to report incidents. 

Reporting was linked to protecting themselves or their colleagues and had been facilitated for some 
by the raised profile of the importance of reporting in the organisation and in training. Decisions 

not to report appeared for some to be related to practical as well as more interpersonal factors. 

Practically reporting was undermined by a perceived lack of time, limited availability of computers 

and knowledge of how to report. There was an active rejection of formal support because of a 

perception by some staff that no support would be given, as well as a fear of being seen as weak and 

adversely, affected by the incident. Instead some staff reported using informal support networks. 
The literature describes a similar reluctance to report incidents to management. Alexander and 
Klein (2001), in their quantitative study of Scottish ambulance personnel, found concerns over 

career prospects served as a deterrent to seeking personal help. With reference to nurses and 
incidents of violence and aggression there is evidence that they generally feel unsupported by 

management in relation to workplace violence (Fisher et al. 1995, Dalphond et al. 2000, Jackson, 

Clare and Mannix, 2002) and some authors hypothesised that this could influence their decision to 

report violence and aggression in the workplace (Jackson et al., 2002). 

At a deeper level of interpretation of the data it could be suggested that there were certain 

aspects of crew identity that meant that reporting an incident was more unlikely. The identity 

seemed to be about taking violence and aggression as part of the job, forgetting about incidents after 
118 
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they have occurred, being inherently able to cope with anything, or through experience, 
becoming desensitised to such incidents. Much of the literature on the nursing profession concurs 

with an aspect of this interpretation that widespread under-reporting is linked with a belief that 

violence and aggression are part and parcel of the job (Erickson and Williams-Evans 2000, Taylor 

2000). 

Many of the interviewees did not report incidents using the official channels and this may 
have contributed to the low response rate for Study 1. This finding may go some way to explaining 
the lack of response when recruitment for Study I relied on official logging of the incident. It does 

not entirely explain the persistent low response-rate when questionnaires were available on station. 
The data collection on station may have led to fears of a lack of anonymity in relation to 

management and staff, despite my efforts to stress the confidentiality of the study. Fears of lack of 

anonymity and threats to job security have been hypothesised as a cause for low response rates in 

studies with similar populations (e. g. Clohessy & Ehlers, 1999). This may imply a skew in the self 

selecting sample of study 2. 

Discussion of Aim 3 

The third aim of this study was to explore the responses of ambulance workers to incidents of 

violence and aggression at work. What developed through Thematic Analysis of the data were 
Factors and Activities, described below, that increased perceptions of safety or risk for staff in 

relation to incidents of violence and aggression. In relation to the original aim, the responses of 

ambulance workers were to minimise their sense of risk in the face of such incidents. Safety and 

risk have both physical and psychological dimensions. 

Context Factors 

Context factors were associated with the individual's perceptions of their own and their 

colleague's risk status, as well as the influence that their working climate had on their safety. 
Various personal factors were perceived by some staff as influencing whether an incident of 

violence and aggression was an emotional and physical risk to themselves or to their colleagues. 
Being male, experienced, with a high tolerance of incidents of violence and aggression, either from 

experience or an inherent capacity, were portrayed by some as reducing the risk of such incidents. 

This sensý of a reduction in risk seemed to arise from comparisons with others, for example male 

crew compared to female crew. The comparisons were primarily made in third person accounts, as 
interviewees were describing and commenting on others' capacities. Third person accounts in this 

context could be viewed as having merit as they shed light on interpersonal perceptions. 
This process of comparison can be related to the theoretical base on Social Comparisons, in 

particular on downward social comparison (Wills, 1981). Social comparison theory suggests that 
downward comparisons often occur when an individual feels threatened in a particular domain and 
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chooses to compare themselves with someone they consider to be less skilled in that particular 
area (Beauregard & Dunning, 1998; Wills, 1981). Social comparison theory also relates to the 
function that these comparisons appeared to serve. The social comparison seemed to involve a 
particular aspect of an individual's identity that was made salient for the comparison, e. g. 
experience. This aspect of their identity appeared to be viewed as safer or at least better equipped to 
deal with violent incidents. Social Identity theory also appears to lend weight to the findings of the 

current study. The comparisons made by some crew appeared to create an in-group (Tajfel & 
Turner, 1979) that was aligned with various social power markers, i. e. being an experienced male 
(Cortina & Wasti, 2005). It has been shown that the salience of a particular social identity is a 
powerful 'determinant of whether a given stressor is seen as threatening (Lazarus & Folkman, 1984). 
Theorists have also argued that when an individual identifies with a group they interpret situations 
and stressors in relation to the perceived resources of their group as a whole, not just their own 
(Ashforth & Mael, 1989). This theoretical literature lends weight to the function of the social 
comparisons in this sample. Staff appeared to emphasise an in-group through social comparison that 

consisted of apparently 'tough' and resilient people perhaps to reinforce themselves with those 

strengths. Classic 'Stress Theory' posits that stress occurs when there is an imbalance between the 

environmental demand and the individual's resources to deal with them (Lazarus & Folkman, 
1984). The qualities of the new in-group could render staff with a perception that they now have 

the skills to deal with incidents of violence and aggression. 
Not all participants valued this resilient identity. Some staff referred to the negative aspects 

of experience (e. g. repeated exposure to incidents increasing fear of future situations) and of high 

tolerance levels. These contradictions appeared to suggest that there was another identity for 

ambulance crews, which viewed acknowledging the danger of a situation and one's limitations for 
dealing with it as an important aspect of staying safe. The Conservation of Resources theory (COR) 
(Hobfoll, 1989,2002) adds to this view as it suggests that the community to which we belong 
influences which resources we value. It appears that there are at least two different communities, or 
at least value systems, at work in this population: One places value on being resilient and tolerating 

violence; the other on being aware of one's limitations. The latter view could contradict 'Stress 
Theory' (Lazarus & Folkman, 1984) because these staff appeared to acknowledge their resources 
were limited in some situations and this realisation did not automatically lead to stress. 

Although there was ample theoretical literature that relates closely to my findings, there 

was much less research evidence. The only study found in this search was by Alexander and Klein 
(2001) in-their study of Scottish ambulance workers. They suggested that the more experienced 
workforce were less likely to identify with feeling vulnerable in comparison to their less 

experienced colleagues. They based this claim on a lower reporting of mental health issues amongst 
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more experienced workers. They also stress that managers are less likely to look for distress and 

offer help to this group. They offer no reference or evidence for this assertion. 
The social comparisons made in relation to gender were all by men in the third person about 

female capacity to deal with incidents of violence and aggression. The implication was that men 
were more able deal with violence and aggression than women. Because these discussions were in 

the third person they evidently did not reflect a full picture of female paramedic's coping abilities. 
No qualitative studies were found that explored female experiences of views on coping with 

violence and aggression at work. This topic has been explored in the quantitative literature, and the 
findings are mixed. For example, in Bennett, et al. 's (2004) large scale study (N = 617) looking at 
levels of mental health problems amongst UK ambulance workers, they found that men reported 
higher levels of PTSD measured on the PDS (Foa, 1995) than women. They suggest elsewhere that 

the disproportionate number of men to women in their sample may have biased this result, despite 

the ratio being common across the ambulance service (LaFlamme-Williams, Woollward, Bennett, 

Page & Hood, 2003). Laposa and Alden's (2003) study into Canadian ED personnel found no 

gender differences in PTSD symptoms in their sample, but again acknowledged the gender 
imbalance, this time with more women in their sample. Other studies failed to investigate whether 
there was a difference (e. g. Alexander & Klein, 2001). 

Social comparisons appeared to occur throughout the Personal Factors theme. However, 

there were specific findings from the lower order themes that are worthy of comment as research 

evidence was found for other aspects of this theme. Quantitative studies found evidenc e for high 

levels of tolerance for violence and aggression in health care settings and this became accepted as 

part of the workplace culture (e. g. Jackson, Clare & Mannix, 2002; Erickson & Williams-Evans, 

2000; Thomas, 1995; Scott 1999). Qualitative research findings develop this further giving weight 
to possible reasons for displaying tolerance in the face of violence. Bryant-Davis (2005) describes 

the normalisation of violence as a protective strategy in instances of ongoing violence with 

childhood victims of violence. The perception of the self as 'at risk' was too debilitating for these 

children and this normalisation served to reduce the impact of the violence. Hafeez (2003) found 

that American emergency medical service personnel who were more accepting of violence were 
less likely to develop PTSD. 

There were varied descriptions of the role of experience offered by the interviewees and 
there was a similar variability in the research literature. Contradictory findings were found in the 

quantitative studies in relation to the measured effects of experience on psychological well-being. 
The results of many studies were consistent with the 'sensitisation hypothesis', finding that length 

of service was predictive of work-related stress, bum-out and PTSD in ambulance workers 
(Alexander & Klein, 2001; Brough, 2005; Jonsson & Segesten, 2003) even when age was 

controllea for (Wastell, 2002). These findings are in line with the Ehlers and Clark (2000) model, 
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that portrays prior experience of trauma in terms of risk. The results of other studies may reflect 

a more positive effect from experience. These findings are more in line with the Assimilation model 

of therapy stages (Honos-Webb & Stiles, 2002). The final stage of this seven-stage model is 

described as 'Mastery', where the client successfully uses solutions from old problems to manage 

new situations. It could be argued that through experience in the ambulance service some 

employees are better equipped to deal with violence and aggression. Studies found a negative 

relationship between length of service, PTSD and other measures of psychological distress (Weiss, 

Marmar, Metzler & Ronfeldt, 1995), no relationship (CIohessy & Ehlers, 1999; Grevin, 1996; 

Laposa & Alden, 2003) or no relationship specifically in relation to workplace violence (Hafeez, 

2003). Grevin (1996) suggested that, paramedics may share personality characteristics that 

predispose them to particular types of stress reaction, rather than the years of work-related trauma. 

Most of these studies were not based on UK samples and were primarily quantitative so comparison 

with my sample is limited. 

Not only did ambulance workers describe their experience of violence and aggression in 

terms of personal factors, they also involved their perspectives on the impact that the context within 

which they and their colleagues work influenced their sense of safety. The literature provides 

support for this systemic stance when trying to understand workplace stressý and trauma reactions 
(Regehr and Bober, 2005). Firth-Cozens (1992) calls for an understanding of the effects of 

workplace stress that acknowledges the subjective nature of the impact on each employee. 
Individuals do not act in a vacuum, rather they respond to a stressor in the context of their 

organisation and that organisation in turn operates within the wider society (Bonfenbrenner, 1979). 

Failure to take this approach is seen as overly simplistic (Firth-Cozens, 1992). 

Dick (2000), in her qualitative study of the police force, makes a strong case for 

considering the impact an organisation's culture can have on the beliefs and attitudes of its 

workforcq. She suggests that when recruits join the police force, they take on new identities and 

ways of thinking (Van Maanen, 1975, as cited in Dick, 2000). She criticises Ehlers and Clark's 

(2000) (detailed in Study 1) approach for its focus on individualised appraisals - the world is a 
dangerous place, for example - whereas she argues that these appraisals are located within, and 
influenced by, the wider organisational context. She argues that it is not just the presence of 

stressors that predict stress, but also the meanings individuals within the culture of an organisation 

and society attribute to those stressors. Those meanings are therefore socially constructed to some 

extent (Payne, Jabri & Pearson 1988; Myerson, 1994 as cited in Dick, 2000). 

Quantitative studies have also highlighted the importance of staff perceptions in relation to 

the organisational context. Fiske (1995) found that staff perceptions and how they make sense of 
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their environment are more predictive of their behaviour and responses than 'independent 
factors' in the environment itself (Fiske, 1995). The importance of considering percepýions rather 
than 'independent factors' is shown in the interviews where staff suggested they could not be 

warned about risk areas. However, this is partially contradicted by a study into the London 
Ambulance Service where risk areas, although not individuals, were flagged to staff by Control 

(Nanura, et al., 2004). This could be down to a difference in regional policy however the 
discrepancy may highlight the perceived sense of vulnerability amongst staff. For managers it is this 

vulnerability felt by staff that needs addressing in addition to any policy changes that may be 

necessary. 

Some of the interviewees described the aspects of their working environment that made 
them feel physically and emotionally safer and those aspects that made them feel more at risk. The 

accounts by the crew were primarily in the first person except when they discussed the failure of the 

organisation to act on behalf of them or when they perceived that it had undermined the informal 

support networks. In these instances the general term 'you' or 'we' was used perhaps to emphasise 
the collective of the crew in opposition to the undermining organisation. The third person accounts 

were primarily by managers, except when discussing their vulnerable position between the 

organisation and crew and between crew and the police. The influences acting on staff's sense of 

safety in their working environment included management and the organisation, their colleagues, 
the police and society. The overriding perception was that staff felt unprotected and relied on their 

colleagues' informal support for their emotional and physical safety. Despite this dominant story 
there were some who described support from the organisation and police. Interestingly, the 
dominant picture from the literature is of a presence of informal support and an absence formal 

support systems. The literature fails to show the multiple stories that have come from the current 

study. 

Social or informal support is shown theoretically and in the research base to be an 
important factor in individual's responses to stress. The literature shows confirmatory evidence for 

the physical and emotional support offered by working in pairs, often over many years, amongst 

ambulance personnel (e. g. Regehr et al., 2002; Regehr & Bober, 2005). Mutual protection has also 
been found to reinforce a sense of identity that is akin to familial ties (Jonsson & Segesten, 2003). 

In theoretical terms social coping where support is garnered from trusted others (Knapp et 
al., 1997) is vitally important in relation to coping with stressors. Social identity theorists argue that 
if people feel they are in a position of low status without individual options to change their position 

and feel they share a similar identify with others they are more likely to offer mutual social support. 
This sense of shared identity can buffer the effects of stressors (Levine, Cassidy, Brazier, & 

Reicher, 2002) and can overcome feelings of helplessness and desperation (Seligman, 1975). This 
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theory relates to the current study in that it was hypothesised that the feeling of insecurity from 

the organisation led staff to defend themselves and assert their identity as mutually supporting crew 
independent from, and in opposition to, a neglectful organisation. Similarly, COR theory (Hobfoll, 
1989,1998) suggests that stress is a consequence of a threat to psychological, e. g. social support, as 
well as physical resources. Stress resistance occurs when people actively use those resources in the 
face of a threat. 

The perception of a predominantly poor level of support by the organisation and 

management, with one or two exceptions, has been found amongst ambulance services nationally 
and intemationally (Alexander & Klein, 2001; Jonsson & Segesten, 2003; Regehr & Bober, 2005; 
Regehr et al., 2002), amongst Emergency Department staff (Laposa et al, 2003), nurses (Jackson et 
al., 2002) and the police (Kop et al., 1999). Specifically a poor level of training in how to deal with 

violence and aggression can be viewed as poor support from an organisation and it has also been 

reported in other studies, for example, Pozzi (1998). This American study was done a relatively 
long time ago and there may have been improvements and differences in levels of training 
internationally. The literature also points to evidence that poor levels of managerial support have 

adverse effects on the psychological health of healthcare workers (Regehr, Hernsworth, Leslie, 
Howe & Chau, 2004). It has been shown that good managerial support has protective qualities in 

the face of trauma in the workplace (Buunk & Verhoeven, 1991, as cited in Regehr & Bober, 2005). 
More specifically, organisational support in a healthcare setting has been found to moderate the 

effects of physical, vicarious and psychological aggression in relation to emotional well-being, 
somatic ýealth andjob-related affect. It did not affect fear of future violence orjob neglect (Schat & 
Kelloway, 2003). Theoretically the importance of good managerial support has been stressed by 

Zohar (2000) who argues that a safe working climate will be felt by staff and supports this by 

findings that show a reduction in injuries and absenteeism in safe work climates. 

The negative perceptions staff appeared to hold of their management and the organization 
are evidently not unique to this sample of ambulance workers. The literature provides various 
potential explanations for these predominantly negative views. One explanation might be that there 
is in fact a culture in the ambulance service of management and organisational policy not caring for 

their staff. Numerous studies that have reported poor managerial support have already been 
discussed and found significant associations with lower job satisfaction (Brough, 2005) and PTSD 
(Laflamme-Williams et al., 2005). There may also be other contributing factors that lead to such 
negative perceptions. Alexander and Klein (2001) hypothesised that Scottish paramedics may not 
be able to tolerate the sense of emotional vulnerability they experience in response to trauma and 
therefore blame the system instead. This process of displacement may be a defense used by the 
interviewees in my sample. 
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In relation to discussions around organisational support, the interviewees asserted their 

crew identity in relation to the frontline managers, rather than for example, their level of experience. 
The managers appeared to become the out-group in these discussions. Social identity theory 

supports this finding to some extent. It would suggest that these managers or high-status group 
would not develop a sense of shared identity and would act independently and fail to deal with 
stressors effectively and become callous or authoritarian (Haslam. & Reicher, 2006). The current 
study could be viewed as supporting this hypothesis in that some of the crew perceived managers to 
be uncaring. However, the managers' perception of their actions was that they were concerned 
about their staff and aware of the stresses acting on the organisation. There was a sense from these 

managers that they were in a vulnerable no-mans-land between two warring camps. They had to 
implement policies they had not had a part in framing, and then were being criticised by their 

workers. Many of the managers said they felt they were not doing enough, but that they and their 

superiors were trying to improve things despite what the road crews believed. This position of 
frontline managers has been found to be associated with the highest levels of distress but lower 

levels of reporting amongst managers in the fire brigade (Regehr & Bober, 2005). The managers in 

my sample were the only group who failed to talk of themselves as victims of violence and 

aggression and exclusively described their workers' incidents. This may have been because they 

were reluctant to reveal their own distress or vulnerability following an incident of violence and 

aggression, or because they had not experienced a violent incident. The effects of failing to share 
distress after trauma have already been described and suggest that if this sub-section of the 

workforce do experience violent incidents they may require specific attention when considering the 

effects of the trauma. 

The final area that was developed from the interviews was the description of inter-agency 

tensions between ambulance and police services. I could find no reference in the research literature 

that supported a view of the police as unsupportive and not recognizing that staff are affected by 

incidents violence and aggression. The only supporting reference comes from Dick's (2000) study 

of the police, who are described as having a 'macho culture'. It could be argued that if they 

subscribe to this macho view they would expect ambulance crew to tolerate violence and 

aggression, a view that was also held by some of the ambulance crew themselves. 

Incident Related Factors 

The discussion will now move on from the context factors to the themes more closely 

related to the incident. Incidents were processed at both an individual and collective level. 

Communicating about the incident with others seemed dependent on who was speaking and how 

safe the audience was. There was a clear preference for communicating with particular colleagues, 

and in some instances spouses, rather than with management. The purpose of communicating was to 
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increase the individual's sense of safety after a difficult incident and varied, for example, from 

asserting their collective identity using black humour, to getting reassurance about their actions. A 

variety of styles of communicating about incidents of violence and aggression were reported. 
Regardless of style, all of the 24 interviewees reported talking about incidents. This finding has 
been replicated in numerous qualitative and quantitative studies investigating ambulance workers 
(Brough, 2005; Jonsson & Segesten, 2003; Regehr et al., 2002; Alexander & Klein, 2001; Clohessy 
& Ehlers, 1999; Weiss et al., 1995) and other emergency service personnel (Hafeez, 2003; 
Fullerton, McCarroll, Ursano & Wright, 1992). 

A failure to talk about an incident was seen as an unhealthy sign by many of the 
interviewees. The healthiest style for many, providing the audience was trustworthy, was talking in 

an emotionally expressive manner. The majority of the quotes for this theme were in the first person 
lending weight to this finding. 

There is ample theoretical support for communicating about a stressful or traumatic incident 

to facilitate processing the incident. The Ehlers and Clark (2000) model for example highlights the 

protective capacity of ordered and emotionally congruent styles of communicating about a 
traumatic incident. Discussion with supportive others who can provide corrective feedback is 

identified as being the most protective action against developing PTSD. This is because it can 
facilitate placing the event in an autobiographical context, and can also encourage further discussion 

with others, including therapists. Moving from the Cognitive to the Psychoanalytical literature, 

Boothe, Von Wyl and Wepfer (1999) conceive of narratives as modeling mental events and social 

relationships. One function of a narrative is to gain control of anxiety and mental conflict. In a 
broader sense the COR theory (Hobfoll, 1989) detailed above and Knapp et al. 's (1997) typology of 

coping, point to the importance of mobilizing support and advice from trusted others in the face of 
trauma. The evidence base that is specifically about communicating following difficult incidents is 

in line with the theoretical benefits of communication as a means of coping. 

Pennebaker and Beall (1986) discuss evidence for the negative impact of not talking or 

even writing about traumatic incident. They cite evidence for the impact on physical as well as 

psychological health, including high blood pressure and negative moods. Wastell (2002) found that 

a high use of emotional suppression was associated with an inability to identify and articulate 
emotions and high stress scores. Moulds and Bryant (2005) used a qualitative approach to analyse 
narratives before and after therapy to treat Acute Stress Disorder (ASD). They found the narratives 
became more ordered and emotionally congruent following the talking therapy and ASD symptoms 
reduced. 

An important aspect of communicating about an incident was that it initiated different 

levels of social support to help process the event in the current study. There are mixed reports for 
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the beneficial effects of social support in research literature. For example, in some studies social 

support appeared to reduce the effects of trauma on emergency personnel (e. g. Fullerton et al., 
1992) and conversely in other studies it had no impact at all (e. g. Brough, 2005). However, the 

general term social support is used in much of the literature and the quality of that support is not 

specified, Lowery & Stokes (2005) suggested that this focus of studies on the presence or lack of 

social support, rather than on the different styles of support, is insufficient. They found that 
dysfunctional peer support and a negative attitude to emotional expression led to higher rates of 
trauma-related stress. Good confiding support was necessary to prevent the students developing 

negative attitudes towards emotional expression. 

Communication in this sample of ambulance personnel took different styles and appeared to 

offer different qualities of support. Humour and bravado/tough talking are both styles of 

communication that have been found elsewhere in research with other emergency personnel (e. g. 
Rosenberg, 1991; Dick, 2000; Regehr et al., 2002) and other victims of violence (e. g. Bryant-Davis, 

2005). The function of this style of communicating as a means of making sense of the incident and 

reducing the effect of violence and aggression on the individual also finds support in the literature. 

Humour has been related to close interpersonal relationships and to stress reduction (Hampes, 

2002). There is also evidence in the literature that ]ends support for the other side of humourous and 
tough talking described by some of the interviewees. Humour appeared to allow staff to avoid 

sharing their real feelings and to avoid acknowledging their colleagues' distress (Regehr et al., 
2002). In terms of cognitive theories, such as Ehlers and Clark (2000) model, this style of talking 

could be understood as a safety behaviour. Trying not to talk about an incident, or talking in an 

unemotional way and missing out the aspects with high emotional content, could lead to 
discrepancies in recall and provide no opportunity to incorporate new information into the account, 
thus maintaining the here-and-now quality of the trauma narrative. Conversely the Freudian view of 
this defense is that it also allows some level of expression and this style of talking about an incident 

may provide a partial means of processing (Stafford-Clark, 1969). 

The other important side to different styles of communicating appeared to be about 

communibating to form and affirm certain identities. The li nking of communication and identity 

finds support both in the theoretical and research literature. Particular narratives are used with an 

audience that is perceived to be similar to the author. The author gains acceptance from that 

particular social group as they recognize themselves in the account (Boothe et al., 1999). The 

interviewees stressed the importance of speaking with crew as they were viewed as sharing similar 

experiences to them. The surface meaning was about being understood and understanding the 

situation better. An aspect of Social Comparison theory (Schachter, 1959) supports this meaning by 

suggesting that individuals who feel threatened will seek an audience who is perceived as similarly 
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threatened. The culmination of communicating about an incident with a similar audience 
appeared to increase crewmembers feelings of safety and of being part of a community. 

128 

One of the identities that appeared to be developed through talking in a humourous or 
tough/bravado style was about being unaffected and able to tolerate the incident. Dick (2000) found 

similar styles among the police and cites research into 'display rules', which include appropriate 
mannerisms, attitudes, and social rituals, which need to be conveyed for the individual to have the 

right to enact their role. Black humour in particular appeared to unite the ambulance workers in my 
sample, in contrast to an out-group of 'management' and 'non-nal' people (Taj fel & Turner, 1979), 
in turn increasing their sense of community and identity. Wanting to appear unaffected by incidents 

of violence and aggression seemed to prevent some of the participants from showing their true 
feelings to their crewmates. Similar fears have been shown amongst Canadian ambulance workers 
(Regehr et al., 2002) and police officers, whose core identity was associated with being 

operationally reliable and able to 'act tough' (Dick, 2000). There was a fear of talking to 

management and showing vulnerability because some of the interviewees thought they may be 
fired. This fear has been reported amongst other ambulance services (e. g. Alexander & Klein, 
2001). Despite the numerous references to these more 'defensive styles' of communication, some 
of the interviewees suggested that bravado and humour were not appropriate for all and could be 

covering up deeper feelings. 

Ample evidence for low levels of managerial support in general has already been 

documented above in discussion of the Context factors. However, the more specific finding that is 

not addressed in the research base was staff reluctance to speak about the emotional impact of an 
incident with management. This finding may point to the lack of specificity in the literature on 
defining formal support as much as a lack of research into this area. 

The second way in which processing the incident was described was on an individual basis. 

The individual processing was portrayed in terms of an analysis of the aggressor's role in the 
incident and an individual's own actions and responses during and after the incident. The variant of 
this was an active avoidance of analyzing the incident. These different analyses seemed to relate to 
the level of emotional vulnerability as well as physical vulnerability that some staff felt. The 

Individual Processing theme was predominantly developed from first person accounts. 

Xppraisals of the meaning of personal responses during and after the incident appeared to 

result in some staff feeling guilt for contributing to the incident, feeling helpless or unprepared. 
These feelings appeared incompatible with an aspect of their identity as capable helpers. A sense of 
resolution from these feelings only occurred when staff felt they had not contributed to the incident 

or were in control of it. 
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There is support for the importance of the process of analysis of an incident and one's 

role in it, in both the theoretical and research literature. Ehlers and Clark (2000) describe negative 

appraisals of the trauma that include appraisals of how the victims felt they behaved during the 
incident. These appraisals can be associated with feelings of guilt and self- . blame, resulting in long- 

term threats to their view of themselves. The Ehlers and Clark (2000) model is about PTSD, rather 
than distress or stress caused by an incident. I could find no other references to the issues associated 

with feeling culpable for an incident of violence and aggression against ambulance workers or other 

emergency personnel in the literature search conducted for this study. 

Feeling helpless and unprepared appeared to result from appraisals of personal responses to 

an incident of violence and aggression. Zettl's (1999) psychodynamic approach to understanding 
the impact of trauma on emergency personnel adds further depth to this. She suggests that the role 

of emergency personnel provides them with 'psychological armor' that consists of control, helping, 

courage and protection. The critical incident punctures this armor, undermining their role and 
identity. Dick's (2000) qualitative study of police officers also supports this finding. She suggested 
that a lack of preparation for an assault was exacerbated by a culture that implied that they should 
be able to deal with unpredictable incidents. There were hints of such a culture amongst the 

ambulance personnel interviewed and it could be suggested that feeling unprepared was exacerbated 
by the culture of the service. 

Analysis of the aggressor's actions predominantly resulted in a reduction in distress about 
the incident. However, the perceived state of the aggressor was important to staff s sense of 

emotional and physical threat. If staff perceived that the aggressor had some control over their own 

actions they were more of a threat. Attribution theory provides support for this finding. Hostile 

attributions about the aggressor are more likely if their behaviour is perceived to be intentional and 

controllable. If the aggressor is viewed in this way, the theory suggests that staff would also be 

more likely to make hostile attributions about them and feel anger towards them (Weiner, 1995). 

Irrespective of attribution theory, Biere (2000) makes another supportive argument for these 
findings. He notes that there is a crucial difference between being hit by a rock thrown by someone 

and a natural event of a rock falling on an individual. He argues that the personal and intentional 

nature of an attack can add to the emotional impact of an incident. 

Clohessy & Ehlers (1999) point to literature on common coping strategies of emergency 

service personnel that also lends weight to the findings from this study. They highlight that trying to 

ascertain meaning from a traumatic incident can reduce the psychological impact of the event. 
There is ývidence to show that trying to gain meaning from a traumatic experience or incident does 

not always result in psychological relief (e. g. Tornich & Helgeson, 2004). Studies have also shown 
that high levels of empathy with patients can lead to high levels of emotional distress (e. g. junior 

129 



130 
house officers, Firth-Cozens, 1987). This evidence points to the multiple voices in the data from 

the current study. Namely that although some staff tried to make sense of their experiences, this did 

not always result in them feeling less distressed or less at risk from incidents of violence and 

aggression. 

The theoretical and research evidence provides some support for the individual analysis of 

an incident. However, due to a lack of qualitative studies investigating health care and emergency 

personnel responses to difficult incidents at work, the specifics of the appraisals in relation to the 
individual and the aggressor are not addressed in the research base. 

The avoidant approach focused on trying to forget about the traumatic incident, perhaps to 

protect staff from the difficult emotions associated with these incidents. For some this approach was 

viewed as the only way to cope with the job. 

There is ample theoretical and research evidence to suggest that this style of coping aimed 

at reducing the threat of a traumatic incident will in fact lead to more psychological distress. For 

example, the Ehlers and Clark (2000) cognitive model of PTSD would describe 'forgetting' as a 

safety behaviour and as a negative response that occurs in reaction to re-experiencing symptoms or 
to talking or thinking about the incident. This 'forgetting' or suppression of memories about the 
incident prevents the elaboration and placing the trauma memory in context, thus maintaining PTSD 

symptoms. The Assimilation model of therapy paints a similarly negative picture. The first stage in 

the therapy model is 'unwanted thoughts' where the client prefers not to think about a problem 
(Honos-Webb & Stiles, 2002). In this sense 'forgetting' is considered problematic in the therapy 

process and needs to be moved away from for psychological health to improve. Both these models 
have not been developed to understand ambulance workers in a non-clinical setting and as such may 

offer limited support for this process. 

The research base lends support for a negative impact from trying to forget a traumatic 
incident. This process has been found to be detrimental to social relationships of paramedics (e. g. 
Regehr et al., 2002). Thought suppression has also been associated with an increase in PTSD 

symptom severity amongst emergency service personnel (Laposa & Alden, 2003) and dissociation 

in response to memories of traumatic incidents has been associated with PTSD severity (Clohessy 

& Ehlers, 1999). Dempsey's (2002) study of African American childhood victims of violence, 
found that negative coping strategies such as avoidance of emotional thoughts about the incidents 

mediated the relationship between exposure to violence and psychological outcomes such as PTSD, 

anxiety and depression. 

Despite the evidence base, it was suggested by many of the ambulance workers that this 

avoidant response to incidents of violence and aggression allowed them to keep working in the 

service. There is evidence to support this apparently functional side to avoidant coping. Grevin 
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(1996) found that denial was the only variable not associated with PTSD symptoms, suggesting 
this defense-mechanism may be adaptive in response to trauma. Janik (1992) (cited in, Grevin, 

1996) also cites evidence for the use of certain defense strategies as adaptive for emergency 

personnel as they may allow them to perform under high stress and maintain professional 

objectivity. These authors point to the multiple ways of viewing this strategy that was also 

represented in the current study. The authors and the interviewees raised uncertainty about the long- 

term effects of 'denial' or blocking out memories and feelings about the event. 

Research evidence and theoretical models support some of the findings from this study 

regarding avoidant approaches. However, the current study adds weight to the notion that this style 

can enable paramedics to stay in theirjob, that it may reinforce an important aspect of their identity 

as capable and should therefore not automatically be viewed as a negative coping strategy. 

Finally, the participants discussed safety actions and aggressive actions taken during 

incidents of violence and aggression. The safety actions were predominantly talked about in first 

person accounts and portrayed as a positive sign that staff had coped well and reduced the threat. 

The aggressive actions were predominantly described in the third person, about less experienced 

crew who were seen to increase the risk in situations of violence and aggression. 

No studies were found that discussed the impact of de-escalating behaviour, an aspect of 

safety behaviours, on the psychological health of ambulance workers. However, Clohessy and 
Ehlers (1999) in their quantitative study found that taking a professional attitude was described by 

many of the ambulance workers they studied and was unrelated to psychiatric symptoms. Bryant- 

Davis (2005) in her qualitative study into childhood victims of violence found that they used safety 

precautions which involved altering their behaviour to try and minimize the likelihood that another 
incident would occur. This behaviour developed in a context of ongoing threats of violence. Other 

than these examples, no other evidence was found to support or contradict the descriptions of safety 

actions taken by this sample of ambulance personnel. 

Aggressive actions by apparently less experienced crew were also described by some of the 

participants. The accounts were all in the third person, barring one and so these accounts need to be 

taken with caution. I could find only minimal references to aggression by ambulance personnel in 

the evidence base. Regehr et al. (2002) interviewed a younger ambulance worker who carried a club 
for protection, but was "put straight" by a more experienced colleague. In Alexander and Klein's 

(200 1) quantitative study they found that depersonalisation was a significant reaction to trauma 

amongst Scottish ambulance workers. The authors commented that depersonalisation can lead to a 
lack of concern and compassion towards the public, but not actual aggression. Laposa and Alden 

(2003) found a potential link between stress caused by interpersonal conflict in the workplace and 
PTSD symptoms amongst emergency personnel. Grevin (1996) hypothesised that paramedics 

131 



132 
suffering from PTSD may show negative attitudes towards patients. Finally, Wastell (2002) 

investigated the use of emotional suppression amongst Australian ambulance workers but, while 

noting in the abstract that one consequence of this was 'acting out', provided no exploration of this 
in the study. I did however, find references to nurses being aggressive, but this was only with 

regards to bullying one another, rather than being aggressive towards patients (McMillan, 1995). 

The only clear references to aggression towards the public were amongst police officers (e. g. Kop et 

al., 1999ý 

I cannot conclusively say why there is minimal investigation and reporting of aggression by 

ambulance workers towards the public in the literature. One reason may be that researchers do not 

want to ask questions about aggression towards the public. This could be similar with research into 

nurses, who were only portrayed as aggressive to one another. The image of both these professions 
is focused on their care for the public something that is emphasized less regarding the police. It may 

also be due to a predominance of quantitative methodology that has to limit its focus and therefore 
is less likely to come across aggression amongst ambulance workers unless it is expressly 
investigated. Finally, the more experienced staff could have been exaggerating the case by using 
downward social comparison (Wills, 1981) to portray less experienced crew as out of control in 

violent situations and by default they were more in control. 

Possible causes for aggression as a result of working in a high stress environment are 

explored in the theoretical and evidence base. One theory is that staff are demonstrating the process 

of enactment. This is where a person who has experienced violence against themselves internalizes 

the abusive or traumatic relationship experience and can go on to 'act out' violence against others, 

particularly if the setting is similar to the trauma they experienced. Van der Kolk (1985, as cited in 

De Zulueta, 1993) gives an example of a Vietnam veteran murdering his baby which he could not 

stop from crying because he re-experienced the sense of helplessness he had previously experienced 
during the murderous slaughter of his fellow soldiers. Hobfoll, Canetti-Nisim and Johnson (2006) 

investigated increased aggression and in-group, out-group distinctions by Jewish and Palestinians in 

response to continued threats of terrorism. They found that depression was related to reduced ethnic 

exclusionism. They hypothesised that this may reflect a distinction between the sensitizing nature of 
depression and the aggressive component of PTSD. This could suggest that aggression by 

ambulanýe staff maybe a symptom or a response to PTSD. However, both these examples are based 

on extreme violence situations and therefore their explanatory power for situations of violence and 

aggression amongst ambulance workers may only be limited to the most severe incidents. Kop et al. 
(1999) in their study of police officers describe a range of incident severity that police officers face. 

They found that officers who were experiencing 'Bum Out' were more likely to be aggressive 
towards the public. They defined 'Bum out' as resulting in a "negative, callous and cynical attitude 
towards citizens whom they [police officers] are supposed to protect and serve... " (Kop et al., 1999, 
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p. 328). Aggression by the officers increasedwhen they perceived the public as impersonal 

objects rather than people. The authors also hypothesised that if staff were emotionally exhausted 
they had less options and problem solving skills available in a conflict situation. 

Methodological Considerations 

Characteristics of the sample 

The sample for Study 2 was self-selecting, and therefore inherently biased towards those 

people who felt confident enough to be seen by their colleagues and tutors to take part in an 
interview on the topic of violence and aggression. The sample was predominantly male, but this is 

in line with the gender distribution in the ambulance service so may in fact be representative. The 

sample was primarily made up of paramedics with some manager paramedics and only two 

technicians. As a result, the sample was dominated by more experienced personnel. There seemed 
to be a balance between rural and urban stations when mentioned in the interviews, but this data 

was not systematically collected so I cannot be certain how representative the sample was. The 

ambulance organisation was going through a period of change during the time that both Study I and 
2 were taking place, with proposals for a merger with another service, a new pay scale and new 

computer systems. The questions for this study were 'general' (Elliott et al., 1998) and so the 

sample consisted of a range of genders, levels of experience and station setting. These factors limit 

the transferability of these findings. When comparing these findings with other studies it will be 

important to consider the details of the sample. 
It is important to consider the relative comparability of the sample from Study 2 with those 

in Study I in relation to the aims of exploring the lack of symptoms, low response rate and low 

reporting of incidents. The sampling method for Study I included consecutive cases and self- 

selection. Like Study 2, the sample was similarly predominantly male. For' reasons of 

confidentiality information was not collected on the location of the participants' stations, so I 

cannot comment on the representation of rural and urban participants. Not surprisingly. it appeared 
that the two samples had similar demographics. Staff in Study I who declined to take part either had 

to be brave enough to say so to the CAMs, or not return the questionnaires. It was therefore, 

perhaps slightly harder to decline to take part in Study I than Study 2. Unlike the interviewees, the 

participants in Study I had just experienced or witnessed an incident of violence and aggression, 

whereas the interviewees may not have experienced a recent event. 

133 



134 

Strengths and Limitations 

Strengths: Method 
Respect for the participants (Elliott et al., 1999) was ensured using the following ethical 

considerations. The recruitment process included Participant Information Sheets given to all 

potential interviewees. This sheet included information on the purposes of the study; one of the 

purposes was that the findings of the study would be fed back to the senior management of Site I 

Written consent was gained and the interviewees were free to withdraw this consent without giving 

a reason. 
The interview schedule was trialed with a colleague on the clinical training to ensure clarity of 

the questions. Thematic Analysis (TA) also allows the researcher to adjust the interview questions 

and to add to them in response to the interviewees, reducing the need for a pilot study if time is 

short. 
Ethical constraints meant that I offered interviewees the option of talking about their 

colleagues' experiences, their own experiences or both. This method gave me an insight into how 

interviewees viewed their colleagues' responses and thereby hinted at the cultural context of the 
individual's responses to violence and aggression. This could have led to confusion over who was 

author of the account and who was the subjective, however I rectified this by specifying whether the 

account was spoken in the third or first person. 
It was evident that one or two of the participants had a particular story to tell me which could 

indicate that they told me what was important to them and were not restricted by the research 

questions- 
The methodology, process of analysis, and my theoretical and personal orientations have been 

detailed to facilitate: transparency of the study; quality checks of the process; and to allow the 

reader to understand my interpretations and generate alternative ones (Elliott et aL, 1999). The 

sample and setting has been clearly described to allow the reader to consider the general isabi I ity of 

my findings (Elliott et al., 1999). 

Analysis 

A section of the interview text was 'quality checked' by a fellow trainee to see if their codes 

matched mine (Elliott et al., 1999). Where any discrepancies occurred points were clarified by 

discussion. Where possible the data has been grounded in examples to provide an illustration of the 

analysis, to allow an appraisal of the fit between the data and my understanding of it and provide an 

opporturitty for alternative interpretations to be made (Elliott et al., 1999). 
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Findings 

My study supports Dick's (2000) finding that the cultural context within which emergency 

service personnel work impacts their appraisals. Dick's (2000) evidence for a macho or tough 

culture is also supported by my findings and provides evidence for a common, but often unfounded, 

assertion in the literature on emergency personnel. My study has also drawn attention to aggression 

by ambulance workers, something not elaborated on in the current research base however the 

accounts of this were all in the third person. 

Limitations: Method 
Due to ethical constrains I could not interview those individuals who filled out the 

questionnaires in Study 1. Therefore it was impossible to conclusively say whether they had 

symptoms of PTSD but were not reporting this on the questionnaires. 

Information was given on the purpose of the study. One of the purposes was that the findings 

would be fed back to the senior management of Site 1. This information, though ethically important 

to relay to the potential interviewees, may have led to some stressing the negative aspects of the 

management and organisational policies, leading to some bias in the responses. Participants may 

also have been guarded about their criticisms in case they were found out. It was also evident that 

one or two of the participants had a particular story to tell me and as such were less focused on the 

interview questions than others. 
Semi-structured interviews, unlike narrative approaches, tend to be more centred on the 

interviewer's choices, and this is evident as I selected the topic for discussion, ordered the 

questions, and worded them in my language leading to an inherent, but inevitable power imbalance 

and bias in the data (Bauer, 1996, as cited in Hollway & Jefferson, 2000). However, due to the time 

constraints, it was felt that some level of structure was necessary and given the focus of the research 

aims possibly beneficial. 

The interviews themselves varied in length from 15 to 40 minutes. As a result, some of the 

scripts were richer than others. This variability in depth was balanced by the breadth of discussions 

from interviews with 24 participants. The literature is inconclusive on whether larger sampling 

causes confusion in the researcher and 'thin data', or if it can enable category saturation and a 

broader understanding of the topic under discussion (Miles & Huberman, 1994; McCracken, 1988). 

Regardless of which stance one takes it is evident that the limited amount of time available would 

have meant that the interviewees possibly found it harder to trust me in a 15 minute interview, 

rather than a2 hour one, and were therefore less likely to have provided me with as much personal 

detail. 

The interviews were based on the stories of the interviewees, not observed behaviour. There is 

an inevitable limitation of the gap between what people say and do (Hollway & Jefferson, 2000). 

In addition, due to ethical reasons the interviewees were able to describe experiences about 

themselves or their colleagues. This meant that a confound was present as it was not immediately 
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clear who was the author of the account. To rectify this I specified who was speaking when 

quotes were provided in the Results and summarised the proportion of the first and third person 

accounts within each theme. This method may have led to more generalisations and fewer accounts 

grounded in specific, personal examples (Elliott et al, 1999). 

As the interviewer and researcher I was aware that I had a vested interest in particular aspects of 
the participant's stories and although I tried to let them lead the interview it is likely that I will have 

shown more interest in comments made about the research area than other issues. 

The study was cross-sectional and retrospective. This meant that it was not possible to fully 

consider the process links between the themes, although some attempts were made when the data 

permitted it. 

Because the interviews were not systematically related to a specific, recent incident, 

generalisations and recall bias were more likely. In addition, it may have been more likely to get 

opinions offered that were not based on actual examples and may have been a defensive style to 

reduce anxiety (Hollway & Jefferson, 2000). This also meant that aim I could not be explored as 
identification of PTSD symptoms would have required a clinical interview one month post an 
incident. 

Analysis 

The process of data analysis was restricted by the lack of time. I have carried out two clear 

stages of analysis but feel that the iterative process could continue. I consider the current analysis 
the second stage of a further process of analysis that could be carried out in the future. 

I was aware that some of the interviewees' quotes featured more frequently within the Results 

section than others. This was due to some being more eloquent and their quotes typifying the 

particular theme most succinctly. This means that some participants' 'voices' are heard more clearly 
than others. 

Improvements 
Data on the location of the interviewees' ambulance station should be systematically collected. 

The levelý of violence and aggression appear to be higher amongst the city crews and this could 

either lead them to be more prone to feeling at risk or may lead to them expecting it and becoming 

desensitized or more tolerant of it. Information on the take up of training and choice of courses 

offered at each station would also be of use to understand the discrepancy in views on training. 
It would be of interest to consider the cost and benefits of telling potential interviewees that the 

results would be fed back to management prior to interviews. This could be rectified by not feeding 

back the findings to management. However, this would not have been possible at Site 1, and it is 

questionable if this would be as helpful to the participants and their organisation. Research should 
have a practical as well as theoretical impact and it is important for researchers to attempt to 
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balance these two demands where possible. A better solution may be to interview the 
participants and ask after the interview whether they would like the themes from their interview to 
be anonymously fed back to management, or to reassure participants by defining more, clearly what 
might be fed back. 

To reduce anxiety over disclosures a more detailed scenario could be developed and 

participants asked to talk, either to me or to a fellow ambulance worker about their experiences on 
this topic (e. g. Doherty & Anderson, 2004). This also carries a disadvantage in that the personal 

nature of the accounts maybe lost. 

Staff could be interviewed before an incident of violence and aggression and again after one 

month to understand the processes of their responses to the incident and if a structured clinical 
interview was used one could see if PTSD symptoms occur. This would facilitate exploration of 
Aim I and a more detailed model which could include a more sophisticated analysis of the process 
links between the themes, as favoured by Grounded Theory, than was possible with this thesis 
(Willig, 2001). Ethics permitting, this would allow the interview to be grounded in a specific 

example and guard against general isations. Second, or even third, interviews allow the researcher to 

test emergent hypotheses and they can give the interviewees time to reflect (Hollway & Jefferson, 

2000). 

The interviews could be longer and conducted with fewer staff. A longer interview time may 

reduce the use of defensive, clichd statements or at least would have allowed me more time to 

explore the feelings behind these types of statements. The reason that longer interviews were not 

conducted in this study would need to be addressed, i. e. that ambulance staff have very little free 

time whilst at work, would need to be addressed. This could be rectified if staff were given time off 
to take part in the interviews or paid to take part on their days off. Payment has been used in other 

studies with this population (e. g. Regehr et al., 2002), but payment of participants can bias who then 

chooses to take part. 
This research would benefit from ethnographic observations of staff responses to violence and 

aggression and the ways in which they interact with one another, management, and the public. This 

would add another layer to the analysis and facilitate the exploration of the inevitable problem of 
identifying the difference between what people say and what they do. 

Quality checks could be improved by using triangulation (Elliott et al., 1999). With ethical 

permission, quantitative research with victims of violence and aggression could be used and a sub- 

section of that sample interviewed. A Canadian study has been carried out using this mixed 

methodology and its findings could be tested (Regehr et al., 2004) 

These suggestions for improvements could be facilitated by a co-researcher. Although 

discussion with others was used to develop this study, a co-researcher would enable cross checking 
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of the entire process of coding, not just a section of text, and therefore improve the validity of 
interpretations. 

Future Research 

Researchers need to consider the effects of less dramatic incidents on emergency service 
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personnel and include the apparently mundane, but repeated exposure to trauma. The evidence is 

inconclusive regarding the effects of years of exposure to trauma so researchers should not assume 
that it is inevitably detrimental. 

The targeted sample was ambulance personnel but it would be useful to obtain peripheral 

samples to provide more information, contrasting and comparative information, and to broaden our 

understanding of the topic (Miles & Huberman, 1994). Family and friends of ambulance personnel 

could be considered, to explore the impact violence and aggression has on their relationships with 
the ambulance worker and how the ambulance worker then responds to the incident. It would be of 
interest to interview hospital staff from Site 2 to consider their responses to violence and aggression 

and repeat the current qualitative study to see if there are any similarities or differences in the two 

groups' responses. It would be particularly interesting to interview ex-ambulance workers, or those 

on sick-leave, to consider if there is any difference in the responses to violence and aggression with 
those who stay in the service. 

Downward social comparison (Wills, 1981) appeared to be used by various interviewees. It 

would be interesting to further investigate what function these beliefs serve and whether other 

samples use the same strategy to the same extent. 
The description of aggression by ambulance workers is another area that prompts further 

investigation. The participants highlighted this as a problem within their colleagues and barring one, 

no one stated that they had engaged in aggressive behaviour themselves. Firstly it would be 

important to gain first person accounts, if they exist, of these instances. This is of particular interest 

because within the limits of the literature search for this study there was only brief reference made 
to ambulance workers being aggressive themselves and no studies expressly researched this area. 

The organizational culture of the ambulance service could become the focus of future research 
to develop our understanding of its effects on staff abilities and styles of dealing with trauma. 

Researchers need to consider the quality of the social support being provided and who is 

providing it and notjust look for its presence of lack of it. Social support in an unsupportive 

working environment may take on different forms than social support in a supportive organisational 

setting. With reference to ambulance workers the term 'social support' appeared to be broader than 
family or-friends, including work colleagues, the organisation worked for, and related emergency 

services. 
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Implications and Recommendations 

It appeared from the interviews that ambulance personnel from this sample and their 

colleagues experienced incidents of violence and aggression and some appeared to be emotionally 

and physically affected by them. It was also appeared that despite the impact of violence and 

aggression very few described reporting these incidents. Although one cannot claim that these 
findings represent an accurate picture of the amount of violence and aggression it is important to 

consider the implications that the interviewees' perceptions have for the organisation and in a 

clinical context. 

Clinical 

Organisational changes that result in a more supportive environment for staff to report the 

effects of violence and aggression could have a significant impact on the likelihood of staff seeking 

professional help. If staff were encouraged to report their distress in a supportive environment they 

would be more likely to feel safe talking about their distress and seeking professional help. Such 

help could be further facilitated if psychologists and counsellors were provided in-house and were 

accessible at short notice (Regehr et al., 2004) or if staff could reliably attend out-patient 

appointments. 
The vital role that organisational policy and culture play in the wellbeing of staff means that 

any clinical intervention should consider these systemic issues. Long-term change will. only occur if 

there is intervention at the organizational level and not just at the level of the individual (Regehr 

and Bober, 2005). 

Aggression by ambulance workers is an area that is important to consider when working 

clinically with this group. It appears that it is something that is hard to admit personally, and 

perhaps 
ýard for others to discuss openly, as it runs contrary to the view of a caring, helping 

profession. For this reason it is important for clinicians and managers to consider naming 

aggression as a possible response to violence and aggression at work, and make it a legitimate 

theme to discuss. In turn, clinicians should not assume that repeated exposure to trauma is 

inevitably detrimental to ambulance staff. 
If a diagnosis is made of PTSD in an ambulance worker following an incident of violence and 

aggression and the NICE guidelines (2005) are followed and CBT used, certain factors need to be 

considered. For example, if the Ehlers and Clark (2000) cognitive model is used, the clinician needs 
to consider the gaps in the model. These include the following: Systemic influences on individual 

interpretations and responses to violence and aggression; additional 'background characteristics' 
that might influence the individual's response to trauma, for example, gender and variations in 

responses to previous trauma; and the functional as well as maladaptive aspects of cognitive and 
behavioural strategies such as safety behaviours. In addition, it would be important to consider the 

protective appraisals that staff make about the incidents. 
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Organisgtional 

Frontline managers appeared to be in a unique and difficult situation. They appeared not to 

confide in the road crews, and had to implement policies that they had not developed. They still had 

paramedic duties and faced similar stresses, but did not share their own experiences with me during 

the interviews. The literature suggests that this sub-section of the workforce are less likely to share 

their distress and more likely to suffer distress as a result. This suggests that frontline managers may 

require specific focus from employers when considering the effects of trauma and require a more 

tailored means of seeking help. They may require more time with their crews to do a betterjob of 

supporting them and be encouraged to openly seek help and model help-seeking behaviour. 

Low reporting of incidents of violence and aggression means that the organisation cannot get an 

accurate picture of the incidents that their staff face and therefore will have little hope of reducing 

the number of incidents. It will be important to take measures to improve reporting rates so that the 

organisation can audit the risk areas and types of incidents to improve the preparation and 

protection of their staff (Nanuwa, et al., 2004). 

Low reporting appears to be caused by a number of factors that the organisation can rectify and 

these are summarised in Table 13 and Diagram 2. The culture of minimal reporting of incidents 

could be facilitated by modelling by key staff like union representatives and managers. 
These organisational changes would have a greater impact if the law were changed so that it 

was also an offence to assault ambulance workers, not only police officers. This could lead to more 

successful prosecutions and increase staff motivation to officially report incidents. This is beyond 

the realm of the organisation, but it is a change that could be lobbied for, and this would indicate 

solidarity with their staff. 
The psychological wellbeing of staff would be prioritised by providing high levels of 

professiopal help and facilitating the safe reporting of incidents. The perception of the level of 

support from management should increase and this has been shown to be protective (Buunk & 

Verhoeven, 199 1, as cited in Regehr & Bober, 2005). 

One of the major difficulties that management faces is gauging whether a reported incident 

would have caused the victim distress and therefore whether they need support. It was evident that 

levels of violence that were tolerated were determined by more than the objective severity of the 

incident. Any reporting system has to include space for subjective perceptions of the distress caused 

and not rely on a crude cut-off that offers help for multiple fatalities but not for an incident of verbal 

abuse. 
Providing information on professional sources of support is crucial but it will also be important 

to facilitate the informal and vital support network between colleagues. Current policies of working 

alone and quick response times are undermining this informal system and this could be catastrophic 
for the wdll-being of ambulance workers. Re-instating colleague-led programs such as the 'Primary 

140 



141 
Response Team' will project a message that management prioritise colleague support and value 
the skills of the crews to support one another. However, acknowledgement by management of their 
failing tofollow through with this project and an understanding of the impact that this failure would 
have had on staff is also crucial. Good informal support was suggested by some of the interviewees 

as time-limited and informal support should not make management complacent about providing 
formal support services. 

Years of exposure to violence and aggression does not appear to have a predictable relationship 

with the levels of vulnerability felt. Organisations should not assume that more experienced staff 

are better off. 
Changes in training should take place and could result in improvements in the psychological 

wellbeing of the individual as well as their functioning at work. Being prepared for violence and 

aggression to occur, how to respond if it does, and how to deal with it afterwards, were highlighted 

as key protective factors for the interviewees. Staff training could include the possible reasons for 

the public becoming aggressive, highlighting that it is often not a personal attack. Staff could be 

trained it; ways to defuse situations and learn from their tutors and one another's experiences. Staff 

could also be educated about the likelihood of getting flashbacks, that they are not an indication of 
them going 'mad' and again draw on one another's experiences of them. This could lead to an 
'educational desensitisation' to violence and aggression as well as to gory scenes (Palmer, 1983, 

cited in, Clohessy & Ehlers, 1999). The training could also encourage seeking help and give 
information about the different sources available. Having a respected member of staff talk about 
their own experience of seeking help could go some way to modelling a new way of reacting to 

violence and aggression, and prompt a shift in the current culture. Finally, an open discussion and 

psycho-education on aggression in ambulance workers and the possible causes of it and where help 

is available should be done. This training should be carried out in a non-blaming manner to 
facilitate alternative ways of dealing with attacks. 

Conclusion 

The findings from study 2 partially address the questions posed by study 1. The 

interviewees described distress in themselves and their colleagues following incidents of violence 

and aggression. However, the interview method did not permit me to gather evidence that would 

support PTSD symptoms in this sample of paramedics. The practice of not reporting incidents of 

violence and aggression appeared to be common and the reasons were both practical but also 

emotional. 
There was some crossover between the two studies in the areas of low use of official 

support services and minimal court proceedings following incidents of violence and aggression. 
Both studies found that self-blame and seeing the world or 'society' as threatening were cognitions 
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experienced by ambulance workers following incidents of violence and aggression. However, 
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these similarities do not increase the transferability of these findings as they are both drawn from a 

small sample and from one ambulance service. Although I have considered how representative my 

sample 

may be of others and how my findings fit with other studies. 
Throughout the Results and Discussion sections I have worked to break down the 

components of how staff responded to incidents of violence and aggression. However, as Lazarus, 

(2000) stresses it is also important to reconstruct the whole process of coping. The themes from the 

qualitative analysis portrayed a varied picture of factors that increased perceptions of safety or risk 
for staff in response to incidents of violence and aggression. The factors were interrelated and acted 

at the individual, group, inter-group and organisational level. Social comparison appeared to be 

used predominantly by crew, but also by management to defend against feeling at risk and for some 
to assert a particular identity. Two identities were asserted: One identity was tough, tolerant and 

capable; the other was more aware of personal limits and of the need for informal and formal 

support. The respective identities appeared to relate to how staff acted and processed incidents of 

violence and aggression. The importance of formal and informal support was made very clear 
through these identities and highlighted a need for existing informal networks to be supported and 
formal networks to be developed so that staff feel protected by the organisation. 

These findings were considered in relation to the theoretical and research evidence base. 

The findings from this study add to the current literature base by focusing on violence and 

aggression as an issue for ambulance workers, rather than the dominant focus on disasters or gory 
incidents. The findings further the research base by exploring and prioritising aggression by 

ambulance workers, not just by the public. Evidence for the presence of two apparently opposite 
identities co-existing in the ambulance service has not been described elsewhere. Feelings of guilt 

and culpability were associated with instances of violence and aggression and were highlighted in 

this sample of ambulance workers as a key source of distress. This is an area that was not covered in 

the literature and appears to be an important focus for future research. 
Research and clinical practice with healthcare workers who have experienced violence and 

aggression at work needs to take into account the individual's response within the context of their 

social relationships and the organisational setting. The NES needs to consider the impact that a 
supportive organisational. culture could have on the psychological health of their employees and 
ultimately on the care our patients receive. 
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Personal reflections 
The experience of carrying out this research has had a profound effect on me professionally 

and personally. Although I started out as a researcher with a clinical interest in violence and 

aggressiop against ambulance workers, I now feel more of an advocate, notjust an interpreter of the 

stresses they face. This shift started when I visited the stations and discussed the issues facing staff, 
but grew when I was able to interview them and consider their situation in depth through qualitative 

analysis. 

Carrying out a mixed methodology study has at times led to conflicting feelings and 

challenged my beliefs. I have struggled with the clash of the two paradigms, one where a universal 
truth is sought and the other where universal truth is not believed to exist. This tension however has 

led me to recognize the value of each in achieving certain ends, but neither is a panacea. I felt that 
by engaging with my participants I learnt so much more about their lived experience than I could 
have done with the use of questionnaires alone, and as a clinician this has been most appealing and 
fascinating. 

The experience of carrying out a research interview and not a clinical one has felt 

challenging at times. As a trainee therapist I have become used to hearing distressing information, 

staying with that and supporting the client to find some resolution to their distress. As a researcher I 

had to just hear these stories that were at times chilling, and hold onto them. This experience has 

made me realise that the process of therapy is not only cathartic for the client but also for the 

therapist. Not only do I get to share in the change in the client but also have a space in supervision 
to debrief and reflect on what I have heard. This was not the case with these research interviews and 
I had to use my own internal resources to process what I had heard. Although this has been hard at 
times, the difficult times gave me some small insight into what it must be like to face traumatic 

scenes and experiences that frequently do not have any resolution. 
My view of responses to violence and aggression has widened from a legitimate, but 

nevertheless, narrow focus on one cognitive model, to the rich and varied tapestry of behaviours, 

ideas and'beliefs woven by my interviewees. This breadth has reminded me of the importance to 

consider my clients in the context of their lives, not only in relation to a theoretical model that as a 
trainee I nervously hang onto. 
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Appendices A-B 

Data Driven Processing Scale 

In this questionnaire we are interested in WHAT WENT THROUGH YOUR MIND 
during the traumatic cvcnL Please indicate the extent to which the following statements 
applied to you DURING TI IR TRAUMATIC EVENT. 

I 

Please rate %hether the following statements applied to you AT ANY TINTE during the 

trauma 
Not at 

alllnever 
Very 
little Moderately Strongly Very 

strongly 
1.1 couldn't really 0 1 2 3 4 
take it all in 
2.1 did not fully 
understand %hat was 0 1 2 3 4 
going on 
3. It was just like a 
stream of 
uncoraiectcd 0 1 2 3 4 
impressions following 
each other 
4.1 could not think 0 1 2 3 4 
clearly 
5.1 was ovcr%hclmcd 
by sensations and 0 1 2 3 4 
couldn't put 
everything together 
6.1 was confused and 
could not fully make 0 1 2 3 4 
sense of what was 
happening 
7. My mind was fully 
occupied with %hat 1 0 1 2 3 4 
saw, heard, smelled 
and fclt 
8. My mind was full 
of Impressions and 0 1 2 3 4 
my reactions to them 

155 



Modified thoughts and feeling during the trauma 

Listed below are a number of statements that describe thoughts and feelings that people 
experience during a trauma. Please rate the extent to which these statements apply to your 
experience DURING THE TRAUMA by circling the appropriate number. There are no 
right or wrong answers to these questions. Please try to remember how you felt and 
thought AT THE TIME OF THE TRAUMA, not what you thought afterwards with the 
benefit of hindsight. 

Please rate whether the following s tatements applied to y ou AT ANY TIME during t he trauma 

Not at 
all/never 

Very 
little Moderately Strongly Very 

strongly 

1.1 lost any will-power 0 1 2 3 4 

2.1 didn't care what happened to 0 1 2 3 4 
me anymore 

3.1 felt completely defeated 0 1 2 3 4 

4.1 no longer felt like a human 0 1 2 3 4 being 

5. In my mind, I gave up 0 1 2 3 4 

6.1 felt destroyed as a person 0 1 2 3 4 

7.1 wanted to die 0 1 2 3 4 

8.1 lost any inner resistance 0 1 2 3 4 

9.1 felt like an object 0 1 2 3 4 

10.1 felt completely at the mercy 0 1 2 3 4 
of other people or the situation 

11.1 felt completely humiliated 
and lost any sense of human 0 1 2 3 4 
dignity 
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State dissociation questionnaire 

Listed below are a number of statements that describe thoughts and feelings that people 
experience during a trauma. Please rate the extent to which these statements apply to your 
experience DURING THE TRAUMA by circling the appropriate number. There are no right or 
wrong answers to these questions. Please try to remember how you felt and thought AT THE 
TIME OF THE TRAUMA, not what you thought afterwards with the benefit of hindsight. 

Please rate whether the following statements applied to you AT ANY TIME during the trauma 

Not at 
all/never 

Very 
little Moderately Strongly 

Very 
strongly 

I. I felt dazed, unable to 
take in what was 0 1 2 3 4 
happening 

2.. The world around me 
seemed strange or 0 1 2 3 4 
unreal 

3. My body felt as if it 0 1 2 3 4 
was not really mine 

4. 1 felt emotionally 0 1 2 3 4 
numb 

5. 1 felt as if I was 
separate to my body 

0 1 2 3 4 
and was watching it 
from outside 

6. 1 felt as if time was 
going faster or slower 0 1 2 3 4 
than it really was 

T. I felt as if I was living 
in a dream or a film, 0 1 2 3 4 
rather than in real life 

8. Things around me 
seemed too big or too 0 1 2 3 4 
small, or distorted in 
shape 

9. 1 felt distant from my 0 1 2 3 4 
emotions 
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Lack of self- referent processing scale 

Listed below are a number of statements that describe thoughts and feelings that people 
experience during a trauma. Please rate the extent to which these statements apply to your 
experience DURING THE TRAUMA by circling the appropriate number. There are no right or 
wrong answers to these questions. Please try to remember how you felt and thought AT THE 
TIME OF THE TRAUMA, not what you thought afterwards with the benefit of hindsight. 

Please rate whether the following statements applied to you AT ANY TLME during the 
trauma 

Not at 
aII/never 

Very 
little Moderately Stronal el y 

Very 
strongly 

1. 1 felt as if the assault was 0 1 2 3 happening to someone else 

2. It felt like I was a different 
person from the person 1 0 1 2 3 4 
used to be 

3. 1 was aware that the assault 
was happening, but not so 0 1 2 3 4 much that it was happening 

- to me 

4. 1 felt cut off from my past 0 1 2 3 4 

5. 1 felt cut off from my 0 1 2 3 4 future 

6. 1 couldn't imagine 
anything beyond this 0 1 2 3 4 
experience 

7. Things that had been 
important to me before did 0 1 2 3 4 
not matter any longer 

8. 1 felt there was no way 
back to my normal life 0 1 2 3 4 
after this 
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Unpleasant memories questionnaire - Deficits in intentional recall ' 

The following questions relate to the ways in which people sometimes describe their 
MEMORIES OF AN UNPLEASANT EVENT. Please rate the extent to which these 
statements apply to YOUR MEMORIES OF THE EVENT by circling the appropriate 
nun)ber. If the statement is not true for you please circle 'not at all'. There are no right 
and no wrong answers to these questions. 

Please rate whether the following statements apply to you AT ANY TIME since 
the unpleasant event 

Not at A little Moderately Strongly Very 
all Strongly 

1.1 feel that my , memory for the 01234 
event is 
incomplete 

2. There are periods 
of time during the 01234 
event that I cannot 
account for 

3.1 have trouble 
-remembering the 
order in which 01234 
thing's happened 
during the event 

4. My memory of the 01234 
event is muddled 

5.1 cannot get what 
happened during 01234 
the event straight 
in my mind 

j 
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Response to intrusions 

What do you do when memories of the assault pop into your mind? Please circle the answer 
that applied best to you DURING THE PAST WEEK. 

Not at 
all/never 

Sometimes Often Always 

1.1 try to push them out of my mind 0 1 2 3 

2.1 try to erase the memory of the event 0 1 2 3 
3.1 try hard to control my emotions 0 1 2 3 
4.1 distract myself with something else 0 1 2 3 
5.1 think of something else 0 1 2 3 
6.1 work hard at keeping busy with other things 0 1 2 3 
7.1 think about how life would have been 0 1 2 3 

different if the assault had not occurred 
8.1 dwell on how the assault could have been 0 1 2 3 

prevented 
9.1 think about why the assault happened to me 0 1 2 3 
10.1 dwell on how I used to be before the assault 0 1 2 3 
11.1 dwell on what other people have done to 0 1 2 3 

me 
12.1 dwell on what I should have done 0 1 2 3 

differently 
13.1 go over what happened again and again 0 1 2 3 
14.1 detach myself from the memories 0 1 2 3 
15.1 drift off into a world of my own 0 1 2 3 
16.1 numb my feelings 0 1 2 3 
17.1 drink alcohol, take medication or use drugs 0 1 2 3 
18.1 plit on loud music or TV 0 1 2 3 



Maladaptive control strategies questionnaire 

You will find below a list of behaviours and actions which people may engage in following an 
upsetting incident (e. g. assault, accident). Please circle the answer that BEST DESCRIBES how 
OFTEN YOU DO THE FOLLOWING (please indicate how often you tr)ý to engage in each 
behaviour even if you were unable to succeed) 

Not at 
all/never 

Sometimes Often Always 

1. Avoid people who remind you of 0 1 2 3 the incident 

2. Avoid everyday things that remind 0 1 2 3 
you of the incident 

3. Avoid going to the area where the 0 1 2 3 incident occurred 

4. Avoid sleeping because of 0 1 2 3 
nightmares in case of intruders 

5. Avoid going out alone after dark 0 1 2 3 

6. Allow yourself to remain numb 0 1 2 3 

7. Avoid telling people about the 0 1 2 3 assault 

8. Allow yourself to become detached 0 from what is going on around you 
1 2 3 

9. Avoid looking at TV or newspaper 
reports about similar incidents 0 1 2 3 

10. Avoid going out alone in the 
daytime 0 1 2 3 

11. Avoid being in situations that you 
cannot completely control 0 1 2 3 

12. Avoid forming new relationships 0 1 2 3 

13. Avoid unfamiliar places or situations 0 1 2 3 

14. Try to distract yourself from distressing 
0 1 2 3 thoughts 

15. Try hard to keep your thoughts and 0 1 2 3 
emotions in control 

16. Try to push thoughts about the 0 1 2 3 incident to the back of your mind 
Continued over the page 
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Not at 
all/never 

Sometimes Often Always 

17. Put off making decisions 0 1 2 3 

18. Make sure that you are not alone 0 1 2 3 

19. Sleep with a weapon or carry a weapon 0 1 2 3 

20. Check doors and windows are locked 0 1 2 3 

21. Deliberately put on or lose weight 0 2 3 

22. Check for an escape route 0 2 3 

23. Sleep with the lights / radio on 0 1 2 3 

24. Sit/stand/sleep with your back to the 0 2 3 wall 

25. Check behind you 0 1 2 3 

26. Overprotect those close to you 0 1 2 3 
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PDS Symptom Sub-scale 
159 

PART I 

I. Having upsetting thoughts or images about the 
traumatic event that came into your head when you 
didn't want them to 

2. Having bad dreams or nightmares about the 
traumatic event 

3. Reliving the traumatic event, acting or feeling as if 
it were happening again 

4. Feeling emotionally upset when you were reminded 
of the travmatic event (e. g. feeling scared, angry, 
sad, guilty, etc. ) 

5. Experiencing physical reactions when you were 
reminded of the traumatic event (e. g. break into a 
sweat, heart beating fast) 

6. Trying not to think about talk about, or have 
feelings about the traumatic event 

7. Trying to avoid activities, people or places that 
remind you of the traumatic event 

8. Not being able to remember an important part of 
the traumatic event 

9. Having much less interest or participating much 
less often in important activities 

10. Feeling distant or cut off from people around you 

11. Feeling emotionally numb (e. g. being unable to cry 
or unable to have loving feelings) 

12. Feeling as if your future plans or hopes will not 
come true (e. g. you will not have a career, 
marriage, children, or a long life) 

13. Having trouble falling or staying asleep 

14. Feeling irritable or having fits of anger 

15. Having trouble concentrating (e. g. drifting in and 
out of conversations, losing track of a story on 
television, forgetting what you read) 

16. Being overly alert (e. g. checking to see who is 
around you, being uncomfortable with your back to 
a door, etc. ) 

17. Being jumpy or easily startled (e. g. when someone 
walks up behind you) 

Once a week 2-4 times a 
5 or more 

Not at 
or less/ week/ 

times a 
all/ Only 

Once in a Half the week/ 
one time 

while time 
Almost 
always 

0 2 3 

o 1 2 3 

o 1 2 3 

o 1 2 3 

o 1 2 3 

o 1 2 3 

o i 2 3 

o 1 2 3 

o i 2 3 

o i 2 3 

o i 2 3 

o i 2 3 

o 1. 2 3 

o 1 2 3 

o 1 2 3 

0 1 2 3 

0123 
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nd Factors Vuestionnaire 

Gender:, 

o Male 0 Female 

Age on day of incident 

Current. ye rl household income 

" Under f 10,000 0 L10,000 - E14,999 
"f 15,000 - El 9,999 13 L20,000 - L24,999 
E3 E25,000 - E29,999 0 E30,000 - E34,999 
13 05,000 - 09,999 13 E40,000 - E44,999 

13 E45,000 - E49,999 0 Over E50,000 
'Level of educational qualification 

13 G6Sýs or '0' levels c3 Degree level 

" HNC ot equivalent 13 Post graduate qualification 
" 'A' levels or equivalent 13 None of the above 

Ethiicity 

" White British o White Irish o Other White 

" Asian Bangladeshi c3 Asian Indian 0 Asian Pakistani 

cl Black African [3 Black Caribbean 0 Mixed White and Asian 
a Mixed White and Black (3 Mixed White and Black 

0 Other Asian 
African Caribbean 
" Other Black o Other Ethnic Chinese 13 Other Mixed 

" Not stated 

Other. inforiýation 

What part of do you work in? 
o Patient transport Service o Primary care service oA&E 

Prior to tWs incident, had you ever receive treatment from a c3 Yes ci No 
counsellor, clinical psychologist, or a psychiatrist? 

If yes, why did you seek the treatment/what was the problem? 

Did you experience any physical, sexual or emotional abuse as ao Yes o No 
child, or any neglect? o Rather not say 
Did you experience any other adverse childhood events, not 13 Yes o No 
including abuse? 
Have you experienced any other traumatic experiences in your life, 13 Yes c3 No 
other than child abuse or the most recent traumatic incident? 

Is there a history of psychiatric disorder in your family? o Yes c3 No 

If yes, what was the disorder? 

What relaýionship are/were you to the person with the disorder? 



Psychological Services and informal support 

Formal support 

1. Following the traumatic incident you recently experienced, have 
you received any support from a trained psychological health o Yes o No 
practitioner? 

2. If yes, what was their profession? 

c3 Psychiatrist Counsellor 

" Psychologist Ej Nurse therapist 

" Psychotherapist o Other (please state) 

3. If yes, how many sessions did you have / have you had? 

Informal support 

4. Following the traumatic incident you recently experienced, have 
you received any informal support from friends, family or work o Yes r3 No 
colleagues? 
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Incident Severity Questionnaire 

Time 

1. At approximately what time of day did the 
incident occur? 
2. Approximately how long did the incident last? 

[3 5 minutes or less o 31 minutes to I hour 

ci 6 to 10 minutes (3 Over I hour 

ci II to 30 minutes 

Incident details 

3. E3 Witnessed o Personally experienced 

4. o Verbal aggression n Physical assault c3 Sexual assau lt 

S. How many people were aggressive towards you or the person 
involved? 
6. Did the aggressor(s) have a weapon or make you think they had a (3 Yes l: 3 No 
weapon? 
7. Did the weapon come into contact with your body? o Yes 13 No 

8. Did the aggressor(s) threaten to harm you in any way? o Yes (3 No 

Personal impact 

9. Did you suffer any physical injuries as a result of the assault? What were they? 

" No injuries a Broken bone 

" Minor cuts/bruises ci Head injuries 

13 Major cuts/bruises o Gun shot/stab wound 

E3 Bums o Other (please state) 
10. During the incident, to what extent did you think that you would be killed? 

(Please put a cross to indicate what you thought at the time) 

Not at all 100% sure 

11. During the incident, to what extent did you think that you would be seriously injured? 
(Please put a cross to indicate what you thought at the time) 

Not at all 100% sure 

Consequences 

12. Were the aggressors arrested after the assault? Did anything happen a Yes a No 
to them at all? 

13. Are you involved in any court proceedings or police investigations o Yes o No 
following the incident? 

14. Are you trying to claim any compensation following the incident? ci Yes 

L. 

c3 No 



Ethics 

Contents: 

Summary of Ethical approval - Please note title change occurred once data collection 
stopped. *Emma Bishop was Principal Investigator for Ethics and so some of the letters are 
addressed to her. 

R&D Site 1 

R&D Site 2 
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rels 
Leeds (East) Research Ethics Committee 

Room 5.2. Clinical Sciences Building 
St James's University Hospital 

Beckett Street 
Leeds 

LS9 7TF 

Telephone: 0113 2065652 
Facsimile- 0113 2066772 

12 July 2006 

Ms Annie Moreland 
29 Moor Park Villas 
Leeds 
LS64BZ 

Dear Ms Moreland 

Study title: Cogn 
' 
itive factors in symptoms of persistent posttraumatic stress 

disorder in NHS staff following exposure to violence and 
aggression. Study 1: Generation, refinement and validation of a 
predictive tool. Study 2: An investigation into the mechanisms of 
the Ehlers-Clark model of PTSD. 

REC reference: 05/Q1 206144 

1 am writing to confirm that the following favourable opinions were given by Leeds (East) 
Research Ethics Committee to the above study: 

A favourable opinion to conduct the research at the Ambulance Service in the North of 
England was granted on 29 April 2005. 

A favourable opinion to conduct the research at the Teaching Hospital in the North of 
England was granted on 4 October 2005. 

Nine substantial amendments were requested, the first on 6 May 2005 and the last on 23 
January 2006. and all were given a favourable opinion, The final amendment requested 
permission to carry our qualitative interviews with staff from the Ambulance Service in the 
North of England. 

Statement of compliance 

The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK. 

)6144: Please quote this number on all correspondence -A 

Yours sincerely 

Ann Prothero 
Committee Co-ordinator 

E-mail: ann. prothero@leedsth. nhs. uk 
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Ambulan-Ce Service 

5u' May 2005 

07786 914008 

Annie Moreland 
(Psychologist in Clinical training) 
Leeds University 
29 Moor Park Villas 
Leeds 
LS64BZ 

Dear Annie 

Re: research project 'The prediction of persistent PTSD In NHS staff and validation of a 
theoretical model of PTSD. ' 

Further to our numerous discussions regarding the above project I have pleasure in confirming 
that the project has been presented to and approved by the Trust Strategic Health and Safety 
Committee and has' progressed through our Ethics Committee approval and project mandate 
stages of the internal procedures without objection. 

I know that you have been to brief the staff who will be assisting you with this project for the 6 
months period from May to November 2005, and that you will be continuing your work after that 
date for a further 6 months maximum in the form of the follow_ up process agreed as part of this 
project. 

I note your intention to feedback to the Strategic Health and Safety Committee and the Executive 
Directors of the Trust at an appropriate date in 2006 which is yet to be agreed. 

In the meantime if any further strategic input is required then please contact 
Health and Safety Manager for assistance. For day to day enquiries you have the namesl contact 
numbers for the Controls Assurance Managers who are happy to help. 

I look forward to receiving your findings from this survey early in 2006. 

Ian Walton 
Director of Governance 

Cc 



Enquiries on this matter 
should be made to: 

I el: 101274) (36) 6808 
Fax: (01274) (38) 2640 
E Mail: 

our Ref: JW/JED/ELSY 791 

Frow 
Or 
BSc MB ChB MRCP FFPHM 
Director of Research & Effectiveness 
Email: 
Tel: 

IP October 2005 

Mrs Emma Bishop 
Psychologist in Clinical Training 
34 Marlborough Road 
Shipley 
West Yorkshire 
BD18 3NX 

Dear Mrs Bishop 

R&D Management 6pproval , 

Telephone: 
Text phone for deaf users. 

Re: Cognifive Wors in persistent posttraumatk stress disorder b NHS staff following exposure to violence and 
aggression. 
Study 1: Generation, refinement and validafion of a predkWe tool 
study 2., An investigaffon into the mechanisms in the Ehlers-Clark CognNve Model of PTSD 
Sponsor: UnNersily of Leeds 

On behalf of Trust, I approve on the terms of this letter the Trusts 
involvement In tnis study as Research Site as set out in your R&D Application dated 1911 September 2005 and subject 
to the Trust's standard conditions of R&D Management Approval (attached). Details have been entered onto the 
Trusts research database (print out attached), Please note the Start Date. This is the effective date of R&D 
Management Approval and is the earliest commencement date for this Trusts participation. The terms referred to 
are: 

The Trust manages all research in accordance with the Research Governance Framework for England as 
varied from time to time and compliance by you with this Framework is a requirement of this R&D 
Management Approval. The Framework sets out the responsibilities and standards that should be applied to 
work managed within the formal research context. Standards fbr research governance are available on the 
Department of Health's website at www, dh, p4. ukJresearch and are set out under 5 domains of ethics, science, 
information, health, safety & employment, finance and intellectual property and include legislative requirements, 
Department of Health requirements and other established standards of good practice from recognised 
international and national authorities and professional organisations. Professional judgement is necessarily 
involved in the interpretation of many aspects of the guidance. A direct rink to these standards is available on our 
Research website at 

n 
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me oftrwise aftacW reply slip), I will assume that you are responsible for ensuring that informed cons 
and other procedures In Vie protocol are being adtwed tD. 

" You should notify the Research Office Immedia" should concerns arise about the safety and weffare 
participants in this study at the Trust 

" Complete and return to the Research Office: 

@ An Annual Progress Report ewh year sent tc) you starting from the first anniversW of the date of this 
(or, in the case of a study which Is completed within the year, complete the Annual Progress Report ort 
submit with the end of study declaration, see (M) below). 

(1) Copies of any correspondence you receive from the Sponsor or Chief Investigator or Research Ej 
Committee with regard to the s*ty or conduct of the study. 

Oil) A completed End of Study DeclaratIon report (attached). 

Please help us to improve our service by completing the feedback form and returning It to the Research 
Office. 
Yours sinoarely 

Dkoctor of Remarch & Effadveness 

Encs 


