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Summary

Over the last decade there have been marked increasése utilisation of
ambulance servicesationallyin Australia. These increases have been attributed
factors such as the shift in healtiare provisiorfrom acute s#étings tothe
community, pressures on the primary health caextor,anaging population,
health workforce shortages and the prevalence of chronic conditidinese social
and structural changes presetite paramedic workforce witkhangingdemands,
expectationsin service deliveryand greater responsibility for clinical decision
making and treatment Paramedicsttend and cardor an increasing number of
lower acuity presentationandthose withcomplex needsvhich dictatestriage,
management and refeal decisions The shift from institutional to community
based care in mental health reform has seen increases in emergency attendance to
individuals needing mental health carfeatients thatpresent with complex needs
require extendedscenetime and cargprovisionanddo not fit the traditional mould
of emergency caravhich is forcing organisational and structural changes. These
changes include move to becoming a professiounniversity based training,
electronic documentation and further training both graduate and post graduate

levek.

Thisthesisexploresthe culture of paramedic work when identifyingssessg and

managing individuals with changes in behaviour attributed to mental health

Xii



concerngjpsychiatric presentatiorjsn the community As tre link between pre
hospital and further cargparamedis have a vital role to play, but to date
LJ- NJ YSRABIEARQ WEKLISNA Sy O0S a ingydgchi@iritzt ( dzNB 6 K

presentation hasiot been widely researched.

This ethnographic account of paramedidiaess and beliefs, their culture, is based

in the theory of symbolic interactionism and social constructivism which asserts that
human interaction is central to how individuals construct meaning and knowledge.

The data was collected over an eleven monthige: from 20042010 at a tertiary

public hospitain South AustraliaThe ethnographic methods used were

observation of the ambulance arrival and emergency department triage areas,
interviews with paramedics and emergency department staff, and document

andysis. Using thematic analysis based on cultural domt#iedindings follow a
fAYSEFENI OFasS KAald2NER>X 6S3IAYYyAy3d FNRBY RAA

impressions and their approach, assessment, and finally to handover and reporting.

This demonstrate how paramedics are caught between the provisibtraditional

acute care and extended scene times andnagement otomplex presentations

such as mental illness. It outlines how the changing expectations and demand

place paramedics in a conflicting josn and challenges the concept of their role

and their identity Key findings include theJ- NI YSRA Oa Qeirfidt A yOS 2
AYLINB & aA2NRE RY RSEWISNRA Sy OS RdzS (2 GKS fAY

from dispatch when attending psychiatric presations. Hndings explore how
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organisational structuresuch as the communication system (dispatch),
documentation, and handoveshape their approach and subsequent assessment.
This includes the importance of their role as emergency clinicians and the high
priority placed on risk, safety, and caution. The heightened perception of risk and
the need to control the unpredictable througttrategieswhichassume control

tends to promote actions whicfocus on transport tdurther care and compliance.
The thesigexploresthe limited care paramedics feel they can provide due to the
nature of the environment, their scope of practice, their limited education and
professional development in mental health, and associated patient comorbidities.
Thisleavesparamedicsde f Ay3 gAGK G(GKS O2yaSldbcyOSa
such asseltharm while aiming to meet their duty of care by transporting the
patient safely to further care, usually the emergency departm&fi) These

cultural considerations plackan emphasis othe paramedics overriding duty of
care, generatd feelings of frustration with the patient and the mental health

system, and creatia situation where paramdicswere forced to practicebetween

their traditional role of acute care and managing those nagdiomplex care.

Documentinghe nature of paramedic work with patients suffering a mental iliness
assists with identifying the structural, educational, policy, and resource needs
required to make operating in thenvironmentmore tenable leathgto better

patient care and outcomes.

SUMMARY Xiv
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Chapter 1

Introduction

| went to a young man who was clearly wrilyjust his body language was

indicating that he just said he felt nervous to start with and then he stood

up and just saidl QY QWS Bedz@s quite clear about that, and | stié

@2dz IKAY] (Wed d@MEMIS@Ehdade K mentalikess at all®

@2y y2 (GKSNBQa y20KAYy IXoahkiBwaAdhg A G K YS3
gl a @2dzy3 IyR L R2yQi (y296 6KSGIKSNI KS
g K S (i K SshugHitt@dnient. He was only late teens, early 20s living

alone, clearly not marging at home.

(Emma paramedig interview 3}

1.0Introduction

Emmawasa paramedic in her early forties witchildren of her ownShe has been

in the ambulance service for approximately six ye@lsequotation above is only

part of her story of her ineraction with this particular patienéxperiencing

delusions ad hallucinationsEmmadescribedfeelings of protectiveness, concern
YR FfY2ad élyadAay3a wia2 LI I OS KSNI I Nya
clinically difficult, stressful, and emotional dsuse she wanted to be able to do
something constructive for this young man in her caEanmafound herself relating

her reactions to this patient to her owmothering instincts to protect and nurture.

In reality, all she felt she could @b the timewasto provide support so that he

remained calm. Shieadattempted to convince him to come to hospital, but to no

w
ax

1. Ef LINIAOALNI yiaQ ¢arepSeudotyfNRE dza3K2dzi GKA& GK

L
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avail and in the end the paramedics required police support to safely transport him
to further care.9 Y Y I Q &andhérpaxBptions of the worlshe performsvhen
caring for those with mental illness an example of what this research aims to

uncover.

Operating in the community asprovider of outof-hospital emergency medical

care paramedics are confronted by situations which challenge tHeliissand

resources. This ethnography is a narrative of the professional and personal stories

of paramedics and their work with people experiencing a mental illness. The thesis
documents and explores paramedic actions, culture theit W2N®R I RQ NB I A {
This introductory chapter provides an overview of the research question, the

objectives of the study and the rationale for exploring paramedic culture in the

context of their work with those they identify as mentally qychiatric

presentations).

Symbolic interactionism and social constructivigime theoretical stance, infors

the research with its emphasis on the centrality of human interaction to

dzy RSNR UGl YRAY3I K2g LIS2LX S RSNAGS YSIyAy3
actions provides a windowmio understanding the meaning they attribute to their

world and how their knowledge is used in everyday interactions. Ethnography, the
study and exploration of culture, provides the methods and structure for data

collection and analysis in this thesis.domclude each chapter of tlsthesis is

briefly introduced to give the narrative its direction and structure.

CHAPTER 1 2



1.1 The research question and objectives

The research question for this thesis is

What is the paramedic culture regarding the identificatiassessmentand

manageament ofpsychiatric presentations in the community?

The four areas that this research aimseploreare the cultural factors which

affect

1 How paramedics identify those they believe are suffering a mental illness or, in
theirterma = | NB WLIAROKRF GNARO LINBaSyildl A2y ac
1 How they assess and make decisions on care for psychiatric presestatidn
what influences those decisions
1 Howparamedics manage and provide care for psychiatric presenta&ions

1 How paramedics handover and documenyglsiatric presentation®

The objective of this thesis is to provide an exploratory and descriptive account of
paramedic culturelt R2 OdzY Sy G a LJ NJ Y S andliddivicual lbeliaish 2 y & >
andthe organisational structures which construct paramedicqpice. The intent is

to provide a snapshot of paramedic working life and the issues they face when
attending someone with a mental iliness with the aim of informing practice,

education, and policy development. To achieve an understanding of paramedic
culture, including the facilitators and barriers to care, ethnography provides the

means to compose their story. Ethnography, through the use of observation,

interviews and document analysis, enables adépth exploration of the type of

CHAPTER 1 3



cases paramedics codsr to be related to mental illness and how they approach

and assess them. No study of culture can ignore the socially and individually
constructed assumptions and organisational influences that underlie personal
actions and work practices. These assumpgiand organisational boundarias,

the context of this thesis, affect the assessment and care provided by paramedics to

those they encounter.

1.2 The rationale for the research and its significance

Paramedics in Australia are undergoing a shift in semptovision from a traditional
emergency model of care to a more primary care focus as demand and public needs
change(The Australian Collegéf Ambulance Professionals 20 Qa S NI Sid | f
2012. Paramedics Australasia (formethe Australian College éfmbulance
Professionals ACAP) as the professional body representing paracsadi

Australasia advocates faand is currently facilitating a greater healthre role for
paramedics. Their aim is to improve patient outcomes and ultimately to provide a
more comprehensive oubf-hospital emergency medical servidié Australian

College of Ambulance Professionals 2qd.B). As part of the changing face of eut
of-hospital emergency medical catbere is a need to understand how paramedics
treat those with canplex needs such as the elderly, those with disabilitiesse

with persistent and longerm illnesses, and those in need of mental health care.

CHAPTER 1 4



1.2.1 Personal significance

On a personal level being involved with people with complex needs throughout the
majority of my life as a volunteer, carer, and nyrseannot discount my own
experience as a motivatidior conducting this research. As a student paramedic,

one case which highlighted for me how vital the initial contact from paramedics can
be for thosein need of mental health care is the story of a woman in her late

thirties that we attended. We attended expecting to treat someone who was an
insulin dependent diabetic suffering hypoglycaemia (low blood glucose level), but
there was a lot more to the woay’ Q& O A NIOWeYfcuridlmyaih&lihab she

was very distressed, crying and agitated. The attending paramedic showed great
empathy and communication skills as he comdédrher whilewe tested her blood
glucose levels and treated her. She appeareniprove and her distress seemed to
decrease and she became calm. Her blood glucose levels increased to within normal
levels and the paramedics offered to take her back to her residence (she had been
out walking and was not far from her own home). As weeuaking her home the
attending paramedic began to ask more about her life and how ofterfalved

herself suffering hypoglycaemic attacks. She answered his questions, but something
about her answers and her initial presentation triggered concern and@Ecas

that something else was actually happening.

We found out thatshe lived with her mother and the attending paramedently

asked if he could talk with her mother before Vedt and if she wouldnind sitting

in the ambulance for a few minutes. As st in the back of the ambulance she

CHAPTER 1 5



began to relay her story by telling me that she had overdosed on insulin with the

intent to kill herself. We found out that this had been her fourth attempt to

overdose on insulin within the last five weeks and that blad tried to access

treatment but was not able to cope. After spending an hour and a half talking with

her and eventually convincing her mother, who was reluctant to let her daughter go

to hospital for further support andare, we transported her to th&Dand stayed to

make sure she was seen by the mental health team. The attending paramedic

showed great compassion and awareness towards this patent his ability to
RAAOSNY GKIFIG GKSNB ¢l a Y2NB (2 GKS LI GA

my inspiration to research the area.

1.2.2 Literaturereview

Internationally and here in Australia thers limitedqualitative research into the
culture of paramedics and their interaction wiglatients with mental illnessThe
integration of mental halth services into the general health system and a greater
emphasis on community care has increased the contact between community and
emergency service personnel and people who present with mental illi&sgan
2004; Weiland et al. 2031This increasedontact with those in need of mental

health care has changed the characteristics of emergency work and has placed
greater responsibility on emergency medical services and their staff to provide
appropriate and timely car@Morphet et al. 2012p. 149). The literature review
(Chapter 2¥ocuses on how the reforms in the mental health system internationally,

nationally and at a state level have affected the demand for mental health care

CHAPTER 1 6



seen in the prehospital setting. Presently, ambulance annual reporttedin the

detail relating to psychiatric presentations, due to the way the data is collected and
reported (SA Ambulanc& SA Health 201 Department of Community Safety 2012
AmbulanceVictoria2012). Therefore EDdata is used as an adjunct to descrthe
environment faced by paramedics when attending those with a mental illness and

why it is a significant part of their practice.

1.3 Methodologyr the theoretical stance

The& (i dzihéofe#ical stancdChapter 3) has dasis in symbolic interactionism and
social constructivispmainly focusing on the work of George Herbert Mead (1863
1931) and Herbert Blumer (190987). Symbolic interactionism assumes meaning
and knowledge is generated out of the interactions human beings have with each
other and the wor within whichthey exist(Blumer 1969, p3). Social

constructivism places the individual and their understanding of the world at the
centre of the social environmeriCrotty 1998, p58). Mead proposed that as

distinct entities we have the ability to delop what he considered a concept of
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social interaction with those around us (Stryker 2008.7). Another important
aLS OG0 (G2 aSIRQa aeévYoz2fA0 AYGSNI OlGA2yAa
specific identity, a constructed social role, which is only possible if we can
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given role(Crotty 1998, p.58). This allows us to anticipate responses to our actions
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when we interact with those around uBaramedics create meaning and their social
position from their practice and actions they perform including thetieriactions
with those experiencing a mental illness. Symbolic interactionism and social
constructivism provided the conceptual basis to understand how these meanings

are generated and integrated into culture.

1.4 Research mathod

The method used in this #sis is a focised ethnography which allows a culture, a
given set of collective practices, beliefs and values held by a group, to be explored
and documentedHammersley & Atkinson 2007, . Chapter 4Part 1: The

frameworkr ethnography and wlture) provides a definition, brief history and
explanation ofethnographyand why a focused ethnography is appropriate for this
study. Tlis chapter also defines the concept of culture and how using a narrative
and descriptive method is applicable to practice. Ceapt(Part 2: Therocess
accessgthics,observation,interviews anddocuments)outlines the process of
conducting this ethnography with a description of the field site, ethics approval, and

the gatekeepers.

The ethnographic methods used in this theaduded observation, interviews, and
document analysis. The observation occurred ovet Aamonth period in 200§

2010 within theED(triage area) and ambulance arrival area of a tertiary hospital in
South Australia. Theemtstructured interviews involved short interview followed

by a longer second interview with paramedics and brief interviews Bidktaff
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directly involved with the handovem.wentyshorter interviews17 longer

interviews with paramedics, antBinterviews withEDstaff were completed.

Chapter 5concludes by describing the dagaalysisusing open and axial coding
based on cultural domains. The document analysis follows the same thematic
analysis as the interview and observation data, but was based in the terminology

and categoriesised in the patient report cat (the case card).

1.5 The findings

¢KS FTAYRAY3Ia INB aGNHz2OOGddzNBER Fa | fAYSEN.
narrative from dispatch, their approach and assessment, through to handover and

case card documentation. R&EFSE LI 2 NB& GKS RA&ALI G§OK Ay T2
arrival at the scene, first impressions, and their approach to the patient. Part 2

details the assessment process and the assumptions held by paramedics regarding

the care they provide to those they dm psychiatric presentations. Part 3

completes the linear case history by documenting the environment at handover,

the handover process and the documentation of the case.

1.5.1 Part 1: Dispatch, arrival anthe approach

Chapter 6 explores how paramedubsscribel the initial information they receive
from dispatch and their first impressions of the case. The chapter describes the
actions that paramedicoobkwhen they first arrived at the scene and how they

approacledthe patient. Included in this chaptés the concept of going to the
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scene with limited information and the difference between what paramedics get
told beforehandand what they find on arrival. The chapter details hovs tinited
information influencedhe approach to the patient, how it foses interaction on

the willingness of the patient to follow direction, and the challenges of engagement

and developing a rapport with the patient.

1.5.2 Part 2: Assessment, assumptions and influences

Chaptes 7 and 8 continue theethnographicarrative bcussing on the assessment

process and the environmental, social and cultural influences which affect it.

Chapter {Assessmenputlines the observations and information that paramedics

take note of when attending someone suffering a mental illn&sgseobservations

included what paramedicsawand read> 0 KS LJ GA Sy G Qa 2dzi gl NJ
behaviouralkcharacteristicsthe measured observations, and any evidence of self

harm or substance use. The hist@ginedfrom the patient and from others was

often limited due to circumstance, which lgftaramedics searching the scene to

complete the picture of what thewere attending. The paramedics generalyuhd
GKSYaSt gSa GNBRAy3 G2 Yrylr3aS (GKS 02y aSsSi dz

viewing themselvessaactually treating the patient and their mental iliness.

Chapter §Assumptionsgxplores the circumstances and assumptions which
influenced the informationthat paramedicwalued and collecéd during their
assessment. These concepts, sashs the patent genuineQthe effect of the

7 A
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implications for education angafe practice. The chapter goes to identify the

crucial role that supervision and modelling of practice in conjunction with their
existing formal education has on paramedic interaction with those with mental

illness.

1.5.3 Part 3;: Handover and case cards

Chapter QHandover)createsa picture of the environment at handover that
paramedicencounteredand the type of information prioritised and delivered to

the EDstaff for cases paramedics deemed psychiatric presentatidagotiation of
space and time within a bu$§D particularlyat peak times, had major influence

on the handover process and the mechanisms by which paramedidsRstaff
negotiatad the process. The time pressures on the handover and the ownership of
the space encouraged standardising and rationalisation of thrdormation that
paramedics gaied at the scene. This short and concise relaying of patient details
supports value being placed by paramedics on information which pertains to the

physical, immediate and short history of the patient.

Chapter 1(qCase ards)deals with the documentation of the casdsemed
Psychiatri€as the final component to the story of paramedic attendance, care and
transfer. The documentation demonstrates the way the system is designed to focus
the process of assessment on the imneawi of care and physical presentatjovith

little space to expand and document compfmesentations
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1.6 Discussion and conclusion

TheWiscussiofChapter 11) brings together the findings under the themes of

transition work the scaffoldingthwarted identity, assuming contrcand attributed

identity. These themes are linked &m overarching concept of role, role identity

YR NRfS SELISOGIGAZ2ZYydad ¢KS RA&AOdzAaaArz2y S
doing acute episodic caand the need to d@xtended carewhen dealing with

those with chronic illnesses, especidalipse with mental illness. I@anisatioral

policies and operational protocols influence the scope of practice which both

constrain and enable paramedic practice in this area of their wdr&.sEaffolding

SELX 2NBa K2g GKSe& yI @gAa3alaGs oNeaAaR ™M INB It S
Thwarted and attributed identity proposé¢he idea that dealing with psychiatric

patients is something that challenges the paranosdraditional clinically hanesn

identity and leads to practices that operate within their known and familiar ways of
constructing that identity. To maage this inRbetween world paramedics use

strategies that assume control to generate a sense of purpose, to manage the
unpredictableand try to anticipate the worst case scenario to preserve both their

own safety and the safety of the patient.

The final chapter¢dnclusionandrS O 2 Y Y S y R(EhAgte? 2% Dmmarises the
major elementsof the thesis acknowledges the limitations witithe study and

suggests recommendations to help address some of the issues raised by
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paramedics. The recommendations include greater cons@imeolvement in the
development of curriculum, greater networking and collaboration between the
ambulance servi, paramedics at th&oal facéand the mental health service
providers, and the developmemif specific documentation processes which could

enhance the transfer of information.

2. Consumer is the term used in the mental health field to denote an individual who is accessing
mental health services. The move from language such as patient which has connotations of a
certain role and position to the individual ha@in I N2t S +a | WwWO2yadzySND 2
decrease the stigma and power imbalance between the individual and the health sector. The
GKSaAra dzaSa GKS GSN)Y O2yadzYSNI gKSy y2i dzaAy3
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Chapter 2

Literaturereview

2.0 Introduction

For too long, the needs tfose with common mental healfroblems have
been marginalised by the society in which we live, the social systems we rely
on and our traditional health care systenfldickie& McGorry 2007 p.100)

In Australia and globally, mental disorders significanffigch the lives of individuals,
carers, families, friends, and communities. Higher demand for community and acute
mental health serviceshe associated financial costnd the current workforce
shortages have far reaching consequences for individuatg lim the community

with mental illness and for society generalRosenberg et ak009, p. 193 Mental
illnessfor the purposes of this thesencompasseshe cognitive, emotional and
O0SKI@A2dz2NI f RAAZ2NRSNE GKI G Xohal SaNieRiSgNS
leading to a significant effect on their lives and everyday functioning (Department
of Health and Ageing, 20Q0Mental illnessmakes a sizeable contribution to the
burden of disease worldwide. Globally, neuropsychiatric conditimhgch are
conditions with both neurological and psychiatric featyr@scount br up to a

quarter of all disabilityadjusted lifeyears and up to a third of those attributed to
non-communicable diseases. Major contributors to this burden of disability are
unipolar and bipolar affective disorders, substance and alcohol use disorders,

schizophrenia and dementia (Prineeal.2007,p. 859).

14
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Deinstitutionalisation, tk movement of people from standlone psychiatric
institutions to communitybased models of carand the accompanying slow
development of community treatment optiorfsaveseen an increase in attendance
by emergency services to people with mental ilin€3isafiei et al. 2011, pp-10).
Holmeset al. (2006,p. 272) describes a social and health cargimnment where
individuals with mental illness are often characterised by poor compliance,
persistent and chronic symptoms, substance use disorders, poor nutriraha

lack of stable accommodation. Care of those suffering chronic mental illness by the
public health system is characterised by a sequence of crisis intervention, brief
admissions, and discontinuity of care (Holne¢sl 2006,p. 272). The objective of

this literature review is to outline the current state of mental health care globally,
nationally and in South Australia which has led to the increased involvement in the

provision of care by the ambulance service, and paramedics.

Thischapter cover the following concepts

1 Section 1: No health without mental health
The concept that there is neealth without mental health explores the
relationship between mental disorders and other health conditions
(comorbidity). This section establishes the demand for community care, the
complex nature of mental illness and the subsequent effect on paramedic

attendance. The section will also discuss the difficulties for paramedics in
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assessing and providing care for this group in theafthospital and community

environment.

1 Section 2:Resources for mental health scarcity, inequity, and inefficiency
This seabn examines the allocation of resources and the associated scarcity,
inequity and inefficiencies that result in the patchy delivery of mental health
care. The resources available for the provision of mental health care directly
FFFSOG GKS itykoMdcesSiirtheDsperialist dakefand treatment
options for their patients. This section examines community resources and the
effect stigma and discrimination has on the willingness of people to access

services and care.

Section 3: Thenental health ystent where are we now?

This section covers the national reforms which affect service delivery of mental
health care. This section overviethe Nationalmental healthreport2010 a
adzYYIFNE 2F FTAFOSSYy & @dnthlhealtd Ervidedbri@ NY Ay
the Nationalmental health strategy (199%2008),which details the Australian
perspective on funding, service provision and distribution of services nationally

and state by state.

1 Section 4: Treatment omental disorders
The final section deals witihe increasing demand d&3s and emergency
services in providing acute mental health carel the culture which this occurs

within. Ths section examines issues such as the increase in presentations,
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detention, length of stay and resources that need toduklressed to be able to
provide a safe and effective level of care to this particular group with complex
and high needsThis section concludes lyiefly discussing the mental health
work conducted bynental health nurses ahEDstaff whichsituates paramedic

culture and work ito the widerprovision ofmental health care

2.1 Sectionl: Nohealth without mental health

2.11 Prevalence

Globalperspective

Globally, the prevalence and burden of neuropsychiatric disorders is estimated to
be 14percent The tironically disabling nature of depression and other common
mental illness, alcohalse, substance@se disorders, and psychosis constitute the
majority of this burden (Princet al. 2007 p. 859). Mental disorders are an

important cause of long term disaityl and dependency. The dd Health

Organit ( A &lgb@ Burden of Diseag2005) examined the effect various diseases
and health conditions have on the community and individuals. The measure of
disability-adjusted lifeyears, which is an integrated meas of the sum of years

lived with disability and years of life lost, was used as its basis for analysis (World
Health Orgarzation 2005). The repott 0 G NA 0 dz0 SR om ®wmith- 2 F | f €
disability to neuropsychiatric disorders. The five major contidos were unipolar
depression (11.8%), alcohol use disorder (3.3%), schizophrenia (2.8%), bipolar

depression (2.4%) and dementia (1.6%).
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Subsequent regional reports demonstrate the massive toll that mental disorders
pose to global health systems in termfservice provision. Irrespective of the
evidence provided by these reports, mental health remains a low priority in most
low and middle income countries with mental health remaining a peripheral issue in
global health. Bur decades sincthe WHO firstidentified mental health as a

priority the vast majority of people with mental disorders still do not receive
evidencebased care; this treatment gap approaches 90% in some countries (Prince

et al. 2007 ,p. 860).

Princeet al. (2007, p. 870¢871) outlineghe following issues as significant to

addressinghe burden of mental disorders

1 WHOadvocates for mental health as an integral part of public health policy;

1 mental health needs to be incorporated into health improvement and poverty
reduction strategies;

1 integrate mental healthnto healthplanning and across multiple areas of care
from primary to tertiary care to maximise the small workforce;

1 primary healthcare workers need to be trained in recognition and evidence
baseal treatment of mental disorderand given adequate access to support

1 primary and secondary care providers shouldroeene their reluctance to treat
patients with severe mental illnessd learn effective ways to interact and

communicate with these patientsnd
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1 inequities in access amutovision of gooequality physicahealth care for people

with mental heath disorders must beonsidered and addressed

As part of the health system, paramedics have a vital role in the early provision of

care and as such, need to be included in thétcalmprove both primary health

OF NB LINPQJGARSNEBQ |V 2 gPataRalis Ausfralase@ill, p.&)f & A Y
This is especiallignificantasnational recommendations Australiafor

registration and recognition of paramedics as a professawvehindividual practice
culturaland ambulanceprovisionimplications. The Australiard 2 S NY YSy (1 Q4 K
reform agendawhichaims toinclude allied health professionals to a greater extent

in community health care, in holistic care and in a multidistgpy environment

will require paramedics to have greatmvolvement in community care. This
includesmental healthcare,a greater emphasis on professional development,

greater scrutiny and expectations regang curriculum developmentniversity

eduation and service provisio@oyce et al. 200 aramedics Australasia 2011

Population increases and the demand for health care in the community have
LINEY2GSR Fy 2NHIFIYAalLGA2Y I -l DFRRDYzOE6 NI §
up skilling of those o work in the community including owtf-hospital emergency
services (Kendall et al. 20(9oyle et al. 2012)n part this recognition of greater
involvement and changing needs in the community has been recognised by the

advent of Extended Care Paramed{lECPs) (Hoyle et al. 20126p2). Paramedic

practice has evolved from a transport, response based andimeasive series of

activities which tended to end at the hospital dooraa@omplex practice based on

CHAPTER 2 19



problem solving and clinical judgement whiis now finding broader roles in the

health system i.e. extended care and primary health care (Sheather 2009, p. 63).

Paramedics havarole to play in mental health policy and practice across
disciplines taoptimiseoutcomes and access for individualar&medics are

perfectly situated to act as an information resource for professionals in the mental
health field and the ED as they work across the boundary from immediate and
primary care to tertiary care. Their unique access to the person during a crisis
enables them to potentially provide extensive situational information to the ED staff

and mental health teams which might not be available from any other source.

National perspective

In Australia, estimates of mental illness prevalence are based onatiensl

Survey of Mental Health and Wellbeing conducted in 2007. The most common
illnesses are anxiety, affective (mood) and substance use disorders, with
approximately one in five (20%) of tleult Australian population, X85 years of
age, experiencingne of these mental illnegswithin the previous 12 months. This
equates to about 3.2 million Australian being affected. One quarter of the adult
populationaffected by mental illneswill experience two or more of these
conditions within the same 12 momtperiod. Prevalence ratef mental illnessare
highest in the early adult years with sixteen to twegsar oldsbeing one third
higherat 26%than the average for the adult populatioDépartment of Health &

Aging2010,p. 16). Low prevalence disordessach schizophrenia, bipolar disorder,
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other psychosis, eating disorders, and severe personality disorder are believed to
affect 2¢ 3%of the adult population. Psychodisvolves a much smaller proportion

of the adult population approximately 0;D.7%

Within the child and adolescent population about fdrcentare affected by mental
illness within any six month period, approximately 500,000 people. Half of the top

ten leading causes of disease burden in young males and three of ten leading causes
in yourg females were maal health disorders (AIHW 2008 49). These statistics
support the call from Hickie and McGorry (2007100) for removal of barriers to

care for adolescents and young adults due tgéscentof mental disorders

commencing before thage of 25 years.

South Australian perspective

In South Australighe South Australian Social Inclusion Bo@@07)estimate that
between4900 and 600(ndividuals aged 18 to && any one time are receiving
clinical support froncommunity mental health services. The data gathered in
relation to hospital usage concluded that 4404 individuakre hospitalised during
2004¢2005, some of them more than oncés previously stated theationally

estimate of the prevalence of psychotic conditions is betwee®®ahd 0.7% of the

3. Psychosis refers to a group ofaiders, including schizophrenia, in which there is
misinterpretation of the nature of reality. Changes or disturbance in thought perception
(hallucinations), disturbances in belief and interpretation of the environment (delusions), and
disorganisedpeechpatterns (thought disorder) are characteristic symptoms of psychosis and
can be evident for short periods or be longer term. Source Hungerford, C, Clancy, R, Hodgson, D,
Jones, T, Harrison, A, Hart, C, 2012 Mental health care: An introduction for hezfltsgdonals,
John Wiley & Sons, Australia, Queensland.
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adult population at any one time. In South Australia this equadesapproximately
between 3900and 6700 people suffering a psychotic conditi@o(th Australian

Social Inclusion Board 20(¥.,12).

The National Mental Health Strategy svdesigned to place mental health into the
national,state andtS NNA (0 2 NA S & Q TidReffoksédvice:sE NOX § & 2 NXiz® G N
mental health crisi$2006), by the Mental Health Council of Australia (MHCA) (the

then peak nongovernment body) describébe mental health system as still in

crisis despite the instigation of a national mental health policy. The priorities the

MHCA cite for the future is a system that focuses on recovery. To meet this priority

the mental health system needs to provide:

1 servces designed to prevent mental iliness and provide for early intervention.
Investment currently is too focused on services for people once they become
acutely unwell;

1 services designed to assist people to live independently in their homes and
adequate supprt for families and carers as well as consumers;

1 services to assist with education, work support and opportunities, and
programmedo help the consumer to participate in social and community life;
and

1 proper funding for community services needed to makéndtitutionalisation

really work for people with a mental iliness. This includes a wide spectrum of
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health care services, education, accommodation options from short to longer

term, and rehabilitation services (MHCA 20062).

These issues are relevaotparamedics and the ambulance service because current
RSoFGS YR NBF2NY F20dzaSa 2y (KS 320SNYy
health crisis which has been further investment in hospital beds. This response is
seen as inadequate and is supportegunpublished data that up to 4fkercentof
patients in acute mental health inpatient facilities could be discharged from these
facilities if sufficient and appropriate community services were available (MHCA
2006). Currently the demand is overwhelming thospital syste and it is common

for people to be discharged from hospital without receiving adequate clinical care
(Hickie & McGorry 200MHCA 2010). Individuals then find themselves in the
community in need of care with little or no support. As a aapgence paramedics,
general practitionersDstaff and policgpotentiallybecome the primary service
providers for these people as they come in contact with them in the community and
are the gateway to further care.@émbet al. 2002;Mclean & Marshall 200; Shafiei

et al 2011) Asfrontline careproviders paramedics are dealing wittdividuals in

the community that need complex clinical care which includes those with

accompanying comorbidity and disability.
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2.1.2 Comorbidityanddisability

The interation between mental illness and disability is complex axtensive
(Bruceet al. 1994 p. 1796).Comorbidity between mental illness and other health
conditions is widely recognised as a major factor in the effectiveness of treatment,
assessment, continyitof care and patient outcomgdlitchell et al. 2009,p. 491).
Mental illness is a major risk factor for the development of communicable and non
communicable diseases, and contributes to accidental andasardental injuries.
Many health conditions alsmcrease the risk of mental iliness, or lengthen episodes
of mental illness. Comorbidity complicates hskeking, diagnosis, quality of care
provided, treatmentmaintenance otreatment, and affects the outcomes of
treatment of physical conditions, includy disease related mortality (Prince 2007,

p. 859). Mitchell et al. (2009. 496) intheir systematic review of the physical care
provided to people with and without comorbid mental illness state that clinician
factors such as willingness to investigability and enthusiasm to treaaind

willingness to offer followup care are important indicators of quality of care.

In a study byanNieuwenhuizen et al. (2012xploringthe phenomena of

WRAIF I3y2aiGA0 2 0JS NeyKargieéhatione Fe@sa fonthe Sighiicand 5

link betweenphysical illnessarly morbidity and mdality and mental illness is
WRAF3Iy2aGA0 20SNEKIFIR26AY3IQ a | F2N¥Y 27
WRALF3IYy2aGA0 20SNEKIFIR26AYy 3 Wl & dpeS WYAA!

SEA&GAY T YanNielwenhuizert eyad 2042Qp. Hhe study examined
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0§KS Of Ay A OA bnfe strudiiGiNdparafidnal and&ilurdhctorswhich
affectclinicaljudgement and contribute to physicélihessnot being recognise or
dismissedn those with mental illnessesThe study identified ifficulties such as
obtaining a history, problems with examinaticO f A y AaékofrkyoRiédge of
mental illness, environmental constraints of the Edak of privacy, labelling and
stigma, fear of violence and avoidanceéme pressuresandlack of implementation
of parallel working with psychiatgs existindarriersto providing holistic care

the ED fothose with mental illnes§vanNieuwenhuizen et al. 2012, pp-&}.

Paramedcs are confronted by similar difficulties when attending someone

suspected to be experiencing a mental illness in the commuwityking in the
communityparamedics arearing for their patients icircumstances where the
individual may not be abl® provide an extensive history éamily members

and/or bystanders are not present to provide the information. The physical
environment and the social circumstances of the patient, sucthased

accommodation ofamily violencecan pose &halengeto privacyand safety.
Organisational and personal expectations regarding response times to incidents and
scene times add to the pressure to provide timely care and craaienilar culture

of meeting both the needs of the patient and the structures of emergencyicer

provision.
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2.1.3 Mortality andsuicide

Every year approximately one million people commit suicidged6entof whom
are in lowincome and middlencome countries, with half aged between &8d
44 years (Larkin, Smith & Beautrais 2008, 13¢74). The Orygen Youth Health
Research Centre2009) in assubmission to the Senate Inquiry into Suicide in

Australiacites data from the Australian Bureau of Statis{iiBS}hat:

Suicide is one of the leading causes of mortality in Australia, accounting fo
a greater number of deaths per year than road traffic accidents. In 2007
(the year for which the most recent data are available) 1,881 Australians
died by suicide. In the case of young people aged 15 to 24, suicide
accounted for 245 deaths, which repratearound 20% of all deaths in this
age group

The submission acknowledges that mental illness and previous suicidal behaviour

I NE YIFI22NJ AYRAOIG2NA F2NJ Iy AYRAGARdZ fQ
cases of completed suicide, depression Wasd to be present when psychological
autopsy studies were carried out (Orygen 2002). The submission found

individuals who commit suicide will have, in fifteen percent of cases, attefdlsd

for deliberate selharm during the previous 12 monthsg8ificantly the majority of

these individualslid not receivea psychiatric assessment (Orygen 2Q212).

In light of these statistics, prevention, identification, and appropriate management

of mental illness are vital elements of suicide prevention. Ej@ecy services,

including paramedics, often deal directly with the immediate outcomes of a suicide
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or suicide attempt. If appropriate early intervention strategies were supported and
instigated then the flow on cost to emergency services and associagedtin

services could be reduced.

2.2 Section 2: Resources for mental heattlscarcity,
inequity, and inefficiency

Toachieve sufficient access to effective and humane treatment for those who suffer
from a mental illness human, social and financial resasigze required. The WHD
Atlas project shows widespread, systematic and long term neglect in the provision
and distribution of mental health car@o reduce the burden of mental illness,

mental health policies and their implementation are necessary todioate service

delivery for better outcome¢Saxenat al.2007, p.878)

Availability of psychiatric beds relative to the mental health budget is one indicator
of insufficient resource and service allocation for serious mental iliness. If the
majority o the service provision is centred on large ingtonal settings such as
standalone psychiatric hospitals custodial care tends to be the norm for treatment

of serious mental illness. This leads to a reduction in choice in treatments, services
areoftendh A0+ yi FTNRY GKS LISNBE2YyQa K2YS | yR

existing support networks.

Human resources are essential to any mental health system where care relies on

professionalsA mental health workforce shortage in conjunction with thekiaf
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multidisciplinary professional collaboration hampémsatment and care (Saxeret

al. 2007,p. 880). Lowincome countries have a median of 0.05 psychiatrists and
0.16 psychiatric nurses per 100,000 of the populatiorcomparison higiincome
countries have a ratio of psychiatric health workers that is aboutti@iés higher
(Saxenat al. 2007,p. 881). These figures demonstrate the huge inequities in the
distribution of skilled human resources for mental health across the world,
especially for chilren and adolescents. This is a significant resource issue when
about half of all the long term mental disorders begin before the age of 14 years.
Worldwide prevalence rates for child and adolescent mental disorders are around
20% and similar types of dorders are reported in different cultures (Saxetal

2007,p. 883).

The lack of resources for mental health, inequity in the access to them, the uneven
distribution of services, and inefficiencies in their delivery has grave consequences.
The most sigificant consequence of the lack of community and acute resources is
that people who need mental health cade® not receive itAsan examplepne in

three individuals with schizophrenia and other raffective psychoses do not

receive any treatment. Thedatment gaps for depression and dysthymia, bipolar
disorder, panic, generalised anxiety and obsessive compulsive disorders are all

above fiftypercent(Saxenaet al. 2007, p 886)

Internationally and within Australia there is growing evidence of theartgnce of

understanding the social determinants of health as a means of addressing health
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inequities and inequality. The inequities seen between groups and within groups of

individuals according to the MHCA (20p06) are now

overwhelmingly attributedo social, economic and environmental
circumstances yet in the context of the NHHN [National Health and Hospital
Networks] reform agenda, there is little in the reforms or major funding
announcements to the end of 2010 that tackles social determinarifls of
health and mental illness.

The widespread stigma associated with mental illness means access to any care is
LI22NJ 6dzi F2NJ 0K2aS 6A0K 26 AyOo2YSa 2NJ
almost impossible (MHCA 2018,6). The lack of access can leaccomplex social
problems such as family violence, addictive behaviours (gambling and substance
misuse), poorer educational and employment outcomes, and further poverty. These
social factors are significant and clearly evident when paramedics attenddudisi

with a mental illness. As a group of health professionals they are in the unique
LI2aA0GA2Y 2F 20aSNBAY3I YR R20dzYSyidAay3a &

have a major effect on patient outcomes.

2.2.1 Communityresources

Care of people with m&al ilinessfrequently relies on limitedommunity resources
that include formally structured bodiegternational and indigenous nen
governmental organisations (NGOs); consumer and family associations; and
informal resources of family, friends, and otreocial networksThese community

structures and familiesften take responsibility fothe majority of theburden of
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care. NGQswvhen adequately funded, support or are at the forefront of innovation
by developingnew services, or supplement inadequatational or state
infrastructure for mental health carélthough a balance of communibased and
hospital based services has been shown to be the most effective form of
comprehensive mental health care such a balance has only been achieved in a few
highrincome countries, where financial resources have been matched by the
political will to increase communilyased carelesjarlais et al1l995;Saxenaet al.
2007 Thornicroftet al. 2008). In Australighe progress to community based care
specifically the deelopment of specialised mental health residential services has
not been consistent across the states and territories with a tHde difference in
the number of available inpatient and 24 hour staffed residential beds across
different jurisdictions. AlRustralian states and territories in recent years have
experienced increased demand for mental health care right across the health
sector, and in particular, for acute inpatient caf@epartment of Health & Ageing

2010 p. 7).

The most effective model aiare has been shown to be well structured, integrated
and multidisciplinary collaborative care instead of what is more often isolated,
disorganised and episodic care for people with common anxiety and depressive
disorders. Collaborative care is typicaly & O NA 6 & rRultilaceteddnXervention
involving combinations of three distinct professionals working collaboratively within
the primary care setting. Collaborative care not only improves depression outcomes

at six months, but continues to show bensfibr up to five years (Hickie & McGorry
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2007,p. 100). A major difficulty in the implementation of communligsed care is

0KS WR2dzo0tS TFTdzy RAY3IQ NBdpawdNdeRothed G KS Y2
developing communitypased system takes pla¢8ingh & Cdke 2007, p410) A

shortage of appropriately trained staff makes it difficult or impossible to implement
many of the evidencethased interventions and transitions to community care.

Even in high income countries there is a shortage in the mental healtkfarce

due to the low recruitment numbers and retention of stafinother hurdle to
community-based care is the differing perspectives of mental health professionals

and patients on the one hand and the general public on the other, on the success or
otherwise of deinstitutionalisation (Singh & Castle 20D@partmentof Health &

Ageing2010).

Practisng in a least restrictive manner allows fomare humanitariarapproach to
the carehealth professionals provideConsumersvho experienced the
institutionalisation eraestify toimprovement in thequality and enjoyment olife
living in the communitySingh & Castle 200, 410) Although improvements have
been made ranyconsumersstill recount theirongoingfrustrations and difficulties
with access partularly foracute and ongoing support for families and carers from
the mental health system. Some sectors and individuals, in the interest of patient
and community safety, are suggestinginstitutionalisation. Whilestrategies aimed
at prevention and edy intervention for mental illnesses are fully supported, such
strategies have not yet brought about a major reduction in the numbers of

individuals living with disabling chronic mental iliness. T2Wleoutlines some of
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the assumptions and realities grosed by Singh and Castle (2007.,410c411) to
explain why Australian communityased mental health services are finding it

difficult to provide services.

Deinstitutionalisation according to Singh and Castle (2001 (@) was seen as the
corner stone othe National Mental Health Strategy despite the fact that the
majority of long stay beds had been closed in the 30 years before 1992. Also
deinstitutionalisation was also only one of the twelve areas covered in the National
Mental Health Strategy. Deliveof mental health services in the community is
characterised by onén-one interactions between professionals which is labour
intensive Hickie & McGorry 2008ingh & Castle 2007). Effective delivery of
improved mental health care depends not only orafigial support for individual
services, but also on administrative and resource support for the most relevant
systems of care. Unless funding is significantly increased, a minimalist system of
providing welfare care for most patients, and diverting card aocarce community
NBE&az2dz2NDSa Ay | GFNBSGSR YIYyySNI 2 GK2as$s
patients) may be the only option left to service providers (Singh & Castle 2007,
p.411). This minimalist system will continue to have flow on effexthé¢

emergency and primary care sectors as they will continue to attend patients that

are in high need in the community.
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Table2.1 Assumptions and realities of deinstitutionalisation
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Another continuing major deficit is the laok provision of supported
accommodation for people with mental illness, with adequate staffing and input
from both clinical anchon-clinicalstaff that can identify, provide and resource the
provision of care that will meet the needs of individual at tpatticular stage in
their recovery Hickie & McGorry 2007; Singh & Castle 2@ath Australiarsocial

Inclusion Board 2007).

Improvements in the continuity of care and integration of general practitioners, the
private sector, norgovernment psychiatriaisability and rehabilitation services

and organisations is urgently needed. Improved integration of services will enable
and empower patients and families by providing assistance to navigate the complex

mental health system more effectively.

2.2.2 Disaimination and stigma

Discrimination against people with mental disorders continues to be widespread,
often formalised, and sometimes codified in law. For example, although most
countries have some provision for disability benefits, 41 (22%) of countries
worldwide, and 26 (45%) of leimcome countries, specifically exclude mentally ill
people from such entitlements (Saxeegal 2007,p. 884).Despite the lack of

funding and provision of care and resources, which remains the most important
barrier to effective mental health care, even in the highest income countries, most
individuals with mental disorders do not receive effective care. For example, in the

US, two thirds of peopleith a mental disorder receiveo treatment and half who
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did receive treatmendid not meet diagnostic criteria for a mental disorder (Kessler
et al 2005 p. 2518. The use of mental health care is therefore influenced or

restrained by demand as well as supply

Stigma and discrimination are significant factors in the reluctarficeany people

worldwide to seek help, or even accept that their diffie@s relate to mental illness.
Structural or organisational discrimination, in which people with mental iliness are

not considered to have the same value as people who do not havensahikness,

is exacerbated by misunderstandings by the public and health professionals of

mental illnessindividuals suffering a mental iliness often experience outright

abuses and loss of human rights, including abuses occurring within institutions and
treatment facilities. Ross and Goldner (2009, p. 559) state that one of the main

reasons that consumers give for not seeking or continuing with treatment is the

stigma experienced at the hands of health professionals. As a significant

contributor to stgma and discriminatioRoss and Goldner identified three role

based themes in relation to how nurses working in a general medical setting
astheEDYA IKG OG0 Fa WwadAaA3ayYlrdAaSNaEQE WiKS a
A0AIYRKSEIMISYS 28 Wiikda S GAIYFGAESNR SEL
negative attitudes as beginning early in life from cultural and historical contexts, but
they argue that familiarity and working with those with mental illness does not
necessarilypvercome these early sociaisons. The relationship between health

professionals understanding and attitudes is much more complexsaguoha still

remains a significant barrier to empathetic care even when the primary reason for
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admission is not mental health related but physicabrigin (Ross & Goldner 2009,

p. 560).

This discriminaon or popular misunderstandirgffects theLJS NE abilffy@seek
help and make known their problems. Stigma leads to avoidance and uiséenf
mental health care, contributes to inequalitynse individuals in greatest need of
help experience the most stigma, which leadsédiF-blameand isolation effectively

excluding the individual from care (Saxetal 2007,p. 885).

The objectives of the United Nations Charter on Human Rights and watiesant
international agreements form the fundamental basis for mental health legislation
(Gostin & Gable 2004pp21¢22). Thé adl §S G(GKS LISNE2Yy Qa N =
individual autonomyandfreedom from hhuman and degrading treatmenthe

Chartersalso supportthe principalof a least restrictivereatment environment the

O 2 vy & dzigBt Ihéormation and participation, as well as the concepts of equity

and nondiscrimination Weller (2010, p. 66) describes the right to health as being

guided by theprincipals of accessibility and availability. Accessibility includes the
physical location, safety, cost, and equitable funding of health goods and services.
Avalilability refers to the quantity, distribution, and functioning of public health and
health sevices.Based on the convention of rights for people with a disabiWeiler
6HAMANE LI cTO FNHBdZSa GKFG F a20Aalf Y2RS
relationship between stigma, discrimination, structural inequalities, inadequate

service provisioh YR RSTFAOAG&A Ay KSIfOGKQO®
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2.3 Section 3: Thenental health system where are we
now?

2.3.1 Nationalpolicy andreform

Most low-income and middlencome countries give low priority to mental health
policies despite evidence that mental disorders cause hrghgrowing disability
burden and longerm effects on quality of life and that treatment for mental
disorders are relatively cost effective compared to thag other conditionsRatel

et al 2007;Saxenat al. 2007).

In Australia the development of thdational Mental Health Strategy in 1992,

provided the policy framework to begin addressing the social and service provision
issues that had arisen due to deinstitutionalisation. The National Mental Health
Strategy, through its four strategic plans, aimeddcilitate and bring a framework

for the movement of service deliveryrfmental health care from staradone

psychiatric hospitals to general hospitals for acute based services and a cominunity
based model of service delivery. Téimtegy also recogniseithe need to address
issues such as workforce shortages, promotion and prevention and early
intervention. Implementing support for primary care services enables the staff
working in these areas to identify and treat people with mental disorders. Adequate
training, assistance, and supervision by available mental health staff, is seen as one
of the most effective ways to extend mental health services to the population (WHO

World health eport, 2001). Until recently paramedics, emergency services
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personnel andEDstaff have received little training in the area of psychiatric

emergency treatment and managemef8haban 2009, [1.19)

Five key areas were identified for the expansion of primary care to achieve
improvements in general adult mental health care. Thiestude the development

of outpatient or ambulatory care clinics; mobile community mental health teams for
outreach services; acute inpatient care; leil@gm community based residential

care; rehabilitation, work, and occupation services (Thorniab#l. 2003; Wiley-

Exly 2007). In Australia, the National Mental Health Report is structured to report
on the progress and development nationally and by state and territories of
outpatient and ambulatory care services, mental health spending, service mix, the
staffing levels of various parts of the mental health care sector, the number in
relation to acute iRpatient care and longerm community based residential care.
Although the most recent reporDepartment of Health & Ageirg010) indicates
there has beermrogress towards a commun#yased service model supported by
adequate acute and lontgrm residential services for mental health care it has

been varied and patchy over the various states and territories.

In Australiathe need for coordinated nation&lealth and welfare services for

people with mental health and substance misuse problems has been recognised on
many occasions byovernmentand supported in national policy. Despite this,

Hickie and McGorry contend that although a far reaching and intevnally

recognised national mental health strategy has been established since the early
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1990s, insufficient investment, lack of accountability, divided systems of
government and changing health care demands resulted in uneven reform. Due to
this inconsistat reform and insufficient investment, the barriers to primary and
specialist care persist within Austra(idickie & McGorry 2007 pp100¢101). They
identified there was insufficient development of systems to promote evidence
based psychological therageinnovative early intervention programs, new
electronic media health strategies, supported housing, commtgtyed acute care
and posttreatment recovery services in Australigince 1996, the provision of
services by specialist psychiatrist declined®percent while out of pocketosts

to those receiving care increased byp&cent(Hickie& McGorry 2007, p. 100As

a consequence, much of the work of providing mental health care has remained on
the shoulders of general practitioners poorly supigar by both public and privately
funded systemsln response to the need for greater primary care Better

Outcomes in Mental Health Ca(BOiIMHC) was launched in 200his program
enabled consumers to claithroughthe universal health care schenidedicare,

for psychological servicemdwas later supplementednd broadenedn 2006

through theBetter Accesprogram (Fletcher et aP009 Henderson& Fuller 201).

The mental health nurse incentive program (MHNiB3} also been a part of these
reforms inthe provision of primary mental health care. The MHBAiil@mptsto

engage credentialed mental health nurses in the coordinated clinical care of those
with severe mental disorderin primary care settingHowever recently, support for

the Better Accessdheme has been reduced and funding has been redirected to

Medicare Locals and negovernment organisations which support populations that
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are viewed as having less access to existing or other resources (Henderson & Fuller
2011, p. 185)The MHNIP is alsanfiing it difficult to attract credentialed mental

health nurses due to its current fundimgodeland the lack of national primary

mental healthcarepolicy in Australia (Olasoji & Maude 2010, p. 1T4)s continues

to leavegeneral practitioners as the jcipal primary care providers for people

with mental health problems.

One of the outcomes of limited investment and decreased access to specialist
services ishe increased use of the ambulance service as a means to geticare.

South Australia, the amlbance service (SA Ambulance Service or SAAS) experienced
a continued increased in their workload in relation to attending cases of disturbed
behaviour. The percentage of SA Ambulance workload in@®vas 2.14% which
increased to 3.22% in 20634. The pecentage remained above 3% naid-2007

and paramedic perception of their workload in this area is betweearid?0%

(Roberts & Henderson 2009). Both nationally and within the state the demand for

ambulance service is forecast to grow at approximately ©0&6 the next 5 years.

2.3.2 AustraliamQ ational Mental Health Report

Mental health accounted for 7% of total expenditure on health care and 7.5% of
governmenthealth spending in 2008 in Australia. These proportions have remained
relatively stable ovethe course of the National Mental Health Strategy

(Department of Health & AgeirgD10,p. 2). Growth has kept mental health in step

with expenditure in the overall health sector, but the implication is that the mental
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health sector has only maintaineditelative position in the health industry rather
than increasing its share of the health dollar. State and territory hospital services
make up the largest share of national mental health spending (28%) followed by
ambulatory care services (24%). Growthted national level concealed differences
in spending and an increasing gap between the highest and lowest spending states
and territories from 19982008 Department of Health & Ageiriz010,p. 3). South
Australiaaccording to theNational Mental Health R®ort (2010)remains leavily
dependent upon its starelone psychiatric hospitalhe need for acute care and
ongoing care in the community is continuing to grow and South Australia i
comparison to other states and territories continues to be the state withlowest
proportion of acute beds located in general hospitatsthe latter part of theThird
National Mental Health Plathere was substantial growth in the general hospital
based mental health serviceBépartment of Health & Ageir@p10,p. 43). Téle

2.2 details the number of available inpatient beds, community residential services
and ambulatory services in South Australia in 2008.bdtnumbersdemonstrate

the limited availabilityfor medium and long term careompared to demand which
directlyinfluences the need for care in the community and the flow on affect to

emergency services.
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Table2.2 South Australian inpatient beds and community residential

services numbers

Number of available non-acute and acute beds in standalone psychiatric 375
hospitals, as of June 2008

Number of available non-acute and acute beds in co-located units, as of 243
June 2008

Total 600
Number of available acute beds in standalone psychiatric hospitals, as 107
of June 2008 (excluding forensic and prison based beds)

Number of available acute beds in co-located units, as of June 2008 243
Total 350
Number of available beds in 24 hour staffed general adult community 64
residential services as of June 2008

Number of supported public housing places available at 30 June 2008 112
Number of full-time equivalent (FTE) direct care staff employed in

specialist mental health services per 100,000 population by service

setting, 20071 08:

Inpatient services 68.8
Ambulatory mental health services 51.9
Community residential services 3.0

Department of Health and Ageing 20Ma t i on al ment al health report 2010:

mental health services under the national mental health strategy2(®8 Commonvealth of Austrath, Canberra.

2.4 Section 4Care ofmental disorders Culture and
demand

24.1 Emergencyepartmentsand emergencyservicedemand

When was the last time you were comfortable delaying implementation of

care to a patient whom you knew was deterioratinile waiting for
ALSOALEGE OF NBK X . dzi GKFG REBIE Aa
across the US when it comes to initiating care for psychiatric patients on the
brink of crisis... we tolerate the wait for intervention by psychiatric staff,

even if this means we wait until a bed is available hours or e\ags after

patient presentation(Wolff 2008,p. 458)
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This quotatiordemonstrates the current practice and working policy that bBih

and prehospital staff are confronted with when dealingtivpsychiatric
presentations. Larkin (2009pp1110;1111) maintains that mental disorders are

the fastest growing area in emergency practice. As a result of the increasing need
and utilisation of EDs, emergency health professionals are being forcekamia
greater responsibility for providing both primary and acute mental health Céine.
increasing need for mental health care challenges and directly clashes with the

traditional cultural and operational context of emergency services.

In Australiadely A G A Gdzi A2y FfAal A2y YR WYasA ya i NS
resulted in increasing numbers of mental health presentations to EDs within our
public hospitals (Kalucy et al. 2005,7p). According to the Australian Institute of
Health and Welfare (MW) (2011jhe number of recorded mental healfelated
EDoccasions of service has increasg@n average annual rate of 3.6 percewer

the 5 years to 200€10. Deinstitutionalisation and the mainstreaming of mental
health services has not always bestcompanied by sufficient funding of
community services and the ED has become the entry point for care with
community mental health services directing patients to the Hi2. majority of

mental healthrelated EDoccasions of service in 2080 according ¢ the AIHW
(2011)were classified as either urgent or seurgent(81.8%).The data from state
and territory authorities showed that ore than 1 in 9 (19,360, 11.2%) were
classified as emergency (requiring care within 10 minutes) and less than one in a

hundred (1,531, 0.9%) as resuscitation (immediate cakmost halfof mental
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health ED presentationd9,961, 46.4%) were triaged asgent (within 30 minutes)
anda third (61,021, 35.4%) were recorded as sengent (within 60 minutes)

More thanl in 16(10,569, 6.1%) of mental healtielated occasions of service in
EDswere considered nowrgent (requiring carevithin 120 minutes). The AIHW
(2011) statsthat in 00910, mental healthrelated occasions of serviegere

more likely than all em@ency dejartment occasions of servite be assessed as
SAGKSNI dzZNBSy i 2NJ SYSNHSYyY Othe @npual depiiet byt v R
the South Australian chief psychiatriZ102011(p. 9 details the volume of
emergency service use provided through metro@oliEDs, SAAS, SA Police and the
RFDS. Of the total 307,000 events attended by SAAS mental health accounted for
4,605 (1.5%) of that total. Metropolitan EDs cared for 383,presentations in total

and mental health accounted for 2.92 percent (11,220).

Inthe US, it is estimated that the number of ED visits related to psychiatric
presentations has risen by as much as 14% in recent years. Eppling220B),

directly attributes the increased ED utilisation by mentally ill patients to the

decrease in funaig for mental health services, including limited outpatient and
clinical services, as well as a decreasing number of psychiatric beds and the closure
of entire psychiatric prgrammesPsychiatric patients are using the ED as primary
care for their mentalliness because of these diminishing services and are

presenting aincreasing rates (Kaluey al. 2005; Eppling 2008 These patients may

be held in the ED from several hourssteveral days because of limited resources

and a lack of available inpatieneds.
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Historically, several studies here in Australia show the increased reliance on and use
of EDs by individuals with mental health care needs. In South Australia, Kalucy
(2005,p. 76) found tha during the 10 years since 1993 the percentage of mental
health presentations had risen from 0.3 to Brcent,a tenfold increase, within a
a2dz0 KSNY ol aSR LlzoftAO0 K2alLWhAidlfod LY bSé
DNRdzLJ F2NJ aSyidlt 1 SIHEGK /NS Ay 9YSNHSY
Department of iman Services (DH&mergency Demand Coordination Group

(2002) estimated that between 0.6 and f8rcentof all ED presentations hawe

chief psychiatric complaint and in Victoria during 2000 to 2002, there had been a
13.2% increase in mental health presations to Victorian EDs from 26,902 to
30,985(Knottet al. 2007) The increasing demand on community mental health

care and the relatively low provision of inpatient beds increased the pressure at the

interface of these services: the ED and argyatble ambulance service.

The AIHW (2011) statistics on mental healttated principle diagnosis are based
on the broad categoriewithin the Mental andoehaviouraldisorders chapter in the
ICD10-AM (International Classification of Disead®™ edition, Chater 5). The
AIHW (2011) found thanore than threequarters (81.8%) of mental healtielated
emergency department occasions of service weategorisedoy one of four
principal diagnosis codes in 20(1%9. These were neurotistressrelated and
somatoformdisorders (FA4QF48; 28.2%), mental armehaviouraldisorders due to
psychoactive substance use (EEQ9; 24.9%), moogffective) disorders (F&E39;

15.9%) and schizophrenia, schizotypal and delusional disordersHE2,012.8%,).
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In South Australia, & major public tertiary hospital (20Q2003) 22.5% of patients
who presented to the ED with psychiatric illness were detained under the Mental
Health Act, an increase from 12.3% in 2@0@2001. In 2003, psychotic patients
represented less than 20% of alental health patients in the ED, but accounted for
over 40% of all detentiondnott et al.2007, pp.761¢762) One major feature
common to ED admissions is that patients with psychosis or mania were much more
likely to be admitted. Knott et al. (2007pp761¢762) found that if a patient was
detained and required physical restraiie median time that physical restraint was
required was 180 minutes with a maximum time of 2340 minutesh(39s).

Chemical restraint was required for 394 patients (10.6%),0f the 3702, using one
or more drugs. Diazepam (41.9%) and midazolam (36.3) were most commedly us
drugs within the ED and owat, 359 patients (9.7%) required o@-one nursing

care.

One of the major difficulties faced by mental health patientshie ED is the amount

of time they spend immersed in an environment that is generally not considered
optimal for people with serious psychiatric disorders (Kalucy 2008).The EDs
original purpose and function as a primary critical setting is begdgfined and is

slowly evolving with changing needs, but remains an often hectic, high stimulus and
high pressured environment which is acknowledged by health professional as a
barrier for the effective care of those with mental iliness (Marynoviskiczyk&

Broadbent 2011Weiland et al. 2011)According to MarynowskKiraczyk and
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Broadbent (2011, pp. 17%ime in the ED is a causative force which affects both the
patient and the ED staff. ED nurses are trained and focussed on quick assessment
and episodicare in an environment which is highly technological, fast moving, and
the flow of patients to be assessed and cared for is a priority. These cultural and
operational imperatives directly clash with the unique skills needed to care for
someone withamenta illness.The short client interaction within the ED and in the
pre-hospital setting are not the optimum conditions to care for the emotional needs
of the patient and can foster a feeling of frustration and inadequacy for the health
professionabnd the m@tient. The suboptimal environant increases staff and

patient stress and ultimately disrupts effective communication iegdo poorer
patient outcomegMarynowskiTraczyk & Broadbent 2011, p. 17@he principles

and definition of recovery in terms ofental health care in itself creates difficulty

for those working in the provision of emergency care. The expertise developed in
ED staff and paramedics to deal with urgent, episodic presentations commonly
associated with physical illnebasedin the traditional medical model of recovery

and wellness is challenged when confronted by patients that frequently attend for

OFNBE 2F OKNRYAO O2yRAUGAZ2YA GKIG (GkKS@& OF

Factors that influence the length of stay (DO%the ED are general workload in the

ED, delays accessing specialist staff, and problems with the lack of available beds in
psychiatric wards for those patients that need to be admitted. Hestogd. (2000,

p. 139) reported LOS for their first six mbrdample as being between 1 and

30 hours with the average of¢B hours. Knottet al. (2007, p. 761¢763) noted that
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patients with mental illness were more likely to present after hours, especially
between20:00 hours and 080 hours and there were few prestations where
immediate assessment (category 1) was required. They found a higher proportion
of patients were triaged as category 3 or as category 4 than for thenmemtal

health ED population. They estimated the median time to be seen by a clinician
(usually a doctor) was 26 minutes, 75% of patients were seen in less than 1 hour
and less than 1% waited greater than 4 hours to be seen. When they examined the
LOS there was a large variation across the five ED sites, with the proportion staying
greater thar 24hours inthe ED varying from 0% to 11.6%. When the reason for
presentation was related to the lack of acute mental health beds available, the
median ED length of stay was Bdurs and 39 mirutes. Others reasons for the
increased LOS within the ED weetated to revoked community treatmerdrders,

the individual require®ne-to-one nursing care, admission to a psychiatric ward or
involuntary admission. Following ED assessment, 90.6% of patients within the Knott
(2007) study were referred to a mental dléh service, either théssessment@is

Intervention Service or inpatient unit.

Kalucyet al. (2005 p.77) found similar findings for South Australia with an average
stay of 16.45 hours and 30.86 hours for detained patients within the ED. The
increasewas again considered to be due to the lack of resources and timely access
to communitybased care which is not mandated, equipped or required to provide
care for patients deemed in need of detention, radherence to advice, or other

health concerns mearthat the ED was deemed by the individual or the mental
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health provider as the appropriate place for care. Larkin (2p086) considers it
possible that intervention by emergency services could prevent community
management of the mental health issue basa a majority of mental health

presentations are transported either by ambulance or police straight to the ED.

A difficult situation arises when a patient presents to the ED intoxicated because
typically, ED management of mental health patients precludeatal health
assessment when the patient is intoxicated. Mental health wards do not readily
accept patients while intoxicated and medical wards may not be able to provide a
secure environment for mental health patients at risk (Lagtial. 2006,p. 86).

Models of ceoperative and multidisciplinary care should be developed to allow co
management of mental health issues and drug and alcohol use (intoxication) in
order to improve patient care and timely management of comorbid presentations in
the emergencysetting. The provision of care in the ED to those with comorbid
alcohol/substance use and mental iliness is an important resource issue because
most are norsecure environments for mental health patients at risk of-balfm,

harm to others or abscondinguture ED design may need to accommodate the
longer duration of stay for these patients unless alternative strategies can be
developed. In the oubf- hospital setting issues such as the need for extra crews,
the police, consult to mental health speciakstd crisis team support all influence

the care, resources required and time that paramedics need when attending mental

health patients.
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2.4.2 Emergencyservices:ambulance /emergencymedicalservices

In the current environment of increasing prevalencenthnd, state and federal
governments attempting to address the historical lack of funding and resources
within the mental health care system, the ambulance service are faced with an
escalating need for their services. The lack of community and specaigtes and
overcrowding of EDs has placed serious compensatory strains on existio out
hospital resources, resulting in longer transport times, increased number of
ambulance diversions, and longer eaftservicetimes for individual units and crews
(Lakin et al. 2006 p. 82). ED studies demonstrate that mentally ill patients often
rely on outof-hospital care, while attending to psychiatric presentatissn

increasing burden on emergency services (Lake. 2006 p. 83).

Within Australia, whileno large studies have examined the specific predictors of
ambulance usage among patients presenting with mental illness to an ED, they are
an important and rapidly growing subgroup of the community seeking emergency
care. Of 16.2 million ambulance presations to ERin the US in 2003, 7.4 million
were deemed mental health patients. Estimates suggest that nearly one in three
(31%) used an ambulance to access the ED (Letrkin2006 p. 83). In Australia,

the Queensland Ambulance Servaglit report (2007)showed a growth in service
demandfor attendance to presentations coded psychiatric, abnormal behaviour
andsuicide attemps. The growth in the second tier dispatch category (2A and 2B)
from 2003;04 to 200607 was97.4% (3594asesn 200304 to 7094cases in

2006¢07) in category 2A and99.3%growth 857 casedn 2003;04to 1708casesn
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2006¢07) in category 2B. The attendance and prevalence data for EDs and the
limited out-of-hospital data contextualises the broader environment of the mental
health system which paramedics are working in and demonstrates why paramedics

are, by necessity, involved in the initial care of those with mental health problems.

Providing appropriate health care to those suffering mentally ill in a BRBand in

the out-of-hospital setting has been and will continue to be a challefige. type of

mental health work in the ED and phespital setting focusses on descalation,

maintaining self and patient safety , medically clearing or managing physical injury

and iliness, redcing the environmental stimulus, promoting a calm environment,

and to develop an initial rapport with the person and obtain further psychiatric
(specialist) support. The aim of care then moves to gaining a brief targeted mental
health assessmentandgatN y 3 A YLIZ2Z NI yiG Ay TF2NXEFGAZ2Y |
social circumstances and providing concise and detailed documentation (Shaban

2009, pp. 123124). The difficulty with defining mental health work in an

emergency medical setting arises when there is cptical and attitudinal

difference in their understanding of their role leading to fragmentation of patient

care and devaluation of mental health work and psychiatry. The conceptual

separation of care is clearly defined in the terms used by general methffadsd

LI N} YSRAOa (G2 RStAYySIFEGS GGSYyRAy3 (2 (K
patient. This is often accompanied by a demonstrated devaluing of the mental
KSFfiK O02YLRYySyld 2F SYSNHSyOeé YSRAOLFf O

2009, p561). Descriptions and beliefs by nursing and general medical staff, such as
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there were better uses for health resources, priority give8 (K2 &S K2 | NJ
& A éan{l @ those that have not brought it on themselves, point towards a disparity
betweenstated professional missions and educational aims within health care and

the treatment provided (Ross & Goldner 2Q00fzelton et al. 2011).

Understanding existing prejudice against psychiatric patients is important, as a

study by Schmidet al. (2001 p. 369) suggested thagmergencymedicalservices

(EMS) workers commonly and systematically urtdieige patients with mental

health problems. Even among health care professionals, psychiatric care is not

always perceived as requiring immediate or closeritsn. Westwood (2001,

p. 205) cites Bailey (1994), Tehan & Murréh©96) and Jonet al. (1984) as
RSAONAOGAY3I 95 KSFHEGK LINRPFSaarzylrt adalTF
fAGOES aeyYLIl GKe F2NJ LI GASyGa %ot 0K &dzai OA
emergency nurses had difficulty interacting with mentally ill patients. Frequently,

these types of patients are bypassed because they look healthy, and other patients
with medical needs are seen and treated first (Curry 188%s & Goldner 2009

EDstaff often believe that psychiatric patients are challenging, and they do not

believe they have the necessary skills and experience to care for such patients
appropriately (Eppling 2008, 214). The observation that mental health visits have
higher urgerry and admission rates, yet longer waiting times, may reflect a similar

bias against such patients a study of accounts given by paramedic in Australia
adz33dsSada GKIFIG W2FFAOALFE | OO2dzyiia Yzaild 7

presenting wih violent, suicidal, drug induced, overdosed, or overtly psychotic
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0 S K I AShatmNaN05)Shaban (2009, pp.12122) identified the rapidly
expanding paramedic role, poor education and training , managing more complex
and chronic pesentations of mentkillness,and the lack of integrated mental

health services as significant factors that paramedics believeéasedhe

uncertainty and personal and professional stress when caring for those with mental
illness. In the absence of clear physical sigksymptoms Shaban reports that
paramedics almost exclusively relied on their experience and intuition to cope and
care for their suspected mentally ill patients (Shaban 2009, p. Ir2@nnjunction

with feelings of personal fear and threat to themselvesgmedics felt their clinical
decisiorgmaking was often directed by strict guidelines and protocols relating to
transport decisions and that further treatment was the most viable option to meet

both clinical and organisational imperatives (Shaban 20082 p)

These accounts seemed to dominate the experiences of paramedics in tu-out
hospital setting. The research in to how paramedics identify, assess and manage
psychiatric patients has only recently begun to receive attention. Currently little is
knownaboutwhat culturally what drivegparamedicactions in an environment of
increasing demandThe current need for mental health careSlouth Australia and
the adoption of a stepped approach as directed by 8wuth Australiarbocial
Inclusion Boar@2007) suggests that it is timely to explore the cultural influences
which affect the early provision of care by paramedidentifying alturally what
influences howparamedics sucture their care, how they identify and prioritise

their actions, their belief and values, and the surroundingganisational structures
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contributes to and situates their work in the wider context of mental health work

and how it is negotiated in the community setting.

2.5 Conclusion

The struggle to provide community mental tigacare, the move to mainstream
mental health care into general hospitals and the ever increasing need and demand
has placedEDs and the ambulance service at the forefront of service provision. The
difficulty in accessing specialist services createsuatsiin where people with a

mental disorder are accessing eaf-hospital care to gain entry to the mental

health system. The level of care needed by the individual once in the ED or in the
out-of-hospital setting is significant because they often delayssing support

until crisis point so are admitted or receive prompt care. Therefore paramedics are
attending patients that are requiring high levels of understandgkg|s and

specialist support.

Chapter3 introduces the theoretical foundations of thitusly, symbolic

interactionist thought and social constructivism, and argues why these philosophical
stances are useful in understanding paramedic culture and action. The chapter
examines the major assumptions of how interaction generates meaning and
knowledge for individuals and how these are demonstrated in the cultures of

groups.
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Chapter3
Methodology

3.0 Introduction

This chapter outlines the theoretical framework which this thesis uses to interpret
paramedic practice. How paramedics view their managenof psychiatric patients
isessentiako understanding the culture and meaning paramedics attieio their
workinthisarea¢ KS F2ff 2¢gAy3 RSAONALIGAZY 2F | Y

student who was on clinical placement with the ambulance service

Over the radio comes a description of a 38 year old female who has rung triple

000 because her heart has stopped. The paramedics glance at each other with
puzzled expressions as the student looks on and they ask over the¥tidio

LJ- G A Sy (a3 stoppe8 butiiey Have been talking to you for the last 5 minutes or
hassomeonekf ft SR Ay NB3IINRa G2 | O2ffl LASKQ

The call taker relays the small amount of history that they have been able to obtain,
regarding setharm and mental health issueBhe paramedics explain to the student
We know thidady;she is one of our regulars. She has an extensive history of mental
illness; we attend when she needs transport to hospital or things are getting too much
F2N) KSNWQ

As they arrive she is waitirfigr the ambulance crew by the gate with her bags
packed. The paramedics and student make her comfortable on the stretcher and
perform a preliminary assessment and begin asking her about the current reason

she has needed paramedic assistance. She states:
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Whe voices have been really mean and they keep telling me to kill myself. | am a
worthless person and they think it would be better for me to kill myself. | feel the
YySSR G2 Odzi 2Ly Yeé IN¥a |3FAge G2 €Si GKS
paramedicshotice extensive scarring on both arms and tofigersonal account,
2006)
The idea that culture exists in action and that meaning is constructed through
interaction provides a framework for exploring paramedic practice and cases such
as the one aboveSymbolic interactionism is distinctive in its approach to the study
of human groups and human conduct. One of the major guiding principles of
symbolic interactionism is that objects, events and actions have meaning for human
beings and are central in theswn right. To ignore the meaning that humans
attribute to things that they act towards is to falsify the behaviour under study
(Blumer 1969, p. 3B50cial constructivism, the bal of knowledge that individusl
construct and internalise, and social constionism, agrou@d 2 NJ a2 0ASG & Q

construction of knowledge which occutsoughhuman practice and interactign

form the foundations which underlie symbolic interactionism.

This chapter explogethese assumptiorendthe logic behind symbolic
interactionism Exploringhow knowledge is identified and understoadsymbolic

interactionismand social constructionist thought and how itappliedin this thesis

3.1 ResearcmS { K2 R2 f 2 JdefinitiohdNR G G & Qa
The theoretical perspective provides the philobagal context for the process of

thinking, ifQ logic, and its criteria. The theoretical perspective is the attempt to
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state how the assumptions that underlie the methodology are reflected in what we
do, and how we do iCrotty 1998, p7). For examplef data is collected through
interviews or participant observations, how are the assumptions such as language,
issues of intersubjectivity and communication within this process taken into
account and justifiedZrotty (1998, p. 7jeasons that by stating auheoretical
perspective, our view of the human world atiee social life within that worldye
canrevealthe origins of such assumptioasd how they function to generate
meaning.
Symbolic interactionism is a theoretical perspective that grounds these
assumptions in the most explicit fashion. It deals directly with issues such as
language, communication, interrelationshibsy R 02 YYdzyA(ié&éd X &&Yo
interactionism is all about those basic soaigéractions whereby we enter

into the perceptions, attitudeand values cd community, becoming
persondn the procesgCrotty 1998, p8)

Denzin and Lincoln (2008) define perspectives as being less defined and less

universal than theoretical paradigms. They suggest that perspectives may share

many of the samelements as paradigms, such as a common set of methodological
FaddzYLWiAzya 2NJF LI NIOAOdzZ I NI SLIAaidSyz2f 213
0StASTA GKFG 3FdZARS [ OGA2YyQd ¢KSe& O2y Sy
ultimates or the foundatios of knowledge. As human constructions these beliefs

are not able to be established in terms of their ultimate truthfulness, but define the
Wg2NI ROASHQ yR NB dzaSR a 02YY2y dzyRS

underpin social functioning (Denzin & Linc@b08, p.245).
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Cuff, Sharrock and Francis (1990, pf4c145 & 163) make the point that symbolic
interactionism and ethnomethodology can best be understood as perspectives

rather than classical theories, since they do not provide asraibmpassing thay

of society, instead come under the interpretive approach of which symbolic
interactionism and ethnomethodology are probably the best known. Symbolic
AYGSNI OGAz2yAaYyY INRdzyRA (GKA& NB&SFNOK Ay
interact, the meaning genetad through action and the assumptions that underlie

this particular way of viewing social functioning.

The theoretical perspective as a way of looking at the world and making sense of it,
involves knowledge and a certain understanding of what is entalédowing

(Crotty 1998, py 0 @ 9 LA &AGSY2t 238 RSIFfa 6AOGK gKI G
and how that has been determine®(@ba &Lincoln 1994Crotty 1998; Grbich

2007). Constructivism and social constructionism consider that the individual and

the goup create knowledge through the process of interaction which forms the

basis of symbolic interaction. Symbolic interactionism starts with the assumption

that knowledge is understood through interaction, in this case paramedic actions,

and then focusesstlens on how that knowledge is created.

The other major concept which informs a theoretical perspective is the concept of
ontology. Ontology focuses on the nature of being and reality (@ubacoln 1994;
Grbich 2007). Ontologgsks what reality is andhat makes up that reality. Crotty

(1998, pmn 0 LI | OSa GKS SLIAadSyz2tz23& |yR 2y i:
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AdKQ o62yG2f2380 FYyR GKS 20KSNJ laja WwW2KI
both inform each other as well as informing a theoreticatgpective Crotty

suggests that when you talk of the construction of meaning you are therefore in this
case also talking about the construction of meaningful reality. Because these ideas

are so closely linked it is often hard to keep the concepts of ogiglthe

meaningful reality, and the epistemological framework of knowledge through the

construction of meaning, separate.

The assumptions and the different ways of viewing the world shape the different

ways of researching the world. Denzin and Lin¢2008) cite Bateson (1972,

p. 314) to describe how the researcher is shaped by the assumptions and beliefs

that form the lens with which they view the world. Bateson suggests that the
NE&aSINOKSNI Aa Woz2dzyR 6AGKAY | yeSG 2F SLJ
whicht regardless of ultimate truth or falsitybecome partiallyself validatin@ @ ¢ 2
minimise the researcher being caught in this trap of-galfdating premises the

actual process of analysis and methods used in data collection, such as field notes
allows the researcher to separate personal understandings and reflect on the data

gained.
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3.2 Symbolicinteractionism

3.2.1 The nature of symbolicnteractionism

Only in terms of gestures as significant symbols is the existence of mind or
intelligence possile; for only in terms of gestures which are significant
symbols can thinking which is simply an internalised or implicit
conversation of the individual with himself by means of such gesttake
place.(Mead 1934, p47)

This quotatiorby Mead exptitly links the concept that we as human beings exist

only through our actions and gestures. The mind and therefore thinking only exists

in the world of symbolic gestures. Crotty (199874) encapsulates this by noting

GKFG aSIFR I (G NJoohded ® the sédatiiideAiatsBapd US ahE

2dzNJ 6 SKI gA2dzZNR® ¢ 2 dzy RSNEGI YR (0KS AYLX A
groups and the individuals within them behave and inteyaet need to examine

the tenets of symbolic interactionism. The tenetssgfbolic interactionism situate

the practices found in any given culture as central and indeed as the very source of
personhood for those encompassed by the group. From the symbolic interactionist
perspective, society shapes us to become conscious afid@®cious beings which

can only occur through our interactions (Crotty 199874).

The three core assumptions of symbolictéractionism

Symbolic interactionism holds at its core three identified assumptions.
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Premise 1: Action on the basis of meaning

¢KS FTANRG LINBYAaS Aa WiKFG KdzYry o0SAy3a
YSFEYyAy3a GKFEG GKS&S (KAY 2k This préhfise flaeds) (G KS
the meaning of an act or situation at the centre of the study of human beings.

Instead of meaimg being taken for granted and placed aside as unimportant or
regarded as a neutral link between the factors seen as responsible for human
behaviour, meaning becomes the cornerstone that provides the explanation for
behaviour (Blumer 196 heek et al. 196; Crotty 1998). As Blumer (1969,3).

7 A

RS&AONAROGSaE WOGKS LRarxidAirzy 2F (K 8Yo2ft A0

Q)¢
(@]

GKAy3a KIFIZS F2N KdzYly o6SAy3a NB OSyidNI
AAIAYATFAOLYG YSEyYyAy3Ia doiis@teséhidie Rebaviods 2 LI S
dzy RSNJ dddzRéd . & SELX 2NAYy3 LI N YSRAOAQ |
actions this study places meaning at the centre of understanding how paramedics

interact with people presenting with mental iliness.

Premise 2: Maning generated from social interaction

. fdzYSNI RSTAYSa GKS GSN)XY WYSIEYAYy3IAQ & | N
L1JIS2 L) S K2g GKS AYRAGARIZ f yR 20KSNHE N
0KS FT2dzyRIFGA2Y 27F (KIE® maaSiaydisech thidgdidzy LIG A 2 Y
RSNAGSR FTNRBYZ YR FNxaSa 2dzi 2F GKS &z
fellows (Blumer 1969, (2). Implicit in this definition is that meaning does not

SYFYFGS FNRBY (GKS 2062S00Q A {lkmaKkedp ofahld ISy S
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individual.Meaning is not intrinsic to the object but develops out of the interaction
with other humans and the ways in which humans act towards the object.

Thus, symbolic interactionism sees meanings as social products, as

creations thatare formed in and through the defining activities of people as

they interact. This point of view gives symbolic interactionism a very
distinctive position, witlprofoundimplicationsX 6 . f dzZYSNJ mdpc p= LIP p

¢ KSNE I NBE G§KNBS RA & (hicly BumerQdesiaS d@fBuNdat@to 2 F
define the things that individuals create meaning around. The first refers to the
physical world, such things as trees, cars and other structures within the world. The
second refers to social bonds or social objects sagcfriends, colleagues and

parents. The final category relates to abstract objects such as values, morals and
ideas. Only those objects that have social meaning for us as individuals exist in our

environment (Blumer 1969; Crotty 1998).

Meaning as sociaonstructions created by people as they interact and go about

their everyday activities implies that we do things for a purpose and that before we

act we formulate what that purpose is. We also enter a world that exists and has

social context, so objectsilvhave an existing meaning. Blumer cautions that just
because we as actors may exist in a given world we still have to indicate, identify
YR AYGSNILINBG GK2asS w2o2S0GaQ GKFG KIF@S
can be shown a specific meaginf an object, but to be incorporated and used by

the individual, the individual still has to recognise and accept that the object has

meaning for them. The value placed by the paramedics on their interactions with
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mentally ill patients is constructed tbugh that interaction and how they see those

actions in relation to their social role.

Premise 3: Meaning is interpreted and modified

¢KS GKANR [FaadzYLliazys WiKIG GKSaS YSIya
an interpretive process used by the gen in dealing with the things he
SyO2dzy i SNBAQX A& Fy AYLRNIIFIyG 1Se& G2 aSsSLl
approaches (Blumer 1969, p.0 ® LG AYLX AS& GKIFG Fa wgS
objects, situations and ideas; we interpret the procesan ongoing act of self

AYGSNI OQtAz2yQ o0/ KSS] Si Ftd mddcI LIP MHO
LI2aadaAofS AT GKS AYRAGARdZ £ OFy NBO23ayAa
a sense of self, which leads the actor to identifyeipret, reflect and handle

meaning. The actor selects, checks, suspends, regroups, or transforms the meaning

in relation to the given situation. In these terms interpretation should not be seen

as the simple application of given meanings, but a dynanddammative process

where meanings are used and revised as instruments that guide and form action
(Blumer 1969, p. 5Another crucial aspect to this whole process of discovery of

how people act towards a given situation is that the individual has to betaliake

therole oftheotherd 12 dzaS aSIF RQa GSNXYO® LYy &aAYLIH S
action or transmit and receive meaning the individual needs to have a sense of the

20KSNJ LISNAE2YQa @OASg 2N LRaAAGAZ2Y O
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In clinical decision making the person hasdapt and interpret the many sources

of information which are available to them and from that information formulate

action. By exploring action and the rationale behind that action the observer can
0S3AAY G2 SadlofAadaK ¢KIudlorglodp and Yidvlithdthas3a Q F

directed action.

3.2.2 Nature of human society or human grougéd

The nature of human society or group life, as viewed by symbolic interactionists,
consists of individuals engaging in action. Group life involves individthalsre

engaged in a multitude of activities as they encounter one another and manage the
continuousseries of situations they face every day. The individual may act
singularly; they may act collectively or as representative of an organisation.
Fundamentdy human groups exist in action and accordingly must be seen in terms
of action (Blumer 1969, ). Even the two dominant conceptions of society, those

of culture and social structure, can be seen, according to symbolic interactionists, as
the ongoing, omplex representation of activity that constitutes group life. Culture
whether defined as customs, traditions, norms, values and rules according to
Blumer (1996, p6) is clearly derived from what people do. In these terms the

WOdzt G dzZNB Q 2 &d by thehdiEndafxheihimaR Sefhds yithin the group.
¢KS &a20ALf AYOGSNIOGA2Y 0SG6SSY YSYOSNERQ
conduct instead of being merely a means for their expression. De Laine (1937, p.

LINE LJ2 & Sréup lifekisindt mételyelease or expression of structure but a
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diversified social process in which people engage in forming joint actions to deal

with situations confronting ther@

In practice what this means is that individuals, when interacting with one another,

take intoac@ dzy & Sl OK 20 KSNDa | OGABAGASEA 2N 6K
forced to direct their own conduct or handle situations in terms of what they

observe, interpret and take into account. The activity of others acts as a force,

either negative or posit®, in the formation of their own conduct. The action of

others may force the individuals to abandon an intention, revise it, check or

suspend it, support it or replace it which suggests that the individual is an acting

and reacting organism.

3.2.3 The human being as an actingrganism

Weber (1970) describes the individual and his or her action as the central
O2YLRYSYyld 27T WA y(GheekEkiHIDa6) THSInd&idudl pravides3 & Q

the parameters that define meaningful conduct and concepts suédHadi | 1 SQ >
W2NHBIF yAal A2y Q3 WIHaa20A0A2yQ yR 20KSN.
interaction. The study of the meanings and values associated with action forms the
Ydzf GAGdzZRS 2F NBEFTGSR ftAyla 2N WGKS YStIy
and the group they function within. To unravel the links between individuals and
GKSANI I OGA2ya FARaA Ay O2yaiuNHzOOAYy3 K2g
environment, work structures, and religious influences and in turn, how these

inform and irfluence the individual.
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aSIFR NBFTSNE (G2 Gg2 tS@Sta 2F az20AlLft Ayl
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interaction occurs when one responds directly to the action of another without
interpreting that action; symbolic interaction involves interpretation of that action.
Although in their association human beings engage insynbolic interation as

GKSe NBALRYR AYYSRAFGStE@ YR dzyNBFf SOA
expressions, and tones of voice, their characteristic mode of interaction is on the
a@Yo2tA0 tS@Stsx a GKSe aSS1 G giondzy RSNA
Mead, acording to Blume(1969, p. 7)sees symbolic interaction as a presentation

of gestures and a response to those gestures. The initial gesture from person 1 (the
initiator) conveys the idea, intention, meaning and plan of action of that individual

to persm 2 (the receiver). The receiver organises his or her response on the basis of
the meaning of the gesture as they see it, and so on. The gesture has meaning for
both the person who makes it and for the person at whom it is directed. When the
gesture has th same meaning for both parties and the communication and intent

are understood, a shared action can result. If there is any disruption, confusion or
misunderstanding between any of the lines of meaning then communication is
ineffective, interaction is imgded, and the formation of joint action is blocked as

illustrated in Figure 3.1.
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Figure3.1 f dzZYSNIRa f Ay Saangdrfeandg YYdzy A OF GA2Y

In any interaction, specifically with persons that may have an altered sense of their
own reality, the break in the lines of meanings may require a change of gesture or
strategy from the person initiating the interaction. A large number of factors such
as language, tone of voice, body language, physical presence, environment and
personal experieces and social beliefs, can all affect the lines of meaning between

the person initiating the gesture and the person receiving the gesture.

William Thomag1966) argued two ideas with regards to how a situation is defined
and incorporated in symbolic intactionism. The first is that human action is not a
stimulusresponse activity, but that we engage in a period of reflection before

I OGA2Y 6KAOK @FNASAE atA3aIKGfte FNRBY . fdzyS
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of interaction. The period of reflectioor deliberation he referred to as the
WRSTAYAYI 2F (KS aAddza A2y Qd 1 Aa &aSO02yR
consequences of defining a situation in a particular way. In this context he suggests
that the subjective meaning that people bring to theitians should be fully

investigated to develop an understanding of an event. He believed that behaviour

could be explained by how people make sense of a given situ@ioeek et al.

1996, p. 114)

3.2.4 Pragmatism as the intellectual basis for symbolic
interactionism

Pragmatism, described Iiyheek et al. (1996, p. 118)an essentially American

school of philosophy, sees the meaning of an event or object as arising out of its
practical application. A pragmatist approach places the usefulness of thernatco

or the application of a concept, meaning or belief as essentially the benchmark for
0KS @FfdzSy WOGNHzi KQ | yR (Nt K08y S HAThe T | Y
original work by Peirce (19858), saw pragmatism as a method of reflection which
hadthe potential to clarify and inform meanin@.rotty (1998, p73) contends that

more recent views of pragmatisbecame an uncritical exploration of cultural ideas

and values in terms of their practical outcomes.

The intellectual foundations of interactiism arise from what is considered to be
the bridging of two contradictory ideas of pragmatism and formalism, both of which

had their origins in European thought (Rock 2001, p.R@gmatism, at its core,
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suggests three major conceptBirst, it suggestthe importance of dealing with the

concrete and the particular rathehain the abstract and universdalhe second

concept is the idea thatthe sedtc ¥ 2 NJ Wi KS { NizdbjeQiveidda dzy G Sy
that the ¥ne truthCls obtainable and is the only valisthderstanding or meaning is

counter to the ideas that the search for multiple interpretations, understandings

(truths) and meanings angossible andhecessaryo understanding the social world.

The third idea from pragmatism is that the mind is not a stwe but a process in
interaction with the world. As a consequence humans play a role in shaping their
environment and communication is seen as intrinsically linked to understanding and

meaning, making human society possible.

Plummer (1991p.41) descrites one of the most difficult ironies in interactionist

thought as its tendency to embrace, yet deny, a range of philosophical dualisms:
it looks at both subject and object, studies voluntarism within determinism,
accepts the relativity of truths whilst sking the underlying forms of social

interaction, and manages to be both phenomenalist and essentialist at the
same time.

He contends that interactionism dismisses these wider philosophical dualisms as in
practice and everyday life being irrelevant, oconcrete everyday experience they

make little real sense. He describes symbolic interactionism as being a fully

RAFE SOGAOIT GKS2NE WHKSNBE &4dzo2SOid FyR 2
chaos, structure and meaning, knowledge and action araitafy linked and

SYSNHS |yR 3aNRg {2381 HrSekdoring patamediycsiide m g ¢p m
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what they do has a practical and real element, a pragmatic, outcome focused
meaning, based in task orientated practice. The idea of multiple meanings and
competing priorities which occurs in the clinical decision making, especially when
dealing with complex presentations such as mental iliness, fits with a dialectical

theory that acknowledges knowledge and action grow together.

3.3 Epistemolayt how the world is known in symbolic
interactionism

3.3.1 Constructionism and @nstructivism

The concepts of social constructionism and constructivism focus on the way, in the
AYOSNIINBGAGS g2NIR GKFG (y2¢ftSR3IS Aa dzy
Crotty (1998, p.58) reservesi KS (G SNY WwWaz2O0Alf 02y adNHzOG A ;
YR 1y26f SRAIS 4KSNBE (GKS WazO0AlftQ Aa OSy
Social constructionism encompasses the collective generation and transmission of
meaning, which uderpins interactionist thought. Distinct from this definition,

Crotty uses the term constructivism for deliberations dealing exclusively with the
YSFEYAY3 YI{Ay3 OGAGAGE 2F GUKS AYRAODARdz
YR YSIEyYyAYy3I FHyIR GiBKS NUBAT 2ANSI NANBA A O t & € Ay
accordingly what we take to be objective knowledge and truth is the result of
perspectives (Crotty 199,430 @ / NP GG Qa RSFTFAYAUAZ2Y 27F
YSFEYAY3 LINARYLFNRE & ttige wilhi $ie SoglaRehviddniRedrtiint Q& L
which they live. The study of meaning and culture using constructivist epistemology

allows the unique experience of each of us to be acknowledged and valued. It
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understanding how and why they act, and therefore has value. To broaden the
context, social constructionism allows the thinking to move from the individual,
without excluding them, to social or group considerations. One particl.daeisf

interest is the hold our culture has on us, how it shapes the way in which we see
things, and gives us a definite view of the world. The shaping of our minds by

culture is what makes us human and gives us the freedom and limitations that we

consciosly or unconsciously experience every day.

Constructionism as a concept is encapsulated in the following quotation by Crotty:

all knowledge, and therefore all meaningful reality as such, is contingent
upon human practices, being constructed in and ountefaction betwea
human beings and their world, and developed and transmiitgdin an
essentially social contextCrotty 1998, p42)

Underlying social constructionism is the clear assumption that we as human beings
do not create meaning, but construmeaning, which suggests that the essential
building blocks are already in place. As Heidegger and MeReaty (1962)
SELINBaax GKS ¢g2NIR Aa WHtglea FtNBFRe
Objects have potential meaning, but actual meargngerges only when
consciousness engages with them (Crotty 1998, p. 44). As Humphrey describes the
world consists of worletuff, but the properties of this worldtuff had yet to be

represented by the mind (Humphrey 1993,17).
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The crucial aspect of owole as active participants in the generation of knowledge

is that although the world and objects in the world may in themselves yet to have
meaning, they are our partners in the generation of meaning and therefore are
crucial to the process. Crotty haslatinct view of the way the individual plays their
part in the process of construction. He sees them as working with the materials that
they are presented with and their skill lies in the ability to reconceptualise existing
frameworks and ways of operat) to develop a new knowledge or reinforce

existing knowledge. The active engagement by people in their world, constructivists
contend, develops theory that is consistent with the experienced reality, as

opposed to theory that is not.

Constructivist thoubt is diverse, moving, evolving and changiBgrgen 1985
Bredo 2001; Burr 2003). The social constructivist approach has at its foundation the

following key assumptions.

3.3.2 Critical stance towards takeffor-granted-knowledge

The first assumption is aitical stance towards takefor-granted knowledge and
understanding of the world. According to Burr (20033)psocial constructionism
requires a critical stance towards the accepted or customary ways of understanding
the world, including the individuand their position within the world.

Constructionism challenges the idea that the world is there in essence to be
discovered and it will reveal its nature to us and we just have to look. It also

challenges the view that conventional knowledge is based ujpective, unbiased
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observation of the world. Social constructionism encourages us to question our

assumptions about how the world appears to be.

If knowledge and reality are social constructs created by the individual or group
through interaction and aovity, then to understand their knowledge and reality all
the underlying possible assumptions and interpretations need to be explored. A
constructivist framework enables each possibility to be considered valid and by
nature directs the exploration to opénquestion held perceptions, beliefs, actions
YR LINRPOSaasSasx AyOfdzRAY3I GKS @GASHESNRa K

the individual, group and observer to be stated.

3.3.3 Historical and cultural specificity

The second assumption is the histal and cultural specificity of the way we

understand the world. Burr (2003, B) outlines that within social constructionism,

the ways in which we commonly understand the world, the categories and concepts

we use as a basis for understanding action emeraction, are historically and

Odzt 1dzNF f & aLISOAFAOD ¢KS AYRADARIZ f Qa dz
dependent on experience, the culture the person lives within and where and when

in the world they live.

From this assumption all ways kiiowing and understanding the world around us

are historically and culturally relative. Not only are they specific to particular

cultures and periods in history, they are also seen as products of that culture and
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history, and are dependent on the partianlsocial and economic arrangements
prevailing in that culture at that time. The particular forms of knowledge that
abound in any culture are therefore artefacts of it, and we should not assume that
one way of understanding is necessarily any better (irms&eof being nearer the

truth) than other ways.

If knowledge is an artefact of a culture and historical context then constructivism as
a framework requires the description and portrayal of that culture and history to
enable the understanding of how the éwledge was generated, used, transmitted

and understood in context.

3.34 Knowledge is sustained by social processes

If our knowledge of the world is not derived from the nature of the world, where
does it come from? The social constructionist answénas people construct it
between them. It is through the daily interactions between people in the course of
social life that our versions of knowledge become constructed. Therefore social
interactions of all kinds are of great interest to social constargtits. The
conversations and actions that occur between people in the course of their daily
lives are seen as the practices during which our shared versions of knowledge are
generated. Therefore what we regard as truth, which varies historically and-cross
culturally, may be thought of as our current accepted ways of understanding the
world. These are a product not of objective observation of the world, but of the

social processes and interactions in which people are constantly engaged. This also
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means thatthe interaction and knowledge generated is equally open to continual
questioning and reframing as a part of the ongoing process of understanding the

social world.

Kant(1949)believed that the mind plays an important role in defining the
categories we amdividuals use as a grid to organise our everyday experience. The
society, physical and sensory world that we live in provides the concrete features
that reinforce and give the cognitive categories their shape.

Kant argued that both mental organisatiomé sensory input are involved

in knowing.The mind provides the basic categories or relationships, such as

spatial, temporal and causal relations that provide form to experience.

Sensory experience, fos fiart, provides concrete particulars that give

spOATAO O2y Syl G Zheteford evenithe Ricstbasiel G S32 NA S a

experiences are constructs since they have been given form by mental

categories and relationships. Nocape from the influence of opriori

assumptions. However, since the implicitegairies of thought are

universal, we all live in a sonon (albeit constructed) world.
(Bredo 2001, p. 129)

Observation and conversation are two critical ways of discovering how the social
process is developed by individuals within a group, sustaineddiyiduals and a

group, and how dynamic these processes are within a group or society.

3.35 Knowledge and social action go together

These negotiated understandings could take a wide variety of different forms, and

we can therefore talk of numerous pokk social constructions of the world. But
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each different construction also brings with it, or invites and directs, a different kind
of action. Descriptions of the world therefore sustain some patterns of social action
and exclude others. What is sustainaad excluded in our constructions of the

world are closely linked to the relationships and power relations between
individuals because they have implications for what it is permissible for different

people to do, and how they may treat others.

This concepis vital to theway we understand the rationaleehind what individuals
and groups do in practice. To understand the internal and external factors that
determinewhether an action is proceeded with, suspended or modiffeaints to
the underlying meaningnd construction othe activitiesperformed by individuals

and groups.

3.3.6 Anti-essentialism

Anti-essentialism suggests thahse the social world, including ourselves as people

is the product of social processes, objseind even we as people d@nhave a

determined nature or essence. Social constructionism is noinuslying that

2ySQa Odzf GdzNF £ adzZNNRBdzy RAy3a KIFI @S | @GAadl
our nature is a product of environmental, including social, rather than biolbgica

factors Phillips 1997Bredo 2001Burr 2003, but behaviour, actiongnd the world

only become essential or acknowledged once the players engage and interact.
Therefore the meaning, understanding and knowledge as,ssdonstructed by

the group andndividuals within that group or society.
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The underlying and possibly the more controversial point that Bredo (200B1p.

makes is that if knowledge is constructed, then the relationship between subject

and object must be also viewed in a specific Wwaynstructivists contend that the

subject and object, knower and known, mind and reality, are intertwined and co
constructing. It is the traditional assumption of the fixed, separate, and well defined
identities of subject and object that is challenged thest by constructivists. As

Bredo (2001, p1310 A GF 1S&asx F2NJ O2yaidaNUWzOGA@GAadGa W
more fundamentally, that the objects and properties that we experience and know

are themselves in some manner products of human (mental or pHysica I OG A @A G ¢

3.3.7 Anti-realism: relativism . realism

Crotty (1998, p43) proposes that from the constructionist viewpoint, meaning, or
KGO KS GSN¥a a GNHziKZ OFyy20G 0SS &AYLX
suggests that when construotiism is portrayed as simply taking meaning as

constructed by a group and imposing it on reality it discounts the concept of

humans as beingim-the-world and the phenomenological concept of intentionality.

This total subjectivism goes against the idea thaman beings have agency and are

LI NI 2F GKS O2yadaNuzOGA2Yy yYyR Oy o06S @AS
within their world. Bredo (2001, d.32) suggests that as soon as yquestionwhat

is considered real, the enquitilen becomes focusseah the process and activity
(fundamental to symbolic interactionism) that one goes through to reach those

conclusions rather than taking the conclusion for granted.
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thought is conscious of something and has reference, context, as well as direction.
Intentionality suggests a very intimate and very active relationship; not only is
consciousnessitentional, but human beings in their totality are intentionally

related to their world. Experiences do not constitute a sphere of subjective reality
separate from, and in contrast to, the objective realm of the external world. In

relation to action or knical practice, there is an active and intimate relationship

between the practitioner and theonsumemwhether foreither what isperceivedas

a positive or negative outcome. Because the individual and the object, event or
subjects are so closely linkgtie description not only needs to describe both these
separate identities but also the explicit links between them, which is where the
meaning in the interaction lies. These links open up the opportunity to view or
reinterpret a given set aflata in new vays as Saukko (2000.300) states,

WSELX 2NAYy3 &SOSNIt LISNARLSOGADBSE Ay |y 2

08 FT20dzaAy3 dGSydazy 2y RS@OSt2LYSyida

Social constructionism denies that our knowledge is actiiperception of reality. In

fact it might be said that we construct our own versions of reality (as a culture or
society) between us (Burr 2003, ). Since constructionists assume that all forms

of knowledge are culturally and historically derived ainéédd, then trying to fit the
y20iA2y 2F WONHzZIKQ Ayd2 (GKA& FNIYSG2N] 0o

(1966)The social construction of realéygues the antessentialist account of social
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life which encompasses that human beings together creaig sustain all social
phenomena through social practices. They propose thediprocesses of
externalisationobjectivation, and internalisation are responsible for maintaining

social phenomena and the social construction of reality. Externalisatiatvis/ the
potential for shared ways of thinking about the world to become externalised when
GKSe GF1S GKS F2NX 2F a20Alf LN OGAOSa
(objectivation) for a social group, and acquire a sense of shared meaning. They the
become a part of the thinkingf individual members of the social group

(internalisation) and new members are introduced to the concepts and practices
around them. Meaning in this sense is not constructed in a vacuum, but rather as
human beings existinig a world that has established cultures and knowledge.
Therefore we enter a world where concepts and ideas are shared, learned and
established through interaction. The making of meaning is an ongoing process and

I O02YLX AaKYSYy(zZ gA ihaalbBbjgstsareOmhge@dt inindghg’ 0 S
GKFG GKS@ FINB YIRS o6& (UKS AYyUSNIINBGAGS

p.191)

3.4.8 Whepublicly available systems of intelligibilit® culture and
the individual

Crotty (1998, p53) suggests that the esting frameworks, meanings and culture

GKFG 6S SYidSNIAyid2 YR gKAOK WLINBOSRS dz
G2 YR AYO2NLIR2NI SR Ay (2 2dzNJ t A@Sa | a
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with a wider sense of the public and conventional meanings of the world we live in.
These institutions are the source of the interpretive strategies which we use to

construct meaning. Geertz (1973,pH 0 & LIS 8laald SYF 20 AAAY A FAC
and the meaningful symbols that constitute culture as indispensable guides to

human behaviour. As a direct consequence of the way in which we humans have
evolved, we depend on culture to direct our behaviour and organisesgperience.

Culture, according to Geertz (1973, p. 44), has been viewed in the past as

WO2YLX SESa 2F O2yONBGS 0SKI GA2dzNI LI GG SN
which, if viewed predominately in this way, is to regard culture as an outcome of
humanthought and action. Crotty (1998, p. 53) proposes reversing this view of

culture and contends that culture is best seen as the source rather than the result of
human thought and behaviour. He cites Geertz (19734p.as describing culture as

Wl & &ntrol rBe€hani®ms: plans, receipts, rules, instructions for the governing of
0SKI@GA2dzZNDP® 2 A0KAY GKAA @GASgE 27F OdzZ G dzNBS
0K2dAKG Fa Wol aA0Fftfe 020K a20ALft |yR LI
description fromGeets MmpT1 0> LI®P npd GKIFIG GKAYy1lAy3a 2
Ad GKS WOENIFFAOQ 2NJAYUSNLIE @ 2F WaAIAYA
symbols suggests that these symbols for any individual are already functionally
established and are crent within the community that the individual is born into or
operates as a member oGgertz 1973Crotty 1998). As this system changes and

evolves so do the symbols that constitute what is significant and mutually shared.
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This portrayal of social constctionism concludes that all meaningful reality is

socially constructed, with no exceptions, including natural or physical realities. The
O2dzy G SNJ dzy RSNBR GFYRAY3a 2F WwazOAlt 02y aidN.
social realities having a sockasis and not the natural or physical world. This

distinction is described by Crotty as understanding social constructionism as
RSy20Ay3 WGKS O2yaidaNuzOGA2Yy 2F &a20AFf NB
NEFfAGEQd / NPOGGEAOBMPPRY A0ANPZDE KR Y AGKT A&
NEflGAGAAGQd IS y2GSa GKIFIG Wiz are GKLFQ
G2 alre GKIFIG Ad A& y2id NBFfQ®d IS I NHdAzSa
WNBIFfAAYQ | NB YAdiGR 1SS & SR NS A yazaly WAKRS |
philosophical view that what is real consists of what is recognised by theanthd
canbeseena® A RS aQ Ay LINF OGAOSd® / NRrGl& omddy

does not limit or confine reality irhis way (Crotty 1998, pp. 485).

3.4 How theory meets method

Symbolic interactionism, constructivism and social constructionism, with their focus
firmly on action and in particular the concept of culture, provides the perfect back
drop to understandingparamedic practice and how that practice is constructed

when dealing with psychiatric presentations.

Denzin (2001, ) outlines several ways the interpretive approach can be used to

understand action and practice within work life and everyday socia¢rstdndings.
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At the applied or practice level, the interpretive approach can contribute to
evaluative research in the following ways. First it can help researchers to identify
different definitions of a problem and perceptions from the different players
through the use of personal stories and rich descriptidr®e interpretive approach
also allows researchers to locate the assumptions that are held by various
interested parties. These assumptions are often taken for granted or in practice
without the parties being aware of their influence. The interpretive approach can
identify strategic points of intervention into social situations and bring to the fore
iIssues that are relevant to and affect practice, action and service delivery. Lastly,
the interpretive gproach makes it possible for the researcher to suggest
WEEGSNYFGAGS Y2NIf LRRAyla 2F GAS6Q FTNRY

can be interpreted and assessed.

One such interpretive approach which captures these objectives is ethnography.
Ethnagraphic tenets guide the study of culture and the generation of meaning by
individuals and groups. Ethnography is performed in natural settitgsi K St FA S R ¢
uses multiple sources of information, and is relatively unstructured and sucailé
to facilitate n-depth exploration. The analysis of data involves interpretations of the
meanings, functions, and consequences of human actions and institutional
practices, and how these are implicated in local, and perhaps also wider, contexts.
Ethnographic enquiry itihe spirit of symbolic interactionism seeks to
undercover meanings and perceptions of the people participating in the

research, viewing these understandings against the backdrop of the
LIS2LX SQa 20SNIff g2NIR OASHhe2 NI WOdzt (i dzNB
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researcher strives to see things from the percepobibtie participants
(Crotty 1998, p7)

This intention to place yoself as the researcher in the participaggoridview
provides the logic behind the use of methods such as participant observation,
unstructured or semstructured interviewsand the use of noflirective forms of
guestioning within themanddocument analysisThe followinghapters provide
more detail on these specific methods and how they have been employed in this

research.
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Chaper 4

Research method part 1.
The framework ethnography anculture

4.0 Introduction

It is evident that any research grounded in symbolic interactionism will be
tentative, empirical and responsive to meaning. The social world is taken to
beaplacewherei ttl e can be taken for grantedé
but of process, where acts, objects and people have evolving and intertwined
local identitiesthat may not be revealed at the outset or to an outsider.

(Rock 2001, p29)

Ethnography as a techmque for investigating actions and meanings allows us to
enter the world of paramedic practice, explore stories of their everyday work with
peoplewho are experiencing mental iliness, and observe the transition from pre
hospital to hospital care. This chaptoutlines the concepts that support
ethnography as a method for conducting qualitative research in thehpspital

field. Part 1 defines ethnography and explores the concept of culture and how it
pertains to my research. Part 2 outlines how access whigaed, the negotiations
with gatekeepers, and the gaining of ethics approval. The latter sections detail the
techniques used during data collection and issues of rigour for ethnographic

research.
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4.1. Ethnography anctulture
4.1.1 A brief accountethnography andrelevance topractice
¢CKS ljdzSatdAaz2ya 2F 6KIG Aa WSGKY23INILKEQ
essential to understandinghat constitutesk W O dzf (addNdwthat infryhst Q
data collection and analysis. Ethnography is to:
tell acredible, rigorous and authentic story by giving voice to people in their
26y t20Ft O2yGSEGZ dGeaLMAOlrftte NBfeAy3a 2y
RS a ONMX LeiehAt® Vhé staryds told through the eyes of local people as

they pursue their daily lives their own communities
(Fetterman 2009, pl)

The intent of ethnography is to observe, document and interpret behaviour and

actions with primacy given to individual and group accounts within a cultural

context. Ethnography found its origins in ninetéerentury Western anthropology

as a term that denoted a descriptive account of a community or culture that was

usually located outside the known groups and societies of that era. During that time
WSGKY23INILIKEQ 61 & OASHSR |hahistorkardfi SYSy G |
comparative analysis of neWestern societies and cultures. As anthropologists
0S3Aly G2 R2 UKSANI 26y FASER g2N] GKS @S
integration of both firsthand empirical investigation and the theoretical and

compat G A GBS AYOGSNILINBGFGA2Y 2F az20ALf 2NAlY
Atkinson 2007, pl). Brewer makes the point that ethnography is not only studying
people in their natural setting, but attempts not to impose an external meaning on

what is seen anddard. He writes that ethnography is:
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methods which capture their social meanings and ordinary activities,

involving the researcher participating directly in the setting, ifaist the

activities, in order to collect data in a systematic manner but without

meaning being imposed on thesmternally.(Brewer 2000, pl)

Fieldwork becameentral to anthropologysresearcherdbecame directly involved

in the systematic observatiomd study of people. Fieldwork required extended

and involved periods of time within the group being studied, to achieve the
ethnographic goal of documenting and interpreting the distinctive ways of life, the
beliefs and values that underpinned a group.sTéxtended presence in the field

lent itself to ethnography being considered not only a process but also a product;

not only the generation of understanding of human experiences and their
YSFEYyAy3as odzi Ffaz2 G§KS NBaSHNDHKuUSNDE A D
(Tedlock 2003, [65). These accounts form the basis from which themes,

descriptions, interpretations and representations develop to gain insight into the

studied group, culture or organisation.

During the twentieth century, langside this fadamental change within
anthropology, the ethnographic model was beginning to be adopted by other
disciplinesparticularly Western sociology. During this time sociologists working at
the University of Chicago, during the 1920s to the 1950s, developeg@oach
along the lines of anthropological ethnography to study human social life. The

Chicago School, as it was known, documented a range of different groups and
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subgroups, including those found in the city, and how these were shaped by the

urban socialdrces that were developing at the time (Deegan 2001,1d12).

The move from traditional anthropological ethnography to the study of subcultures
and sections of urban life by other disciplines within the social sciences has seen the
creation of micreethnographies, also known as rapid, short stay or focused
ethnography. These disciplines embrace the major tenets of cultural understanding
and interpretation. However, for practice based researchers, traditional
ethnography was extremely cultw@nd-contextorientated, broad in its aims and
goals, required extensive time in the field and was time consuming for their
purposes (Wolcott 1990, 50). This shortened form of ethnography, Wolcott
(1999, p25) suggests, recognised that:
in the process of ethnogphy taking the long, slow, but apparently
AYSOAGlLoftS LINRPOSaa 2F a02YAy3d K2YSés S

defining feature as the study of others, dri@ast others who differed
dramatically from the ethnographer

Ly G(GKS LINPOSaa AT KKYSXH NIyLRK aNBWG2 WO K S NA&
engaged with issues that were significant in their own culture, instead of looking to
those outside their own back yard, researchers ditlnegjuire the same length of

time to become familiar with the culture and cloufocuson a defined area of

interest.
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Continuing into the current day ethnography has been taken on board by many
different disciplines and influenced by a variety of theoretical perspectives ranging
from: anthropological and sociological functionaligshjlosophical pragmatism and
symbolic interactionism, Marxism, phenomenology, hermeneutics, structuralism,
feminism, constructionism, posttructuralism and posmodernism (Hammersley &
Atkinson 2007, p2). The choice of symbolic interactionism and camgivism as

the theoretical base for this study has been outlined in the previous chapter giving

an interpretive framework for the process of data collection and analysis.

4.1.2 Ethnography: the holistic perspective

The fundamental aims of cultural im@retation, namely adopting a holistic
perspective, providing context for the studied phenomena, and-puailgemental
views of reality, all shape ethnography (Fetterman 2009,18322). Adopting a
holistic perspective allows exploring beyond the mere otaton and interview
information, to develop a context for the group being studied and a backdrop for
their actions and commentary (Fetterman 200918). Wolcott (1999, pz8)
incorporates the idea of wholeness or integration in ethnography. This sguate
phenomena not just as a single identity but in relation to a wider context, attempts
to explore phenomena in its entirety, and interprets how the ideas and actions
interrelate, and the complexity of those relationships. To gather a holistic view,
fieldwork again takes prominence and the ethnographer becomes the predominant

tool, as an integral part of the process of gathering data. The extended time in the
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field and the use of multiple data sources enables a complex, detailed and

contextualised representen.

4.1.3 The insider and outsider: the emic and etic perspectives

{GdzRe@ Ay 3 | Odzt § dgNetichpeldactividst&rsaWrdadzi & A R S ND
understanding of actions, behaviour and culture fréstening toinsideraccounts

and interpretationsBothil KS WA YaAaARSNR YR GKS WwW2dziaAF
understandings and perspectives to the phenomena incorporating their own history

and connectedness to what they are experiencing and exploring. To allow the
AYAARSNEQ @2A0S3 K Prevallanilicic@did thefrddibl@ ¢ 2 NI
story, multiple data sources are generally used in ethnography. This allows the
researcher to cross check concepts and to reaffirm with participants the

interpretation and meaning.

Adopting of norsudgemental orientatio helps in a number of important areas. A
non-judgemental orientation fosters the openness to explore new ideas and

directions that were not expected. This openness allows the researcher to follow

ideas and concepts, check their truthfulness, and estallishudit trail for these

with participants. The nojudgemental orientation also prevents the

contamination of the data, and finally and most importantly this fundamental guide
LINEGSyia SOKY23aNILKSNB FTNRY WYl {Ay3a Ayl

judgme/ i a o02dzi 6KIFEG GKS@& 28aASNIBSQ o6CSididSN
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4.1.4 Ethnography as a means to explain work life

Ethnography has been highly effectiveumcoveringthe skills, the rules, and the
complexities of work and what influences work li&snith 2001, p221) The
ethnographic account has the ability to expléne conceptual basis of decision
making and actionghe strategies workes use to accomplish their work and the
O2y NRf Ay LIS2 LI SQa2215 Didrvation idvewwed afaY A U K
necesary means to obtain and measure the subtle practices, ideas and behaviours
of workers and management which are often hiddehind easily proffered
categories and explanatiorgSmith 2001, p. 222Ethnography offers a framework
G2 NB &SI NOK tiohdi(chidical Fraetic€), st thieiQiecisions, beliefs and
understandings when attending psychiatric presentations. The focus on culture and
cultural interpretations encompasses operating policies, work related practices,
personal understandings and bdbeorganisational structures and how they
influence clinical practice. Wolcott (1990,51) proposes that a study of problems
defined and dealt with by a society or group within society reflects the goals of
ethnography, as well as the wider context thatderpin such accounts. Shaban
(2009, p.118) succinctly identifies the problem for mental health and emergency
services personnel:
The decentralisation of mental health services has resulted in increased
attendance of individuals with mental health prefs presenting to

emergency departments and emergency medical services by patients
something well documented in Australia and around the world.
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In pursuing ethnography to gain insight into paramedic practice with people

presenting with a mental illnesd KS OSY G4 N}t ARSI 2F WwOdzA (d
As Wolcott (1990, [69) assertsin committing oneself to ethnography, whether it

is at the macro (anthropological) or micro leyvslto engage in the continual debate

about what culture is in generdipw culture influences societies and groups, and

how culture endeavours to depict unique specific aspects of the practis and

views of a particular group.

4.1.5 Culture
Culture, the principal and broadest ethnographic concept, is considered ellsve li
ethnography itself and yet it is offered as the best single criteria from which to
judge ethnographic accounts. There is caution and debate by those, such as cultural
' YGKNRLIRE23IAa0a FyR a420A2ft23Aa0a &dzZNNEP dz
refers to (de Laine 1997, mno v ® ¢ 1 Ay3 | adlkyoS 2F% |
Goodenough defines culture as:

standards for deciding what is, standards for deciding what can be,

standards for deciding how one feels about it, standards for deciding what

to doabout it, and standards for deciding how to go about doing it.
(Goodenough 1971, pRi¢22)

Fetterman (2009p. 16) suggests that definitions of culture advocate either a
materialist or an ideational perspective. The materialist interpretation of culture
VAS6a& Odzf GdzZNB Ay GSN¥a 2F (GKS adzy 2F | =

customs, and way of life. The focus is specifically on behaviour and the two
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O2YLRyYySyta GKIGO RS [fra§FEl @AXSdND of iR S| Wyl
0 SKI @A 2 dzMibnly &dtnprise ti@ 2inderstanding of culture (de Laine 1997,

p. 103). Alternatively the ideational definition of culture examines the cognitive

aspects of culture which encompass the ideas, beliefs and knowledge that

characterise a particular group of peeflFetterman 209, p.16). Although this

definition excludes behaviour, when used in conjunction with a materialist

definition of culture a structure for examining both cultural behaviour and cultural

knowledge emerges.

Broadly, Fetterman (200%.16) oulines three major areas that are essential in
understanding culture. These involve the concepts thdture emergesn adaptive
interactions betweerhumans and environmentshat culture consists of shared
elements; andhat culture is transmitted acrogsme periods and generations.
These characteristic appear to support andther recent definitions of culture, for
example, that ofiske:

A culture is a socially transmitted or socially constructed constellation

consisting of such things as practicesmpetencies, ideas, schemas,

symbols, values, norms, institutions, goals, constitutive ralégacts, and
moadifications of the physicahvironment(Fiske 2002p. 85)

¢KS dFal 2F OFLIWdzNAYy3T GKS WOdz GdzNEQ 2 7F
y2G 2yteée (0KS RSAONARLIIAGS YIOGSNARFE G2 IR
actions, views, beliefs, and everyday routine, alsba way to structure that

information in cultural termsWolcott suggests three broad concepts: cultural
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orientation, cultural knowhow and cultural beliefs to assist in achieving the unaik

picture (Wolcott1990,p. 91). Cultural orientation addresses the question of where

the people being described are situated, whethasih terms of their physical
environment, thér major activities, or their worldiew. Cultural orientation is one

gl & 2F RSTFAYAY3I F2NJ GKS | dzRASYyOS (KS w2
time, place and circumstance of those it the group being describe@ultural

know-how focuses orthe daily routine and activities that occur within a group and

what tools or strategies they eg0 achieve their daily worK.he last distinction

that Wolcott makes is between cultural knewow and cultural beliefdde

acknowledges that both are interretsd, but he describes cultural beliefs as the

context and cognitive understandings that surround the activity and actibimes.
RAAUGAYOUAR2YS +ta KS @ASsga AGX Aad 0SGsSSy
1990,pp. 91¢97). These broad concepts form tlererlying aim of capturing the

physical and situational environment that paramedics work within, what they do

and how they do it, and how they think about and view their work in relation to

patients with mental iliness.

The concepts of culture and ethn@ghy are the broad underlying concepts for this
study. The next section outlines in more detail the rationale for using focused
ethnography and how the underlying principles of ethnography and description are

relevant to this study
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4.2 The use ofocussedethnography andhow the research
fits the method

In the tradition of large scale ethnographies it was not unusual to spend over twelve
months to several years studying a group or culture to discover how that group
actively constructs their world. Fosed ethnographies developed as the realisation
that most researchers do not have the extended time to spend in the field. The
focus of these studies became more specific, usually identifying one aspect to study
in-depth and working within their own culturehich is familiar. Time constraints
became a limiting factor to traditional ethnography particularly in the event where
the researcher has been engaged to do commissioned work and faces an
expectation to provide quick answers to key social and healtheglquestions (de

Laine 199Y. Although arethnographic study will have a particular area of interest,

2N gKI G alfAy2galiA NBEFSNNBR (2 Fa || W¥F2

exploratory one (Hammersley & Atkinson 20073p.The task is:

to investgate some aspect of the lives of the people who are being studied,
and this includes finding out how these people view the situation they face,
how they regard one another, and also how they see themselves
(Hammersley & Atkinson 200, 3)

This study tagets paramedics as the specified group of interest; it focuses on a
defined area of practice, specifically how paramedics identify, assess and manage
psychiatric presentations. It was conducted within a limited time frame (11
months), conducted at a singsite, and involved waepth interviews with a

comparatively small group. These features all meet the concepts behind a focused
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ethnography. One last important point that completes the rationale for using a
focused ethnography is my familiarity with thebgect and the area of interest. The
idea that a focused ethnography can be done in a shortened time period is justified
by the assumption that there is familiarity and an understanding of the
environment being studied, and therefore the research was texted from a

position of total ignorance. | bring to the study a background in both nursing and
paramedics as a basis to understanding how processes work in each organisation,

terminology used, policy, and general operational protocols.

The physical posoning of the research, or the field site, is integral to both small

and large scale ethnographies. The two areas that comprised the research field for
GKAA SGKY23aINILKe gSNB GKS W2y (KS NI YLQ
areaoftheemerge@& RSLI NIYSyildod ¢KAa F2ft26a 0KS
and accounts are studied in everyday contexts, rather than under conditions

created by the researcher, such as in experimental setups or in highly structured
interview situations. In ethnogrdyy, observation becomes a key to understanding

the way the participants operate and view the world they live within. The close
association between researcher and participants is based on the premise that one

of the central aims of the social sciences islzgg RSNE (i yR LIS2 L)X SQa |
view of the world, and the ways in which their actions are created and driven from

these experience and befs (Brewer 2000; de Laine 199The concept of people

as creating and attributing meaning to action is payted by Tedlock (2003, p65)
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Another fundamental feature of ethnographies is its oparded approach to
research design, data collectibny R Iyt &@airad 5141 O2ftft SO
important ways. First it does not involve following through a fixed and detailed
research design specified at the start. Second, the categories that are used for
interpreting what people say or do aret built into the data collection process
through the use of observation schedules or questionnaires. Instead they are
generated out of the data itself during the process of data analysis. The analysis
involves the detailed coding of transcripts of intemws, field notes and Case Card
documents which all contributed to the development of descriptions and themes
regarding paramedic actions and culture. Data analysis involves interpretations of
the meanings, functions and consequences of human actionsnstitbtional
practices, and of how these are implicated in local, and perhaps also wider,
contexts. What are produced, for the most part, are verbal descriptions,

explanations, and theoriggtdammersley & Atkinson 2007, 3).

The development of descriptis from data is one of the key processes in
ethnography, but how do those descriptions relate to the development of theories
or to practice? The following discusses how Hammersley views what he terms

theoretical description, and its relevance to this study
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4.2.1 Why description is relevant to practice
Hammersley (1992, [.2) tells of the emphasis ethnography places on description,
but not only description as a way to outline events or phenomena but as a

distinctive kind of description.

... all descripton use concepts that refer to an infinite number of

phenomena (past, present, future and possible), alhdescriptiors are
strudured by theoretical assumption: what we include in descriptions is
determined in part by what we think causes what. In sta@scriptions

cannot be theories, but all descriptions are theoretical in the sense that they
rely on concepts and theorigglammersley 1992. 13)

Insightful description, as it suggests, provides the ethnographer with the

opportunity to see the actiongnotivations, and communication of the individual or

0KS Wwaz20ASGeQ dzyRSNJ aGdzRé Ay ySg yR RA

ways of connecting old concepts or develop new concepts from data that might not
have been captured before. In this cabete has been very little research focused

on how paramedics operate within their practice regarding patients presenting with
mental illness. Insightful description enables their actions and how they view those
actions to be captured and placed in the wid®ntext of culture. Another benefit

of insightful descriptions is the ability to remove thinking and observation from
previous frameworks, which may have been used routinely to construct what is
O2yaARSNBR WNBIfAGEQS (es. TRelfiSnyewadikkhatys o 2

new to this idea of viewing paramedic practice is the underlying theoretical
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concepts of constructivism and symbolic interactionism where meaning for the

participants is generated through action and interaction.

One of the majoquestions surrounding this concept of description as insightful
description is the notion that if insights are the end product of ethnography, are

LI NIAOALI yiaQ Ayairdakida FyR O2YYSydl NASa
the basis for further potetial hypotheses that can be developed and verified in

other ways? The insights provided by the paramedics clearly place the issues and
actions that they consider important, affect their ability to connect to their patients

and how they perform their dutiemto the fore, which both gives the paramedizs

insights value in themselves as well as being a basis for further study and

hypotheses development. This allows for more work to be considered in the areas

of education, and policy development. ltalsoallow I f Ay 1 3S-0SG6SS\

NEFRQ SELISNASYOS IyR LISNa2YlfX a20Alf X

A debate closely linked to the theory base of ethnographic description is the idea of
GKS2NE Ia (0KS RSaONR LI A 2eft pdposestbiae OA | YA
although the description may focus on particular or unique events or phenomena,

they are also examples of broader universal social thought or processes. Through

the study of particular events or social settings the general features mfnusocial

life can be revealed and discovered (Hammersley 199%.The debate

surrounding whether universal principles are able to be distinguished from the

description of particular phenomena has significance to the value placed on
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ethnographic work The value of ethnographic work is often dependent on
demonstrating that the description or particular phenomena support or refute a
generally held practice, belief or theory that is significant in the social world
(Hammersley 1992, pfl.7¢18). As part ofhe ongoing debate is the question on
what basis can ethnographers make the links between data and theory? The
process of validation and talking more broathyparamedicwithin the second
interview about dealing with mentally ill patients aims to pldélce description as an
overall picture of their social and practice world, with links to wider paramedic

practice.

4.3 Conclusion

Focused ethnography, as a method tature the culture of paramedigractice,
provides the foundation for data gathering amderpretation in this thesis. The
historical basis of ethnography and the move from traditional to more focused
explorations of subgroups within society provides a rationale for the use of
ethnographic techniques for this thesis. Insightful descriptisrmaneans to
O2y G SEldzZ t A&aS 62N] fATFS I yR OdzZ GdzNBX |
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Chapter5

Research method part 2:
The process access, ethics, observation,
interviews and documents

5.0 Introduction

Gaining access to the field site and ethics approvale the initial challenges to
conducting this focused ethnographxtensivecommunication and negotiation
with the Ambulance Servicéserarchy and gatekeepers, tiiéuman Research
Ethics Committee, the paramedics and ED stedf required before the research

could commence.

5.1 The pocess: Thdeginningg accessgatekeepers and
ethics

5.1.1 Access tdield sites

Ethnography in the prbospital setting presents cHahges in terms of both access

to the field site and developing the relationships essential for the insightful
description characteristic of ethnography. As Lddgnter and van der Geest (2008,

p. 71) emphasise once the sociological interest is creatednécessary to develop

a relationship between the ethnographer, the ethnographic method and the chosen
area as a field site. For any relationship to develop the interest needs to be shared
between the researcher and the researched. The essential stgytimg for this

study was to generate interest between the researcher and the researched.
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In the study of health care, major barriers can arise in accessing hospital or clinical
spaces due to organisational protocol, the actual logistics of accessingijants,
and the traditionally highly structured, protected, exclusive and excluding
institutional nature of these settings. Long, Hunter arach der Geest (2008, p. 72)
contend that this protective behaviour can make clinical settings initially difficult
access for ethnographic inquiry. They also contend that to gain access the main
focus of initial ethnographic studies into health care were on the structural and
organisational features as institutional systems, rather than culture and practice
which ould be open to observation and criticism. Research in thehospital
environment has tended not to focus on the culture behind practice. Currently
there is very little research into the practices and views of paramedics when
attending psychiatripresenations. As Shaban (2009, 19) notes:

... how paramedics have dealt with such evemteifital health reforms and

increased presentation of individuals suffering mental health profjlams

how they are able to contribute, or otherwise, to the care ofrtiemtally ill

in the emergency primary health care context has not been the subject of
sustained systematic research or enquiry

Hammersley and Atkinson describe access as not only a practical concern, but a

discovery and learning process in itself:

Not only does its achievement depend upon theoretical understanding,
2F0Sy RAATdZAASR |4 WyhyofobsdBlesboladc@®s o dzil
and perhaps of effective means of overcoming them, itself provides, insights

into the social organisation of ¢hsetting or the orientations of the people

being researchedHammersley & Atkinson 2007,41)
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Access cannot be taken for granted and requires extended time working with key
people and participants to ensure the establishment and continuation of the

relationship.

To generate the necessary relationship, interest and understanding of the

ethnographic process, the starting point was to gather key senior people from the
ambulance service and ED to discuss the type of research planned and to further
define the research question. Initial consultation with the advisory committee dealt

with concerns such as access, the most effective way to disseminate information,
research aims, and logistics. A major hurdle identified in the initial discussion and

later duringthe ethics process turned out to be the logistics of gaining consent from
paramedics who are spread over several sites and rotating shift rosters. Operational
protocolsd dzOK | a WOf SI NAYy3IQX RSTAYSR la o0SAY
patient transfer and documentation has been completed (usually the crew is
NBOGdz2NYyAYy3I G2 GKSANI adlaazy |G GKAa adl 3
and interruptions due to the need for the paramedics to attend cases were all

considered in the dealopment process.

Other considerations involved the attendance at ambulance statidmsh

potentially could impinge on ambulance personnel anguieed careful

negotiation. Ao dzf  yOS adl dA2ya I NBE O2yaARSNBR
space, their worlbase and safe haven from the stresses of their job. In terms of

access and support for the research the ambulance service provided the
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opportunity to negotiate, supported the concept behind the study, assisted in
information dissemination and contributed the design and planning of this stud

In some instances such ascess to stations, training days and length of the
interviews, the ambulance service placed boundaries on access to protect their staff
and ensure that operations continued without sigoaint disruption or burden. This
protectiveness may have been generated from the open and emergent nature of
the ethnographic research, which creates a natural concern with how the
organisation and paramedics may be portrayed, a lack of familiarity weth th
ethnographic method and the current rapidly changing professional environment

within the pre-hospital setting.

These issues constitute part of the reason this research was based at the emergency
RSLI NI YSYy(d w2y (pkréeivédlasyhed@al guadKlhalddprovided,
logistically, the opportunity to talk to paramedics and emergency department staff
and allowed for the negotiation of follow up interviews. The initial recruitment

phase with the paramedics was designed to gain access to paranoedieans

that did not impinge on their time at station, met concerns from the ethics

committee and enabled opportunities for paramedics to ask questions regarding

the research before giving consent. It also gave the opportunity to outline the idea

of ethnography, the ethnographic method and the importance of the field of study

to paramedics.
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5.1.2 Hierarchyand catekeepers

There are also dilemmas involved in access such as the choice of site for
ease of access, limitations to access and the continualtia¢igo with

those thatgrant theaccess, besides ethics committees, such as approaching
chief executives, consultants, directors of nursing services or others in
positions of authority and powefMulhall 2003 p. 310)

Access to the field also involvestromly the practical issues of physical access but

0KS yS32GAFrGA2y IyR F0ly2¢tSRASYSyild 27
without their permission access can be controlled or denied. According to Mulhall

(2003, po ™ n égotidtiyffig access also involvesubtle but rarelyacknowledged

LINE OS&aa 2F LINBaASYlawha o2 Vi tdhiedr Ylocked S WO
if knowinglyor unconsciouslyhe researcher does napproach and meet the

expectations othose that hold the decisions in providing ass The way one

dresses, speaks, or imparts particular knowledgggnificant to the process of

I 00844 +FyR YSSiAYy3 (KWaddingidorS(19MPpL I8N & S E LI
122) discusses how gaining accesslves a process of managing your identity

projecting animage and conncing gatekeepers that you are néreatening.

The initial discussion with the advisory group suggested that logistically attending
cases with paramedic crews mbg difficultin two respects. First, the crews may
not attenda case that they deem psychiatric within the shift therefore the actual
ability to capture cases for the study may be an issue. Second, the presence of a
third person may create operational difficulties if the police or intensive care

paramedics are requad to assist in the ambulance. From these discussions the
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capture cases as they arrived. This posed the problem of how initial reactions and
strategies used by paramedics e be captured in the study. An initial interview

with paramedics after they had transferred the care of the patient was thought to

enable first impressions and thoughts to be explored while the case and the feelings
were still immediate and present iiktS LJ- NI YSRAO&aQ YAyRao® ¢K
was negotiated, due to its longer duration, so that it could be conducted at the

stations as long as operational requirements took precedence, which meant that

the interview may be interrupted and incomplete.

Thefield site had now been established, but in the busy emergency department the
issue remained of how paramedics and emergency department staff could identify

me, as the researcher, so they could approach if they had a possible case. It was
recommended thatluring observation and interviews | wear the university

paramedic student uniform top and identification to enable eesgognition.

Initially | believed this would create difficulties in being able to blend in to the

Odzf GdzZNBE | YR 0SOZYAB QLN BKADK GBS SE&SYUAI
ethnography, but in practice it provided an avenue for informal conversations and
opportunities to discuss the research with paramedics and emergency department

staff.

The gaining of ethics approval, discussethare detail in the next section as a form

of gatekeeping within this research process, posed several challenges to both design
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and implementation of the research. After gaining ethics approval, the discussion
continued with the Acting Team Leaders, theioegl leaders who manage the
operational side of everyday station life. This provided a direct link to paramedics
for information dissemination. The Acting Team Leaders having agreed to outline
the research at team meetings, proviiaaformation sheets an@énvelopes to their
paramedics, and supported the access to paramedics on station for the longer

second interviews.

The necessity to negotiate with those that hold the key to access may in the process
override the wishes of the people you actually wistetmage with, for examplié

0KS 3INPRJzZLIQ& & dzLJS NIJ has &ghéddo arstugylit B8 Sombtithds] R A NS
difficult for staff under their directionto refuse to be involved. It might be argued

that this problem is overcome by ensuring that informashsert is obtained from
participants,but in practiceand in the fieldhis is not that simpleThe recruitment

phase and mgxtended time in the field enabled the paramedics to consider their
involvement independently of organisation, peers and managédrs.time in the

field allowed the crucial relationships to develop that lead to the unique

connections between researched and researcher within ethnography.

5.1.3 Ethics

The ethical review process, as the role of research ethics committees, has become
re-institutionalised particularly in the United States and the United Kingdom as

more guiding statements, reformulation of existing ethical policies and governance
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has placed social research under further scrutiny. Ethical review boards have gained

a powerfulrole as gatkeeper in the research process

The structure, regulatory nature and design of ethics review bodies still pose
challenges when assessing ethnographic proposals. Although qualitative research
methods are increasingly accepted as importantathitheir focus and
contribution, ethics review difficulties occur not because ethnographic work is free
from ethical challenges, but such regulatory regimes are based on traditionally
guantitative, clinically focused paradigms (Murphy & Dingwall 200Z294).
Langlois argues that although the 208@tional Statement on Ethical Conduct in
Human Rsearch(2007) went a long way in recognising qualitative and social
research the:

X dzy RSNI@Ay3 I NOKAGSOGdzZNBE 2F NBaSH NDOK

fundamental institutional model, based around HRECSs, also remained the

same; and, as a consequence, the ill fit between the requirements of this

model of research ethics review and the nature of humanities and social
sciences researctLanglois 2011p. 143)

The research framework of investigators being outside the process, having control
over variables and an ability to estimate what the potential risks may be for a given
intervention is distinctly different from the ethical concerns when assessing social
research. Therefore challenges arise when trying to assess the potential risk to
participants, the potential benefit for participants, ensured anticipatory informed

consent and ensured confidentiality (Boser 20071@63). The regulatory
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framework also seemto discount the potential for human agency of the
participants, the shared nature of the relationship building within participatory
research design and process, and the inclusion of the stakeholders and often the

participants in each stage of the process

5.1.4 Thecollaborative, emergentresearchdesignand prior
informed consent

The complex and collaborative nature of the relationships within social research

means that a full detailed account of the all the possible contingencies for the ethics
approwal process is oftenot able to be provided from the beginning and often

aAldzZ GA2ya FNRAS 0KI (2002, y. ¢#ndicatesS F2NB&SS

In ethnography, both the research focus and the research design typically
emerge during the course ofalresearch.

Ly O2y N} aid G2 GKS LINA2NI WALISOATAOIGA2Y
AYLIX SYSYyGlFraA2y Ay LINRPG202fa GKIFIG IINB 02
(Murphy & Dingwall 2007, p. 2224), ethnographic research is an open ended design
with devdopment of questions and concepts throughout the process. This is in line

with the shared capacity and relationship building principles with participants that

are central to this form of enquiry.

The flexibility of research design and the ability to regphto emerging insights and

developments ar®ne reason thaethnographyis well suited to exploreultures,
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practices and organisationalthough flexibility and the emergent nature of the
research design have distinct benefited@mplicates the process prior informed
consent andull disclosureof information to participants from the outset.

This requirement that the project be fully known in advance is tresidniee

in qualitative research, where the notion of discovery dyiirquiry is

usually consiered a strengtlt not a weakness of the approach.
OhQbSAFI8) HNnNHZ

In ethnography participant consent may be initially tentative and dictated by the
organisation or participants themselves. Over time as the organisation and
participants get to knev the ethnographer and the relationship builds, the
information they provide may become more open and detailed. Murphy and
Dingwall(2007)argue that the very nature of ethnography, where the research is
often carried out over long periods of time make® throcess of consent a
negotiated and renegotiated process. They suggest the traditional contractual type
of agreement with the participant for a short, defined, episodic intervention
characteristic of clinical trials or biomedical experimentation may diride shared
building of the relationship between partiésurphy & Dingwall 2007, 2225).

Katz and Fox (2004, B). suggest that ethnographic consent is a relational and
sequential process in response to the ever changing dynamics found in

ethnographignatural setting) research and lasts throughout the research period.

Mulhall raises a further consideration in the consent and observational process in

qualitative research, which is the practical and logistical difficulties in informing
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participants, ganing consent prior to and during observational fieldwork (Mulhall

2003, p.309). Informing and continually reiterating the research to potential

participant and others is one of the major ethical issues facing observational work.

The field setting itselfan pose problems with the practicalitiesioformingand
obtainingconsent fromeveryong K2 YA IRUGAWEFIBKS FTASERI |
field is a large and busy social setting such aB@mhese challenges and how they

are negotiated are somefohe ongoing issue of debate within social research

(Mulhall 2003, p309).

5.2 Thechallengesencountered

This study encountered a number of challenges during the ethics approval process.
This section outlines those challenges, specifically how ttutioaal

understandings of the relationship between researcher and participant posed
difficulties for the approval process and affected the review process and eventual

design.

As part of the application process for qualitative research to the joint Urityeasd
Hospital Human Research Ethics Committee (HREC) examples of previous work from
supervisors detailing ethnographic and thematic processes was required (Roberts et
al. 2012. p8). The research proposal provided detail regarding the proposed target
group, the aims and objectives of the research, how many interviews were

proposed and how they were to be conducted, the purpose of the observations, the

sample size of current operational paramedics within the catchment area of the
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research site, and howiormation would be distributed and how consent would be
obtained. As mentioned previously the access and logistics of consent had been
discussed with industry through the advisory group prior to the development of the

ethics proposal.

The original ethicproposal was rejected on two occasions based on a number of
concerns from the committee, which related to the process of consent, particularly
for paramedics, the idea of risk and vulnerability of the participants, specific

enrolment into the study, andlarification of the interview questions and process.

5.2.1 Participant consent: the challenge of prior informed consent of
paramedics

The HREC raised specific concerns regarding the original process of consent for
paramedics. TheriginalprocessconsiE NE R 'y W2 LJi 2dzi Q NI 0KS
format, raised concerns that the paramedics would not be able to decline
participation or consent would not be gained prior to the commencement of the
study. The letter from the committee stated:
The commiteesaISada GKIFG O2yaSyd dGFr1Sa LXIOS
N} GKSNJ GKIEY Fy W2LX 2dz2iQ LINROS&aa +yR LIN

taking place, so that paramedics do not feel obliged to partake in the study.
(Response from Ethics Committee, 8/9/2008)

In theoriginal proposal, paramedics would be provided with information sheets

(Appendix A)consent forms, flyers, electronic information and information from
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key senior members at least four weeks prior to commencement of the data

collection phase with a remireat two weeks prior to data collection. Consent forms

were provided in both electronic and hard copy form with reply paid envelopes to

LINE BA RS 2L NIdzyAde F2N GKBppadtlix\N&)THeS RA O &
committee suggested that the paramediexjuired more opportunity to ask

questions and that a direct approach after they had transferred the care of their

LI GASYG 6KAES W2y GKS NI YLIQ YIle& LXIFOS i

the study.

After significant negotiation three possible aitatives were developed to address
the concerns of the ethics committee. The first option was to spend time attending
stations to talk to paramedics in small groups or on an individual basis, the second
to attend training days to inform paramedics in larggoups with consent forms
distributed at this time. Due to operational and training concerns the ambulance
service was not supportive of these two options, but final agreement was reached
on the third option. The third option involved a recruitment petibefore the
commencement of interviews and observations on the ramp. This involved at least
I 2yS Y2YOGK AYAGALFE NBONHAGYSYd LISNA2R
before any observations or interviews were conducted. The recruitment period
lasted for two months in the attempt to inform, prior to the data collection, as

many paramedics as possible (covering roster rotations, different crew rotations

and paramedics that rotate within the system to provide extra staff when needed).
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Emergency depament staff (ED) recruitment involved a less challenging process
because physical access was not as great an issue. Staff received information sheets
(Appendix G)flyers, return paid envelopes, information sessions at staff meetings

as well as continual farmation sharing, checking and discussion while at the ED. At
the beginning of each data collection period at the triage area the process involved
informing senior staff that | was present in the triage area, confirming with triage

staff that they were stl willing to be involved, making sure consent forms

(Appendix Dand register were available to be signed, although many had signed at
staff meetings prior to the commencement of data collection, and answering any

questions as needed.

Due to the natureof the study, there was the need to inform both paramedics and
ED stafof the aims and methods involved in the research over the 11 month period
2T RIEGF O2ttSO0A2y®d® ¢KAA YI22N) OKIffSy3
required ongoing communit¢@n and provision of information sheets throughout

the data collection phase. The recruitment period involved information being given
to those who might not have received the information previously and consent
would be organised at the next encounter.éntiews and observation of handover
would occur at the next available opportunity, when both parties were in the ED
and paramedics were handing over a case they deemed was a psychiatric
presentation. Consent was reaffirmed with each participant beforerinésvs or
informal conversations were conducted even though earlier consent had been

given. This continual verbal confirmation initially slowed the process of becoming an
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AYGSaANI GSR WFAEGAZNBQ Ay GKS LI NI @A LI y i
in and out of the field of participants. Despite this slow beginning over the first

three to four months in the field | and the nature of my research became well

known to the paramedics and the ED staff. Offering to assist witmtilesup of

the stretdher or help wipe down equipment, when safe and within protocol,
YEAYGFAYSR HyR RSOSE2LBR GKS O02yys0dArzy

ARSyGAGR QO

5.2.2 Theinterview andinterview questions

Another issue that arose during the ethics process was theraaif the questions
proposed and the negotiation of the interviews with participants. The questions
were developed with the broad concepts of assessment, education, strategies
within practice, and culture. The questions developed were designed as aandde
not intended to limit the discussion from the paramedics on how they identify,
assess and manage psychiatric presentations, but formed the basis for the

unstructured interviewgAppendix E)

The HREC needed clarificatimgardingthe number of questins, how they were

going to be used and the time frame for the interviews. They note:

The committee is still concerned that the first interview, which is proposed
to be done within §10 minutes, will not be possible as the questions are
quite lengthy (HRE response, 4/10/2008)
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The HREC required assurance that staff time, workload and operational
requirements were to take precedence. Agreement was given that interviews would
be conducted in negotiation with participants and ceased if required. Additional
concerns were raised by HREC about the ability to track refusal or completion rates

and what would happen if the interviews were not completed.

In response to these concerns two detailed letters were provided which addressed
the purpose of the questions, mothey were going to be used, and provided

examples regarding ethnographic methods and data analysis. This was in addition to
copies of previous ethnographic research conducted in the mental health field
already included in the original research propo3dle letters anatontinuing

discussion with the Chair of the HR&@ined that ethnography was not number
dependent, and the interview and observation analysis were based on the data
obtained not what was missed. The final result was that the intervievstjoies

with minor rewording and modifications were accepted. This enabled the interviews

and observation process to remaemistructured in line with ethnographic tenets.

The HREC also strongly recommenthezibest time to conduct the interviews with
EDstaff was early in the shift or the next ddg.practice this was difficult and

almost unworkable due to the changing rosters of the staff, the ability of ED staff to
recall the case after many different presentations during a shift, and being able to
negotiate a time, which took almost as long as the interview itself. As the research

process became understood and the relationship developed with staff within the ED
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they would come to me and dictate when the interview would occur. This

development and owneship of the process is clearly denoted by the term Murphy

and Dingwall (2007, ptHHpP U dzaS (G2 RS&AONAOGS GKS LI NI
emphasises the relationship between the researcher and those participating and

the importance of shared power ohé relationship. Ethnographers are guests in
a2YS2yS SftasSQa SYy@ANRYyYSyiG> 6KAOK KIFa |
how one presents oneself within that role. These expectations are sometimes clear,

if not always explicit, but in many cases are depet with careful negotiation and

relationship building that takes both time and presence in the field.

The overall process of ethics approval took approximately seven months to finalise.
After the negotiation and meetings with industry and the Chairhef HREC the
concerns regarding the nature of the research, the consent process, the questions

YR 2048NUIGA2yE 6SNB Fif FRRNBaaSR (2

The next phase after ethics approval was granted was to begin the data collection
and analysisThe following details the participants, methods of data collection and

how they were implemented within this study.

5.3 When, whereand how of data collection
The studywasbased at the ED of a large public hospital in South Australia. The
recruitment, ® A SN GA2Y YR AYUISNBASsE o&BNE O2

theramm = (i K &reaoffiblEDJWhire paramedics wemset as they arrive.

CHAPTER 116



The observations and informal conversations with paramedics and ED staff were
recorded using field note§.hesemistructured nterviews with paramedics

occurred in two stages. The first interview of five to ten minutes in length occurred

on the ramp, after the transfer of the patient to ED staff care. The second interview,

of longer duration, occurred eithdr i G KS LI NI YSRAOQa aidl GAz2
0KS LI N} YSRAOQ& NBIljdzSadsz G GKSANI K2YSo
triage area during a break or when the workload during the shift allowed. The final
source of data was the deentified sectionof the Patient Report Form, colloquially
1y2sy Fa GKS WOI awkreauidapedvithicéh&ent frofmi S NIDA S &

participants.

hoda SN GA2Yy OF LWIdzZNBR GKS W2y GKS NI YLIQ
potential barriers to the transfer of informatn and the interaction between

paramedics, patients and ED staff. The interviews explored the actions and
meanings paramedics attribute to their work when attending psychiatric
presentations. The study targeted 20 cases as a foundation to explore paramedic
care of psychiatric patients. The document analysis aided in the understanding of

the processes and priorities in information delivery that paramedics empluog.
datawascollected at different periods during the day and night, on different days

of the week Time spent in the ED was in blocks of four tdhers.Appendix )

outlines the dates, times and duration of the observation for this study.
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5.4 Profileandrecruitment of study participants
5.4.1 Profile ofstudy participants

The study participats were sought from consentingaramediswho were
attending patients they had assessed as psychiatric presentations. T$tafEDat
elected to participate wereglirectly involved in the handoverdm paramedics and
patient care.The participantsvere current employees of theambulance srvice

andthe ED.

Appendix(F)outlines the gender, age, education and length of service information
of the paramedics who participatl in the interviews. Appendix (@gtails the

length of the intervews. The secondterviews for @ses 5, 13, and 18 could not be
obtained due to logistical difficulties in meeting with the paramedics, and their
workload. If the second interview could not be obtained by the second negotiated
attempt then it was not pursued, to prevent ovieurdening the paramedics. The
interview with the ED staff encountered the same challenges regarding time and
workload. Therefore only 13 of the interviews were obtdrout of the 20 cases.
Another issue was that different paramedic crews would be handigy their

patient to the same ED staff member and, again to prevent overburdening staff, |
only interviewed the same ED staff for a maximum of two cases. This occurred only

once in the data collection (Cases 4 and 5).
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5.4.2 Recruitment of participants

Paramedi@articipantswere recruited through the provision afformation shees,
consent formsand flyers sent both electronically and by hard copy. The consent
form and information sheet were provided to paramedics through the ambulance

a S NI A O &l@edail aygteimSaud/weeks prior to the recruitment period. They
were also distributed in hard copy by Clinical Support Officers and Acting Team

[ SFRSNE gAGKAY GKS FYodzZ ' yOS &ASNIAOSQa
along with reply paid envepes. Information sheets were also distributed to
metropolitan centres that werevithin the proposed research catchment arefthe
hospital. A two month recruitment period from the beginning of March 2009 to the
end of April 2009 provided an opportunitgrfparamedic$o askquestions

regarding the research and to receive further details if required. During this stage
information sheets were provided directly to paramedics by the researcher. At this
stage the paramedics were only provided with the inforrnatand informed that if

they wished to be involved they could fill out the consent form at a future time

when next they were at the ED. To cater for changes in roster and shift allocation
during the data collection phase information sheets were provideddramedics

and ED staff throughout the study. Biaff participantswere recruited by

information pack placed wthin the ED and by attending staff meetings during the
same period. Consent was confirmed with the paramedics and ED staff each time a

case vas identified.
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5.43 The potential sample

The approximate population sifer this catciment areaat the time of the study
was479 emergency operational personripbramedics). The majority of the
participants came from the southern metropolitan areatMh a six month period
approximately 200 nises and 50 to 60 doctors servicta ED. From this potential
sample lintended to interview the ED staff member directly involved in receiving
the handover and triaging for each of the 20 targeted psychiastses presented

by paramedics

5.4.4 Duration ofthe study

Theinterviews and observations were conducted overldrmonth period

beginningin March2009and finishing at the end of January 2010

5.5 Principles behind the ethnography techniques

This folowing section details the principles and processes that constitute each

fieldwork technique.

5.5.1 Non-participant observation

In conventionabnthropologythe term observation refers to ethnographic
0§ SOKYAIldzSad dzaSR (2 RSHBONAG SS,GASnEISNIDOD A 2

Observation based in the symbolic interactionist tradition, as Silverman suggests:

SyO2YLJ] 2aaSa aédvYo2fA0 AyuSNksaddAzyArayQa Y
Yhvolvestaking the viewpoint of those studied, understanding theated
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character of interaction, viewing social processes over time, and can
encourage attempts to develop formal theories grounded in first hand
R I ((Bilkerman 1985, p. 104)

Observationsare not onlydirectedat the verbal and concrete physicattionsof

the individuals or grou@ movements buélso atthe nonverbal meaningshey

attribute to their everyday functioning (de Laine 199Mlhall 2003). Unstructured
observation pased within the interpretist/constructivigtaradigmrecognises

contextand the coconstruction of knowledge betweeNB & S+ NOKSNJ | y R
as important tounderstandng cultural behavioufMulhall2003 p.306).

Observation isi0t consideredunstructured in the sense that it is unsystematic or

does not involve rigouHowever,it does notfollow the approach of strictly

checkinga list of predetermined behaviour$nstead, observers using unstructured
YSOK2R&A dzadzl £ £ & SyiSN VYid&Sas 6 théSdisRRele 6 A (0 K

behaviours that they might observe

What peopk perceive that they do and what they actually al@ important and

valid in their own right and represeniifferent perspectives on the dai@ulhall

2003, p.308). Although observational data provides freedom antbnomyfor the
researcher in regard tthe focus of the observatigrhow they filter that

information, and how it is analysed are open to misconception and
misinterpretation. This places emphasis on the ethnographer to clearly describe and

critically appraise the observation and check interpt&ins with participants.

CHAPTER 121

b4



Observation places the researcher in a position where they can capture the other
LISNE2Y Q& 2NJ IANRdzZLIQa LRAYyG 2F OASe o6& |y
ongoingand dynami@ctivity. Observations provide evidence for theyw
AYRA@GARdzZ £ 4 Q duiithéidroniredadlds ard ddRviti€spreidiBg
which is continuallgvolving.According to Mulhall (2003, 808) he influence of
the physical environment tends to lbacking in nursing researemnd arguably also
in the pre-hospital setting, where the focus tends to be on the limited space within
the ambulance and on scene management. Thehwspital focus on the physical
space is due to the potential hazards to the patient and the paramedics at a scene,
or the need to dminister treatment within a confined spac®bservations are
YFRS 2F LIS2L) SQa 0SKI @A 2udddBEmed seldonR | G 0
accompanies that description. As Silverman (19932p notes

Unfortunately, we have all become a little reluctaotuse our eyes as well

as our ears during observational work. The way people move, dress, interact

and use space is very much a part of how particular social settings are

constructed. Observation is the key method for collecting data about such
matters.

Informal conversations, recordings of events and impressions, and the recording of

handover all contributed to the observational data.

Observations centred on two very distinct areas: the arrival area for the

FYodd  yOSEST 1y26y | 42 #1QS GKSLIOSNYYRAGSK

areawithin the ED These areas were distinct in function and in the nature of the
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interaction. The ramp is the entry point for paramedics, allowing for connections

and informal conversations within a paramedic dominafetdJr OS> KAt S (K
026t Q Aa (GKS (NI yaA G Andlytheld@ringni positiEnS NS (1 K S
Observations were recorded in a small notebook and on a digital voice recorder.

The field notes were transcribed to a computer at the end of each ebsien

period within the ED. rBall notebooks enabled recording of observations while

waiting on the ramp for paramedics, or while standing near the triage desk during
handover without being intrusivéA digital recorder allowed impressions and

reflectionsto be recorded at regular intervals when away from staff.

Informal conversations and observations occurred as paramedics were doing their
NRdziAyS 2204 W2y (KS NI YLIQ adzOK | a LINBLJ
the ambulance if needed, replag equipment or getting more sheets and blankets.

L FaadaAadSR ¢6KSNB Ll2aarotsS gAGK ft (GKSa
NI} YLIO SY@ANRBYYSY(dl YR & F LINFOGAOLE gl
position to conduct the observatiorso that the daily activity was not interrupted

initially took time and changed as circumstances necessitated. Towards the back of
0KS WFAAK 026ftQ Ay FTNRBYG 2F (GKS OdzLJ 2 N
out to be the position which disrupted dse participating in the space the least.

This position allowed for observation of the majority of the triage space and direct

observation of handover.
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The initial observations described the environment, the actions and relationships in

an attempt to getan impression of the two spaces. Further into the study the
observations became focused on the transition of care for psychiatric presentations
YR AYTF2NXIE O2y@SNAEFGA2ya NBIFNRAYy3I LI
individual with mental illness. Thaeliberate use of unstructured observations of

the emergency department and the ramp environment allowed for practices and
interactions to be viewed in a broad context. The more focused observations

identified how interaction and the environment affectéige information transfer,
particularly for psychiatric presentations. The interviews and informal conversations
with paramedics and emergency department staff throughout this study enabled

me to check my interpretations with the participants.

In Appendiq, Figure 1 is an example of field notes basedh&environment and
process. Figure 2 documents informal conversations specifically about patights
asuspected mental illnesgigure 3 is a sample of the observations and

7

interpretations as documented ¥ 1 SNJ 0 KS Rl &8Qa S@Syida Ayil:

5.5.2 Interviews

Kvaleand Brinkmann(2009 p. 3) describe the qualitative interview as going beyond
the exchange of views in everyday conversations, and evolving into a careful
questioning and listeningpproach with the intended outcome of gaining
knowledge and information. The interview is a social construction between two

people. During the interview process knowledge is constructed through the
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interactions and conversation between the interviewer ahd interviewee. Both
people act and react to each other during the interview, which can influence the
exchange and thwiillingness to impart information (Kvale & Brinkmann 2009,

p. 32). The qualitative interview:

X attempts to obtain descriptions thata as inclusive and
presuppositionless dsl? & & A(Kv&les8 BXnkmann 200, 31)

The gqualitative research interview attempts to operate at two levels; the factual

level and the meaning level. The qualitative interview aims at nuanced accounts of

the topic with the focus on different perspectives and meaning given to that

account. The focus on detailed descriptioneves the informatiorgained in the

interview away fromgeneral opinions allowing for the generation of comprehensive
accounts and analyst a more concrete bas{&vale & Brinkmann 2009, B1).

The care taken in the description and rigour in the building of meaning in qualitative
interviews, in Kvale anBrinkmanf2a Sa A Yl GA2y O2NNBalLRyRa

guantitative measures.

The intervien process can bstructuredto ensure the maindatures are addressed
but canallow for flexibility andbroad discussionAclear direction may loosely
organisethe interview processbutthe use of open questiorallowsthe
interviewee to express their owthoughts and opiniongs they contributdo the

development of knowledge.
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The interview is focused on particular themess iteither strictly structured

withst- Y RF NR |j dzS & ( AndndiS D (i i BEIQDY it KNI fd2A KW 2 LISy
questionghe interview focuse on the topic of research. It is then up to the

subject to bring forth the dimensions he or she finds important in the theme

of inquiry. The interviewer leads the subject towards certain themes, but

not to specific opinions about thed®mes (Kvale & Bnkmann 2009

p.31)

Statements can have several possible meanings and interpretations. The aim of the
qualitative interview is not to end up with quantifiable meanings, but to clarify
whether the inconsistencies come from communication during the indev\or

they reflect the inconstancies and contradiction of the world in which the person
lives Kvale & BrinkmanB009, p.31). A deliberate openness creates a receptive
interview process to the new and unexpected. The level of openisesdten

dependent m the knowledge of the field under study by the interviewer, from the
understandings of a complete novice to the area to the immersed practitioner in

the field (Kvale & Brinkman@009, p.31).

I g NBySaa 2F 2ySQa 24y dzy R&tdawargnBss of 34 A
0KS AYGSNIDASSHESNNE 26y 62NI R OASS |yR y?2
being seen or heard. One method suggestedizgleand Brinkmann(2009, p.30)

G2 SaidloftAakK (GKS LI NLAOALI YyGAQ begshilI R DA
and rephrase it back to the participant providing the opportunity for the subject to
confirm, clarify or disconfirm the interpretation. One way this was achieved in the

study was by the use of the initial interview as a foundation to restate aptbex
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comments and practices with paramedics in the second interviemolraging the
paramedics to describasfully as possible their experience,Wdhey felt, and how
they acted generateddetailed accounts of their actions, the rationale behind those

actions and the meaning attributed to them

¢CKS W2y GKS NIYLIQ AYUSNWBASG>: | fGK2dzZaAK 6
O2yGSEGU YR F2NX¥YSR GKS 61 O13INRdzyR 2F (K
processes in each particular case. The handtikematue of the interview

captured the initial assessment and feelings for the case. For example, the comment
WAAGGOSNI Ay GKS o0l O1=2 2dzad F OGN yaLR2NIQ
0 K NB | (iC®yinitilInferview: Case)lset the tone for how th paramedic

viewed the caseheir approachtheir thoughts and feelingand clinical strategies.

Using arapproach reminiscent afase studyduring the second interview

paramedicsvere ableto illustrate and describe the issues they faced. These issues
ranged fromthe difficulty in assessing someone if they will not let you into their

home, someone with associated drug and alcohol use, someone experiencing

thought disturbance, t@ases that challenged oeinforcedtheir beliefs regading

psychiatric preentations.

During the time between the initial interview and the second interview paramedics
had the opportunity to reflect on the case and raise further considerations during
the second interview. This alloweliversity in meaning and interpretation to

develop and prevented a fixed categorisation of the event or togie. quieter
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environment of the stationand ontwo occasions th&J- NI YSRA Q4 Q K2YSa
more relaxed, privatenvironmentthat allowedfor the open discussion of pre
hospitalculture andpractice The exploration of theseider issues was often left

till the second interviewor this reason.

The guide of quéons (AppendiE) deliberately remained broad in scope and
flexible to captureghe emerging themes.he questionsvere adjustedto follow the
paramedic§directionand focusFor example the questions developed regarding
the initial interview became almost redundant when the paramedics were asked
just to describe the cas®oth interviews offered unique opportunities to explore
ideas and phenomena in different and varied ways. Both generated a broad range
of categories from which to consider the whole process of caring for an individual
who presents with a mental iliness in the gnespital setting. Twexamples of this
unigue expbration were the ideas of legitimacy of their attendance and
communication as treatment. These explorations at times challenged or built upon

already existing ideas.

5.6 Documents insocialresearch

Ethnography traditionally has emphasised fagdace nteractions, encounters and
events to the exclusion of other key features of the social world (Hammersley &
Atkinson 2007, p121). The social worlds we engage with generate and use specific
written documentation. These documents have a particular purpasescontext.

CtKSe INBX a2dzNDSa gKAOK 02y aid NHzGhospitdlF I OG a
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FASTR WLINBEAYAYIFINE RAIFIY2aA4Q0T WRSOAAAZ
social activities (Prior 2003, pg;6). Documents have an importapart to play in
what are literate and complex societies that rely on documents for communication

and are a substantial feature in everyday work life.

According to Hammersley and Atkinson documents can provide information about
the setting being studiedr about their wider contexts, and particularly about key
figures or processes. This information is sometimes unique to the documentation
and is not necessarily available from other sources. Documents can be equally
useful in providing important corroborin, or may challenge, information from

interviews and observation (Hammersley & Atkinson 20072@).
Given the historical and intellectualats of ethnographic work, orean
often detect a romantic legacy tharivileges the oral over théerate. Itis
Sraeé o6odzi ¢NRBYy3AO (G2 |aadzyS GKIFIG GKS &Lk
Y2 NB W3i L2 gritheywdteéndza Q G K
(Hammersleyw Atkinson 2007p. 128)

This quotation from Hammersley and Atkinson is particularly relevant when they

I NB dzS G K I ilfy apphiiekt, MIcit RsBumation that ethnographic research

OFY ILIIINRPLNRAFGSt& NBLINBaSyid 02y iGSYLR2NI N
(2007, p129).They argue thaethnographic wark around medical settings

accounts have tended to be focusegclusively on the spoken interaction between

health professionals or health professionals and their patients, with little attention

given to the documents written and read throughout their daily routine.
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Hammersley and Atkinson (2007, d29%130) cite he work done by Pettinari
OMpyy oy G2 RSY2YAGNIGS GKS AYLRZNIIFYG NP
provides a detailed account of how surgeons communicate and write their reports
regarding the operations they perform. He focuses on how, iti@dar, junior

surgeons acquire the occupational skills and formula to writing a representative and

WO2YLISGSYG Q NBLRNIO®

Records are produced and used in accordance with organisational routines and

depend on shared cultural understandings and assumptiote intelligible

(Hammersley & Atkinson 2007, 132). In medical documents, for example, a short

hand of medical terminology is used that is assumed will be understood by others in

the field. Hammersley and Atkinson (20071B2) describe that recordsuch as

iKSaS O02yaidNHzOG ¢KIG dKS& GSNXY || WR2Odzy
action which by this very act grants them a certain standing or credence. Official
records, because of the credence afforded to them by members, tend to be treated

asobjective, factual statements rather than as mere personal belief, opinion, or

guesswork.

A comprehensive ethnographic account which includes reference to how
organisational documents are read, interpreted and used in practice is particularly
significantin the study of the preéhospital setting. The transfer of information from
pre-hospital to hospital staff involves a limited time frame for oral handover and a

reliance on the written document. $sential information is carefully prioritised for
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handover ad often there is little time for expansion of that information and the
written account is the only other means by which the patient presentation is

communicated.

Thep NI YSRAO WOl & §is 6rie sLiBh®rganisdtitinis goeuinént that is
integralto their practice. The case card connects the-pospital and tertiary

health care settings, by being the legal documentation oftprepital management

of the patient which is often crucial to ongoing medical treatment. As in the case of
surgeons, the cge card, its production and use is an important piece in the jigsaw

of understanding how paramedics approach and treat the patients under their care.

The deidentified section of the case card was obtained with the consent of the
organisation and the paitipating paramedics. The purpose of including the case
card in this ethnography was twofold. The case card provides the written evidence
of the case, adding to the broad number of sources accessed to create a picture of
paramedic practice in this field. dlso provides the opportunity to compare how
verbal and written accounts work together in the transfer of information from-pre
hospital to further care, especially what is included or excluded from the written

document.

In the prehospital setting, parof the clinical and arguably the social occupational

GNFAYyAy3a Aad | NRdzyR GKS LINRPOSaa 2F WKIYR

professionals, which includes other paramedics, the police and ED staff. It involves
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the development of skills towritd KS WOl &S OF NRQX @ KA OK LIN.
information and is written following given criteria. The criteria cover the broad

categories as seen in Table 5.1 below as a guide for paramedics:

Table 51 Case card and GCS criteria

1) history or current event / complaint

2) past history

3) primary survey

4) secondary survey

5) level of consciousness scale (Glasgow Coma Score (GCS))
Spontaneous--open with blinking at baseline |4 points

Opens to verbal command, speech, or shout |3 points
Eye Opening Response

Opens to pain, not applied to face 2 points
None 1 point
Oriented 5 points

Confused conversation, but able to answer .
. 4 points
guestions

Verbal Response . . . .
Inappropriate responses, words discernible |3 points

Incomprehensible speech 2 points
None 1 point
Obeys commands for movement 6 points
Purposeful movement to painful stimulus 5 points
Withdraws from pain 4 points
Motor Response Abnormal (spastic) flexion, decorticate 3 points
posture
E;(::Srseor (rigid) response, decerebrate 2 points
None 1 point

Russ Rowlett and the University of North Carolina at Chapel Hill How Many? A
Dictionary of Units of Measurement

http://www.unc.edu/~rowlett/units/scales/glasgow.htm

6) medications

7) vital signs (blood pressure, pulse, respirations, oxygen saturations)

8) treatment provided
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These categories also provide the basis for the document analysis and the reporting

of information from the case card.

¢tKS NRfS 2F R20dzySyida |a YSikya 2F | 002 dz
important part in the way documents are produced, used and viewed. The case card
when produced is influenced by the fact that the author, the paramedic, is aware

that it can be held up in court as a legal document and the information contained in

the document will baused by others. Therefore the way the document is written is

again guided by given acceptable criteria, for example the description should be

factual, objective, legible, and detailed enough to cover what was observed and
measured and what action was takeln prehospital work the writing of

WILINE GA&A2Y Lt RALF 3y 2 aukchi€f cotnpldintlgades tBeF T A OA | f
document as an open case, which requires further investigation and testing to reach

a firm diagnosis.

Documents provide a rich and vahlie source of information, data and analytic
topics for the ethnographer. Documents raise important questions about how
organisations are structured and how information is conveyed by asking such
questions as (Hammersley & Atkinson 20071.32): How arealocuments written
and by whom? Who reads them and why? What is recorded and how is it
structured? What is omitted? What does the writer take for granted? What does

the reader need to know to make sense of the document? Where is the document
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placed These gestions aid the ethnographer in portraying the systematic

examination of each aspect of practice and life in the setting being researched.

5.7 Dataanalysis:ethnographicanalysis

5.7.1 Analysis

Spradley(1980, p.85)describesanalysis in the followig way:

Analysis of any kind involves a way of thinking. It refers to the systematic
examination of something to determine its parts, the relationship among
parts, and their relationship to the whole. Analysis is a search for patterns.

He explains culturas patterns of behaviour, artefacts and knowledge that people

have which is distinct from simply identifying and describing social situations.

Spradley (1980, . c 0 NBFSNE (2 Wa2O0Alf aAalddzZ GA2Yy3E
behaviours performed by pgxe (actors) in a particular location and time in

contrast to the patterns he defines as culture. Spradley (19887 psuggests that

to move from mere observing and describing a social situation to discovering a

WOdzt G dzNJ £ & OSy S Quer the pairs d¥dleinbdliis Of clturabiBeaning R A

YR GKSY FAYR 2dzi K2g GKS@ | NB 2NHIYAAS

cultural domain, is the important starting point for classical ethnographic analysis.

5.7.2 Domainanalysis

A cultural domain malysis can be used alongside thematic analysis or separately

depending on the data collected. A cultural domain is a category of cultural
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meaning that includes other smaller categories (Spradley 19&8)pGrbich raises
the notion of domains as structes that symbols, items, entities or ideas belong to.
These are defined by the participants as having significance and importance. Within

these structures there are meaningful links and relationships (Grbich 200T).p.

The three elements of a domain anhat Spradley (1980) describes as tower
term (the name of the domain or categoryycluded termgthe name for all the
subcategories within the domain), aseémantic relationshigthe relationship or
linking together of categories). The semantic tielaship functions on the general
principle of inclusion. It defines the reason for the ideas or artefacts being placed
inside that domain. Grbich (2007,p.0 0 & dzY Yl NAaSa { LN} Rf S& Q:
domain analysis the following way:

X according to Spradly (1980) the overall process of domain analysis

involves initial data collection, the identification of the major domains of

data which might include the structure and rituals which serve to support

maintain and provide uniqueness to the particular c@tunder study,

further data collection to elicit more details or to clarify the types/parts of
these domains

The data gained in this researalasanalysed by identifying common practices,
beliefs, rationale and strategies in the form of emerging themes trescribe
paramedic workThe analysis searched fibre general patterns of behaviour,
management and features that form the basis of paramedic practice when

attending psychiatric presentation$he analysis of the field notes, interview
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transcripts, andi KS WOl aS OF NRQ o6S3ly gA0K NBIFRAY
Iy AYLINBaairzy 2F (KS RIFeQa | OGAGAGASA |
features in the documentation. The data was then coded for common cultural
domains.Initially ten key altural domains were identified that were then refined

into nine. Thenine cultural domaingmajor themesfocussed on key interactions

and activities such as the dispatch, approach, assessment, assumptions, provision of
care (treatment), communication arstrategies to transport, and handover of care.

Each section of the findings follows the key cultural domains identified imttal

data analysis.

5.7.3 Taxonomic analysiand coding: hterviews and observations

The next step in analysis is developiagonomies within a cultural domainthe
taxonomy (the groupings, subsets and hierarchies) shows the relationships among
the ideas, objects and subjects (altluded termswithin a domainTaxonomy

reveals subsets and the way they relate to the wholeg8ley 1980, p113).

Open coding involves sectioning and analysing the data from observation and or
interviews word by word or sentence by sentence, by phrase or paragraph. The
process of coding makes the data manageable for interpretation. It invodwkasgt

the data and placing a code or index which denotes a particular concept, theme or
topic against the paragraph, sentence or extract from the transcription. The reading
and rereading of the text allows the analyst to initially identify and code thé te

into sections, which in the interpretive phase can be rechecked and relationships
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can be established between the different sections. Open coding can facilitate the

building of categories from data (de Laine 1997248).

After the cultural domains werinitially identified within the field note, interview

GNF yaONRLIGAaE YR WOl AaS OFNRQ 2Ly O2RAY
sulthemes weredentified. The subthemes focussed on the relationships and the
components which constituted the majoréimes, such as the legitimacy of the

need for ambulance care (assessment and assumptions) and the difference

between the information received through dispatch and what was actually attended

to at the scenddispatch) There were seventy codes initiallyatwere then

refined into thetwenty four subthemesplus those specific for the document
analysiglescribed through the following findings chaptef$ie codes were

organised into categories and relationships using spread sheets and Nivo 9

software.

Axialcoding provides a systematic means to organise material in new ways,
examining how the dimensions and components identified in open coding relate
and interact with each other and affect other relations, such as culture, motives,
actions, interactions, sttagies and outcomes (de Laine 1997246). Axial coding
aids the development of concepts and builds links between these and culture. The
data from observation is pulled apart to be reassembled in new ways to make

connections between categories (de Lair#97; Grbich 2007).
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From the themes and subthemes using axial coding the field notes, interview

OGNl YAONRLII&a yR GKS WwOFaS OFNRAQ 6SNB |
between these to an overarching concept of role and role ideniiheoverarchirg

theme describegparamedic practice in this specific area and identifies areas for

future education and policy development

Themes were regularly checked with participants during observation and during the
second interview with participantsnitial anaysis of the observation data and the

first two to three short interviews providethe developingoroader themes and

subthemes which were continually added to and refined as the data was analysed
throughout the collection periodThesewere raised with pare SRA 0a W2y (G KS
during informal conversations and then in the second longer interview with
paramedicsAfter the short interviewwith paramedicghe data gain was analysed

so that it could be discussed and expanded on during the second interViegv.

specific details regarding the cases precented and the actions associated were

further explored and confirmed by the paramedics during the second interviews

5.8 Conclusion

The use of ethnographic methods unpins the data collection for this studyraked li

the data to the social and cultural actions that paramedics utilise in their everyday
work when dealing with people with a mental iliness. The use of interviews,
observations and documents organises the data into a format that provides an audit

trail and structure for the findings and discussion chapters that follow.
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Chapter6

Findings part 1:
Dispatch, arrival and the approach

6.0 Introduction

Guided by symbolic interactionist framework the initial interview with paramedics
began with the simplemiperatd S Wi St f Y S | dpéhdwmiureioitie O & S ¢
interviews created a narrative for paramedics involved in the study to tell their story
regarding the psychiatric case they had attended. The following quotation from
Atkinson(1991)succinctly illgtrates the social and contextual nature of writing
ethnographic findings. The process of ethnographic writing is not done in isolation
as a separate endeavour but is instead wholly connected to the environment and
the people involved.

the anthropologica2 NJ a2 OA2f 23A0Ff GFAYRAY3IaAéE | NB

write about things; they are not detached from the presentation of
observations, reflections, and interpretatioiiatkinson 1991, pl64)

The case based, almost handover like manner in which parasedrrated their
actions lent itself to be wrien like a case history. The case histitinstrates their
actions, reveals the meanings associated with those actions and places their stories
in the context of their everyday work. The case histtike narative provided the
framework (the cultural domains) i linear thematic analysis which follows the

paramedics through dispatch, their arrival at the scene, their first impressions, their
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approach, their assessment with its many components and influerasesfinally to

the handover and document analysis.

TheWase histor§is separated in to three parts. Part dhapter 6covers the
dispatch, on arrival and the approach. The dispatch, on arrival and first impressions
sets the scene for the paramedidid process of dispatch establishes the rationale

for their attendance and supplies the first details of the case with further

AYVTF2NXYIFGA2Y Y dzyRSNRAGFYRAY3Ia FYR AYLINKBAA

explores issues such as maintaining a profesgiapproach to the patient, how
they communicate with the patient and the need to be aware of and adaptable to

changing patient status and environments.

Part 2, Chapters 7 ar] explore the strategies, actions, meaning and assessment
once the paramedicsiat the scene and with the patient. This section deals with
what paramedics see and hear, how they obtain information from the scene and
the patient, and the personal, professional, social and organisational factors which

shape their assessment and praeti

Part 3, Chaptes 9 and 10concludes the ethnographic findings with an account of
the handover process from the paramedics to the triage staff and the case card
analysis. The handover and case card analysis offer insight into how the transition
proces and the emergency department environment create barriers in the

handover of carelFigure 6.1 summarises the major themes in the findings.
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Figure 6.1 Summary dhe major themes and subthemes from the findings
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6.1 Theme 1: Dispatchpn arrival andfirst impressions

Thecasehistorybegins at tle point of dispatch which logically develops as the
starting point for the thematic analysis of the interviews and observation data. This
GKSYS ¢gFa& RSNAYSR FNRY (GKS LI NI¥YSRAOAQ

their attendance and their first impregons upon arrival

The information the paramedics receive from the Emergency Operations Centre
69h/ 0 2NJ O2ftf2ldzAltft& OFf {"&gardHdtieYYdzy A O
urgency of the dispatch and the nature of the presentation sets the scene for the
paramedics. This initial information operationally forms the rasitenbehind

ambulance attendancand dictates the urgency of the response and how the
paramedics are dispatched. Culturally, the nature of the call system and how

priorities are allocated d@fes the paramedic role as emergency provision of care

and how paramedics operate within that role. The information from dispatch gives

the paramedics a framework for what they are attending. The dispatch information

c
N

gives the paramedic a sense of whethieti gAf f 06S | WNHzy 27F

4., Y11 {Qad 9YSNHSyO& hLISNIiGA2ya /SyiNB 069h/ 0 KI &
often the first pointof contact patients have with not only the ambulance service, but the South
Australian health system.

The EOC receives all triple zero (000) calls for emergency ambulance assistance in South

Australia. This equates toundreds of triple zex (000) calls every single dajighly trained staff

in the EOC also handle and organisératisport requests recead by SAAS including

emergencyurgent and routine journeys (whether received by telephone, fax or eleatroni

means), coordinate the use ambulance resources across the state and manage rescue

operations in collabation with hedth and emergencgervice colleagues.

¢KS 9h/ Ffaz2 K2dzasSa {! |1SIHfiKQa !'aaSaavySyid Iy
mental health stafprovide specialised triage of patients with a mental illfe€s ¢ { ! L' YO dzf |y
Service Annual Repa200%;10)
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with a patient exhibiting disturbed behaviour or a history of aggressive and violent
behaviour. These cases may require thsistance of the police to physical restrain

or transport the individual safely to further care.

The other significant aspect of this theme is the discrepancy between what
paramedics are told they are dispatched to and what they actually attend. This
diffeNBy OS Ay WgKI{d &2dz 3S4d G2fR FYyR gKI
settings and in the community health settings in general, fosters a sense of
uncertainty and creates a situation where paramedics are continually reviewing
information astheyre§ A @S A GX YIFI{1{Ay3 RSOA&AZ2Yya W2y
changing nature of the patients they attend, and to the physical environment they

work in.

6.1.1 Reason for attendance

¢tKS NBlazy F2N FG0SYyRFIyOS 4l a LINBTFI OSR
dispai OKSR (12Q3 WgS gSNBE OFftSR (2Q 2N WwgS
gender of the patient and then the major reason for attendance. These phrases give
shape to the case: they indicate the major features of the presentation, and the

priority giventotl5 | G SY Rl yOS® ¢ NI O Qa | O02dzy i A2
rationale for attendance including the category of dispatch. In the operational world

of paramedics and others in the emergency field this brief information conveys the

urgency of the case and poays an immediate sense of the situation attended.
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Tracy
Case 5:

We were called, category B to a 41 year old male with a history of psych

who has allegedly overdosed on 48 Panadol and alcohol, called his

Initial interview

socialworkerand s he 6 dasathirdipatd. us

Each priority category has key performance indicators that are associated with the

response times expected within the ambulance service. These are outlined in

Table6.1 and were sehni 200&09by SAAS and SA Hedlthe South Australian

Health Department). Category A, being the highest level priority allocated within

G0KS aSRAOFf tNA2NAGE 5AaLI GOK {@dadSYy 6a

to emergency (life threatening) cases. Category B, the second level, is categorised as

aprompt response to potentially lifthreatening cases, and Category C is for urgent

but non lifethreatening cases. These categories can be upgraded or downgraded

depending on what is found at the scene and the patient needs.

Table6.1Overview of dispath categories and expected response times

Category A | Ambulance intervention to 50 per cent of emergency (life-threatening) cases within 8
minutes (Australian Bureau of Statistics (ABS) urban centres)

Category A | Ambulance transport capability on scene within 18 minutes for 90 per cent of
emergency (life-threatening) cases (ABS urban centres)

Category B | Ambulance transport response on scene within 18 minutes for 90 per cent of
potentially life-threatening cases (ABS urban centres)

Category C | Ambulance transport capability on scene within 60 minutes for 90 per cent of urgent
cases (ABS urban centres)

Source: SA Ambulance Service Annual Report 20087 2009 (Government of South Australia; SA Health
and SA Ambulance Service, June 2010) p. 20°

5. Australian Bureau of Statistics (ABS) defines urban centres as locations with a population cluster
of 1000 or more people. A 'Bounded Locality' is generally defined as a population cluster of
between 200 and 999 people. People living in Urban Cerdre classified as urban for statistical
purposes while those in 'Bounded Localities' are classified as rural (i.eiwrban).
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Len within a fewsentencespaints a comprehensivacture of the scene on arriva
and the patient presentationThis brief and to the point overview is indicative of
how paramedics and othera the emergency field prioritisand encapsulate

information to be relayed tmthers.

Len  We were given the job as a 32 year old male; collapsed, unresponsive,

Case 10:

o . suspected poly pharmacy overdose query alcohol, arrived at scene was
Initial interview

directed by a friend at scene to a patient collapsed in the back yard

Wherethe case involves more than a straight forward explanation of the reason for

7

FGGSYRFYyOS GKS LI N} YSRAOaA Ay Of dzRS I 0 NXR
Robert and Jessica, Case 7 and 8 respectively, demonstrate how paramedics
incorporate this brief hi®ry and their initial perceptions of the presentation when

the reason for attendance did not appear to be the whole story.

Robert  We were called to a 42 year old with acute onset of abdo pain. And on
it in(t:;?/?ez\; arrival at t hgetaa2dyear ciddesnalemhdwas quite

distressed and upset, describing lower abdominal pain, and after talking
to her for a while and getting a bit of a medical history and her
medication, she had bipolar i suffers from bipolar i and was on
olanzapine for that. She takes wafers each night. But | sort of picked up
that she had quite a lot of anxiety, so, obviously, she had other issues
going on. And then, even questioning her about the lower abdo pain,
about being pregnant, and she seemed to have fairly low self esteem as
well . é So, I knew | sort of had |
abdo pain, and then, I asked her i

condition and she said yes é
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Jessica  We were dispatched to a female patient who when we got there said she
Case 8:

o - was worried about becoming suicidal and that her schizoaffective
Initial interview

disorder symptoms of anxiety and depression were increasing and she
wanted us to take her hospital because of that and on further questioning

i tOtsuaalcl y the |ice infestation she
making her not get enough sleep.

Nathan and Samantha succinctly overview the realities of what paramedics find at
GKS a0SySo ¢KS RSGFAfT NB3II NRppgfeht G KS LI 0
willingness to be transported is significant in this early stage as indicative of the

LI GASyGQa LKeaAOrt adriddza FyR GKSANI NI
{IYFrYOGKF 2F GKS LI GASYydiQa O2yaldOiz2dza RSO

impressia the case would turn out to be straightforward.

Nathan  We got called by the police for a 45 year old gentleman that had rung his
Case 13:

o ) doctor saying that he was and some other friends of his, saying his
Initial interview

goodbyes and threatening self-harm. We arrived at his house and the
police gained entry and found the gentleman in his bedroom and had

taken some benzo tablets as means of self-harm.

Samantha  Attended to a 50 year old female patient, we got the job as an End°ep
Case 14:

o _ overdose. When we arrived she actually walked out to the ambulance
Initial interview

and met us, had her bags packed so she was already organised and
thinking and knew that she was going to the hospital.

® Endepc Amitriptyline (Tricyclic antidepressafitCAs) inhibits the reuptake of noradrenaline and
serotonin in presynaptic teninals. TCAs also block cholinergic, histaminergic, atpha
adrenergic and serotonergic receptors increasing the availability of noradrenaline and
serotonin. Sourc®8ryant, B, Bryant, BJ, Knights, KM, Salerno, E, & Knights, K 2010,
Pharmacology for hdtn professionalsMosby. p. 354362
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The final piece in this brief overview of the case was the mertdfasther services

YR GKS LI NFYSRAOAQ AYLINBaaiAzya 2F (Kz2a
services, such as the police and ACIS (Assessment & Crisis Interventiorn Seevice
O2YYdzyAle YSyidalrf KSFftGK GSIFYao o®atekd NI Y
the need for resources at the scene and gives a broad impression of who took on

which roles at the scene. Troy, in particular gives a clear indication of where the
paramedics situated themselves in terms of their role. In this case it was evident

that the paramedics felt that their role was purely transportation.

Troy  We've been called to a case where ACIS and SAPOL have gone to the

Case 9:

o - scene, they have detained a patient in her 60s for increased aggression
Initial interview

with a history of paranoid schizophrenia and they need her to be

transported to [name of hospital] so they've called us.

[ 2YYSyda OGKIFG LER2NINFre GKS LI N YSRAOaAaQ A
underlying tensions in meeting the requirements of their job and getting adequate
information from others. Adam felt the staff at the community care facility were

having ongoing issues with this particular individual and appeared keen to transfer

his care to them. Sonya identifiede waiting game which accompanies their work

when tryng to coordinate with other services like ACIS.

Adam € ar m | ac emame of plane$ sugpadrtive care which | believe is a
Case 12:

_ psych place and got there, itds j1
Initial interview

today, which told himtocuthis ar ms so hebés done
and |I think therebés been some ongt¢

pretty keen to get rid of him ...
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Sonya Half an hour later when Southern Mental Health turned up we were told

Casel6: j t@drs 4 43 year old |lady who is scft
Initial interview

since September, which was fine, she was coping well but in the last two
weeks shedd been back on met hampht

paranoid, delusional, off the rails.

These commentsn addition to the brief overview of the case, provide insight into

the condensed story paramedics use to initially capture the information within a

case. The brief overview also provides a glimpse into the relationships that

paramedics have with others weh performing their roleDifficulty in obtaining

I OO0dzNI G6S AYyF2NXIFGA2Y FTNRY (KS RAALNI G§OK
G2f R YR gKIG @2dz FAYRQ FT2NDSa LI NI YSRA
what they find. The limited opportunityotprepare before entering a scene affects

how paramedics initially respond to the environment and the patient and promotes

a cautious approach.

6.1.2 Certainty vs. uncertainty: what you get told and what yoin@l

W2 KI G @2dz 3SaG G2t plorek tfeRimitedihfarmaiod paramedigsR Q 5
receive through the dispatch system in comparison to what they find at the scene.
Paramedics reason that the call takers within the EOC are not often privy to a
complete, coherent or detailed picture of the situati from the caller. The caller

-

Oy 6S I GKANR LI NIé& o6Sd3d | R2002NNA

QX

someone who may know the patient intimately. The programme used by the call
takers follows a structured format which assists in theadtmn of the priority for

dispatch, but potentially limits the information call takers can obtain to relay to the
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paramedics. Don and Abigail particularly emphasktbe vagueness of the
information paramedics receive from dispatch. As a consequenceftiethey

acknowledgéd the information but were selective in what they took on board.

Don Sometimes the information is vague and if the description we get over the

Case 1:

, . radio is lodged at the time is quite limited, information | get over the radio
2nd interview

I tend to take adhtrybaodvtatakedj makeiany concrete |
decisions or ideas until Il 6ve a-<t.
depth description of whatds happel
description i s tgthickébow ihahthé wa$ te thegjabo d
and how youdre going to approach |

Abigail You get the job and you think mosi

Case 15:

) } to be going to anyway because the wholec a | | system doe
2nd interview

well in my opinion, not very accurate, so you sort of take a little bit just so
you know what to take in but donoi

got a chest pain and it might be something else.

The resulting lack ahformation created a A Gdzl G A 2y ¢ Ki®ad&re LI NJ
often attending scenes with nieackground information. This léd uncertainty in

regarding to how sick the patient actually is, how the patient will respond to their
presence, whether the patid is currently being treated or knows the paramedics

have been contacted, and what they will ultimately find at the scene. These factors
influenced the paramedics approach, how they proceelvith identifying the

major presenting prolem and whether theysawthemselves as prading

treatment. Joyce suggestadat ultimately paramedics reserdgudgement until

they have seen the patient. More importantly paramedwadethe point that
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attending a scene with limited information is typical and they have becom
accustomed to this uncertainty and plan accordingly.

Joyce [Ils it hard to put that aside somi

Case 2 person as | see them regardless of what sort of prior information you
2nd interview

might have?]

No i we are pretty use[d] to it because a lot of the information we get
i sndt accurate, so a | ot of tihéewet i
put that at the back our head wall

okay great, alrighti s o | think wedbre used to

Even though the dispatch information and the system itself is limited the

paramedics suggestithere is stilan2 S NNA RAyYy 3 Rdzié 2F OF NB
though there may be a caution previous history relating to aggression or

violence.

Joyce If there is a caution there then we will listen to that, perhaps they have
Case 2. peen aggressive or something, butwestillii t doesnét st c

2nd interview
n.

The support of the police (SAPOL) in these unknown situations, depending on the

dispatch information and the circumstances, may be required and can be sent in

conjunction with the ambulance servicéhe prompt dispatch of support wavital

to reduce the incidence of paramedics attending alone scenes which could be

threatening and dangrous. The policevere dispatched if there was direct threat

to the public, intended selfiarm or a potential for violence or a history of violence.

In circumstances where the police have been the first in attendance they may

request the paramedics to ast with the medical care of the individual. SAAS and
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SAPOL often provideébackup to the mental health teams when transport of an
individual under the mental health act is required.

Tracy  Well this patient has a history of violenc e and he 6 sknawntoe |

~ Case5  gAAS so SAPOL are already despatched immediately to his address due
Initial interview

to his history of violence.

Sonya We were called, we didnét get a |«

Case 16:

o _ forty-three year old lady, we were to meet up with SAPOL and Southern
Initial interview

Mental Health for some sort of mental health issue, the patient to be
detained by Southern Mental Health.

Thedispatch and the first impressiongere the first moments of contact and
interaction between thegparamedic and the patient and fora the basis for their
approach. Theme two explores the components that make up the paramedic

approach to a scene and a psychiatric presentation.

6.2 Theme 2: Th@pproach

Ye¢ KS I Q@& onditkieme in the narrady although technically still a part
of the paramedics overall assessment, emerged as a sepéuatees This theme
exploredhow paramedics regasti their conduct with the patient and the

environment rather than their clinical actions.
Paramedics descrilogheir approach to psychiatric cases as a dagease

evaluation of the situation. They describtheir attempts to keep the approach

professional and consistent. Paramedics acknowlddbeir attempts to maintain a
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professional demeanour could be testbyg circumstance and patient behaviour.

The successful or otherwise maintenance of professional conduct was dependent

on both the manner adopted by the paramedic and the nature of the patient
presentation. The paramedics experied@dilemma between choasg whether

to engage with the patient or to keep the interaction as matter of fact and as simple

a4 LI23daAo6ftSPd ¢KS WISSLAY3I Al aAYLX SQ I LJ
efficient way of getting the patient to further care, which they consetkthe

ultimate goal. In the process of getting the patient to further care in the most timely
YR STFFAOASYG YIYYSN L2aaAirotsSz GKS Wt 2l

functional and strategic option to meet the desired outcome.

6.2.1 Attempt to approach pofessionally:a challengeand a
caseby-case approach

Paramedics approach all cases with the Australian Resuscitation Council (2011)
guidelines as a foundation. The structured process of checking for danger, the

LI GASY G Qa I ANBI & >nfamiBebask af Wit they donsi@ek NJO dzf |
their primary role in attending life threatening situatioh$aramedic education and
operational protocols reinforce these guides and are essential for the performance

of this vital part of their role. This primargle of managing life threatening medical
emergencies is central to what paramedics do, but when dealing with cases such as

psychiatric presentations where the patient passes the primary survey these skills

7. The resuscitation guides were developed through liternational Liaison Committee on
Resuscitation (ILCO®Rhich ismade up of eight worldwide resuscitation committees which
bring together and evaluate curreeimergency care research.
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are often secondary to skills that focus on comnuation, deescalation techniques

YR 6SAy3 I6ftS G2 FRRNBaa I LIGASyGdQa S

hospital setting.

Conduct the basics first: primarsurvey andrisk assessment
Don and Robert both menti@d the need to conduct a basic risk assment as
essential whenever approaching a situation. Don used a joking, laughing, offhand
YFEYYSNI YR of 01 KdzY2 dzNJ) widdhgarife IRA al0yiza &
extreme example and commentary on the serious issue of safety of themselves and
others in the situations that they attend.
Don First of all obviously the first thing we do is to check for dangers to
Case 1 gurselves and others, so obviously if | can see a patient wielding a rifle

2nd interview
then | can i mmedi at el diateask and timz | shobld 1

get out of the situation.

Robert As a paramedic in an emergency sel

o Case7” t hings first, and then, once you I
Initial interview

sort of endanger your patient, then all the other things are nice to have

knowl edge, you know, &

¢CKSNE g6Fa I RAAGAYO(G aSLINXYiGA2y 06S0Gs6SSy
YR 6KIFIG éla WyAOS (2 1y26Q AYF2N¥NIGAZ2Y
section, Part 2, exptes the subjects of paramedic assessment, treatment, and

education and how they fit into the actions of the paramedics.
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The automatic nature of the approach

The approach was described as an automatic process that paramedics rarely

analyse, but with expgencetheyRS @St 21LJ I aSyasS 2F I -aAiddz

NEFRQ (y2¢6f SRIS® ¢KS RS@St2LIYSyd 2F Gr O
strategies which work for the paramedic and the patient acted as the foundation for

their approach to psychiatric psentations.

Len And you don't really think about it, you don't analyse your approach to the

Case 10:

_ _ patient itds just; you change youl
2nd interview

and what's not working.

Andrew  Well you do all that automatically anyway [check for danger, checking the

Case 11:

) ) scene and approach only if safe to do so]. You sort of do it without
2nd interview

realising youdre doing it because
not right here and we 6v thejobdas bago n e
given a psych patient with knife «
going to go inside, or i f someone
going to check if theyodédve had shai

aware wedre comitnlgey roaw tkappy atre s

Andrew offereda glimpse into how paramedics use situational cues when arriving
at a scene to evaluate what is occurring in the environment and with the patient.
Situational awareness is not exclusive to psychiatric cases, ggeirtfior the
paramedic feelings that something is not quite right, and plays an important role in
assessing an unknown situation. Consistently paramedics stated they did not
perceive their approach to psychiatric cases as different from other cases.

~

StatenSy 1 & adzOK | a WwWe2dz adAafft R2 I ff
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R2 (GKS dzadzrf NRdziAYySQ FNBY 9YYlI FYR !YyR
nature of their approach.

Andrew  Yeah, | mean you still do all the same things you do at a normal job you

Case 11:

, . know but i f you get, you know, yol
2nd interview

wrong like you rock up and all the lights are off in the house, at a scene
youbre supposed to be going to or

don6t need to be there or, do so yo

Emma  Wedotheusualroutineij ust say | ook come int

Case 3.

- come and sit down and once youobve
Initial interview

which is something Itryanddoyouc oul débve said | ool

happening and whatodés been going o1

Although the approach to psychiatric presentations follows the same structure as
Fye 20KSNJ LI GASYyGsS GKS dzaS 2F 0KS (SNY
GASBSR | a4 ,suisidedite NdDal dntl areSsépardtewhat is considered

the nornt.

Defining the professional approach and the effect on patient outcome

After portraying how they perform their initial primary survey, paramedics
identified what they considered to be agfessional approach to their patients. The

paramedics interviewed depicted their varied attempts to treat the patient in an

8. TheSA Ambulancservice annualaport 2002,2010states neurological 8.8 percent, total
medical and general 24.5 percent, aoderdose 2.6 percent incident types across the state
resulting in patients transported (although & ot clear what the percentage of psychiatric
presentations is within theseQueensland mbulance audit report2007) states an increase in
psychiatric related attendances particularly in category 2 dispatches (refer to page ). The annual
reports for Vitoria and Western Australia (2042011) do not specifically detail the ambulance
response to psychiatric presentations.
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unbiased, nofudgemental, consistent and cabkg-case manner which they saw as

essential to professional behaviour.

Andrew  Yeah, | mean | can still approach, as | say every job the same, like | think

Case 11:

, . Il 6m known for not exuding enthusi:
2nd interview

approach to anyone 6Gb6éday mate, wl

Don I try i personally try to maintain an unbiased view, a independent view,

Case 1:

_ : an impartial view, so that | can look upon a patient without preconceived
2nd interview

ideas, judgements, prejudice, all that kind of stuff.

Abigail I me an | ki bmmaketmy mindeup based on what anyone else

Case 15:

) } has said to me before | make my own assessment anyway.
2nd interview

¢KS LISNOSAPGSR ySSR (2 NBYIFIAY Wdzyoil aSRQ
that there is a consciousness about how paramedics approach psychiatric
presentations. This may be due to past personal experience, the awareness of the
stigma and discrimination 8MN2 dzy RAy 3 YSy:NRB ERQ f § I9& MR & W{
embeds the sense of uniqueness and difference that separates psychiatric

presentations.

The mramedics, with wry humour and a sense of frustration, told stories of when
they were not successful in maintaining that unbiased and professional demeanour.
Don identified the feeling of being threatened as a major reason for changing his
approach to maitain personal and patient safety. This awareness of potential
threatening behaviour echoed throughout the other interviews with safety seen as

a priority when dealing with psychiatric presentations. Don stressed he tries to be
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consistent in his approach w@l patients including mentally ill patients. He reflected

that his approach was based more on constructive, positive actions rather than

LINBaSyidlraarzy (LS ¢KS RAAGAYOG dzasS 27

AyadsStR 2T WLIA oArkin thd waph gistu@sed dnditalked aBogt

patients as people and not just a case.

Don

Case 1:
2nd interview

¢KS LI

NI YSRA O&aQ

It can, if 1 édm feeling threattsgitoeot
change my approach to mental health patients, maybe | do, maybe |
donot , b u t try,ll guess makatmedatient feel comfortable, that

Il 6m no threat, that |1 édm merely tr)

different ways you can approach the patient.

with the individual was viewed as significant, playing an important part in the

approach to the patient and patient outcomes.

Don

Case 1:
2nd interview

Joyce
Case 2:
2nd interview

|l 6ve seen a | ot of different wvmys
definitely want to think about ho\
your behaviour, O6cause | think tht

according to how you approach them.

A lot of it probably has to do with the personsthat youbr e wi
attending, because we have some pit
people sometimes treat them badly, you might be really driven with

mental health patients, so a lot of things depends on the person.

The paramedi@ own view of pag@nts with mental illness, whether they have a

basic dislike of these individuals, the paramé&llic WRNA @Sy Q vy I (i dzNB =

R S Y Sd-afitAddzdiiing th&istevadtiod S K | @ A

Z

getthe job done, as Joyce describ®® dzf R NBadz G Ay Wol RQ & N
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outcomes for the patient. These observatiaminforce the idea that commonly

held beliefs leading to stigma and discrimination of the mentally ill, such as
RI'yaSNRdzaySaasxs GKS AYRAQGARdzZ t Qa 26y oAf
problems, and that they are not really in a crisis, still exigtaatof paramedic

culture.

The casual, norauthoritarian, nonthreatening approach and when to change

The casual aspposedii 2 'y Wl dziK2NARGFNAFYyQ adetsS IL
adopted with generally swessful results. Robert believélte use of non

derogatory communication directly related to more positive outcomes for the

patient.

Robert Obviously, youbre not , |l i ke comi ng

Case 7 g authority or anything, so, | take a pretty casual approach and treat
2nd interview
themidono6t speak to them in a derog

more as a friend.

Psyhiatric cases, Robert maintaing@quire an approach that is nehhreatening

with a gentle tone of voice and open body language. A clear explanation to the

patient regarding what is happening and the steps being taken to help thethd
paramedic, Robert believedids in alleviating distress and calms the individual. An
honest, open approach assists the patient to understand their rights and
responsibilitiesOf ST NX &8 SadlofAakKSa GKS LI NI YSRAC

parameters paramedics operate under. Protecting the person, getting the patient to
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further care and upholding their duty of care while not gettingadlved in what

Robert describedl & Wi K Seredhat the$ozefontdf their actions.

Robert inanont hr eatening manner,

Case7” game, like | dondt play
2nd interview

qui et voi ¢

their game

tothemidondét try ntoanythingictke [tlh eneim e x e

going on, so they understand what my rights are and what their rights

are, especially i f-hamm d somstlong©bviowsly,d

webve got to protect th

people.

¢tKS SELINBaarzy WR2y Qi 38

at stigmatising the individual with mental illness by creating

em from teh:

OF dzZ3K{G dzZLd AY

the impression that

they have only called theambulance service to play gaméisey are maniptative.

In some cases the paramedics felt they were being used as a social service, a way

for the individual to get attention. Paramedicensideredhe response from the

patient was often negative and abusive if they suggested that the ED might not be

the best place for the person, as this could be understood by the patient as not

meeting their needs and leading to feelings in both parties of being manipulated.

Andrew clearly felt that the experience he had gained over

he modified hid LILINR | OKTX SaLISOALl ff &

time changed the way

GAGK AYRAQDAF

seeming to present with confrontational behaviour. He felt that with experidnee

learntto adjust, managing hiswn feelings of anger and frustration, and become

generic almost in thegproach as a means of coping.
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Andrew But yeah, do | approach it differ:«

Case 11:

) _ experience initially like perhaps early on in the piece you're more likely to
2nd interview

get angry at these people, but you find that these people love that, like
that 6s what they want, they want
real super regular like three or four times a day, at [name of place] when |
first started, and you just canét,
yeah, so probably you know a few vy
job as any other job, 6G6day mat e,
saying, O6Whatos your name? Okay,
to go hospital, yes tohremo?dndanld dgu
changed a bit that way.

Paramedics own demeanour and the patient response

Len emphasised not only do paramedics need to be aware of their own demeanour

but they need to be adaptable in their approach according to the response tilegt t
receive from the patient. A more direct and forceful approach by the paramedic

may be required to meet the main objective of getting the patient safely to

F LILINBLINRFGS OFNB® ¢KS ARSI 2F WO2YLX ALY

obtained becane central to this interaction.

Len Yes, | mean it very much depends on the type of patient, yes. | mean

Case 10:

_ _ some patients, you get down to their level and empathic and reassure
2nd interview

them and that's enough to reassure them and they become compliant

and they'll come along to the hospital with you. Others require, you pick
up that they might require a more
need to go to hospital, this is wl
but I'm just being a little more 7 clear and concise, that this is what needs

to happen and this is what wedre ¢

Paramedics acknowleddehey have witnessed or taken an approach that has not

worked or is more forceful than may have been required. Preconception®ofah
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attitude which still exists, but not considered an effective means of helpiag th

person.

Don |l 6ve seen some people go in and wi

Case 1:

) - answers and automatically have pr¢
2nd interview

crazy and that the paramedic knows best and all this kind of stuff and |

donréetal I'y t hi nikl idobnsd tp rtohbianbkl yt hat 6 ¢
approach these cases, I think ité:
the patient like you would anyone else.
Len | guess you've been on jobs where perhaps it's been a little bit rushed for
Case 10:  the person and you could see it was causing them to become a little bit
2nd interview
agitated. As you said before, you

thing which doesndét al ways wor k.

A rationale provided by the paramedics for thema forceful approach was the
nature of the sehharm. They took into account the urgency of the overdose or

haemorrhage from lacerations, and how time critical it appeared for further care.

Len | guess it depends on the time critical nature of the case too. You know,

Case 10:

_ _ sometimes the bull at a gate can be a reflection of, you know the patients
2nd interview

taken 100 different medications or have injured themselves in such a way
and they're a bit more time critical and you need to get them to hospital

and you havendét got time to sit 1t

Patientawareness of illnesand familiarity with the patient
¢KS LI NFY¥YSRAOQA FFEYAfAINARGE ¢A0K GKS

their illness, two prominentissugs LJ I @ SR | aA3IyATFTAOlI yi
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approach. How successfully the paramedic could communicate with the patient
depended on whether a coherent story could be obtained. This was instrumental to
GKS LI NI YSRAOQA Of Ay A tQiayto niaSageittie pesgra Thals 3 |
presence of hallucinations and delusidnghe patient in particular, created a

situation where the paramedics had few options and the decision for safe transport

was generally easily made. Distraction and as Len (Caselll) f & RSAONAR 6 Sa
I FSStAy3a 2F ¢gKIFG Aa 3A2Ay3 2y Ay GKSANJ
understand the patient and how to manage their altered behaviour. The

paramedics cite numerous examples of altered behaviour and changes irtinsigh

that they had witnessed during their dealings with patients. Examples ranged from
awomanwho had a great understanding of her depression and would seek help to
others who did not comprehend what was going on around them and were
experiencing significartelusions. Oneuch example which Rose describgds an

2f RSNJ I Re ¢oK2 0StASOSR WeKS vdzZSSyQ oNB

controlling her life through the television.

Len I mean it depends how deep they are into their hallucinations and

Case 10:

_ _ delusions and need to get the feeling for what's going on in their head as
2nd interview

to whether you're going to be able to communicate with them and reason
with them, what sort of insight they have. And it really depends, if they
have some insight and some grasp of reality then | guess I'm just finding

out what's been going on. Distraction, | find works really well.
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Emma Sheb6s got quite a good hadepressive Biness «

o Casg 3 so when she feels herself losing control she will make attempts to go and
Initial interview

see doctors or to do something before she actually gets to that point

where she does sort of act out.

Abigal The other girl webdd explain to hei

Case 15 heari t at all, she wasné6t rational,
2nd interview

Familiarity with the patient and their environment enabled the paramedics to

approach the scene with some prior knowledge. Tracy, for example, spoke about

the patient she had just handed ewwho happened to be well known to her and

who she had cared for on a number of occasions. She describes being very familiar
GAGK (GKS AYRAGARdzZ f Qa K2dzASI LINBJA2dza LI
malamute dogs. In normal circumstances thevcrgould not have been as

confident entering the house, as they would not have had the prior knowledge of

the patient and the initial rapport.

Tracy [Patient known to the paramedic and the paramedic has attended to the

~Cased  individual on several occasions previously]
Initial interview
Patient was barricading himself inside the house with his two dogs.
[So how did they actually get him out eventually?]

Because he trusts us, | asked if | could come back inside the house, got
the patient into hallway and shut the dogs in the lounge room, so that
SAPOL could enter.

Although the person may be well known to them, Tracy stressed there was still a
YSSR G2 | LIWNRFOK SIOK &aAlddz dAz2y a | yS

needs may have changed. Othersferced this sentiment, but there was concern
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regarding the risk paramedics take if they do leave a patient at home and there is a
resultant adverse outcome. As a result they tend to err on the side of caution.
patient is stating the same ideations, and wia be safe if left and follow up
with appropriate services was arranged, but there is that risk that if

something has changed and you have missed something and the resultant
bad outcome(Field notes, 20 Jaiary 2010)

After considering the safety and thmofessionalism of the approach the major
topics of discussion became concepts of engagement with the patient and how
O2YYdzyAOFUGA2Y A& Yy FFTRILWGIO6ES G222t 3SY

experience.

6.2.2 Do or do not engage, matter of fact and keefpsimple

This subtheme was characterised by two major ideas the first being the imperative
to try and minimise actions that would exacerbate the situation, cause the patient
Y2NBE RA&ZGNBaa IyR AYONBlIAaS (KS LI aASydQ

which the paramedic felt thegould and shoul@ngage the patient.

Actions that do not antagonise and keeping it simple

The nature of the presentation, the small space within the ambulance, and the
community space that paramedics occupy all affect hbeytapproach the patient
and the scene. The small space afforded in the back of the ambulance and the
NBflFGAGBS dzyly26ya 6KSYy |GGSYRAYy3a az2ySz2y

approach which consciously dimt make the situation worse. This is parieihy
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apparent wherparamedics approachesbmeone with altered behaviour. The
paramedics refraiad from creating a situation which would further distress the
patient and cause the individual to escalate in their behaviour. Often simple actions
like acknowgdging the presence of hallucinations, but not actively engaging with
the patient in those hallucinations, was a means of keeping the patient calm and
feeling acknowledged.

Andrew  Whatever | can do not to exacerbate that situation,] dondt you

Casell: gonot play games with them or anyl
2nd interview
they can see, some delusion (sic) or something, the same as | teach my

students that dondét | i ke agree wii i
know what | mean? S o , l ook | hear what youdt
them ¢é

Depending on the circumstances, keeping the interaction and approach simple, and
dzaAy3a GKS adN)rdiS3e 2F Wi2FIR YR 3203 (K
a0NI GS3e G2 Y Sdiyof daked sirmjleMpprossiRals@acievin:

main goal of getting the patient safely to appropriate caressica, for example,

recounteda story wheresheand her partner (the paramedic crew) appedito

reach the end of their patience after tryirjternative suggest 2y a +FyR GKS 4
Iy R 32 Qto Be $h& pfstival solution. Jessica emphasised the change in the

LI GASY (G Qa RSYSI y Zdi thiefe S5y bél diteSriatives tz8an®ig (

to hospital and eventually they resorted to sayingko$ LJ- G A Sy i WwWadzald |
O02YS g A (K dzaThéyydRnowlddged thisizia®rbt treating the patient

with respect orbeingprofessional, but in their view achieved the desired outcome

of transport.
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Jessica

Case 8:
Initial interview

She was initially quiet. Approachable, answered all our questions, but

when we started alluding to the f:

to hospital she did raise her voice and did get aggressive, that's probably

a little bit too far, but she did get a little bit argumentative and did raise

her voice and yell. So thatos

and shut upd, to be honest.

The direct approach

wh e

Paramedics empl®d a disengageapproach when dealing with patients that

exhibit behaviour they associatevith a borderline persoality disorder. This

encompassetehaviour they viewdl & Y I y A LJdzf F G A @S

these situations the paramedics would rather not engage the patient and the

disengagedpproachwas considered a strategy which deasedthe potential for

being in direct conflict with the individual. The potential conflict with the patient

was seen as not worth the effort when the patiemés intent on going to hospital.

¢KAa |

22 L12asa (KS | dz8 4 A Beythewere fiekd

used appropriately as an emergency service or being usedt@asi@ervice.

Andrew

Case 11:
2nd interview

CHAPTER

That s what they want. Get a bit
0

theyod

re walking out of ftsledoudpapemvork ¢

€ Yeah donét engage, dondt give t|

hook to bite on like and or arc them up in any way, and yeah the regulars

OWhat 6s going on today?6 oO0Yeah, al

worth argpuiinng dJewtnds god | i ke,
ambulance be available for i an emergency, yeah, that happen

occasionally [said as an asided almost an afterthought].

bec
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Len 61 "' m going to take your bl oo dightne:

Case 10:

_ _ going to take you along to hospit:
2nd interview

general conversation and being, I'm not saying being nasty to them, I'm

just saying more or a clinical approach.

A

Andrew revealedhe conflict for paramedics inwantingi 2 6S | @ Af I of S
S Y S NH Sy (péntay rolé, & ik NdlityoN2 F R Wi NHzS SYSNHESyYy O
Wi KFEG KFLILISY 200!t aA el wérkoadmdréwNdentighedi G K S
with a sense of irony that what seems to occur in many casesigth patient

walks out the ED door before they have even completed their paperwork.
Paramedicsvere left in a position of feeling that they put in the effort and have

met their duty of care successfully only to see their patient walk straight back out of

the ED without what appears to be any follow up or adequate further assessment

and care. In these circumstances paramedics ustd@dably question how useful

their attendancewaswhen they consider that there are others in the public who

are in real neeaf their care. Th paramedics understoaithat the ED staff are

facing similar frustrations with the constraints of the ED and the mental health

system. They undersbd it is theLJI ( A )it to @¥ose not to accept assessment

or treatment and to decid@ot to remain in the ED, even though they may require

the care, but they questicad why they were called in the first place if this is the

case.

The level of engagement

Paramedics varied in how engaged they became with psychiatric patients from not

engagy 3 S$AGK GKS LI GASYdG FYR Wy2G 3IAGAYT |
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ground of maintaining directapproach, to the other end of the spectrum of being
empathic and friendly. The extent of engagement depended on the nature of the
presentation and thdehaviour exhibited by the patienthe variability in the level

of engagement suggests that paramedics did not necessarily perceive that
engagements a valuable tool in communication and treatmewtbigail

questioned whether engaging the patient wittparsonality disorder had the

potential to make the situation worse by what could be perceived as reinforcing the
AYVRAGARdZ f Q& 0SKI OA20mzRI (i KKE BIBAER WHS2]

circumstances?

Abigail Borderline personality disorders, just purely because, | mean, | quite

Case 15:

_ _ often, you, and I'm no expert in the area but you get the impression that
2nd interview

you're, by you being there you're actually fulfilling one of their needs and
part of their manipulative personality by atten di ng t o t he m,
difficult because it depends on your personality and how you approach
patients too, but, sometimes | can see myself, perhaps being a little bit
too friendly and empathic towards those patients which I think then just
feeds their manipulative behaviour where, you know those sorts of

patients probably need a more purely clinical approach.

Paramedics, in some circumstancas provided with recommendations from the
mental health liaison in the EOC or ED on how to engage withdudigi they see
regularly with gychiatric issues. Evan suggedteat with some patientshey were
directed to have minimal interactiotde describedt as a caring but specific
approach which incorporates boundaries for the patient, guides the paramedic,
includes alternative care pathways and is more collaboratiite other health

professionalgField notes, 2% Oct. 2009. Evan felthe collaborative approach
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seemsto achivepositive outcomes not only for the patient but for the service as

well.

Communcation, effective engagemengnd adaptability are essential tools to meet

the objective of keeping the patient calm, creating situational awareness so the

LI N} YSRAO R2Sa y2G SEFOSNBIGS GKS LI GAS
subtheme focuses ormemunication as a skill that cannot be learnt from a

textbook, and deglops as the paramedic gains-omad experience.

6.2.3 Communicationand adaptability Notwhat you canlearnfrom
atextbook

The paramedics made a clear distinction between the skiflg develogd through

their own life experience, on the job experience, and the skills and knowledge they
receivel through structured education. All three were seen as having an important

role in their approach and interaction with patients, particulgsgychiatric

presentations. Communication was a skill considered to develop on thendimot
something that could be learned from a textbookthe classroo® ¢ KS LJ NI Y S
ability to adapt, modify and adjust their communication and actions according t

the situation was considered essential to being able to operate in the field and
achieving safe care and transport of the individual. In particular the ability to

recognse and manage if the situation wa NJ LJA Rf & OKI ya3Ay3 I yR

AaKFLISRQOD
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Emma Thatés part of getting a feel for
Case 3 and what's going to work best for them. And | mean, sometimes you start
2nd interview
off on the wrong foot and you take the wrong approach and | guess you

need to be able to recognise that and change your approach accordingly.

Len | think the hardest bit is probably that area of modifying your

Case 100 communication and the way you approach the patient, that's the hardest
2nd interview )
bit, that's the bit that you can't get from a textbook or something that you

need to, with experience you learn different approaches and as | said you
don't even think about it, you just modify your approach to suit the

situation or the patientds needs.

Communication:not a treatment but a pactical, strategic and outcome
focused tool

Although communication was not seen as treatment, its importance was counhed
terms of honesty, encouragement, providing a clear explanation to the patient,
recognition of their duty of care, and adopting a raggressive demeanour. The
paramedic narrative below talks about communication as a practical, strategic and

outcome focused tool.

Emma And honesty, honesty is really, r¢

Case3 53y | ook ekayyt bhiecgdseoitods not a
2nd interview )

as you tell someone a |ie youbve |

trust and the situation will go p:¢
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Len éagain it c o nmmenunicatomand theo thecpatient may

Case 10:  jpjtially adamantly refuse to go to hospital but | think a good
2nd interview

communicator can quite often bring them around and encourage them to
see it through your eyes and head along to hospital, but | mean,
obviously therewilbe pati ents where it does

not going to change it.

The depth of information paramedics gather from the patient and their surrounds
has a direct effect on patient care and the priority the patient receives in triage.
Abigail highghts the importance of being a good communicator and the real
consequences to patient care if they are unable to provide a complete and accurate

handover:

Abigail First of all just explain thasthewesi

Case 15:

_ _ taken some [tablets], we need to |
2nd interview

to know what shebd6s taken so the hi
especially with something like Panadol or other substances the treatment
that they might get at the hospital and how quickly they might get it
because what we hand over to the hospital might determine how long

they wait for treatment.

Developing the rapport and reiterating they are there to help

Emma outlinedhlternative @mmunication strategies she uséalget a better
patient outcome, instead of a defensive or aggressive resptmshe patient. She
endeavouredo reinforce that they have a dutyf care to the patient, attemptso
convey to the patient that they are concerned for their wellbeing, and idiexsti

others that may reiterate that sentiment. She found that conveying the simple fact
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to the patient that she wa there to help, cares about the person and is happy to sit

and talk, reassured the patient and effectively opened the lines of communication.

The idea of time and the use of time by paramedics becomes an important concept
when talking about influences on their assessment and what treatment they could
provide.

Emma  Being aggressive back is the worst thing you could do in my view. | tend

Case 3. g just talk quietly to them, explain that | believe that they need to go and
2nd interview
that | 6ve got a duty of care that

their health and say like family members or any other supporting persons
thatknowthemar e concerned about their
time and that |1 édm happy to sit hel

we can find a solution generally.

A common thread throughout the interviews and observatioras the significance

of building a rapport with the patient. Finding common ground with the patient was

one strategy referred to regularly by paramedics as a means of developing that

NI} LILRNI ® ¢KSé& aSIkNOKSR F2NJ ARSIF& 2NJ adzo
surroundingsorthepaiy 1 Q& 02 YYSy (& gdommukicatio®with R 2 LJ

the patient and bud the rapport. Robert identifiedome of the strategies he used

to build this connection with the patient and to gather information.
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Robert  Youknow,youcanbe si tting in the room an

Case 7" and models of planes, or something, and hobbies, or just find something
2nd interview ) .
that youbve both got a I|ittle bit

and break the ice with that, and then, find out if they want help, and

what 6s been going on, and the medi

Difficult communication

Anotheraspect of communication, labelled difficult communication, involves
situationswhere the patientis not willing to communicatevith the paramedicor

the communicain ischallenging due téhe nature of the presentationThe lack of
communicdon with the patient engendereéeelings forKateof not beingable to

fulfil herrolel Yy R 2W4a @f A A i K S NJPBhe hsyoBated Bustratbwitk A y 3 Q &
the lack of commy A OF G A2y @l & LINI IYI GAOFft& @ASHS
inevitable outcome of disturbed behaviour. Kate surmised that (G KS LJ G A Sy i
G2 GFf1 0K 8&ndany Kdk af Coinmahindiidn ivas part of what the

individual was dealing with on thaday. When the patient did not wish to talk Kate

feltitwas betternotll 2 LINS&aa (GKS &AlddzZ A2y yR AyOl
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Kate  [Just explain some of the feelings and perceptions that you get when

Case 17:

_ _ oubre deal i ®ghowiu find commmumieating with quite
2nd interview

difficult.]

| guess it can be a little frustrating not being able to talk to the person and

assess them, but you get that with all kinds of cases not just psychiatric

cases, quite often pespie denét alw:
to answer our questions. Generall\
kind of feel l'i ke 610611 just sit |
affects my perception of the persi
overal/l condition on the day and i
dealing with, so as | was saying i
talk to me then thatoés fine | &dm n«

force themtotalk,andifthey do want to talk the
talk, but if they don6t thatds ki.

The idea of compliance and namomplianceemerged as a distinct theme in

associatiorwith the LJ- NJ Y &pproddiiiaRd communication with the patient

Whether thepatient voluntarily agreed to come to hospital or the situation posed
considerations fopolice involvementcaution andriskwere high on the

LI NI YSRAOQaAQ-YIIAAY 32 O2RSQABBENIHN ARYASHQ WYY Y
paramedic was nownvolvedin a complex situatiodealing with a person who is

not willing tofollow direction orrefuses furthercare

6.3 Theme 3 Compliance and noitcompliance: &plaining
the options

Themes 3 and 4 capture two important considerations for paramedics intteyv
proceed with a case, the first being whether the patient is able to follow paramedic
direction: are they going to be compliant and cooperative? The next is the sense of

caution for their own safety and the ever present awareness of the risks invatved
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the scene and during transport. These issuesqiaykey role in the approacénd
the assessment that followedn practical terms it gave the paramedic a sense of

what logistical problemthey facedto get the patient to further care.

Troy | think every patient, as far as

Case 9:

, . whet her they're compliant or not,
2nd interview

going to have them to come with us to the hospital.

Len | guess it really depends on you get a feel for the patient as to one,

Case 10:

_ _ whether they're going to be cooperative and compliant or whether they're
2nd interview

going to be a difficult patient. ¢

I al ways ask, yes, particularly i1
them 6Are yoweaprompi?mg Aamdy | al so

obviously going to take them to ht
to behave yourself and be compli ail

pick up from that whether there's going to be any problems or not.

Due to theconfined space within the back of the ambulance the potential for injury
increases particularly if the patient becomes agitated, aggressiviolant or

decides they want to hoput of the moving vehicle. In both circumstances the
patient can do seriousdrm to themselves and to the paramedic. The
responsiveness of thegtient is one way paramedics identifiasy foreseeable

risks before they entexd the ambulance. Robert describdee measures heaokto
reduce the foreseeable risks and patient accesshyects which may be used as
potential weapons. He conveyedsense of the proximity to the patient and the

oFrftlryOS 060SGsSSyYy LISNER2YIf al¥fsSde | yR
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Robert | always like to see i keep my psych patient in one spot, and if they start

Case 7:

_ : wandering around |l ooking through |
2nd interview

something out of their car, or i so, you want to keep them in one spot,
and | suppose itds the old police
them,sortofi but you dondét want to be to
You want them to be able to go and get their mobile phone out of their
jacket in their bedroom. Theyore

their wallet. | always ask them have they got any weapons or anything

sharp, or that can hurts wus, in tI
t hem. Because I 6m going to be siti
period of ti me, s o, if I 6ve got st

things, like take my pens out of my ... pocket, so, if they needed to grab a

weapon or something, I make sure {
car, so they candét do anything i mi
once | know t hey dv eckagspwhethreoyoumeed tipe i |

police to search them is T | like to put a blanket over the top of them with
their hands on top ofiitfhet hbdyabnkeetg
el se anywhere else, and they want
gott o go under the blanket, and the
blanket, and | can see that easy. So, | use a blanket as a bit of a shield,

so they canét touch anything on t|l

The unpredictable nature of psychiatric presentatiensateda heightered

awareness of personal safety and the potential for adverse events. This
unpredictability was both a perception generated by a misunderstanding of mental
illness and the reality of acute presentations which involve altered thought
perceptions and patters. Drug and alcohol use whether separate from the mental
illness or in association with the presentation also featured as a prominent factor in

the level of cooperation seen.
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6.3.1 Risk to themselves, to others and whether to involve the police

The assessent of compliance and risk was based on both subjective and objective
AYF2NXYIEGAZ2Y FFAYSR FNRY GKS LI GASYyGod ¢K
informed their clinical decisions regarding whether the patient was a risk to

themselves or to others. Thextent to which the patient was compliant alongs

their need for care dictated whether the police b&ga involved to enforce

transport to hospital. Paramedics operdateither side of a fine line to either force

the issue to get the patient to hospitalegthe police involved or to offer

alternatives and try and organise follow up care.

Tracy We didndédt stay in the house f-or |«

~ Case5  compliant. | stated to the patient that he had admitted to taking an
Initial interview
overdose which he agreed to at the

|l eaving the patient in the house,
needed to go to hospital, patient was refusing, refusing to put the dogs in
a safe place for us and SAPOL so we decided to back out of the house

and leave him in the house until SAPOL could organise further backup to

take the patient safely out of the house.

Police involvement to get the patient to hospital was considered a last resort to
fulfil their duty of cae and the ultimate goal of providing access to expert
assessment and treatment. Forced transport was seeamasfortunate necessity
if the individual wagleemed ill by the paramedioon-compliantand lackinghe
ability to makerational decisions regaiidg their own careParamedics descriloe
attempting other limited alternativeavailable to them before they gohe police
involved, but eneéd up resorting to this option. Paramedics in a straightforward,

upfront manner outlinel the two options to the paent. The patient can either
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come voluntarily to hospital, viewed as the easiest and least stressful way for
everyone, or they could be forcedtim complying by the police und&ection 23 of
the Mental Health Act (19937 he direct mention of police inwment often was

enough to encourage the patient to go voluntarily.

Jessica ... butif they are wanting to hurt themselves or other people then our duty
~ Case8  of care comes in, we have to take them to hospital and | guess the other
Initial interview

Tthe options we can say is to them
[sic] you if you come voluntary, if you come involuntary then we have to
get the police involved and sometimes just that, the threat of getting the
police involved makes them want to, okay, okay, okay, and | guess
maybe ringing family members and getting them to convince them that

they need help and go to hospital.

Emma  When despite attempts at trying to talk to them calmly and trying to get
Case3'  themtocalmdownhasfaled and | 6ve tried to ¢
2nd interview
duty of care and tried to get them to understand that they need to come
and that | 6monnwhepes| huswell eaoughtot h i
enforce my duty of care, | have to take them | will explain to them that

that is the case. And it just depends on their cognition too, sometimes

they just donét understand and | 6l
webdll just sit in the back and han
we bl | t al kweablolutj ustt agnod up [t o t he
ot her alternative is | have to cal

and | will explain it and they will be understanding but they will also be

under my direction and that they©ol

Robert, using sinak strategies, attemptedo explain the necessity of coming to
hogpital to the patient and employedll the resources available to him to try and
convince tle patient to get care. He raisede point that the patientcannotdictate
the process for the whole ght. He feltthat paramedics have a responsibility to

others that might ned their urgent care. This léd a conflicting situation where
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the paramedicg$oundthemselves and their resourceésdemand and trying to
balance caring fathe patient but not wanting to be overlong the delivery ofthat

care.

Robert ... after having carers, family i everyone 1 trying to bring them around to
Case” see, | ook wedOve got to get in the
2nd interview ) o )
hospital to get whatever the condition isreviewedi once ever y«
agoithe police have tried, wedve t|
tried, and theyo6re still not budgi
rest of t he ni gheattothemsdlves dr others,soy 6 r e
normally, people when you tell them that i when they are going to

forcibly do something, they come around.

=
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632 ¢KS LI GASyiQa OK2AO0S | yR
about their health

Ly [ SyQ& SE LIS NasSypéasttoinake Be cholcRtb BeXdrcdd into
going to hospital even thoughlternatives were offered. The question for the
paramedics in these circumstances is why would the patient want to be forced into
transport and care. Is the nature of the patis illness playing a part in the decision
process, has the patient been released too early on previous occasions, what has
their prior experience of the mental health system been and is this a way to gain
further care? Alternatively is the whole procesary over simplified in the attempt

to get the patient to further care in a timely manner?
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Len | always give my patients the option. | explain to them what, you know, if |
Case 100 geem that the patient needs to go to hospital in my opinion because
2nd interview ) i )
they're at risk to themselves or risk to others then | would explain that to
them and explain the process to tl
with us non-detained and compliantly or the other option is the police

who will detainyou andforceyou t o go to hospital

option is going to be better for 1
want to be detained and | want to
oWel | if |I'"m going to have to dlusti
gob.

Ly OFasSa tA1S 9YYIQa (KS LI GASydQa oAt
them and their own knowledge about their mental health had a significant effect on

how compliant they were with the paramedics.

Emma  And we got one like that yesterday and when we got there and SAPOL

ond in(t:;?/‘isea; got there a lot before us and the lady was quite compliant and there was
no need to enforce Section 23, she just was unwell, she understood she
was unwell, she had had a friend over to try and get some support and it
was the friend that had found her with the knife and was going to hurt
herself and hebés the one that call
compliant and she understood and we just got the bed out and said
would you mind popping on it, do you want a blanket and are you

comfortable?

A

Ly 20KSNJ OANDdzyaidlyoOoSa (GKS LI 6ASyidQa oS
became a point of conflict. If the paramedic felt that the person may be better

served by not going to the crowded EBher attempts were made to try and keep

the person out of hospital. These decisions were based on considerations-of self

harm and harm to others. If the patient was considered not in immediate danger
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then accessing local general practitioners and othechsas ACIS were considered

possible alternatives.

Jessica

Case 8:
2nd interview

Jessica

Case 8:
Initial interview

I f they are hallucinating is it i1
sort of thing or checked out by a doctor. | guess some of the other

options, if their hallucinatons or i f t heyodére audi
telling them to hurt themselves or anyone else, | get that gives us a bit of
extra leeway. You can perhaps convince a family member to take them to
the GP right now é, someone ftalitebi |

easier than off to hospital.

é on further questioning itbdés actu
increasing her anxiety and making her not get enough sleep but she
didndét want t o dtogeandyfthelice mecauwsashé i n ¢
couldnét face the washing machine
of washing in for her so she woul
was quite determined, was quite insistent on coming to hospital, so we

took her.

4

633 hTFSNI G2 GF18 GKS LI GASYd G2

In cases of seliarm with associated trauma or ondose, one strategy Troy

employedto reduce the focus on purely the psychiatric needs of the patient is to

offerto take themtohospt f 2y WYSRAOIf 3ANRdzyRaAQ®

stigma experienced by the patient this approach was a positive strategy, but it has

failings in two areas. One, it maintains the idea that dealing with mental health and

illness is outside or separate other medical conditions, and also the patient

YIe FOldzrtte glyid G2 6S NBO23IyAasSR |

may unfortunately have the effect of minimising the importance of the-satin

and the wider effect thishasonthe pajiel Q& f AFS® ¢KS o6 &A
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dismiss or minimise what the patienteégperiencing, and there appearé¢al be a
willingness to help the individual get the care they need, and changing the focus
from psychiatric to medical could ultimately be thest helpful way to get the

patient to care.

Another issuavasthe assumption that the individual will automatically be assessed
for both the physical and mental aspects of their health when they reach hospital.
This may not happen in the busy environhehthe ED and their mental health

may be missed unless the paramedic, the individual or an accompanying person can

advocate for the care.

Troy  Obviously getting the patient to come voluntarily is always our first choice

Case 9:

) - of action and so we try and make it as appealing as possible to them.
2nd interview

Sometimes, if it's a case that involves self harm then we can take them,
offer to take them to hospital on medical grounds because of the harm
that they've done, so wh edrdverdosejthebd ¢
obviously they'll need to go to hospital on medical grounds and not
necessarily on psychiatric grounds and they'll obviously be assessed for
both when they arrive.

Theme 4 builds on the discussion regarding compliance and examinesribepts
surrounding caution, risk and safety which featured as a predominant consideration

in all paramedic actions.

6.4 Theme 4: Cautiomiisk, safety and the ultimate goal

Situational and cultural factors reinforddotht KS LJ N YSRAO&AQ | ¢ N

potential risks and the adoption of a cautious approach. The cultural factors
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revolved around their understanding of their role and job description. The
obligation to provide emergency care, transport to further care when required,
working in the community wich is an ever changing work environment, and the
associatedegal responsibilities, createalsituation where the paramedics
experience a tension between doing their job and the apprehension of going into
unknown situations. This uncertain working eviment coupled with education
which focuses on safety, guides what paramedics should look for and how to

respond.

Paramedics emphasised the ever present awareness of their own safety, safety of
others and the patient. The sense of camt and wariness, whbh surrounded
psychiatriccaseswas engendered by the potential for violence and aggoesand

the sense of the unknownhe difficulty in seeing behind the closed wire door.

Joyce Mental health you always approach it with caution. é Some men:

Case2  c3ses you go to when SAPOL is not called you still approach with caution
2nd interview

but the likelihood of aggression is less.

Abigail ~ The danger thing is always in our mind because you can go into chest
Case 15! painthatisactual |y a psych patient thato:
2nd interview . .
aggressive, it doesndt matter. Cel
see the patient, you know when yol

door and you candt s edvoortl fea renvaghyeah.i 1

Although paramedics recognigaggressive or violent behaviour can be related to
other causes such as alcohol and drug use, hypoxia or hypoglycaemia it is not until

they get face to face with the patient that they can eveningg make that

CHAPTER 183



assessment. Don madke point that in cases of acute illness the aggression or
violent behaviour, if directed towards the paramedic, is not essentially the person

but the illness which is driving the behaviour.

Don  Also a recommendation from ACIS and SAPOL saying that this patient

Case 1:

, . has a potential to be aggressive, | would take on board, also in acute
2nd interview

illness, something like a psychosis for example where the patient just

i sndt thinking str ai gdouldprotmily bagmtot e
t hink, if the patient isndt thinki
then they have the potential to react totally differently to what we perceive
as a normal reaction, so if the patient was to want to go punch a
paramedicas t hey arrive on the scene,
actually the psychosis doing that,
another risk | guess.

In contrast Jessica express@ow her feelings changed when faced with

aggression, from an empathetcNJ S@Sy | LI 0 KSGAO FSStAy3

increase in wariness araddecreased level of empathy.

Jessica | f theydre violent or aggressive

Case 8:

) - threatened | guess makes me back off quite a bit and | guess decreases
2nd interview

the amount of empathy or anything or apathy | might have for them.

Paramedics again stressed their approach had a deféett on the way the patient
reacted to their presence and they reiterated that the ultimate goal was to get this

person safely to further care.

Len acknowledged that although they may not complete tasks, such as an entire

assessment or complete their full list of observations, such as blood pressure, pulse,
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respirations, they needed to keep the main goal, safe transip hospital, as a
focus of their overall managemenf the patient. The ED remaingke definitive
point of care for the majority of their patients although it might not necessarily be

the most effective.

Len ... risk to us as a crew, risk to the patient, and how am | best going to

Case 10:

_ . approach this patient in order to get them to hospital in the safest
2nd interview

manner, | mean it's pretty much what it's all about. You know, even if you
don't end up doing that full assessment on the patient but you just
continually reassure them and chat with them, use distraction to be able

to get them on to hospital, they can get assessed properly.

Len You know, it's a difficult one and | guess you just need to assess it at the

Case 10 {ime and make a judgement call as to what's going to be, | mean the
2nd interview

ultimate thing is what's best for the patient and the ultimate goal is if they
need to be at hospital, is to get them to hospital as safely and as quickly

as possible.

6.4.1 Situations we enterandbeing an unexpected arrival

The situations that paramedics attend enfodd@eir own sense of caution. Factors
such as the lack of information when dispatched, unknown entity on arrival, and the
physical environment, especially entry and exit pointiscantributed to a sense of
caution. Other factors whichad abearing on the potential riskeerethe presence

of bystanders, attending a patient with a known history of violence and aggression,

and the potential for the situation to change quickly.
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Tracy

Case 5:
Initial interview

Gerry

Case 19:
Initial interview

I made sure | had an exit, I 6m awi
there before, the dogs arenodt viol
towards males anyway, so once the dogs were locked away | think he

saw the inevitable coming and he did resist being detained, but he could

have made things a | ot worse for |

[Was there a concern that he would actually hurt you or the police at all

since there was that history?]

Yes there is a history of him having to be physically detained, so the
police were pretty standoffish as

to get him to come with us which is a very long time.

The accessibility of the patient at the scene, the eming exits points, and logistical

issues which can place the paramedic and the patient in danges part of the

overall situational assessment of risk. The number of bystanders and how they are

connected to the event pladan important role in gaininghiformation. Other

issueswvere whether there may be more than one person who might require their

care, if they may be threatened or obstructed by bystanders, and how they position

the ambulance and their equipment.

Joyce

Case 2:
2nd interview

CHAPTER

..butifther e 6s junk everywhere that cai
we need to getout, sowe sortofi we dr e not al ways |
our own safety, but also how to get out of the house, how to get

somebody out of the house; where are we going to put the stretcher; if
there is lots of broken windows; if there is people milling around you sort
of take that into account, you would probably be a bit more cautious i
especially if itdéds not a clear cul
y o0 u c a théright igfermation you have to wonder why you or the call

takers canét get the information.
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The unexpected arrival of paramedics significantly changed the dynamics of the
situation and could alter the stress involved for both the patient and the pachme
Often another party has contacted the ambulance service to request help in these
circumstances and the person may not have been told creating an uncertain
situation for the paramedics. Abigail made the point that it is quite different if the

actual paient has rung the service

Abigail ~ We actually had three ambos on so we had another crew which is why
Case 15:

o } we approached the house because we thought with three of us it would
Initial interview

be safer so that was obvi ointiroughtle
security door so obviously it felt the safest just walking up to the house,
we didnét know if she was actual |l
surgery called us.

e Ités different when they call u:
thenwe 6re a | ittle bit more wary of
voice and said 6do you know why wt¢
realised that we were probably safe and she answered the door, usually

by then you know t hegoperate. pr obabl y

In this particular case the paramedics believed that there would be safety in

numbers and since there were three of them at the scene they approached the

house to talk to the patient. The response from the patient was significant to the
paramedh Oa Ay GSN¥a 2F GKS LI GASYGQa | gl NB)
for their presence. Emma discussib@ importance, when faced with the situation

of being the unexpected arrival, of adequately explaining to the patient why they

are attending to redae or alleviate the possibility of aggression or violence.
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Emma Oh yeah, | 6ve had someone who was

Case 3.

_ : who webdéd been call ed bec awfsa thépghone
2nd interview

and he sai d aléhese tabletsartd he hadkaeialent history

towards woman and when we got t hel
coming and we knocked on the door and you just act very tentatively, you
know do you realise that webre hel
becaus e wedve been called once again
youbre not trying to be pushy or
there to help and that youdve al s
there thatdés beyond needtofulfitbahin arderito
go or for you to stay, normal ly t|

¢CKS WiS3alFt 20fA3F0A2y QY GKSAN) Rdzie 2F O
scope of what the paramedics can do in a given situation. Once the patient knows
this, from the impression in case three, the majority of patients understand this fact

and it leads to a modification in behaviour.

¢KS LI N}¥YSRAOCAQ fS3If 20fAdlGA2yasr SOOI
together to affect not only the approach batso the way paramedics assess the

scene and the patient. Part 2 explores the next step inase histor@the

W1 3 34 S3aa sy a Hapexiss ihe cultural factors which contribute to

how paramedics conduct their assessment, their perceptibtineir role with

psychiatric patients, and their perceptions of treatment and care.
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Chapter7

Findings part 2:
Assessmentassumptionsaandinfluences

7.0 Introduction

The following two chapters explore what paramedics identify and assess when at

the cene and with the patient. They deal with the assessment of the psychiatric

patient, paramedic actions, and their interpretation and meaning. From the point of
dispatch, assessment starts as a general formulation of what paramedics may be
attending, buttt6 WNXB I f Q 2NJ adzoaidlyiAodS aaSaays
at the patient. The subthemes outline what paramedics repdthey observe and

hear while attending psychiatric cases, what paramedics identify from the stene
WiKS &SI N Ko Fomiih Satiehtyarkd dtNevs larid Aimportantly, what
assumptions and impressions shape the process of assessment. The chapters

SELX 2 NB 4 KSiKS NistorgiS impdrtaintivéhat is thasideredOA | £ K
treatment, the effect of comorbidities, and fingjudgementsi dzZOK | & WA & A
ASYdZAAYSQK ¢KSasS |aadzyLlinzya yR AyYyTtdsSy

their role when attending psychiatric presentations.
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7.1 Theme 5: Assessmentwhat they see, hear and search
for

7.1.1 What they see and bar

W2 K 9@ (G3KS S ctaptiRes Wiatpatdinedics do as their primary means of
assessment. The theme combirle# NI YSRA Oa Qof Bsychiafidlld (A 2y &
presentations and how they use that information as a basis for tesessment.

¢ KS LI NI YSRA Oa @Gallyymip&dNddrhsaiveintaithreé epatate

areas. The three areas focus on the outward physical and behavioural aspects of the
LI GASY (G Qa LINBaASYydl A 2tydr0 20yKODsENEHHadeNA y 3 2

the information gained from the scene.

The physical and behavioural characteristics of the patient presentation indude
20aSNUIFGA2ya &adzOK Fa GKS LI GASyGuQa Y20S
I LILISE NI yOST 3ISYSNIt G2yS 2F @2A0S:I |yR
The measured vital sigdthough not always obtainable or considered the most
essential when dealing withsychiatric presentationgere a means of determining

whether the patientiswhat paramedicg€onsider medically stable. The information

from the scene is often the only wégr paramedics to determine and confirm the
A02NE &adz2NNRdzy RAYy3 GKS LI GASYyGdQa LINBaSyi
vital when the person presents with an altered consciousness level or thought
processesThe physical,ancrete and social informatiocombine in the

7 A

LI N YSRAO&AQ aasSaavySyida 2F GKS OFLasS Fa |
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The outward physical and behaviourabservations

The physical observations inclutié KS LI 6 ASy i Qa 3ISYySNIf RSY
discernible movements, actions and behavidBaamedics associatebehaviour

such as a rapidly changing mood, continual restlessness and agitated movements,

and unpredictability, with psyéhtric presentations. This meattiey were always

on guard and ready for sudden change. Paramedics acknowdedgewhat they

observeini KS LJ ( A S yisdepgendéntoii WhatkypedaNhentalnessthe

patientis experiencingand if drug and alcohol use is involved. Not surprisingly, the

focus of their assessment is directed at the physical and observabletaggebe

LI 6ASyGQa LINBaSydaladAazys IABSY (GKS OKI NI
WSYSNHSyOeQ OIFINB>X FyR GKS akK2NI GAYS TN

the following quotations demonstrate.

Adam Constantmovi ng and shaking, I mean he

Case 12:

o ) things like that, he was pulling at his seatbelt the whole time, | guess that
Initial interview

was getting a bit tight, thatoés al
getting quite frustrated with his seatbelt always going tight and when he
went to get out his shoelace was undone and he appeared to be pretty
upset about that so that shows some sort of signs of stress | think, just a
little bit.

Robert They keep moving arousdiahnd They 6«

Case 7:

_ _ contact a lot of the time. | mean, it depends what obviously, mental health
2nd interview

i ssue theydve got, but it can be 1
flat in the corner, depressedi d on 6t want t o make e
you to touch them, and donét Waout
know, if theydre suicidal or what
everyoneo6s different and | dondyoui
know, theydre ayodudgodfteheme . arsd mekl

around the place. Other ones are sitting quietly.
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Robert recalledhe difficulty of getting the patient to sit still, the continual

movement and the difficulty in obtaining an acate patient history. He mentioned

0KS LI G AYSRYFIAQDE yWIAQY &l ACH) paRayhedicsadll dbskr/e thedeBaReS & (1 3
interaction with the patient but make an evaluation of what information is essential

for their immediate provision of care and do not necessarily see the movements as
sympoms of the mental iliness.

Robert  They seem to be quite distracted a lot of the time. You know ... they

‘Case 7 \ould have been called there by ambulance, most people sort of pay
2nd interview
attention. A lot of these people can be running around the house doing

insignificant things that arendt

sit down, so you can get a good history from them.

Paramedicsold of a wide range of sad and humorous behaviours they witeess

from a variety of cases they conem@d psychiatric presentations. Behaviours

rangad from presentations involving hallucinations and delusions and their

associated outward manifestations to closed communication with the patient.
Paramedics descrildecases where the patient feared the paradies and the

police, held strong belisisomething was controlling thenand would not engage

with the paramedis. Paramedics recourt stories of patientsvho were not
F2NIKO2YAYy 3 WNIYoftAydaQ FyR fFO0O1Ay3a 02K
conwersation.Paramedics descrildgatients that were visibly upset, in distress,

straining against the seatbelt and stretcher straps, and retreating into themselves.
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Nathan Every time he started talking, he started talking about other stuff that he
~ Casel3:  pecame aggressive about, like his i he mentioned that he apparently
Initial interview ] ) » )
was in a war somewhere or in some specific army overseas, and things
like that, and that story changed a little bit as well and when he was
talking about that he seemed to be a lot more aggressive and conscious

of himself and would start sort of straining.

Robert  [What suggested that there may be more to this case than abdominal

Case 7:

e pain?]
Initial interview

Well just the way she was acting. Yeah the way she was sort of guarding
it. And so, | offered her pain relief, so she got some methoxyflurane, and
that seemed to help her. That seti
take the pain away, and like, even now, you look at her now, inside the
hospitalandyoucans ee t hat sheds visibly d
ongoing abdo pain. So, whether it:i

things have changed in her life where she needs reassessing.

Eye ontact

Patient eye contact playean important role in the paramedicQ | 4aSaayYSy i
LI G ASy Q& RS 3NB #asawidelbrgcaghise$bélsayiaur. | Y R
Paramedics no@A ¥ (G KS LI G A @3ssparadic, ass&iat€zvithii | O G
targeted questions or if theravaslimited engagement and minimal or no eye
contact.TheLJF G A Sy (1 Q& S @& paramidytsitd dauige hodv Eothivriatite

the patientwasin their presence, their level of agitation, how distracted they are

YR ¢ KS({KSNJ  Kvaschalhgings Sy 1 Qa Y22R
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Adam  [Was there eye contact with the patient?]

Case 12:

Initial interview ¢ He di d. He did when | ask eidachuplen
of times he sort of went into his own little world and | actually had to call
him by his first name to get him to actually look at me and then when |
startedtalkinghe 8d | ook at me again so, Yy

Robert She was quite irritable, wouldnot
Case 7:

o : nearly crying, nearly breaking into tears, quite distracted and going off on
Initial interview

tangents and insignificant information all the time.

Evidence of setharm and alcohol andubstanceuse

Clear indicationsf selfharmor the effects of either alcohpbr substance usaere

a significant concerfor paramedics. The description of alcohol being on the table
nexttothepatbt y 1= GKS WINRIIEQ | LIS tdbyt®sS | yR
patient demonstratedhe detail they singlé out and how they incorporatd what

they sawand head into their assessment.

{FYFYOGKFZ F2NJ SEF YLX SI T2 dzy RRheodviérBosd Jr G A Sy
aKS KIR Gl 1Sy 6KAOK RARYQl O2yOSNY KSN.
felt regarding the lacerations on her wrists, a surprise because both have

implications in the way paramedics provide care. Samantha, in her estimation,
consideredhe haemorrhage may be more directly a threat to life than the

overdose depending on the amount and type of substance taken and the severity of

the lacerations. The embarrassment towards the slit wrists Samantha could

understand but found it difficult to@mprehend why the patient differentiated
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between the overdose and the lacerations when she considered both to have the

same intent of setharm.

Samantha  When we arrived she actually walked out to the ambulance and met us,

Case 14:

o . had her bags packed so she was already organised and thinking and
Initial interview

knew that she was going to the hospital, but also lacerated both her

wrists though which she failed to mention when she made the call to the
ambulance but she was quite embarrassed about that. She wasn ot
embarrassed about the overdose but quite embarrassed about her slit
wrists. é She actwually said 6l ook
insisted on cleaning up the blood before she would let us take her away,
she di dnoét wa n tthe hoose and see thai. &vbilk the o

overdose wasnbd6t concerning her, t|l

Abigail ~ We actually went into the house before SAPOL got there, just knocked

Case 15:

o _ on the door and she answered the door and welcomed us in, obviously a
Initial interview

little bit groggy and claimed to have had an overdose, unknown amount,
not very forthcoming just that too many and also a bottle of champagne,
there was obviously self inflicted wounds to one of her arms which when |
asked about she did the night before, so it was just an ongoing issue but
when asked woul dnoét give any inf ol
today or tonight.

oA Af Qa NBFSNBYyOS (G2 GKS NBtwaSil yOS 2
happening reflect what | believe i§ K St WHSt 6 Kl &G Aa KI LIISYAyY 3
the informationwhich paramedicgoncentrateon in their assessmenieor obvious

reasons the information is required for paramedics to make a clideakion on

how to help the patient in the immediate short term, towhen dealing with

individuals with an extensive history of a chronic conditioa past history and the

individuals story may be more critical for both short and lbeign care.
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Hallucinations, @&lusionsand @mnversation

Patient hallucinations and delissis are narrated as objective descriptiond o

statementsY RS R dzNA y 3 { K Sithltble pakievit SPRrani20cs relied YS 4
on what they couldliscern from the patient conversation and if theguldvalidate

that informationwith the immediate surrdzy R4 ® ¢ KS LI §ASydQa KA
conversatioowerell KS O2 N} SNJ a2y S G2 dzy NI gStfAy3
LINBaSyidlriaArAz2yd wSFSNBYyOS G2 GKS LI GASYdQ
as either an empathetic connection to what the paramedicsenagtending or an

expression of not being able to relate and understand their patient.

Sonya  So when we went in there, knocked on the door, she was quite
~Casels: gg9gressive verbally, wouldnot | et
Initial interview ) ]
talk to us, going on about someone in the roof, someone had been
murdered or something, some blood or something in the roof cavity and
shebs | i ke 6come back with a | add:¢

someone to go up and have a look at her roof cavity.

Emma Wel | if youdbve got someone for in:
o inct:;?/?ei; clearly unwell, just his body language was indicating that he just said he

felt nervous to start with and then he stood up and justsaidd 6 m De s
and he was quite clear about that,andlsaid@ o you t hi nko
&es | do.6@k.6 Dodou have a mental illness atall?édNo, no t he
nothing wrong wi t é@Youkaow arid bemwvag young andl ¢
I dondt know wh et msefrschimophremia ar whethed i a ¢
hedd s ough tHe was enly tatmteens, early 20s living alone,

clearly not managing at home.

Emmawho was a mother herself, expresba connection and sadness at this
Ye 2 dzyedplight IH&tone of voicebecamereflective and sads she recounted

the difficulty she experiences when trying to help children and young people in
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situations where she considered issues of mental illness, neglect or abuse to be

SPGARSYylGd® { KS RSaAaONAROGSa Wgl RiIKBA LI & KSQyz)

¢tKS O2KSNBYyOS 2F (KS LI GASYyGQa aidz2NE gl
thought perception but in the disjointed and contextual nature of the conversation.

The historical references and rambling nature of the conversations from patients

made it difficult to determine if delusion or hallucination were involved or if they

were referringto actual events. Troy mentiondtie attempts he made to verify the
information from his patient but the historical nature of the references made it
almostimpossible.

Troy [patient conversation] it was kind of fairly rambling, it didn't make a lot of

~ Case9  gense to me so it was to do with an incidents that had happen in the past
Initial interview
to herself and other people I think but details were a little bit hard to
determine what the actual details were. She was saying it was kind of
di sjointed it didn't really flow i
verify it but she wasn't talking about anything at the minute so | don't
think it was necessarily hallucinations but it may have included

delusional.

Tracy paintedh picture of a patient who was hesitant, exhibited slurred speech, did

not like the police, and was intent on continuing to drink.
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Tracy  He refused to open the front door and he spoke to us through a closed
 Case5 gl ass window, just pulling aside f
Initial interview . .

SAPOL. He doesndt I|like their attel
becomes violent. He just wanted to make sure that it was the ambulance
that was there and once hedéd ideni
He was slurring his speech and swaying on his feet and bumping into
things as he was walking. He sat down at the table and continued to

drink an alcoholic beverage.

Changsini KS LI GASYy(GQa O2y@SNAEIFGA2Y | YR
was going to leave and seclude themselMe&® S WRA a | LIL¥akaNA y 3
significant and real concern for paramedics regarding the possibility efiaeti or
harm to others, articularly if the patient lockedhemselves irtheir own room or in
the toilet. Thesecludedpatientbecamea logisticaissuefor paramedics when

working in the community and in unfamiliar environment

Abigail They sometimes disappear out of the room, they just walk out into their

Case15  rgomandshutthe door, someti mes they | ot
2nd interview
just body | anguage as wel |l and a |
how theydre saying it.

The details observed by paramedindicated their heightened sense of surveillance

and thdr ability to gather a largamount of contextualnformation. Theproblems
occur duringhe filtering of thisextensive contextual and social informatitm
make appropriate clinical decisionslime with their role. The filtering procesby
necessitymeansthe patient story is condensed amibt complete for those

involved infollow up care.
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Identify changes in agitation andistress

The paramedics consided the ability to be able to recognisacreasing patient
agitation and distresas significant in keeping themselves and the patient safe. The
variable amount of information frm the patient and scene requirg@ramedics to
have the skills to recognise signs and symptoms which indicate an escatasielf

harm behaviour, anxiety or agitation.

Samantha surmisetherewasl y S & OF £ I G A 2y -tafingbshadioldr G A Sy
since the patient had taken drug overdoses on other occasions, but this was the first

incidert of her lacerating her wrists

Samantha She had had previous overdoses bel

Case 14:

) behaviour, sheébéd never actually sl
Initial interview

been an escalation of her presestt:
time that shedd done this thatds 1

Robert suggstedit is usually straight forward to identify when a patient is
0SO2YAY3a Y2NB FT3IAGFGSR YR RAAGNBAASRO
speech, the ease to whithe patient becomes distracted, loss of interest, and
decreasing engagement were cues to the paramedics to become more alert. The
need for safety and caution again became evident as Robert talked about never
taking risks with people that are displayingr@gf increasing agitation. He believed

you must know your exits and be very aware of your position in relation to the

LI ASyGd® DSNNE aL)321S 2F GKS WdzLl) ' yR R24
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everyone positioned themselves at a distance just in cas@dtient became even

more unpredictable.

Robert

Case 7:
2nd interview

Gerry

Case 19:
Initial interview

The obviousdzii 6 NR OKFy33a Ay G(KS LI GASYGQa

You can obviously tell whé@meydmméol
speaking faster. They 6 | | geThay &ltlr actt &dt. | o
theydre not inter e®sag.distenno whahthely say, o |
actually, is the thing i the key thingi | i st en to what th
And never take any ri sks wiAlways keepo |

yourself atthe door.Donét | et them get in be

[Just what sort of things would you look for to indicate to you that there

was a possibility of violence and behaviour that was escalating?]

How his stance is, if hebés fidgeti

body language, tone in his voice, that kind of thing.
[Did that change at all?]

Sometimes, he was a bit up and down but everyone kept their distance
back but then hedd just go jump ol

so he was a bit all over the place.

easily recognised but Abigail considered it was the subtle sign$winiaied her

more. She recounted/hen patients just get up and leave the room as a sign that

0KS AYRADGARIAKIKRAgWRdIAW2aKanI NARed ¢KS

much more complex and urgent.
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Abigail Sometimes itbés a bit more obvious

Case 15:

_ _ house, family or friend, ex, but the subtle changes, the ones | think in
2nd interview

particular where they get up and leave the room without saying where

theydre going and theydll just go,
or anything they just disappear al
bit more worried ajpout dlrwetaursiegh th
know what theyo6ve gone to do in tl

paramedics are not going to force their way into a bedroom.

7.1.2 The measured bservations
There was a distinctiomade by the paramedics betwedeir observation of the
patient and their behaviour to the measured observatigig# O2 Y ONB 1S Y SI| ac
they perform. These measures were donesituations where the paramedic
considered it necessary and the patient was willing for the observations to be made.
Inw2asSQa SaildAYlFdA2z2y LI N YSRAOA 3ISYSNIffe
patient has consented and the act of taking the vital signs would not increase the
LI G A Sy (i Q3devePhaggieds®@ & 2 NJ
Rose We pr et ty muherh [obsavatidrs] udless they say so, if they
Case20: { e|| me that | can do them then I«
2nd interview
that | wono6t, | 6IIf jtursay |lemoke Itihkea

up or be angry with me or get violent or not like me touching them or
anything |ike that then | wonoét du¢

Vital signs become increasingly iantant when the patient displayephysical signs
and symptoms associated with the consequences oir thelftharm. Samantha
describedthe drowsiness of her pant and the lowered blood pressure associated

with the haemorrhage and the overdoss a concernShe commente@n how the
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patient hadmade a point of telling her that she normally experiences low blood
pressure, but not typically teilow. This informatio providedSamantha with a
ollaStAyS (G2 2dzRIS GKS LI GASyidQa OdzZNNBy i

current signs and symptoms sh&sobserving.

Samantha  She did have a lower than normal blood pressure which could be a result

Case 14:

. of the haemorrhage and al sSheshithshe E |
Initial interview

normally has low blood pressure though. She was starting to get a little

bit drowsy when we arrived as well.

The unknown played part in the assessment, especially with an ovesjavhere

the amounts or type of substance taken by the patient might not be able to be
ascertained. The paramedics comhiieformation they obtaird from the

LI GASyiQa O2y@SNEIFGAZ2Y YR KAalu2NE:X GKS
guesses alondghe way to gain as complete a picture as possible. Abama case

example, generate SNJ I 3aSaavyYSyd FNRY (KS LI GASyd
drowsiness and the lowered GCS (Glasgow Coma $tmseiggest that the patient

has taken a considerabbmount of serequel, diazepam and alcohol. She was

unable to determine from the scene and the limited information from the patient

the exact amounts. She reflecteehether this was due to the altered GCS or the

LI GASYy G Qa NBf dzOGF y @3N (2 Woyndig 2N K02 NUKIQOES &

9. Seepagel32 for details on the Glasgow Coma Score
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Abigail  Serequel, and diazepam and alcohol, but unknown amounts. Th er e 6
~ Casel5  hossible greatest amount (sic) of Serequel which could be up to 250
Initial interview - ) ) .

milligrams which would be the one making her tachycardic, then on top of
that shebés got the diazepam and al
on board to suggest that sheb6d tal
symptomatic just the level of GCS was difficult to work out whether it was
drowsiness from the overdose or whether she was just reluctant to

answer questions, probably a bit of both.

Lenrecounted Ay | AK2NI &ASNASa 2F adraSySyida.

associated measures lieok to care for the patient. The lowered GCS and the

LJ- G A Sy (tdndainthidtihefr dwih dirway weréis first priority. The third party
nature of the information which Len is able to collect reeelahe challenge for
paramedics in obtaining adequate information and the reliance on other sources for
their clinical decision mking.

Len Initial assessment of patient, GCS of 10, pupils were equal and reactive,

~ Case10:  ginway was patent and self ventilating, resp [respiration] rate of 20, sats
Initial interview
[oxygen saturation level in the blood] 100% on air and O,,

hemodynamically stable, strong regular radial, BGL 6.1 patient has
subsequently, administered O,, transferred onto the stretcher, IV access
normal saline KVO and monitored on the way to hospital, history was

obtained from the friend at scene.

7.2 The gene

Thesitlzr GA 2y £ Ay T2 Nivabiitehral yoDpardmdis overad Sy S Q =
assessment of the patient and their@iimstances. This includéde medications

that the patient may be on, their appearance, and objective and subjective views of

how well the personeems to be coping and looking after themselves.
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Len Something that paramedics do quite often and they'll always look down
Case 100 the medication side of things and do a bit of assessment of the scene
2nd interview . o . .
and look for some reasoning as to why the person is in the situation that

they're in.

Nathan Never seen him before, no, his house was quite reasonably tidy, he
~ Case 13 |goked like he lives there alone, not much stuff in the house, like it was
Initial interview
minimal furniture and things like that, it was neat and tidy and yeah,
nothing really else to be honest. We were just in there and the police took
him out and lifted him straight o1

long that we were in there getting him out.

bl GKIFyQa | éhgotmmént and theLSBoft length of time they were in

0KS K2dzaS o0StASa K2g¢g ljdAaolifte KS YIRS |y
The automatic surveillance of the environment as paramediend to their

patients provideda wealth of information Paramedics instinctively assess and make
judgements on this information. Emma took the evaluation of the scene one step
further. She made the judgement that the young gentleman, who was unable to
manage activities of daily living and sedfre, may be egeriencing an initial

episode.

Emma | went into the house and the home was quite disrupted and he had a

_ Casg 3 really big television and Foxtel but no furniture, no cutlery and no eating
2nd interview
equipment and no food so you could tell from thatthat he <cl| ear
managing and his clothing was really poorly put together and his general
hygiene was really poor. So whether this had been an initial presentation
and he didndt have any medication

someone likethati t 6s all you can do.
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Robert  Yes. | mean, itdéds hard to describe,
Case 7 person presents, the agitated things, the heavy smoking i cigarette
2nd interview ] ) o ) o
smoking 7 as | said, the house in disarray, multiple medication packets
l ying around as youbre walking thi
medications, overflowing ash trays i all those sort of little telltale signs.

Yeah, theydére probably the main tl

Robert and Emma madndirect reference to the socieconomic ciramstance of
the patients theywere attending. The reference to the big television with Foxtel,
very little food and other essentials apparently within the house, and the

overflowing ashtrays and medication packets all over the place caviiast an

immediateimpressior2 ¥ g KSNB (KS AYRAJARbUEsE Qad Y2y S

comments are potentially also value statements on how these patieave

prioritised their lives.

7.2.1 The search and filling in theigture

In association with the information pamedics are directly being told by the

patient, and what they observe in the immediate surroundings they coretlet

search for answers. Paramedicdtfe is within their duty of care to look for answers
G2 3AFAY I 0SaG0GSNI dzy R BaNdn.(ThiswaR payticuladyT (G K S
evident when the patient wa not forthcoming with information, the story from the
patient does not seem to be consistent or logical, or in situations where the patient
may be unresponsive due to an overdose or suicidemaftt. For example, as Emma

noted:
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Emma Have they got packets of medicati:
Case3: pack of 20 diazepam thatoés now em)

2nd interview ) ] )
their bed, you know go and have a look, find out what else it could be.

Emma Certainly and | 611 l ook in peopl e:

Case 3:

, . shows that they candét, | i ke Ygukrow 1
2nd interview

where are they getting their food from? | t 6 s inlcnetrowt af that fridge
because itdéds all mouldy and was t|
able to shop or do they have someone who supports them and goes and
does their shopping for them and perhaps put it in the fridge but they
havendt hityththenhudisedhbtfobd. You know why
have any cutlery, why davetheyrecemlyy |
moved?You know and just through finc
areasto ask questions.| f you dondédt | bod&wesions d

to ask.

In order to gain a comprehensive history paramsdakeaction that in other
contextswouldbd vy AYFNAYIASYSyYydG 2F GKS LI GASYydQ:
situationoutlined aboveEmmabelieved it was necessary to gain the facts. ke
paramedics stated it is essential for them to have as many facts as possible so they

can provide careEmmagualifiedher statements by sayintpey ask the patien® a

permission firstthe search is specific the persor@ health needsand nota searkh

into their private property¢ KS adl 0 SYSy i WLT @2dz R2y Qi
jdzSadAaz2ya 02 | athewaydavamedidadhug t8ke dritie Toldzbft &

detectivein order to read the scene.
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Emma  [Are you comfortablewhen youdére doing that so

Case 3.

_ : private area, a personds private |
2nd interview

Oh we ask them, just say oh would you mind if we just go and have a

guick | ook in your bedroom, webobre
theydl |l sayalnoo btuhti nikf tyhoauw t hey oér e
that you need to find out whatds
their private papers and stuff, vy
doing a thorough search. We are trying to ascertain why that person®

unwell We 6ve been called to the house

once again comes back to duty of care and part of your history finding.

Gerry He said heod6d taken, he wasnoloxes ur ¢

~ Casel19  there was no evidence of four boxes anywhere, there was only one box
Initial interview
and it looked like an old box as well, there was about ten tablets missing

outofthebox. We had a good | ook around a
boxesé. Just as k dal, tiedtwgehaxleay answerphe
wasnodt compliant with our questi ol
go away.

[In those terms or more unpleasant terms?]

More unpl easant, but | ike | sai d
find any evidence of any more than that, checked the bins and around
the place. We took him in anyway because of the threat, no evidence of
other self harm; he had no shirt «

done any injuries to himself externally.
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Len  The search also requires paramedics to consider the not so obvious

Case 10:

o ) places which individuals may hide or store things they may not wish to be
Initial interview

found. The individual may intentionally hide or not disclose information or
in their altered state not realise what they are doing. The combining of
information from multiple sources assists paramedics to make an

assessment and work out a plan of action.

Potentially, potentially it depends on when the script was filled and you
can sort of have a bit of an educated guess as to how many should be

left based on when the script was filled, some have been filled a month
ago, so you would expect them to be partially empty, like some of them
were filled yesterday and you wouldn't expect them to be completely

empty, they give you a bit of a clue.

Abigail Most of that time itds I|ike | gue:

Case 15:

_ _ unresponsive and thatodos really ju:
2nd interview

normally with a significant overdose there are empty packets and
someti mes theydre hidden, somet i m
the lounge-room so you have a good look around. There is obviously the

history of the phone call and why we were called, some evidence there to

say thattherewasanover dose taken, whil st |
at the surgery who called the ambi
shebs called and said sheds taken

well. Apart from that from what she said to have taken she was looking
symptomatic, so it would give you
amountand not justonetablet. Bi t hard when youdv:

combined with that.

Abigail pointedout that although you may have searched and can make an
educated guessegarding the amount of substances consumed by the patient it
may still be underestimated. This underestimativaspossible due to the fact the
patient may be able to tolerate large amounts of medication, which they have been

taking for extended periodsktl & @ 2dzf R y2N¥XIFffte (1y201 21
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Abigail é combined with alcohol itds diffi

~ Case 15 the person who might normally have 15 milligrams or20 milligrams of
Initial interview

diazepam a day that might not touch her but with a bottle of champagne
and maybe sheddWbdadusat | oonbrlknow
or the alcoho. What woul d knock me for a s

on it.

¢tKS WAaSINOKQ OFy SAGKSNI O2uyfatanNé 2 NJ O2 dzy
information remainedncomplete and thigould havean effect on the triage and

follow up care once the patient arrives at tertiary care.

Abigail ébut when someoneds not very fortl

Case 15:

) } help, forusit 6s not really that difficul
2nd interview

obviously ités just the obs and gt

help the hospital here.

7.2.2 History, history from others and socialistory

Thepah Sy i Qad Y SRA Ol ftheKdarghif@® iNBBrmabichTid HAmSutdR

current and pashistory gainedrom the patientwasR S LISY RSy i 2y (G KS |
willingness and ability to communicate, the circumstances, and the paramedic skills

in eliciting a response. The complexities in gajra history, the variability of the

response from the patient, and the availability of information contriluite the

dzy RSNI eAy3d FSStAy3ada 2F WakKSe Oly 2yfeée R
history aded to the frustration of working with half thetory, particularly when

attending psychiatric presentations.
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Nathan I'tés hard to say, | dondét know t h

Case 13:

) whet her heds been in an army over:
Initial interview

Neverseenhi m bef ore, wedbdbve got no his

tough ones, | guess to find out anything.

Joyce  [Do you think social history is important?]
Case 2:
2nd interview  Yesg, it definitely is.

[How do you go about getting that social history?]

Well it depends, yeah | i ke someti me
that i with that patient it was probably hard becausei he d6d t el |
bit but he wasndt going to probabl
dondét really f e elletddaydikes$eaicyougustisort ofa c «
gaugeitit hat oneds a har yghingyoesee gndivdhdt w

you do.
Abigail Has done that [past history of overdose and cutting self-harm behaviour]
Case 150 pefore and has donethewounds bef ore, thereds a

Initial interview
than that not forthcoming with an)

Nothing else that she was saying other than it looked like she had some

reflux issues, just not forthcoming with any information. | asked if she had
a history of depression and again
really respond with an answer, but if | asked something simple | suppose,

notmuch history, then shebdd answer.

TheNBf Al oAt AGe 2F (GKS LI GASyélyoaotheOO2 dzy G |
sources to verify the histonwassignificant to how readily the paramedics belidve

or took note of what the patienwvasactually saying.
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Nathan  Ah, he said he took some alcohol and he just said he took some tablets,

Caseld 55 he wasnot very specific initial
Initial interview

said 50 then he said 300 so his si

bottles there from different dat e:

he in fact had. aHeedrst csoon syco uo uksn cawn;(

taken enough to knock him out

¢ KS 02y A Y te searcW ratswersSniplieisense of we will listen but

y2a G118 +td FFH0S @lFtdzS GKS LI GASyGQa SE
verification.Although information fronbystanders and family members was

considered ery useful the information needeid be taken in context and family
YSYOSNEZ AF F@FAEFIo0fST YAIKG y20 065 LINR
problems.

Len It helps when you have bystanders at the scene who know the patient

. Case 10 and can indicate what their current issues are, as with this patient.
Initial interview

Jessica | guess the whole picture, the whole, like, what the bigger story is, maybe

Case8  jyeah | guess the issues of the big
2nd interview

their underlying behaviour, i f you

other times theredbds |Ii ke a family

you know and that makes you a little bit more understanding because
you can sort of see where theyore
guess the other is there behaviour. It is normal i have we been out to
them a hundred times in the last month or is this a first presentation for

them, that sort of thing, and | guess a gut feeling as well.
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Robert But yeah, and then, obviously, yolI

Case7: ynowledge to decipher whatés good
2nd interview

itds just a di s g wantsthémeodt ofrihe plagdydro ur
whether they are a risk to themselves or other people i so, yeah, but |
think all information i the more information you can get, the better, and

make up your own sort of decisions with that information.

Robert mentionedhat the main focus of his assessmerdsto make some sort of
determination as to whether the persomasa threat to others or to themselves

and using all sources of information is beneficial in achieving that goal.

Thesodal history, although considereachportant, was secondary to the physical
manifestations of the patient presentation. It was considetéegf A OS (2 1y 260Q
the actual reason for needing the ambulance and past medical histerg

obtained. Although the social history was not directly gouafter the paramedics

tendedto use strategies which by their very nature ob&dgithe patientswider

social history. Emma usédK S LK N} aS wO2YS Ayid2 Y& 2F7F,
' YodzE I yOSSE a | gl @& (2 AY@GAGS KiBidNe LI GAS
oflety 3 Wi KSY I f | Qupd ¢ohversadndizt thepatritihg S R
createdan enironment where the patient felsafe. Thera dzft G > | & 9YYIl Q&

showedwas greateRS G Af | YR dzy RSNRGIFIYRAY3I 2F (K¢
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Emma  Oh it was pretty freely given [the history T her life story?]. Yeah, she was

Case 3.

o - a bit hysterical when we got in there but we do the usual routine 7 just
Initial interview

say | ook come into my office and
youobve us umbythgmsegveswhithisesomething I try and do
you coul ddédve said |l ook whatods beel
you usually get that information quite freely and just let them talk |

suppose and worry about your obs [observations] and stuff a little bit

| at e $he hasrecently over the last week has also been home a lot
more with her husband than what she normally has which has also

hel ped to trigger these probl ems i

Samantha  [Did she mention anything about her previous treatment or previous
Case 14:

; history?]

Initial interview
No just that sheds been an inpati:«
that sheb6éd been discharged a | itt]

Joyce  Yeah, sometimes and sometimes you just get someone who is agitated,

CaseZ  youdre not goi ng tigougus havettchchat, if they jush |
2nd interview

want to talk about being on the moon, then you just sit there and talk
about being on the mogoucantoid hmhead D si

in itself.

Paramedics also udehe incoherentinformation frompatientsas part of their

history taking and assessmeits Joyce notedvhen a patient talks about the

moon or other strange events, thigastelling in itself ad it wasa matter of being

able to sit and chat. Sheadethe point that there is the realisation that you might
not be able to get the social story from the patient and there are the feelings of not

being able to do anything which you have to deal with.
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Documenting djective history and dservations

D2 OdzY Sy G Ay 3 (K Snvaldediwo BsfigsReinedd fo @lac@eniEvhat

paramedics consided objective facsand not the subjective viewsiey may place

on the situation; and its importance to ongaircare.The social historyncluded in

a condensed form in handoveappearedto be dependent on whaparamedics

coulddetermine as verified, objective fad®aramedics made a distinction between

facts as verifiable anthosefactsrelayed by thepatient. The value placed othe

information gained in thdnistoryrelatedto its immediate importance to ongoing

care especially in terms of the amount and whaptyof substance hadeen

consumed innstances of suspected overdo$@verdose and other medical

conditions such as diabetes have significant implications in terms of the conscious

201 68

LR GSYaGArt F2NJ RSGSNA2NI GA2Y Ay (KS

are required.

Joyce

Case 2:
2nd interview

CHAPTER

€ but you canét also make assumpti
thereds no point putting’liimeandthbavn |
webre putting our opinion out thei
that,so t hat 6 s why T like of eoursetwe puddovwn mhat

theydre wearing in case they absc:t
what theyo6re wearing and also oddl|
underwear on their head, that might be fine perhaps but not quite right at

the moment, it might be something more going on.
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Abigail Ot her things, just whether or not

Case 15:

) whet her or not webre going to havt
Initial interview

wh et h e rgoingdoineed assistance to get someone out of the house,
whet her thatodés SAPOL or Jjphasnacyanot |
overdose obviously with diazepam sometimes they can be walking and

the next minute they can be unconscious and obviously keep in mind
what other medical conditions are
diabetes or anything else that would cause the altered GCS or whatever,

rule that out.

7.3 Complexity and comorbidity: a process of elimination
and can we treat any underlying medicehusesof the
disturbed behaviour

Paramedics ugka process of elimination ingbient assessment. This involved
searchingforayLJK @ 8 A Ol f SELX I yIGA2y F2N G6§KS LI
consciousness (altered GC8j)l altered behaviour. Thi®okthe form of a check

list of other conditions and comorbidities which have simdknical signs and
symptomswhich could be the underlying cause. For example conditions such as
hypoglycaemia, hypoxia, dehydration, stroke, arrhythmias, head injuries and the
addedcomplexity of drug and alcohol usthisprocessvas nal & A YLIX & | W{ A
LINE OSRdzNB (12 StAYAYyIFrGS 20KSNJ Ol dzaSa 27
which paramedics coulhethodically, constructively and practically assist the

individual. The proesswas also chareterised by what paramedics fattost able to

address considering their training which is focused on the biomedical and resources

available to them.
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Len  Yes, | mean obviously you need to consider all other medical possibilities

Case 10:
2nd interview

and there are lots of medical conditions which can cause identical
symptoms to mental iliness so, | mean you need to still do your normal
assessment on the patient, neurological assessment and your base line
Obs, blood sugar level, all of those sorts of things in order to rule out
anything medical, and obviously you can't completely always rule out

something medical.

Emma Well | mean if youbve presented wi

Case 3.

_ : whobés agitated iamtdortyh egyf hdaivaeb eat ehs
2nd interview

doing is popping some oxygen on t|
sugar levels you know and then if they have enough cognition to answer
questions you can ask them questions and get them to have some

glucose paste.But after that and youbre r
seemsokay, t hey dondédt have an arrhyth
conscious state, theyo6re not hypo:
havenot [tramdienaiscAaénAc attack) or a CVA (cardiovascular
accident)y, t hereds nothing else to ind
inappropriate, you know you get the list of medications, you find out from
family members what their behavi ol
having some sort of acute or chronic psychotic episodes or are becoming
chronically unwell then that is also something that would be a part of your

assessment for sure.

Don focusedn the possibility of being able to do something constructive for the
patient and thatby addres A y 3 (G KS LINRA Yl NBE Ol dzaS @& 2 dz
removing the secondary effects. These statements suggektat in cases of

mental illness by implication paradics felithey couldnot do anything

constructive except transport the person to further ear
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Don Yes, | mean if you can remove the acute problem, that i you might be

Case 1:

) - successful in removing the second:
2nd interview

can intervene and make a difference then sure.

The process of elimination of othphysiological causesascomplex and not
straight forward. Joyce explaindkat the person may not even acknowledge or
know they are ill and may tell you they are fine and yet need further care which

means the search for the problem is not defined andrmirbe easily pinpointed.

Joyce ltcanbeiit can be a bit more difficul

Case 2:

_ ; stomach and this is whatoés happeni
2nd interview

them they might feel normal and trying to get7 youknowi i f t hey
feel like there is anything going on itd Kind of hard because you ask them
guestions and they willjustsay®@ o | 6 m f i ne t h ebfyeald)s
they might do that, but i you know so it is hard, but then just have to
gauge how their conversation goes and if they follow it i just your

interaction, you just put down how they are.

Len considered essential that paramedics have foundatiokabwledge about
psychiatriadisorders and how thegresent otherwise the process of elimation
cannot even begirte believed/ou have tdknowwhat you are witnessing and the
alternativesto make aclinical judgement. This allowddr more accuracy, better

outcomes andassissthe person to gain the help that is appropriate.
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Len | think that's where you have to have an awareness of what the disorders

Case 10:

) ) are that they have and how they can interact and what sort of affects they
2nd interview

may show as a result of it. | mean some conditions you may be able to
rule out as a problem as far as displaying signs and symptoms similar to
a mental illness but then others you might go & ell no there might be
something here we need to look atd | had one job recently where a
patient was, no history of diabetes, no history of diabetes provided but
you know, they'd been detained due to abnormal, bizarre behaviour when

they were having a hypo [hypoglycaemial].

Another example of the complexity which makes the assessment process more than
just a tick box exercise,i@s Sam describethe difficulty indefining what is

WA OKALFGNROQ 6KSY (KS OKINIOGSNARAaGAOA
conditions.He remarkechow difficult itwasto accurately code the event on their
documentation when you have multiple comorbidities involved, there is esagnti
2yfte 2yS O2RS F2NJ WwLA & OKA I (ir\dfesentatidiS & Sy G |
types and it becama matter of choosing the code which best fithiscreated

tension betweerthe shorthand documentatioffior the case card and handover and

the elaboated knowledge gained during the assessmenthg/paramedic

Ultimately thisreducedthe exercise to labellingsam also flagged the notion of self
protection and some of th&ld schoofays of dealing with patienfsuch as

restraint and routine policattendance which reflected kck of knowledge of the
resources availabldde believeparamedicattempt not to label someone, but it
becomes an issue with trying to encapsulate the information for coding purposes

and handover$amg field notes, 13 May).
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WwS3dzf I NEQ | Yy R -térid Smadriiiliies foged partizutar chaleged

for paramedics. Kate stress#ite need to remain open minded and to try and not

get blasé even though you may have attended this person several times before. The
individual may have a past history of underlying conditions such as cardiac or
respiratory disease or diabetes, but the reason for attendance in the past has been
related to their mental iliness. On the®ccasions where the person hbdcome

physically ill as @ll it hadresulted in a tragic outcome. What becanegident in
YFGSQa ad2NB A& Fff FawLsSoda 2F (KS LISNE
an assessment anghramedicannot ignore both the mental and physical aspects

of a presentation.

Kate  Yes it gets tricky to manage them from a purely mental health point of

Case 17:

_ _ view because they do have the medical issues so even though you know
2nd interview

that theydre ringing up and sayini
have chest m@radftheir mentalslinegsyutsey dofave cardiac

problems so you candét, you stildl I
just say itbébs probably not your hi
and they will one day di el saérydvery ou

difficult to manage in a different way, it would be good if there was a

better way but | dondét know what 1
sick. | went to one of our regulars north and the call came through

sounding exactly the same as it always did but then at the end they said
O0well actually shebds blue and not
actuallydied. So you know it will sound e
not dying as when they are sogreglou

way around it.

GHAPTER 219



731 Y. 2R®2Q T

t I NI Y $ritmarprdl®the emergency provision of caréeaturedprominenty
whenthey discused how they prioritise their information and plan their actions.
Paramedics believkthey did not discount the psyablogical aspects of thepatient
assessment, but themajor taskwasi 2 I RRNBaa G(KS Wo2ReQ

side of the equation is better dealt with by experts.

Robert Wel | thatdéds where you ar endgreear,i ng

Case 7:

_ : obviously, we can fix all the physical things T well try to, anyway i just as
2nd interview

long as we can look after their physical side of it until they get to hospital,
the 7 obviously, the people that are T the mental health teams can look
after the psychological side of it. So, yeah but it is good to know

obviously, for your own safety, and also, as a sort of a flag that can tell
you why theydve got t heSmsveetherdis i ni
alcohol abuse, drug abuseiy eah, | t hi n lkotbiggebtlsan g r

|l ot of us expect, é

Kate For me the first priority is their physical side in the initial phase if

Case 17:

) ) somebody is having a significant |
2nd interview

help their mental iliness if they die so you have to deal with the physical
side first but thatoés only in the
the danger there has passed, youbo»
in whatever way you need to then | guess mainly it comes back to the
mental health side. It does get pushed as a secondary in the first
instance but thatés because we tel

now versus whatds going to kill yu

Abigail added a more detailed perspective which contributes to the way pedas
cope and manage when confronted with several interdependent and complex
problems in the one individuaRaramedic$ayered their approach and managie

not only whatwasimmediate in its effet on the individual but what wasmiliar
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andtoanextent2 YF2 NI o6t S AyAOGAlFIffex

of the presentation.

Abigail Most people want to sl eep

GKSY Wg2NJ

when t h

Caseld 't 31 k to anyone, when thereos thet hel

2nd interview ] .
psychol ogi cal aspect is a

heal t h |

happening with their body first so if they do have airway problems,

obviously if they do have

ai rway |

anyway, blood pressure problems, all that, we do have to address all that

and make sure theyore not

of that try and work around

to talk about it é

h @hen on tp

what 6:

[Do you find that mental health assessment takes a back seat when you

have to deal with other medical issues?]

| find, no, I find even with our normal cases, you know say we went to a

chest pain and someone might be o1

adjusted it and webdbve addressed]ltdl

say O0does the Zoloft work

that goingdéd and most of the

coping, |l 6d say rarely they

for you,

ti me

woul d

doctor about ttfon mewhen$seatleelwhote histdryu

certainly ask questions, not just about the psychological history but

everything thatodéds on there.

Don aptly encapsatedthe feeling of being in the prhospital setting, the

SELISOGEFGAZ2Y | yR dNBS yiRR (¥F MBS (S SLINRS (R

something for the patient. Their roasto help the individual in their acute and

immediate circumstance, but as Don states, in the majority of cases of mental

illness they cannot offer any immediate intervention.
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Don

Case 1:
2nd interview

The other major consideratiowasparamedics attend to psychiatric presentations

M
N

gKSy

(0p))
[N

SOSNE

or assault.

Robert

Case 7:
Initial interview

KSe

I woul dnét say myt hs, I woul d ipfrono |
a paramedic point view and pre-hospital care, emergency situation, we
get the T we always have an urge to try and fix the problem and most i
more oftenthannot wi t h ment ali nhietavertidns thae ¢
we can do can i mmediately fix thei
somet hing that we cannot acutely
a patient out with that, really all we can offer is transport or referral to a

mental health team.

KAy3 KIFI&a 32y S g NP ye3ulin foynhRf séiiadng

We see it at the end stage, probably when everything has gone wrong.
So, a |l ot of the time itds aWellwve nq
see the final c r u dto selitam, or dssayltédv e d ¢
someone, or in their car and had a car accident, and that was, maybe the
underlying cause of the car accident. So, they can co-present, | suppose
with other conditions.

Collectively the challenge of trying to ascertain if #hé an alternative reason for

the altered behaviourthe pervasive view clinically that there is little in the way of
care they can provide, and attending the patient when they are usually in the acute

2NJ WSy R

a i | $oparamedics focOsinyninNa theyzimight actually

be able to address.

CHAPTER
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7.4 Conclusion

This chapter has focused on the processes and priorities in assessment with the
emphasis being on what paramedics see, hear, search for and how they use that
information to address the patighQ& AYYSRALFGS ySSRad ¢KS ¢
O2y OSLIi 2F o6KI G LI NIFYSRAO&a O2yaAiARSNI WyS
information, how they attempt to eliminate any other possible causes of the

disturbed behaviour, and how the entire assessment processmpkcated when

the patient is presenting with multiple comonbiies.

Chapter 8 continues the narrative with what is considered treatment, the strategies
paramedics usgto achieve their duty of care, the legitimate need for care and use
of theirserviceE (G KS Ay Ff dzSy 0SS -BFI RR ASE WFRRA FINB & &

current education.
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Chapter8

Findings part 2:
Assessmenissumptionsandinfluences
(Section 2 assumptions and influences)

8.0 Introduction
¢KS $2NR WiNBLI GYSy i Qndaledning witth§hednédicalr 02y y

I NByl® ¢KS hET2NR 9y3dftAaK 5A0GA2Y I NB 6w

w»

YSRAOFIET OFNB 2N FGGSyaGdAz2y G2 | LI GASYGQ
paramedics vieed Wi NB I 4 YSyY (1 Q | v 8 Ed & SinkiyHanasdS R 2 NJ
trek G YSY G Q 2NJ I OlA @S povidaBhenidaBrgy with Ssiychiatic K S &
presentations. This chapter explores the concept of treatment, the strategies
paramedics use to achieve safe transport and care, how they meet theifuty

care and some of the cultural assumptions and influences which directly and

indirectly affect their actions.

8.1 Treatment: strategiesinteraction and provision ofcare
(Ganwe clinically provide care?)

8.1.1 Thetraditional role of emergencycare versus changingpractice
¢CKS GNIRAGAZ2YIE NRES 2F LINPGARAY3I WSYSN.
John Ambulances first aid training, the military, and in South Australia the

Department of Emergency Services. The followgagstion from Sonya exempéd
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LI N} YSRAOAQ F20dza 2y GKS AYYSRALI Oe@

the patient and the practical application of care.

Sonya I didndt need to take obs, medi cal
Case 16
Initial interview  [How did you make that decision that she was medically fine?]

She had a GCS of 15, she knew what was going on, she was walking;
she was talking fine, there was nothing to suggest that she had any

issues with blood pressure or anything like that.

This traditional role remains a predominant gimigl cultural philosophy, although
there are significant mowgein the ambulance servide principles of primary health
care, aligning with other health professigmsdgaining professional statuass
referred to in the literature reviewThis transitiorperiod from the provision of
emergency caréo a more primary care focusascreatedtension inhow the
traditional LJ- NJ Y S R Fs @éoaxiledRittn&v expectationsind expanded
practice.These tensions creatifeelings of uncertainty when paramedics
considered their predominant rolewasstill the provision oEmergencycare, but are
confronted by cases which are chronic in nature with no perceived tangible
solutions. In these circumstances of no dalihandson solutions they fela
devalung of theirskills. Inpsychiatric presentationggaramedics resodd to
strategies to safely transport the patieto definitive care which currently remains
the ED. This providesl means tanedically clear the patient and, in the light of

limited community serviceavailable a pathway to mental health care.
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Abigail That 6s why often when we are calle

Case 15

_ i o voluntarily and explain ébecaus
2nd interview

youbve taken t hewalreadyatdd nethatyoa wahttoy o L
harm yourself and you want to die¢
them | guess have an experience before and they just tell you everything

so we have no option, &éwe can do t
you donét then we have to get the ¢

60 percent of the time that works, another 20 percent on top of that the

police turn up and they come with
ambulance and then the other20per cent donét; t hey
moved.

8.2 Managing the consequences of patient actions and
alternative drategies

Paramedicsisedtheli SNY & Wl OGAGS GNBFIYSYdQ 2N WL
extent of the clinical intervention providew a patientL ¥ WO NBSF G YSy i Q ¢ |
NBIjdZA NBR Al dzadz tt& SyidrAitSR GKS Yyl 3Ia
This entailed dealing with incidences such as overdoses)agtf, and comorbid

alcohol and substance use.

Adam Bandaged up his arm, tried to keep him calm and just put him in the back

~ Casel2 pere. On the way he appeared quite anxious so we just tried to build a bit
Initial interview

of a rapport, keep him calm é
Pain relief or oral diazepam, depending on the circumstararethe most readily
available pharmaceutical options paramedics have in South Australia. Further
supportwasavailable to paramedics in the form of the mental health liaison within
the Operation Centre, shift managers, team leaders, and Aai@nedicscould

also request the assistance of an intensive care or extended care paramedic, who

GHAPTER 226



can within their practice guidelines use midazot&for sedation and finally the

involvement of the police to assist in the transport of the patient.

Alternative strategiesvere often required to care for the person and achieve the

LI N} YSRAOCAQ 3A2Ff 27F &lSoryaréachlleaysiubtidiNI G 2
where the policeborroweda ladderfrom the neighbourgo check the roof space
where thepatient believed bodies lthbeen stored after they were murdered. The
patient up to that point had been refusing to let the paramedics and the police in to
their residence until they agreed to check the roof. The delusion was a powerful
influence in this case and once the roof Ha&kn checked the patient was willing to

come for further care.

Sonya Anyway we thought ités not going t

Case 16
Initial interview
webdbd probabkegdgahaveeto Meanwhile tF

they did it but they found a | adde
she was quite happy to let us in. So we went in, they checked her roof

an ICP [intensive care paramedic] to come down because we thought

cavity, she was fine withl®hatSp 6&&
guite cooperative in the end. I dc
we couldndét have had a | ook in her

{2yeél Qa RSaON thabBaRnéingR& pagagiedicsNbntinSalty try to
navigate between the need to get the pant to hospital in the most effective way

possible and the safety of the paramedics and patient. Hence paramedics are

10. Midazolam: increasethe inhibitory effects of GABA throughout the CNS, rasglin anxiolytic,
sedative, hypnotic, anterograde amnesic, muscle relaxant and antiepileptic effects.
SourceBryant, B, Bryant, BJ, Knights, KM, Salerno, E, & Knights, KPaat®acology for
health professionaldVosby.p. 313317
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continually adapting to the changing physical and emotional states of the patients

they attend.

8.3 Keeping it calm and usingieersion

A strong narrative came through the interviews of paramedics attempts to keep the
patient as calm as possibl€hey took actions that avoidejgravatinghe situation

2NJ A2Ay3 I Ayald GKS LI GASYGQa sAaKSas
changed when the patient refused paramedic direction or medically the patient was
at risk. This placed the paramedic in a position where they had to intervene to meet
their duty of care.

Nathan He was a bit aggressive aswellsolreal |y di dndét do m

~ Casel13 andto be honesti just left him alone and kept him calm by not
Initial interview

aggravating his situation.

Philip reiteratedi KSa S a Sy ( A Y Shd ot wanf te incleasd et &8 SR W
LJ- G A Sy ( Q adistre3shaid-oir ingiryairg2td\get the patient to the hospital

where they can receive further treatment and specialist €¥pdilipalso alluded to

what was considered a common occurrence wheatients suffering mental illness
appear to present tparamedicsvhen in crisis or ithe acute phase of their illness
These patientganpresent at points in their life where they acgiite agitated,
RAAGGNBaaSR YR | yaINERI KSy O&fe add getithedto I y R

K 2 a LyRhillip fiel notes, 11 Augst 2009).

GHAPTER 228



Samt YKl gla | gl NS GKFIGO GKS LI GASYyidQa LIK:
overdose, but clinically made the decision that it would be better to have the

patient willing to go to hospital and deal with the situation if it started to

deteriorate. This rduced the potential for the patient to refuse transport if she

insisted on using the stretcher.

Samantha The only other really significant

Case 14

i stretcher, she di dndtewaamoretharohappyeto s
Initial interview

sit in the seat and come in the an
Endep overdose | would have much preferred to have her on the stretcher
and monitor properly but she wasn¢

gowithwhatt hey 6r e happy to do.

Adam recountechis attempts to try and keep the patient as calm as possible when
he discovered the patient was still experiencing auditory hallucinations and
delusions. This discovery very quickly changed the focus to possibld tisks i
voices were telling the patient to seifarm or harm Adam and his partner.

Adam | didnét want to go into it too mtL

~ Casel12 pim and what he was hearing, would that provoke him to have a sort of
Initial interview

negative attitude towards us or anything so | just sort of said to him, are
you still hearing the voices? How long have you been hearing them? And
he explained to me and | said what have they told you? Oh, they told me

to cut my arm, | said okay.

The paamedics describd using diversion as a technique to igd maintain this
sense of calm and their skills in observation to find common ground with the

patient to build a rapport.
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Adam é, yeah, just tried pyandlus wlgedtohim c s

Case 12

i about a few different things &
Initial interview

Nathan | think the only real strategy | used was more the approach of just keeping

Case 13

Initial interview ) ) ) ) )
guesti ons ¢ tdrbike dikisthouae sml@asked him questions

him calm and not aggravating the situation by asking him too many

about that like that just to divert off other things that seemed to upset him.

Rose Find out their interests, you can usually tell their interests by walking in

Case 20 their

_ i hous e, aldaystakao patienis andaise what they tell
2nd interview

you pretty much to build a rapport
things that theyb6ve already spoker
things in their house, like you can see pictures of places, diverting their

attention and talking to them about those things.

The use of diversion, although a common tactic used by health professionals, is a
useful strategy for paramedics in two respects. As a practical strategy diversion
generally did not aggravate thell G A Sy & 2NJ Saolt I 0SS (GKS LI
discomfort when there was little or no immediate support available for the

paramedics. Diversion also provides a means for paramedics to achieve the goal of
transporting the patient to further care. The usedifersion is effective, but

LI N> YSRAO& gl f1 | FTAYS tAyS 0SGsSSy I 0O
their problems and the need to try and manage the situation without creating

further emotional and psychological stress.

8.4 Focusing on the revant information

Paramedics regularlpfindthemselves trying to reorient the patient to thelevant

information they feltthey needd¥ 2 NJ 6 KS LI 6ASyiQa AYYSRAL
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handover to triage staff. The information paramedics reqdivess either It in a

7 A

f AYAGSR NBaLRyaS FTNRY GUKS LI GASYydG 2N Ay

focus, in the shorttermyask 2 4 dza STdzZf A& (GKS AYyF2NNI GA:
OFNB ySSRa IyR ¢KIO Aa GKS WySSR G2 (y?2
Paranedics discussed communication as a task and in terms of information

gathering rather than as a tool to develop a relationship with the patient.

Robert | was | istening to what sort of te&
~Case 7 giart talking about her sons, or started goingoffonil| candt qu
2nd interview
remember the ones, the specific details ofthemi but | 6d | et
them for a little bit, €& She was s
seem relevant to the case or anythinglneeded I mmedi at e

T you know, in a nice way sort of i yeah, | understand all that, and then

|l 6d sort of bring her back into tbh
her.
Sonya | candét say | wgybat asgbednsgormwpgodn
Casel6 { hereods nothing | 6m going to be at

Initial interview
we were quite happy just to get a basic story and go with that.

Sonygustified the almost minimal stance on the history obtained by exjhg that

in this case the mental health team knew hmatientwell, were in attendance and

had been her case manager fonumber of years now. Songéso believed that the

ACIS staff had alreadhgen in contact with the mental healtralson within theED

before they arrived at the hospitat. KS 06 St AST GKIFG GKS Wol aa

and that the real work needed to be conducted by the mental health workers was

summed up by Robert.
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Robert But yeah, | meanl|lohemedse poobalkl gt

Case 7

! into about, and thatdés probably tF
Initial interview

what the real underlying issues are.

8.5 Theinteractions andactions

The interaction with the patient and the way paramedics presented taetions
wasessential to understanding how paramedics véeltheir management of

psychiatric presentation®aramedicommunication and their actions were seen as
a0FYyRINR YR y2G ySOSaalNAxRte a WFEOUGAGS
longer period of engagement with the patient. Carl, when asked if communication

was seen as treatment, believed the initial history taking exploratory questions

I NE | O02YY2y LINRPOS&aa 6A0GK SOSNBnce@lea Sz
reason for attendace and preliminary information was gained then Carl considered
communicationcouldbecometreatment. He thought communication was an

important part of the ability to recognise signs and symptoms, and knowing what to

look for(Car| field notes, 25 March@9).

The tools to gather the patient history and to maintain a safe, calm environment
were all closely linked to making the patient feel as comfortable and reassured as

possible.

Robert € just reassurance and making her feel comfortable, you know, being in

Case 7
Initial interview

the ambulance and around the ambos.
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Samantha She needed a lot of reassurance about calling an ambulance was the

Case 14

Initial interview ) ) R
relatively tidy, herper sonal appearance, sheods

right thing to do, that in terms of her presentation, the house was

personal hygiene, so just reassure

ball-game at the moment.

¢KS ARSI 2F &aLISyRAYy3a GAYS Ay 2dzald WoSAy
perceived valuen this process to those that were more focused on getting the

patient to further care and getting the basic story. The majority conveyed being
respectful to the patient, treating the patient as a human being, and maintaining

what they considered a professial stance as a basic guide to their interaction with

the patient. Others made further statements placing value on actions such as sitting
with the person, not rushing, and taking the time to listen and acknowledge the

person. Emma suggested that if sledt the situation was going to take time she

would contact the dispatch centre to make sure that they knew they were going to

be engaged in the case for a longer period of time.

Robert But yeabh, sitting down, talking to them, and taking time, not rushing. A lot

Case 7

) ! of the times they want to have cic¢
2nd interview

Samantha [Do you think communication is actually a vital part of what you do?]
Case 14
Initial interview  Yes, They need to feel that they are being listene d t o, t hey d1
0

respected and thatodll get them t

The perception of communication and time changed when paramedics were
transporting psychiatric patients from regional and rural areas. Fran, who worked

WR2 gy &2 dzi Kteakin réybyakiran’fé& silations they have time to

GHAPTER 233



communicate and develop a rapport with the patient. Their transfer time can be up

to an hour, providing them with an opportunity to talk with and get to know the

patient. Fran believed the key is ti@at the patient no differently, accept that as a

LI N} YSRAO @2dz G4SyR (2 3SG GKS LI GASYGQa
R2SayQid syl (2 Glrt1e® 2KSYy |ad41SR K2g &K
talk Fran identified cues such as the patiseems to turn away and answers with

closed responses.

CNJ y RA RY Qthe estéhded tBr@f@mdivfith tide patient created a

confronting or more difficult situation for paramedics and statdd R2 y Qi KI @S
problem with the patient telling me theiife historyCbr dealing with difficult or

emotional content of what the patient is sayirghe considered shidad been
theredonethatt YR A G &1 & | £t | o Zideinotdsf 4MMpri6 S E LIS NJ

2009.

Paramedics observed that the extended tiboeget the patient to hospital offered a
means of judging the resource effort that the case entailed. Sue and Neil, as they
were waiting to handover, stated they had spent over an hour trying to get this
particular patient to come with them and eventuathe police were required to

step in. They were trying to complete the job and handover because they had
already gone into overtime and would be late by the time they got back to the

station (Sue & Nejifield notes 18 Jamary2010)
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The story behind aigen case is important to understdimg whether the

paramedics felt they hathe time to spend with the patient and has practical

implications for operational matters such as overtime and their availability as a
resource. The particular incident describaloove occurred around fivehirty in the
SPSYyAy3ds gKAOK A& Ofz2asS (2 GKS O2YLX SGA
in hismid-twenties, had claimed to have taken an overdose and stated a past

history of anxiety and depression with previous rahis and methamphetamine

use. The patient claimed that he had smoked only one joint to help cope with a

recent relationship breakip. The patient could not be left at home under these
OANDdzyaidl yoSa FyR GKS LI NI YSRpdtihe Rdzieé
patient to hospital. Sue suggested that the relationship seemed to be a volatile one

F OO2NRAY3I (2 GKS LI GASydQa | O002dzyid 27F
RdzS (2 (GKS LI 0ASyiQa KAIK KSINI saryiSz w
of a heart condition. The high heart rate was accompanied by a high blood pressure
and the patient was drowsy (Sue & Né&#ld notes 18 Jamary2010). In this case

the paramedics were dealing with a significant situation in terms of the overdose

with positive physical signs. After an hour of listening and trying to encourage the
person to come to hospital it was time to instigate alternatives, in this case using

the police and their persuasive powers to achieve the goal of getting the patient to

hospital.
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8.6 The broader social reasons behind the need for care
Paramedics reflected periodically on the wider psychosocial reasons behind the
presentations they were attending. Robert thought that paramedics often atend
individuals who neeeld socialcontact and someone to listen to their experiences.
Robert implied paramedics may be the first and only contact the person has had
with the health system for a long period of time. Paramedvese available when
there is limited access to general practit@rs or specialists, the ambulance service
is available twenty four hours a day, and it provides an entry point for further care
and hospital admission.

Robert | think, you know, shedd really ws

o Cas_e 7 going on, so that was the thing, | think she just needed someone to be
Initial interview )
able to talk to, really, and just

pressures. Il &m probably the first

Samantha proposed the reason for their attendance passibly due to
inadequacies of previous treatment and it was a way for patemsay to others

that they really needed help.

Samantha [Did she talk about the lacerations or the reasons why she had cut herself

Case 14

- i or the overdose?]
Initial interview

No she didnoét Tisdirdn @tf hreake amy r ea
at all other than sheds just not c
recent overdose so | 6m thinking pe
treatment from that episode and has thought perhaps if | take it a little bit

further thereoll be more intervent
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Samantha viewed this cass a situatinal crisis. Shmentioned that although the
person was feeling as though they had reached rock bottom she wasatitiging
WAYLEff & A.\Ske wds@naraging to @n&intain her house, her personal
hygiene, and was getting out of bed every day. Samantha felt it was important to
focus on the small achievements that the person was making as a way of
encouraging the peson to consider not everything was at a complete loss.
wSO23ayAlGA2Y 2F GKS AYRAGARdzZ f Qawolddo A f A G &
have been better, implie®amantha believed they have a role as an important
resaurce for people. This reinforcetie belief that paramedics are often attending
these individuals when they are at crisis point, the support for individuals
experiencing a mental illnesgaslimited, and that there remaissignificant gaps in
the support they receive.

Samantha The most i mportant thing for her i

Caseld heen even better if she hadnot fel
Initial interview ) ) . o L
just recognised in herself she was having a situational crisis and called

before having to do any of that, like just felt confident in herself enough to

say | 6m having a really shitty day
to do all of this but at | east she
herself get reall y,gvenasalcdlly si ck be

Samanthdelt that it was asad indictment on the health systethat a person

needed to go to the pointof seltharm to make therselvesheard TheA Y RA @A R dzl f
seltconfidence their ability torecognise wheithey are becomingli and wken to

call for help weresignificantin determining when and if the ambulaneescalled.

The reluctance, the associated emotional distress, possible shame and guilt felt by
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the individua) which couldead toadelay in asking for help creates impediments
not only forthe individual in receivingare but alsdor the ambulance servic&he
delay haddirectimplications for service delivery, the urgency of attendance and
associated increasing complexity of the presentations which paramatiersded.
Appropriate interactions with allincluding the point of contact with the health
system from primary, community based care to tertiary and specialist ca®
viewed as an essential component to encouraging people to call earlier when in

need.

Samantha | think with appropriate interactions with all, like the continuum of health

Case 14

o i care, people will start asking for help a bit earlier which is what they need
Initial interview

to do.

Samanthaconsideredherselfas part of the wider health system and intagto
providing care within that systenf. I Y | y GoRaineRtaryclearly expressed her
expectationthat appropriate assessment drcare neededo be given at all levels of
contactwith the health systemwhich, in her opinionwas not currently being
achieved Adam also hinted at thiack of cohesion in the health system by
highlighting the lack of communication and respkeffelt the patient and the
paramedic crevhad beensubjected toby the nursing staff ad facility where they

were attendinga patient.
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Adam [How long had he been hearing voices for?]
Case 12
Initial interview  This presentation since about four-thirty this afternoon so about three

hour s, |l 6m not sure of his previot
the nursing staff. It was sortoflike we dve asked what
today, wedve got all his notes andc

the door, so yeah.
[ So they didndét give any explanati

No, none at all, none at all, no it was more this is his injuries, can you take
him to hospital? You know, he was quite agitated so basically we went

okay, come on, do you want to come with us?

8.7 Theme 6: Is igenuine,assumptions andnfluences

¢KS O2yOSLIi 2F WAa AU 3ISydzAiySQ OFYS TFTNR

whether or rot someone they attendd was in legitimate need of emergency care,
the immediate care provided in what paramedics consider a life threatening or
potentially life thieatening circumstances. They nead clear distinction between
individuals who may need attéion and care but could access that care in
alternative ways, rather than through an emergency service and those that need
their attendance. Particularly in psychiatpresentation the tension built between

what was seen as legitimate versus ntagitimae care.

This section discusses how paramedics determine somedegitignate; how they
view those they believe are using their services in an inappropriate way, and the
NIFGA2y IS 0SKAYR (K2aS RSOAaAz2yad ¢KS

and the assumptions they bring to the job affect their actions in this area. The
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LI NI YSRAOa NBTFTSNI (i2 GKSANINRARS SELISNRS
their education and external factors such as the media and colleagues as forming

their understanding of mental illness and hence their views on legitimacy.

8.7.1 UsitgenuineK Q G iSydAzy a4SS{SNBR>X NB3I
taxi service?

2 KSYy LI N¥YSRAOCA o6S3aly G2 Glrf1 loz2dzi GKS
legitimate need of their s&ices, it was important to ask what do they consider

legitimate, how do they define it, and how do they make those assumptions. In

practical terms paramedics focsmd2 y OKI NIF OG0 SNRaidAOa 2F (K
I o0l aStAyS FT2NJ RSOARSQGIZ2BRYSey9IBYdzA WSS
behaviours such as the lack of hallucinations or delusions and the more obvious

signs and symptom associated with psychosis as an indication this was not an
immediate crisis. The paramedics became suspicious anthtdssed to consider

the case genuine if the individual seemed to know the system intimately and knew

the phrases which would lead to immediate attendance such as chest pain or
shortness of breath. A less tangible, but important, concept which the paramed

GFf 1SR Fto62dzi ¢ & ( Kte uhderfyihg feelifig ofivih& yowd A E G K
I NB aSSAy3 YR KSFENARAY3I Aada y20 GKS 7Fdz f
LI NI YSRMROAR W2SELISNA Sy OSz LISNBR2Y | f SELISNA
and prdessional knowledge all contribuieo the development of this tacit

knowledge and what they consicel Wi NHzS LJa& OKA L G NA O LINB 3
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of care, but presented challenge when theywere fatigued, near the end of the
AKATGOGE FTGGSYRAY3 Ay (GKS SIFENIée K2dz2NB 27
feeling like theywere being used as a taxi service. At these times the perception of

being used inappropriately as a s&e could alter their tolerance and professional
demeanour. On those occasions when the paramedics felt the person was not in
genuine need of their services they particularly felt a tension between what they

should be available for and having to caregsomeone who is not in immediate

crisis. This feeling of being squandered as a resource and possibly denying

emergency services to others creatédstration and concern.

8.7.2 Thepatients behaviour andknowing the system

This section explores more cldgehe aspect®2 ¥ 0 SKI @A 2 dzNJ LI NI YSR
which suggestd to them whether the individual is genuinely experiencing a mental
illness. The paramedics descrild@ehaviour which was aggressive towards

themselves and others and appeared inconsisterit Wi G KS LI GASy (i Qa &

observed circumstances.

Abigail Just her behaviour and her attituc
Case 15 taking it seriously, she was laughing, giggling, you know had some mates
2nd interview
around that s htedtthe beacle just thoadhtdtiwas@ big
joke. é The body | anguage i s more
glance to the right but when not paid attention to that disappeared and
she would then get distracted and do other things and if | asked the right

guestion then she would answer it.
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Rose [How do you make that determination if someone actually is playing on it

Case 20

_ i or is a genuine case?]
2nd interview

I f youbve been to them, |like obvic
wil |l tell tyadbistoryt Sometindes they gan make you think
maybe. Like sheds basically said t

now SO you guys are going to have
| 6ve found themdé, so those somdt on

an ambulance.

Paramedics emphasised thatE LIS NA Sy OSz (i WS y WaAzl A 2 § & kA Yy R
acquired g A (1 K GNEISR @2 y i@ detierMikidgdzth&datient was a

genuine presentation. Joey succinctly expressed what he felt veisdburse of

action when asked about how they identify if someone is genuine or not genuine.

What they say and do and a gut feeling and experience, and it is not limited
to psych cases.

For some patients it is a matter of getting them in the ambulanak an
telling them to sit down an&hut uf2the personality disorders seem to be
the hardest to deal withlJoeyfield notes, 11 Augst2009)

Paramedics stressed that they believ@ K ¢ 42 YS LI GASydGaz (GKS
knew how to play the system. Tipatient knew what to say and which avenues to

go through to get the ambulance to attend. Those individuals have an intimate
knowledge of the system and seemed to use that knowledge to ensure that they

got the ambulance to attend. Another cause for susmiabout the call and its
genuineness was the continually changing story from the patient at the scene,

during transport, and once paramedics got the individual to hospital.
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Joyce | think it depends on i because you know you get the people that have

Case 2

2nd interview .
theonesthatare justit hey know and you know

mental health issues and then you get the ones that are attention seeking,

times, they know the system, they know what to say, they know and when
you getthemto hospital t heydédre going to say
di fferent, I ike we dondt i they&ickthenm h e
out of the hospital and | think that and those people frustrate, really

frustrate the paramedics, &

8.7.3 Arewetheright people tohelp?

Peter described howndividualswith mental illnessandwhat was considered

attention seeking tendencies are not really wahsed by the ambulance service;

he feltthey are not the right people to help thein the long termHe felt4k S &8 Q NB
notstJA RT GKS@ NB 2dzad T dzGwhihRipodziedledtiohR G I 1
he qualified by sayingg L KI @S | 234G 2F GAYS FyR SYLJ
illness, if they are genuine, but a lot are attention seekersanedust fucked up

human being§Peter, field notes, 2 Segtmber2009) My personal reflection at the

time on the harsh nature of the comments made by Peter at the beginning of our
conversation was how these statements demonstchtiee stigma and

discrimination which surroursimental iliness. As we continued the conversation |

realisel the description was not said @ attack on these individuals, bwias

more asad expression thahe whole situatim was against these individuals and

was not reflected in his actions withose in his careHe describethow the

environment and theoften horrendous situationthese people have experienced

have played a major role their development. He considerdtiey have had no

guidance in how to have functional relationships; they have never been shown
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taught the tools orskills.Therefore the need for the social interaction is there but
they do not know how to go about it appropriately
[Question and personal reflection: If the support networks were there and

they were able to accessqtwould thischange the need and therefore the
demand placed on the service?]

LG LlRaaArofe ¢g2dZ R odzi GKS aSNWAOSa
have the skills or willingness to access the help and it is hard to change
something that has such a hold on the g.

(Peter, field notes, 2 September 2009)

The conversation dealt with the difficulty in providing the appropriate care for
people with complex backgrounds and presentations. The difficulty lay in getting
the person to recognise that he or she neededoh&hd how to encourage a
willingness to search for and accept assistance. There was also the question of

whether the appropriate resources are actually available.

8.7.4 Howparamedicsseetheirrole

These small details suggests the frustration paramegkpsess were not only
directed at the patients which they viewed could be better managed in alternative
gl ea o00KS WNBIdzZ  NAQUS o0dzi Fo2dzi GKS
emergency provision of care, and the lack of support that seems ava#able for

individuals with mental illness.
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Abigail Thereds a particular person down s

Case 15

) i we take them to hospital, they get there, a haloperidol injection and they
2nd interview

leave, and they walk home. There has to be a better way than calling an
emergency ambulance to take this person to [local hospital]. The police
go, we go and they walk out and | just think there has to be a better way,
doesndt there?

Sonya [Do you find your frustration is with the actual person or with the system

Case 16

_ i more?]
2nd interview

Bot h. You get t he one mamewviplace]¢hat gust,t
she pops pills every time, calls Life Line knowing that that will get her the
police which will get us involved which will get her to hospital. | sort of get
annoyed with her because you know
and every time sheb6s |ike 61 wish
her but you think if thatoés t hedaaycse
why dondt you just go out and get
with what the hospital is giving you, you know take responsibility for
yoursel f. I candét really blame the
they have a lot of otherpeopl e t hey have to deal
these people all the time as well
well. | mean obviously the system is not working for some people but you

know theyére doing the best they c

Sonya encapsulatetie overwhelming feeling from those paramediwho fét

people nee@dto take responsibility for their health and, especially for those not
perceived as genuine, needto be proactive in accessing help for theeives.

Sonya closely associatdte high workl@ad within the emergency departments and
specialist community services with the difficulty in providing extensive and ongoing

support for those individuals experiencing a mental illness.
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Sonya Basically if they tdhoenndste Iwaenst ytoou |cc

Casel6 5f jt on our behalf you know, if t
2nd interview

Thereds only so much we can do anc
it why do we bother trying then?

The added dilemma for paramediadiendd £ Ay 3 gAGK | LI NBy dGf @
patients ishowR 2 S a (i K SbeHalliolirfackoyititc¥e empathy and care the

paramedics are willing to provide.

To answer that question, the stark comparison between the comments from
paramedics seemed to actualbglie the care which they showed to their patients.
As | got to know the paramedics throughout the observation period, they showed
empathy and compassidn their actions with psychiatric patients. They would do
small things for the patient such as the ywhat they seemed to advocate for the
patient with the triage staff, the tone of voice and manner with which they
addressed the patient when they were interacting with them, and there were those
that tended to follow up and see the patient before theytlfe ED. There were
cases where there was clear misunderstanding and dislike of psychiatric patients,
but the overwhelming feeling was of one of trying to do the best they can and

achieve their job with the safety and care of the patient in mind.

One of nany incidences observed demonstrated this extended provision of care.
Adrian told of a case which involved a patient who had seen the general practitioner
with a history of major depression. Apparently the depression was originally from a

work injury and aecent stressful event triggered the cycle again. Adrian said they
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tried to get the full story from the patient, but the individual was not altogether
forthcoming. The general practitioner arranged for the individual see a psychiatrist

for further help. he doctor did not detain the patient at that time because they
appeared willing to see a psychiatrist and acknowledged their need for help. Once

at home, apparently shortly after seeing the general practitioner, the ambulance

was called because the patiewas threateninga kill himself. Adrian describetie

effort it took to encourage the patient to come with them and get help. Adrian

0SSt ASOSR (GKS LI GASY(d ySSRSR dzNBripytot OF NB
f221Ay3 | #dGbiukeh YESTUTFQRAY I | YOARSLINBAALl Y
to be working. During the conversation Adrian questioned whether the doctor

aK2dzZ R KIS RSGIFIAYSR GKS LI GASYy(d o0SOlF dza
Adrian considered there was a high possibility of plagient leaving without

assessment if not seen quickly and directed in the right way. | observed Adrian
spending time just sitting and talking with the patient in the ED and he kept
SyO2dz2N} 3Ay3 GKS LI GASYG G2 WKIgarivaly GKS
area to let his partner know the situation and to ¢aat the Operations éntre.

' RNRAFY a0l 0SR GKS@ 0KS FyR KA& LI NIySND
sure the patient was going to be seen by the mental health liaison and doctors

(Adrian, field notes 23 July 2009).

There was a level of contention regarding to what extgatamedicsaw their role

iNLJA @ OKALFGNRO LINBaSyldlriGgAazyad {AYAf I N G2

concept of treatment, some viewed the care they porin terms of practical
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statements of empathy, time and care if they perceived the person as genAsne.
JoeysaysVL T GKS LI GASYy(d Aa | aaSnestamdinga wasSy
O2YLIJ aaArzy | yR SYLPoéwidd natés) 16 Augse2@08). s A G K A
Joyce talke@bout the relationship if the paramedic takes what the patient is saying

as serious and real. She felt generally that most people she has workedreith

usually pretty good with mentally ill patients, but she qualifies that with the

A N v A

EOSLIiA2Y 2F (GKS WNXB3IdzZ I NAQOD

Joyce éyou have a healthy respect for tF

Case 2

2nd interview .
l ong as you take them seriously ar

that are really hearing the voices and most people scoff at them, but as

that, you usually have a good relationship with them.

Joyce But one side of the issue is psyct

Case2 people | think are okay with them,
2nd interview

with are usually pretty good with mental health patients, except for the

regulars.

8.7.5 Thereasons for thefrustration anddisconnecton with
psychiatricpatients

Excerpts frommy conversations with Abigail and Sonya demonsttaie

frustration experienced by paramedics when they consdéhe individual they

NS FGGSYRAYy3I Aa y20 6KI G (KSriter&tédy a A RS N.
the feeling of being a wasted resouraghich stems in part from the focus on what

they consideed as their primary role, emergency provision of care, and for some
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who consideed they should be available for cases where they feel their skills can be

used.

Abigail | had a person who was a claimed overdose, but could just tell. | think

Case 15

. i they got drunk down the beach and were saying they took this and this,
2nd interview

6oh no they didnét take an overdos

youdre stuck down t h efgdae playdd theice h

Q

ambo and she thought it was a big joke and | thought, because we were
going home to drop her dog home ar
and thanks for the lift see you | &8
ambulanceoutthat day as wel | which she t
because she was embarrassed and di
was stoned as well and she thought the whole thing was a big joke and
then she became quite rude and normally | would probably ignore it but |
guess everyone has a different, yc
do anything wrong but | certainly
and ended up getting her to get out of the ambulance, we called the
police, we took her up to [name of the hospital], t hey di dnodt
her or assess her, | 6d never «come
this was all fun and games for her which frustrated me because there are

|l ot of people, genuine peopkalsoalott
of other emergencies out there anc

seemed.

Abigail acknowledged that she has to act in good faith with what the patient is
telling her and she is not in a position to judge, but when behaviour is abusive and
unrealistic demands are made which do not relate to the direct care of the patient it

begins to create a negative feeling.
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Abigail éwho am | to judge whether or not
Case 15

) i point of view of tolerating herbehavi our , wedre not ¢
2nd interview

and she didndét want to cooperate v
wants us to take her dog home and do all this other stuff, the whole thing
didndét sit well with me and Iwhérad
name, my partner didndét, neilnameof «c

the hospitaland t hey went 6éoh so and so0bd

because this is whatodés happened tc
wrong, shebdés obviabtsugnoerdandt bBhet
had, thereds no overdose but shebs

said theydve got a management plar

Clearly paramedics hawfficulty in maintaining tolerance and patience with an
individualwho appears to have called an ambulance to get a ride hdfaeamedics
perceivel that there is dine balance between what they consider an appropriate
use of themselves as a frotihe emergency health seice,andbeing publicly
available and potentif} open to what they considexd abuse.This sentiment was
shared by the ED staff as they also fasenilar circumstances. There is a public
expectation that the ED like the ambulance service is there to cater for everyone,
available twenty four hours a day,ascessible and is open for potential abuse. This
discussion with both nurses and paramedics stemmed from dealing with a packed
emergency department where some presentations appeared not to require
emergency treatment. Nurses and paramedics thought thesepis would be

more appropriately seen by their general practitioner or 24 hour medical clinics
rather than waiting in the ED for extended lengths of time. The question comes to
mind: why then are people accessing the ambulance services and emergency

depatments when the waiting periods for necritical presentations are lengthy
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and the number of presentations continues to rise? One story relayed by the
paramedics and the nursing staff reflected on the possible rationale and abuse seen

by the staff, partialarly in reference to psychiatric presentations. They recednt

an incident where a patient, well known to them all, calls the ambulance stating

that they have chest pain. The patient is monitored and brought to the ED, where

they are assessed and test®degun. After about half an hour of being in the ED

the patient states they are feeling alright and discharges themselves and apparently
gets a taxi to avell-knownnight club area. Paramedics and the nursing staff

indicated the ambulance trip halvesthi@ A a i yOS FyR 024G 27F (K
a2dziK>XQ o0dzi GKSANI Rdzieé 2F OF NB NXI dzA NB &

ambulance service and the ED.

These sentiments were also clearly articulated by Marie who suggested that

paramedic frustration and negae views come from previous negative enoad

experiences and public perception. Marie argued that sections of the public did not
understand the role of the ambulance service and paramedics. The public to an
SEGSyid adatt OASs GXSQ IIYyoRIZ WIYNISY SRiA Oa Wiz
drivers and not as skilled health professionals in thelprspital setting. Although

this view was expressed others still consgtbthat in general they did not feel like

a taxi service. They regarded being available am@ssible as part of their role and
responsibility and it was only on the odd occasion within their workingHeethey

havefelt like a wasted resource.
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Abigail Using all these resources and agai

Casel5 | j ke in the past, maybe they act s
2nd interview )

does my head in. I guess thatods th

of the time we donét feel l'i ke a t

When the paramediceonsidered that they were being misused or their role was
not understood it created a situation where the tension built between the
traditional expectations and the current reality of -woad paramedic skills and

what they considered they are trained f(freld notes, 22 May 2009)

Thisthenraised KS jdzZSadAz2y Fa (2 6KIFG LI NI YSRA(
how they view the application of their skills. The paramedics classified the need for
0KSANI WYSRAOFE | GdSydA 2y QanhparopriateXiglofa dzNB
GKSAN) a{Aaftfta IyR GKS asSyasS 2F dza2NBESyOe 2
AAlGdzZ A2y Qd ¢KS RAFFAOdZ (& GKS& F2dzyR ¢
short-term whatthey canpractically do for their patienis limited They questioned
whetherWY I y I 3Ay 3Q Ll & O WaslwithiIhér caphbltiesSweiel ( A 2 y
they prepared to manage thempandwerethey a part of their role.Marie states, for
example,WNothing in our blue or red kits that will help this person in nelgato

treatment and time with the patient, what can we do for this patient? Nothing
GFry3AotS Ay GKS &aK2NI {ATvMé&Smprebsloi®m S | NB
al NASQ& RS aONR pailamnedits do donedekshrifinave th&Sexpedde U

and skls to deal constructively with the life history of the patient and that it was

the role of others such as psychiatrist and psychold@istrie, field notes, 22 May

2009)
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8.7.6 Drug andalcohol use,fatigue andshift work

Drug and alcohol use in the paht was another major concern for paramedics.
Paramedics deal with the consequences of drug and alcohol use as the presenting
feature, butwith the possibility of a mental illness as the underlying cause. This
affects the provisional diagnosis and ofteadisto paramedics placing drug and
alcohol use along the continuum of mental illnelgsthe context of the acute, pre
hospital setting with little accompanying informati@amd access to further
assessment to make a clear decisibis tendency was undetandable The high
incidence of the comorbidity afrug and alcohol use with mental iliness and the
increasing incidence of drug induced psychosis within the community creates a
situation where the paramedics are trying to aaob for several possibilitiedlatt,

a paramedic with seven to eightS | NB& Q  Steld dbhindh itSsytlidicult to
RSOGSNN¥AYS 6KSUKSNI GKS LI GASYyGd Aa | 3Sydz
drug use is involvedde recountedhe difficulties in trying to work with the pigent

and develop a rapport when drugs and alcohol are on b¢statt, field notes,

21 October 2009).Abigail, in her second interviewescribedhow there was no way
the patientwas going to be abl® logistically get themselves and their belongings
from the location back to their houséecause of the effects of drug and alcohol

use.
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Abigail | know she had an ambulance out that day and her comments to me

2ndi§t2?\?icelv?/ about what she told them; | thougt
downthebeach, youdbve got your whol e
way because she was stoned and drunk she could hardly walk to get this
stuff home plus the dog. I was say
you called us now?6 and ntamswes, it toak mavt
ages to get an answer from her 6it
happened to make you call us now Vv
today already. Why have you change

suspecting tnbteaopingdut endbde torget her gear home,

certainly 1 dm taking on board that
conversation she said 6oh and | 6m
Fatigue associatewith shift work also decreasetle paramedic® I 6 A f A& {2

individuals that they consided did not genuinely require their attendance. The

LI Ny YSRAOa | O1ly26ft SRISR GKIG az2ySaAaySa
workloadwas havingan effect, especially in the early hours of the morning,keth

Abigail and Joey poiat out.

Abigail I dondét know i f it was | was tirec

CaselS §gj dno6t tolerate her at all and nor
2nd interview
know.

Time is a factor, in termaf being at the end of a shift tihreea.m. in the
morning when your level of tolerance and compassion changes
(Joey field notes, 11 Augst 2009)

Liamintimatedi K 4 a4a2YS0AYSa (G4KS LI NI} YSRAO&AQ NB

with a particular patient and not necessarily the type of presentatids he said

Wa2YS LI GASYyGa @&dy 88dzND 2 dFhgaBSsald OF §Qa
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situations working as a crew hablenefits to patient outcomsandrelievedsome of
the tension.Liambelievedthe level of tolerance wa dependent on the nature of
shift work for examplewhether the shift has been busy, the types of cases
attended (how acute, what has been required, good or bad jobs), the time in the
shift whether close to the end of the shift, eantythe morning andhe period in

the roster, two day shifts then two night shiftsiam field notes, 2 Oaiber 2009)

8.7.7 ¢ K& IWz I N&E Q

¢ KS WNB3Idzf I NEQ { KNER dz3 Kedh MBUJIdpSy Y0 SeBIAGRIESY R |
of conflict betweertheir professonal demeanour, theiprocedures and the feeling

that their role is being abwesl. Liam talkeaf the frustration experienced with what
appearedi 2 0SS WIGGSYyGAz2zy &aSS{TAYy3IQ 06SKIF DA 2 dzN
ASOSNYt GAYS&A Ay htairamrfgssiondl gpBroaghdbat difficiiNeg
Ay (KSaS OANDdzYa i 2 Pcobet ZD09Y. Bonya MEntiokagdéint Ry 2
a point raised by other paramedicghat part of the frusgration is with the system.
Paramedicput in the effortandachievegetting the patient to hospital whethey

know the patient is just going to be discharged and the cycle will start all over again.

Sonya |I'tdés definitely part of the job. I

Case 16

_ i someti mes it ting, espacially enesfthatare tegular patients
2nd interview

that do the same shit every time, you know you have to take them to
hospital and you know theyoére just

do the same thing, it gets very frustrating.
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Joey raise@nother sde of the argument where as a paramedic you may not think

0KS LISNAR2Y @2dz FNB GGSYRAY3IZ GKS WNBIdz
2T WNEB 3Idzf I NAR QThe patiehtday liave NiRteds@pparsysterssind

leaving them home may hawel2 2 NJ 2 dzi O2YS&a | yR OKIffSy3S
of care Paramedicslso may face the situation th#tthey do not take thento

hospital they are just as likely to see them later in the shift and taking them to

hospital may save difficulties later om for the next crew, especially the trarion

to nights from day shiftJoey field notes, 11August 2009).

l'a LI NG 2F GKS 2NARFyAal (A2 yha&dotrequie (2 Y
their immediate assistance they will coordinate with other servimed people
involved with the patient to implement algn of action. As Joyce outlingithis may

involve a change in approach or dispatch category.

Joyce Thereisi we have a system where once they recognise that they are i

Case 2

2nd interview
with them and donoét t akeithenytdoiftot t

just nuisance callinginawayit he ones that donot

have people come round and give them a bit of grief for doing it, we have
a new methods now of dealing with them, we 7 our regional manager will
work with their counsellor whoever
work out a way whether we donét r €
the call foranywayi we donét do this or we 't

the i so we do have plans in place for certain patients.
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8.8 Assumptionsandinfluences:what you see, general
perception,what do others model, life experienceand
past andpNB & &n/r#i | BxPerience

Paramedics reflected on what effect past and presemegiences had on how they

viewed mentally ill patients. Abigail reflected ahe longterm influence which both

a positive and a negative experience can have on the way the paramedic relates to

patients with mental iliness.

Abigail
Case 15
2nd interview

CHAPTER

I can clearly remember my first manic patient. | was quite young; | joined
when | was 19. I hadndét seen mani s
in the morning, blaring music from their house. We arrived and there was
like knives and axes in their garden, it was very strange obviously and the
guy just came rushing out of the F
go to the hospital, my stomach hur
probably six foot something, ftandtt
and then very friendly, very manic in how quickly he was talking and |
happened to mention to him, because he locked the wire door, but left the
music on, so music was still going and it was two in the morning, and |
said 6éoh you sphrooub adbdlvye rteuarinleyd t he
mi ght wake the neighbours and they

| said police he went nuts, really aggressive, in my face, | was so scared |

coul dndét move, I couldndét telmkd anc
down, he saw how frightened | was
for two reasons | didndét recogni se
before so | wasndét really aware nc

words as wellwithhim. The bi g, big guy and ba
about 19 or 20 and a | ot smaller,
scared to him because he said 61 0dv
hurt you or anythingdé, he wessivgbutd t
just said this trigger word which was police, which often is the trigger word
funnily enough because they have that role, we get to play the good guys

most of the time.
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During herapproximatelyl2 yearsof service Abigail statetihis incidern had
occurred within the first couple of yeaod her working lifeThe absolute feawhich
shefelt was a long lasting meony, Abigail describedow this was such an eye
opening experience and influenceer sense of cautiomvhen attending
unpredictablesituations.The last comment fromAbigailreflects thatover timeshe
viewed thatparamedicsmore often than nothave the opprtunity to make a

positivedifference and playthe good guySin the majority of cases.

Kevin and Scott told a story which@tgly demonstrated the effect that an adverse
event, even indirectly, can have on paramedics when dealing with situations which
involve mentally ill patients. Kevin and Scott, with both approximatelg I NA Q
experienc@ NB G2t R I a0 ANE | NB Q2 wX 22 B 20K RA NIFWN
would kill herself. This particular patient had an extensive history ofhseth and

would present with significargeltinflicted injuries. On this particular occasion she

was on a road overpass threatening to jump. Tincsdent occurredn a semi

regional area where the individual was well known to both police and ambulance
personnel and they felt this was a significant change in her presentation. Kevin and
Scott were really concerned at the time she really meant toyctdrough with her
adzZA OARS FOGSYLIW 6KAOK gl a y2i Wy2N¥IfQ
presentations, something was not right. They managed to talk her down off the
overpass and succeeded in getting her to come with them in the ambulance. They
transferred her to the ED of a major hospital and stressed their concerns to the

hospital staff. Approximately an hour to an hour and half later Kevin and Scott
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heard over the radio that another crew wattendingcategory A (lights and sirens)
to a major traima at the same location and they soon heard that it was the same
person they had so recently taken to the ED. They later found out she had left the
ED andhad caught taxi out to the same locationhen jumped and had been hit by
a truck. Shénadsustaired broken limbsand major internal injuries, but they did not
know whether she had survive@his incidenhad occurred approximately eight to
ten years ago, but it was still dominant in their memories and considered a major
event, as evidenced by thredetailed account, obvious anger and sadness shown

through their tone and body language.

One of the comments which seemed to be at the heart of the anger and sadness
Kevin and Scott felt was the fact that they had managed to intervene initially and
get the irdividual to care, but from that point the system seemed to have failed
their patient. They questioned the resources available, the whole process, whether
detainment was appropriate and why was it not instigated in this circumstance.
Kevin and Scott echodte feelings of other paramedics that the mental health
system appears to fail far too often and individuals are not being provided with the
care they need. Again the picture of high workloads in the ED prevented the
paramedics directly blaming the hosgitaut they questioned whether junior

doctors and nurses have the training and experience to appropriately assess mental
illness and whether these circumstances lead to early discharge without adequate

assessment and follow up cafi€evin& Scott field naes, 20 Oabber 2009).
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8.8.1 Theemergencydepartment: not the right place

The ED was strongly asserted by Liam as not the appropriate place for mentally ill
patients in the acute phase of their illness. Liam argued that the ED is such a public
place wlere the individual is exposed and vulnerable that the potential for stigma

and discrimmation increases. Liam describédS K @A 2 dzNJ FNR Y 2 0 KSNE&
YySO1AY3aQ YR GKS fAYAGSR LINAGIOe |yR 02
as contributingi 2 G KS AYRAQGARdzZ f QauseédInk dnbldggdy | v R
the way cardiac patients are treate? @ 2 dz R2 y 20 4SS OF NRAI O
public view. They are taken and treated in a specific way in a resuscitation room or
within a cubicl@Liam queried how effective is treatment and care, even with the

0Sad AydSyidz Ay GKS o0dzae FyR OKligedA O Sy
of equality, that everyone shouldbe treated the same, buin reality people are not

the same and havedT FSNByYy i ySSRa | yR HelBueditaii G NBI
there is an overwhelming need for more community and specialist support services

for both the individual and their families, so that they receive the appropriate care

and do not have to be subjtd to the ED environmer(Liam field notes, 2

October 2009)

The very public nature of the ED and the need to triage patients as they present
challenges thénealth system when it comes to mentally ill patients. The individual

YIe y20 0S AYAFY GAKNNSRASYBSYFQ arddz dAzy
provision of a calm environment to support the person may be difficult to manage.

Both paramedics and triage staff alluded to the fact that there is an expectation to
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assess and care for mentally ilitgents, but there is only a small window of
opportunity to carry this out and then to make decisions based on limited training.
A prime example of the difficulty in triaging and keeping track of mental health
patients in a busy ED occurred during the alvaéion period. A patient was brought
into the ED under Section 23 of tMental Health Act 1998y the police. The

police handed over the patient to thEDstaff and then left onceare had been

handed over. Thaursingstaff were dealing with an extremglbusy ED while trying
tolocatel KS LI GASYy(iQa YSRAOFIT NBO2 NRexited 5 dzNR
the ED to have a smoke without informing the staff. Higstaff, once they realised

the patient wasot in the triage areabegan trying to loca& the patient. The

patient was found outside the ED having a smoke accompanied by either a partner
or someone from the mental health team. At the time it was not completely clear
who was accompanying the person, but obviously in the short time that theahen
health assessment and notes were being organised the triage staff had not been
informed or lost track of where the patient was and who they were with. The
patient was accompanied back into the ED and directed to a specific area so that
full assessmendnd observation could be donEDstaff appeared relieved that the

patient was found and the comme#$ S RARY QiU f24S GKS LI GA

feeling(field notes, 2 April 2009).

8.8.2 Wife(experienceversus WridroadCexperience

¢ K S -N22 yR Gienfeahd$he system constraints only form one side ofstaey

F2NJ LI N YSRAOad ¢KSNB 4Fa I -RBESRN RAaGA
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experience which played a part in developing their views and understandings of
mentally ill patients to the person#f A FSQ SELISNASYyO0S 4KAOK

actions.

Abigail  [Do you think life experience influences your communication skills and
Case 15

, i understanding?]
2nd interview

Definitely, | think experience with actual cases and case types, but yeah
definitely. Ik now when | was nineteen and

I know | was shocked at many jobs.

Abigall stated she challenges those few people she has worked with in her 12 years
who, in her opinion, have been judgemental or mistreated the patient. Hgyathy

and strong convictions seemed to stem from her personal experience with friends
who sufferfrom depression. She fdalhose experiences gaveer some insight into

the problems faced by those she was attending.

Abigail éwhavel een and |1 6ve got friends t
Case 15

_ i woul d say t hat -treatntot or@nyons keiag jugesmental] |
2nd interview

when | 6ve seen that a couple of ti

made my thoughts pretty clear on i

Samantla suggested she trie base her actions on what she would want if she
was in the same situation as the patient. The direct personal experience of mental
AffySaa Yire y2G 6S LINIL 2F {lFIYIYyGiKIQa

strategies to try ad find a way of relating to the patient.
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Samantha | think itds just experience with

~ Casel4  training for what a mental health patient wants to hear or needs to hear,
Initial interview . . ) )
itds just yfahem.d\wmd I thimkanysglfif | veas having such a

really, really shitty day | 6d want

positive, reinforce the positive.

Abigail statedvhen she was new to the job she was confronted by situations that

she foundconfronting, had no previous experience with and they were totally alien

to her, but she felt she was working with good teachers and mentors. These were

2f RSNJ LI N YSRAOA oK2 ¢SNBRBEDILRWRADSNG 2
experience. She believes athappears to be different in the current system is that

G2 WwWe2dzy3a wdell8ducatedaré plaked tageter. They have either

GSNE fAGGES 2NRPYRQLSHEBSNK Sy d8) #2yK RSI
presentations and have no experiencedma's to help them through that period.

Abigail € bwut | had good mentors and good,

Case 15 you know | could talk about it because they had seen everything, but you
2nd interview
know often | 6m s eei napesnelivedudateg, but t wc

wor king together and thereds no we

coul débve seen a manic person to be

She acknowledgethat all paramedics come to the job with different personal
experiencesandfolkt2 8 S Weé2dzy3 2y SaQ GKIFdG | NB 2dzal

have relatives and family situations that afford them some understanding.
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Abigail [ So it 6s-opgnen?leal eye
Case 15
2ndinterview |t i s and | think theredd biteanyloessn ¢

in their family, theydve |ived wit
there are people that have had exposure that are young and so their life
experience is different but | certainly agree that life experience is

significant.

Similar obsrvations and comments came from a couple of paramedics, John and

Mark, who had been in the ambulance service for over 20 years. They luktieate

over the past 20 years they have seen a dramatic increase in the workload related

G2 YSyidlt AKSyE2® Qf PERLISANK Sy OS s1a 2yS 2
They used the phras¢/ G K I 0 & 22N§ P W 2 &hicH R&ABtDe taught at

dzy A OSNEAGEZ (2 RSaONAMSI R& S3 \RSIZISE 22 NISo/ S/
¢KSe O2y aAiRSNILIKNR QWG $5Q 24HowpaERESRYSAST A O v
recognisel, approacled and deal with psychiatrigpresentations In their mentor

role they found that depending on the level of life experience students out of

university found it difficult to manage or converagth patients especially those

with mental illness. They cited an example that as older paramedics, with life
experience and just the basic provision of care and dignity for the patient, they

were able to engage and develop a significant relationship antlolder gentleman

who they were transporting. The engagement from Mark and John allowed the
gentleman to feel safe enough to tell threthe whole story behind what was really

wrong. This gentleman had been living with major nightmares and depression for

what was approximately 41 years and Mark and John were the first people outside

his wife whom he had tol@ohn& Mark, field notes 17 March 2009)
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Another account from amlder paramedicJackwho had been in the service for
around28yearsone of WG KSR Jdzéd 2F G(KS GNI RSQX SELJ
with the wayhe had observed some paramedics deal with psychiatric

presentationsHe cited a case that had occurred around five to six years ago where

he attended an older female with serious behaunral concernsShe wasvandering

around house not knowing where she wastually naked. She was continually

turning on the gas ovenThefamily was presenandwas actively attempting to

calm her. She was becoming increasingly agitated, disorientatédggressive

with the family. The major issuehichmade Jack angry was that a patient in this

state had been attended and left by four other crews previously in that shift. Jack

i2f R 2F GUKS FlLYAtéQa RAAONBaE Uktbl GKSE@
take their mother to care. The police had also apparently been in attendance to one

of the previous call outs.

As retold by Jack, the reason outlined for not taking the older lady to care was that
treatment and transfer had been refused andtke pNBS @A 2 dza ONB ga KI R
(Ambulance Not &quired) the case. The first steps Jack took were to communicate

with the family, reassure them that they were taking them seriousigthen

focussed on the patient, attempting to provide a safe and calm environrméte

tried to communicate with the patient to reduce her level of anxiety and distress,
butwas not? 3 S (i (1 A y.He g@&tlXNEut fifmly Bdplained to the patient that they

could not leave her and she needed further care, while maintaining respettdor

patient and their dignity. He eventually used the police to assist him to get her on to
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the stretcher as gently as possible; they covered up her near naked body, kept
quietly reassuring her and worked with her family to keep her calm as they
transported her to the hospital. He considered it all in the approach and
communication with both the family and the patient. He believed that in the 28
years he had been in the ambulance service he had not got a straight out refusal for
care and transfer. He finisl his story with the emphasis on compassion, care and
respect for all the patients that they attend. One interesting aside to these stories
was that as older paramedics they recognised the needs of the older patients that
they attend. If the nature of th@resentation allowed they would take the older
patients to one of the city hospitals that specialises in caring for the older
generation, returned veterans and their families. They considered it not a slight on
the other major hospitals, but more a casktbe hospital and its staff being more

gl NB 2F (GKS 2f RSNJ 3SYySNIXidA2yQa ySSRa:z

needs and a simple matter of worklo&thckfield notes 17 March 2009).

The impression from these paramedics was that there appetrd® a lack of the
basic feelings of service and care they seemed to have been instilled with when
GKSe aGFINISR Ay G(GKS 2206¢ LG I LIS NBR y?2

this generational phenomenon seemed to generate from the sense of toadit

volunteer role versus a career pathway and tertiary based education.
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Kate, in her second interview, nicely summarises the impressions that have come
through from the paramedics in relation to life experience and how that plays a part

in their assessent of psychiatric presentations.

Kate | think that certainly plays a big part in it but again it does come down to
2ndi§t2?\(/eielvz ersonality types and on |ife expe
brought up to think about mental iliness has a huge impact on how you
deal with somebody, with a patient
understand how somebody can have a mental iliness, you know you get
people that have the whole 6just ¢
t hey dve nexposgedtoiietheair personal life so they physically
donét understand it, whereas some
someone close to them or experienced it themselves and so they have a
better understanding of it , thabyouhave

to have had to be empathetic and to understand.

8.9 Rolemodellingand the dangers ofcategorising

The role modelling and actions by others revealed both positive and negative

attitudes towards psychiatric patients. Abigail outlines imsis of mentorship that

showed her constructive strategies to care for the patient suffering mental illness

YR ARSYGATASR (KS gleada Wyz2G G2 R2 GKAY

Abigail I can think of many people | dve wc

Case 15 certainly seen how not to do things, they would go hey you know what,
2nd interview

yelling and being rude to that per
being nice and understanding and listening takes a little bit more energy
but at the end of the day we gotthemtohos pi t al and we
police.
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The behaviours, such as in the small details of checking the vehicle, tended to
suggest to Abigail that both positive and negative actions are carried through from
when they start on the job to both good and bad hahihat continue into longer

term practice.

Abigail | think a lot of it would depend on who they go out on the road with, what

Case 15

2nd interview
theydre wor ki n qtbecausehthatesortbf showsiratlyings als

their attitudeds | i ke. A | ot of tFr

simple as checking your vehicle, s

theydre probably influenced by ottt

Abigail and Joyce propodéhat a lot of the attitude and way a pamedic operates
when dealing withpsychiatric presentationsot only comes from what was
modelled when they were learning but also who they are currently working with as

their partner.

Paramedics faakthe challenge in some situations of being supportiwe¢he

partner that they are working with and finding themselves confronting behaviour
that is not professional or appropriate. Operationally paramedics generally work in
crews (two paramedics) that are with each other for long periods of time and work
closely together in situations where there is an expectation of reliance on each
other. Paramedics walk a line between trying to maintain good working
relationships with their partners and having the confidence and experience to
confront inappropriate or bagractice. The attitudes and behaviours ultimately

affect the outcome for the patient and play a part in decisions to ANR a patient.
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Joyce A | ot of it probably has to do wit

Case 2

_ ! attending, becausewehave some people who jus
2nd interview

people sometimes treat them badly, you might be really driven with

mental health patients, so a lot of things depends on the person.

Emma usedtrategies to try and maintain a good working relationship with her
partner, but also allow her the time to work through the difficulties and decisions

that are being made.

Emma | 61 1 go oh | hadndét thought about

Case 3

_ ! first and then if eveoybhengbsoafgo
2nd interview

opportunity while youb6re filling c
time with them and continue your &
too.

The familiarity with patient and the locatiarouldinadvertently lead to
assumptions rgarding the individual and their current presentation. The
paramedicsvere aware of the dangeyin making too many assumptions when
O2YyFTNRYGSR 6AGK a2YS2yS GKIFIG A& | WNB3Idz
acknowledgéd it occurred although they trgkto prevent it by taking every

presentation as a new set of circumstances.

Tracy | 6ve actually been to this patient
Case 5

Initial interview )
was the same patient.

as soon as this case was given and the location, | sort of assumed that it

Robert particularly mentionethat the time you become complacent is when the
situation will change and come back et A (1 S & 2 dzThe fabitoK S 0 dzY Q @

categorising and judging was considered problematic and to be avoided.
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Robert Because weodre there for whati,,] ®nn

Case 7

2nd interview .
do your best with what youbve got

think you can make any judgement, you only can go on what you get and

actually,assoonas you get bl as® is the ti
and that sort of stuff. And yeah,
safe, or theyod6re mad, or theyodre s
a bad habit to get into, if you startdoing t hat sort of tF
categorising, youbre generalising

complex than that.

In a profession that uses codes, provisional diagnosis and descriptors of presenting
complaints as part of its everyday work practicks habit of making a judgement

and placing what they see and hear into a category becomes part of the culture.
Therefore it must be difficult trying to suspend that habit when dealing with

mentally ill patients or patients in general.

8.10 Education

Therewas a general consensus that paramedics do not manage psychiatric
LINB&SyGliAaz2yda 6Stftd ¢KS SELINBaarzy WwWLR?2
guestion and one of the reasons given for this was a gap in their education. Carl

made the point that althouglthey do cover the foundation knowledge in their

courses there appears to be limited and disjointed ongoing professional

development and how to address it in the gnespital setting(Car] field notes,

25March 2009) Janice also believed strongly that tinéormation paramedics

received in univesity needed to be reinforcedxpanded onand clearly identified

within the curriculum(Janicefield notes, 4 April 2009)
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Len arguedhat in proportion to everything else they needto know and are

required tolearn for their work themaramedicgprobably do get the basics.
Paramedics in the prhospital setting are required to deal with a whole variety of
presentations and it is hard to know extensively about all things. The curriculum by
necessity is focised on the management of life threatening conditions, which does
not leave a huge opportunity to focus on all things in depth. This is where the

O2y AydzZ f LINPTFSE&AANRHRORSEIISANBY WS |

(@]
RS
&

to the consolidation of knowledge arahgoing learning.

Len If, no we probably don't get enough but it's probably proportional to

o igtﬁ\?ielv(\)/ everything else that we get that we need to deal with. | think dealing with
mental health is something as well as one of those things that you just
need to be exposed to, and see how people display signs and symptoms
with various disorders and how to interact with them and how to deal with
them. But, yes and it's one of those things that you can read a book and
€ | mean you c almesigne and symptomsare, you cn t
learn what the disorder is, you know all the patho-physiology of it is, what
they think the latest theories on what's causing it and what medications

they might be taking but | don't think, | mean everyone's different.

Another point which was raised by a small number of the paramedics like Jessica
was in reference to receiving information about local networks and alternative

strategies.
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Jessica Initially in the degree | think we do and then we go out there and that
~Case8  nowledge sort of grows upon like we do so on so many cases that yes
2nd interview ) ] .

that knowledge does grow with experiences but yeah | do think we get a
lotofi maybe we dondét get enough inf ol
that we could use. Likewe d o n 6t like vee &row ACIS but other than
that we dondét really know of any c
little bit of information on that that we could direct patients to places other

than the emergency department.

Skills like communit¢@n, de-escalation techniques and a better understanding of

what paramedicglas®d as personality disorders were common areas identified for
AYLINRGSYSYyid ¢2 O2yaz2ftARIFI(IS GKSHABIRDAT
experiencewvasviewed as essdial. Thisvasafter the basic understading of signs

and symptoms had been gained. As Kate saitde of these skills come more

naturally to some people than others and they are difficult to teach.

Kate As far as an assessment | think probably but just in communicating with

Case 17

] i them thatodés probably a difficult t
2nd interview

either naturally comfortable with
people 1 6ve worked with aretheseal |y

people, myself generally | just allow them to talk and be empathetic and

try not to downplay, you know | i ke
not say things |like that, | et then
answer them honestly. Buty eah | i ke | say that 6c¢
comfortable with, I havendt had a

8.11 Conclusion

From the discussion in this section which details how paramedics conduct and think

about assessment and some of the assumptiand influences which underlie the
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process a number of key ideas emealg&hese are: the significance of how they see

their role; how the need to be objective and clinical measures guide their actions;

GKS NRBtS 2F SRdzOI (A 2yfoadQy R St MF A F1ATdz$ yIRE 1
legitimate and noregitimate need for care. Th&rong relationships between

perception of role and the need to provide active measures form a large part of the

culture surrounding paramedics work with psychiatric presenotai

The story continues with the handover and document analysis in Part 3 which

completesi KS f Ay SI NJ 22dzNySe GKNRdzZAK (GKS LI NI

psychiatric patients.
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Chapter9

Findings part 3:
Handoverand casecards
(Section ¥ Handver)

9.0 Introduction

Thissection exploreshe handover process and the documentation of the patient
presentation by paramedics. Known as the case card, the documentation and verbal
handover provided by the paramedics are the last steps in the nagratid actions

of their work with patients suffering a mental illness.

¢KS WKIYR2OSNEQ (GKS OSNDIt NBflL& 2F AyT
is more than just the transfer of patient details and care. Handover is conducted in a
physical andacial space which directly and indirectly shapes how, when and to

whom handover occurs. The physical layout of the emergency department (ED), the
GNARF3IS aeadsSYs IyR GKS glée 200dzLldr yia 27
the area influences how infof G A2y A& NBf | @SR PlacgBd NEOS A
sLJI Ode@ils impressions of the physical space from my observations, how the
LIK@AAOIf &L OS A& W2ySRQ o0& LI NIAOdz I N

paramedics and the ED staff enforce their owgthim on to the handover process.



9.1 Handover: he place,space andnformation transfer

9.1.1 Theme7t £  OS | Yy Rrl &FUIQO $ Yshur XK SW W
2 £ 1AYy3 dzLJ GKS SyYyiGNIyOS éle&sx GKS WNI YLIQ
for the EDthe firstthing | noticel washow small the area is which caters for such a
largenumber of people. The flow, likee continuous stream, alternatefdom a

trickle to a steady stream and finally becomes a torrent consisting of individuals
from the public, hospital stff, ambulances and other services. There is a designated
smoking area to the right where some of the patients and their famiee sitting
talking. The arrival areaassurrounded by whitewashed walls with the helicopter
landing area just a short distae away on the next level. The spacasseparated

into ambulance bays where ambulances park, like a line of delivery vans, with their
backs to the automatic doors which accedshe ED. The automatic doors opeh

into an airlock area where patientdepending on their conditionwere transferred

from the ambulance stretchers onto hospital beds. Preliminary trauma and cervical
spine assessmentould be performedn the airlock and if the patiermequired

immediate care thegouldbe taken straight throghto the resuscitation rooms.

To the left of the main door@asthe entrancefor the general public to walk in to
the ED to present for care and treatment. Inside the ED the triagevaasélled

with sights and sounds from patients to the left of yourigeattended to by medical
staff in three cubicles with drawn curtainBie waiting room towards the back of
the triage aredilled with the low sounds o&flat screen television, and people in

various states of waitinglhe space required the negotiatiah apathwaythrough
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the patients on beds to reach the staff area. The staff areal%tifeA a RDditvast Q
known, sits as a horseshoe shape in the middle and to the right of the triage area,

with its glass surrounds enabling observation of the busy sp&gpendix J)

CIFIOAYy3 GKS YI Ay fishgowbsyh® Biageé Wdsldw, aksgaceli KS W
where triage staff prioritise and book in patients as they arrive. The interaction

between the public and hospital staff conducted through this small window hega

at this point.Initial allocation and triage priority occurreftom anextensivelist of

codes, placed within easy reach on the counter, which cedetl the major body
dedaidsSvyao ¢cRSavargdYAFHA & K Sthe®iage badeiaBdNy NB O 2

brief two line description of the presentation and history.

¢ K fishb$wikwas the centre of activitywith the handover from paramedics to
triage staff forming a part of this hive of motiot.K fishbwwihadtwo access

points, one near the front triage wirdv and the other halfway along the side

which directly accesses the cubicles and waiting room areas, both are swipe card
access for security reassywhichregulates who has access to the space and when.
Paramedicsvere given access into the area so thepuld conduct handover, book

the patient in with the administratiowmlerks situatedtowards the waiting room side

of the Wshbowland complete their documentatior.he space waaccessed by a
number of different groups, the maja@roupbeingthe nurses gaffing the triage

and the widerED Doctors, registrars and consultantgre continuously moving in

and out of the spaceheckingpatient notes and documentation, attending to
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patients, discussing treatment needs asttaringinformation with staff. The
whiteboard, positioned on the wall above the drug cupboard towards the inside
ol O1 ¢ I fishbovd&)Fayeilda Snpdktant role in the running of the triage area
and communiation between staff. It containedtaff allocation during the shift and
major cortact details such as theedical registrar, shift coordinator, emergency
consultant and registragnd volunteer on duty. The whiteboawmias used as a tool
for notification of the arrivalof critical casesand as a means of coordinatitige

resuscitation ad trauma teams.

9.1.2 Ownership of space

Paramedics come anglent from the WshbowKas itinerant professionals who are in
the space for brief lengths of time with an explicit purpose. The wider triage area
and outsidearrival areathe ramp, are spacewhichwere divided by a sense of
ownership. ThéfishbowKbelongedto the nursesvho werethe dominant presence
and frontline to both the public and the liaison between the patients, doctors and
other health professionald he wider triage area vganeural ground as everyone
including the publicwere within thisarea performing their particular role$he

WNI YLIQ 2y (WS RKHKSIND K YRRAO&Q Récddes, v
work challenges, organisational politics, daily, léfed briefly caghtup with other
paramedicdrom different crewsThis chatter and bantevent on while paramedics
prepared their stretchers, restoakd the ambulance with linen, repladeoxygen

cylinders, completd documentation and cleasd the ambulance if requiredield

notes 27 May 2009)On a small scale | became involved in the activities and
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everyday routine on the ramp as a way of getting to know the paramedics and for
them to understand my purpose for being there. | observedwlag the paramedics
discussegatientswith mental health problemshey attended and how they
interacted with triage staff. The ramp became the focal point of my interaction with

paramedics.

One striking example of this ownership of the space was an incident which occurred
between a pararadic and the nursing stafA paramedic came into thiffshbowlQ

and proceeded to sit down in the triage chair where the nursitadf register

incoming patientsThis particular arewaswhere the initial direct contact with the

public occurs. The triagfdzNB S G GKS GAYS ¢l a 2dzi 2y
patient. My impression washat the paramedic had sat down in the wrong spot and
AYLAY ISR 2y ( K®e nfrdeNEoSiauad tavadik Bréuyddhe

paramedic to access patient files and the te@mputers with admission and triage
details.The nurses were not outwardly aggressiaer did they say anything the

paramedic, but lookedt the paramedic with surprised expressions and raised

eyebrows with silent communication between thenThe paranedic did not notice

the tension or the looks and continued to fill out the case card documentation.

After around10 minutes the paramedic asked in an impatient, brisk, and louder

G2yS WgKXES IGNMIBANVAEAIT yYdzNES ¢ K2 asitheg R (1 K |
were working inA sid€bf the EDThe paramedic then asked a senior nurse as she
wentby.¢ KS &I NOFaidAO NBLX & éla Wb2I LQY y2i

know!Qr'his was met with qet laughter and slightly uncomfortable murmurisig
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from other staff that heard the comment. The paramedic, not quite sure how to
handle the response, got up with an annoyed and slighilzled expression and
moved to find the triage nurse who was just returning to the triage windamdg,

not aware of tle previous discomfort, greeted the paramedic. The resultant short,
direct and abrupt handowefrom the paramedic illustratedow the relationship
between paramedics and stafhifluenced by this sense of ownership of the space
couldpotentiallybias the faring of information(field notes 23 April 2009)As part

of understanding the culture and actions of paramedics in dealing with individuals
with mental illness, a sense of the physical space and social interaction with other
professionals, especially #ite point of handover, is important. It provides context,
a picture of the physical and social barriers to th@ndover of information, and

how paramedisidertified with their rolein the process.

Although the nurses on occasions outwardly demonstrabesdr ownership of the
spacein general the sharing of space was accepted as part of the nature of their
work. The small gesturgsuch apening the doors to thé#ishbowKior the
paramedics and the banter that occurred between nurses and paramedics
reinforced the oveall observation of a functional, cooperatiand collegial

working relationshipThe banter included comments between the nursing staff and
paramedics of shared patient experiences, humorous incidents with patients and
depending on theelationship and familiarity between the paramedic and the
nurse more personal discussionsor example three nurses and a small group of

four paramedics were joking that one of the student paramedicERnurse who
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had gone back to university to compgener paramedic training, |8 WYa g A 4§ OKSR

0 KS R (Ndd nates 8 3Gyust 2009).

¢CKS FSStAy3a 2F 26ySNEKALI YR GKS GSYLRN.
the EDaffects the handover process. To meet the demands of the BEldand the

triage process paramedics condedsendfunneled the information so theyould

relay the relevant patient details in shorthand, using a concise and direct manner.

The short interview with paramedigesthandoverrevealed how focused the

handover was on thenedical stability of the patient and the extent to which the

LI GASYy(aQ KAald2NE yR SY20A2y It NBaLRya
the picture actually gained by paramedics at the scene and during transport. The
medical stability and the condens@iS NA A 2y 2F GKS drdalh Sy (G Q&
essential informationand often all that was required to fultihe triage process, but

it showedthe funnelling process that both the nature thfe work and the system
enforcedon the transfer of patientsrad information.The potential benefibf the

detailed information obtained by parameditilst with the patient but condensed

or lost during handover, cannot be underestimated.

9.2 Negotiation ofspace andime: the busy ED

The negotiation of space ariiine permeated the actions of the paramedics and the
triage staff. The motion in the ED was continually negotiated depending on patient
need, workload, and available space. This negotiation of space played an important

role in the way work and handover wasnducted throughout the shift. This was
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particularly evident during one observation when a large cohort of doctors, nurses,
paramedics, specialists, senior staff, and physiotherapists were all trying to function
gAUKAY ( KaSonéhima. aHe endbspac@was’ TA T t SR G2 OF LI OA
and paramedics increasingly found it difficult to locate necessary information such

as patient notes, complete or review patient documentation, and treatment. The
increasing number of people within the space edgdlifficulties for accessing the

drug cabinet, computers and booking in information, places to sit and discuss

patients (standing room only) and bench space to w(fiedd notes, 26 May 2009).

Barbara, part of te senior nursing staff, recountdtie sepaation the area

engenders between the stafind the public and how the area wanot conducive to

current needs, bearing in mind the ED was built over 20 years ago.

Barbara Definitely, | think our physical environment is terrible, Ildon 6t t hi n

Case 17

ED interview ) ]
youbve got this whole barrier and

conducive to anything. Youbve got

contact, doesné6ét promote contact v
glass barrier and | think as much as it is there for a safety mechanism |
think it can be more adverse than being a good mechanism. Certainly like
the amount of barouches and people and the activity, not just the patients
but it comes down to medical staff, nursing staff, SAAS, SAPOL, getting
everybody in that small area just becomes a nightmare. So yeah | think

that whole layout is just not conducive to anything.

During one observation sessiowiknessed over 20 admissions in one hour avab
told anecdotallythat at timesthe staff manageaver 80 admissions within an eight
hour shift period. This increase saw staff trying to free up beds, attend to patients

and getthem seen as soon as possibieange withlimited opportunity for breaks
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or detailed handover and informatiosharing (field notesl,7 June 2009)he

constraints enforced by the space were evident when as part of the normal routine
patients were moved in and out of the three cubicle spaces and resuscitation rooms
which offered some privacy so that test and exaations such as

electrocardiographs could be performed. One specific conversation between a

doctor and nurse exemplified how care is negotiated around the use of space. The
doctor enquired whether the patient had been given their medication, a

suppository which the nurse stated that they had not been able to give as yet. The
doctor appeared a little taken aback and asked why, the nurse responded with

af AIKG FNHZAGNI GA2Y WiKSe KI Ry@iying®Sy | o
getthespacein@KSNJ 2yS 2F (GKS OdzoA Of Sa(fieRINJ (1 KS

notes 2 March 2009).

9.2.1 Peaktimes:the elevenandthreerushoydlu can almost set
your clock by ifp

Peak periods within the ED occurred atd@d amin the morning and the number of
presentations steadily increased from then to the next rush.803m. These peak
periods felt like times of barely controlled chaos when ED staff were in full swing.
The regularity of the peak periods was such that whenkhid-up of people

seeking cae began earlier it was noted by staff.

AT FNNB 4SS dzadz-ffe R2y QG 3ISG GKAA odzae
around eleven(field notes 29 June 2009)
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The continual motion and fast pace in the @Ding peak periods clearly hauh

exhausting andtressful effect on the nurses, doctors and paramedics. Comments

from staff explaied how this almost overwhelming influx of large numbers of

complex and often high acuity patients affects their ability to keep track of and care

for their patients. DescripA 2y a 2F o0SAy3 WTFf233ISRQ I yR
YAIKGEQ FNRY ydzNAESE |yR LI NI YSRAO& SELINS
during these times. One nurse who had been on the evening shift described it as a
WK NR aKATGOIZ K2 NABaynazthzdetud roamdzaete infull Bse,Y I 2
YSSRSR I RNAY] FFOUGSNItlLad yAIKGZQ | RRAY
Y2N)Y WwWe2dz 3SG ddKFdGxX y2 2yS RASRQ |yR ¢
YIYylF3ISR (2 1 SSLI Mbtés, 1t Jude 20DDShHlar seMtibdnts 0 T A St R
gSNE SELINBaaSR o0& LI NY¥YSRAOA ¢gAGK LIKNI &
YR WONIT & IFGSNy22ys O2yiGAyddt OFffaxz

062 K2 disl#notes2@ August 2009).

The shit coordinator,a prominent presence, attempteid maintain the flow of
patients from triage to the wider ED (sides A and B) and coordinate the admission
or discharge of patients. The shift coordinators presemeasvital when the

workload increaseavith large numbers of ambulance arrivals and public
presentations. One nurse commented as she was going past the senior staff that
they, the staff in general, had not had a break and her body language expressed
tiredness. Watching the resuscitation tedmmouldsee them trying to maintain their

composure as they dealt with one major incident after another. During this period
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the shift coordinator was discussing the situation with senior management while
organising other staff to support and relieve the existiagrm. The clinical nurse
coordinators came in to the triage area to assist as much as possible and mentioned
to staffto document and keep track of overtime and loss of breaks. The comment,
aFAR 2y (GKS AARS:> (KI G RdJtamsnSgéientivil 2y A &
dzy RS N& | y R the Selir§svof jifresstird $h&k constant workload

experienced in this environment which is not seen as being addressed by the
KASNI NDKeés (KS WY ydtiSorsirginis dposeédinye a i FF
physical enviosnment of ED built to cater for a population which has grown
substantially since its beginnings and the issues of staffing a frantic but restricted
facility to cater for the increase in peak loads. The pressure and workload filters
through to the triagingf patients to force the handover to be precise, to the point

and a quick process with the potential to omit important défiald notes,2

September 2009).

9.2.2 The paramedics: how they get the process done

Paramedics aae into this environment with théntent of delivering their handover

of the patient, completing their documentation and then moving out of the space

ol 01 (2 GKS NIYL YR W2y NRIFIRQ 3FAyd L
structured events were often disrupted and adapted to tiet process completed.

There were several ways that paramediganaged to work within this environment

to achieve their goals. One of the more subtle strategies used was their body

language. On several occasions | observed that the paramedics after waiting
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patiently towards the side of the triage nurse, initially several steps away, would
lean forwards and move their body closer to the triage staff and almost take over
the personal space so that they could get the attention of the staff and complete
their handover. On one particular occasion the paramedic had been waiting for
almost 15 minutes beforle stepped up tdoe heard. The parameditad been
watching the triage nurse trying to manage four new arrivals from the public, two
significant inquiries from akctors regarding patientsand receiving handover from

two other paramedicgfield notes,23 April 2009)

On other occasiongaramedics would let the triage nurse know they were there

and would go and book the patient in with the clerks and continuectoete

their case cards while staying close so they could give handover when possible. Gian
felt that waiting and adapting was unavoidable and an integral part of the nature of
the work for everyone.

Gian |willtry and askthemdothey have an urgent casc¢

Case’ around waiting. And if they say nc
ED interview
whil e, and |I think, theyoére not wur
out their case card and then give a story. So, mutual understanding 7 |
dondt think therebdés any animosity
gueue. And thatés just a fact of h

has to wait at some stage.

During one of these peak times as eight ambulances arrived droudday |
observed an intensive care paramedic begin the patient handover at the triage

window then followthe triage nurse around the wider triage area continuing the
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handoverdn the mové&which was interrpted on multiple occasions due to the

high workoad (field notes,21 May 2009)¢ KA & LIKSy2YSy 2y 2F WKI
Y20SQ ¢l a y20 dzy02YY2y FyR 200dz2NNBR y2i
nurses but between the different health professionals working in the triage area.

The disruptivesffect that wokloadhad on the sharing of informatiorwas evident

in the multiple times it oftendokto complete the handovewhich potentially hadh

negative effect on patient outcomes

9.2.3 Thecommunication and negotiaon of the handover process

The communicatio and negotiation of the handover process was evident in the
commentary between the triage staff and the paramedics. Comments from the
GNARF3IS ydzNES (2 GKS LI NI YSRAeQmanagOiK | a W
the waiting areaznd the acknowledgemeér2 ¥ G KS LI NI Y SRstOa G KN
0S | YAydzi SQ NGty heRmidatBf baokiry in KebdraRnew
arrivals,showed an acknowledgement of the paramedics and their presence. In

return paramedics were very conscious of the pressures witlerED. Comments

ddzOK & WINB & 2 daidNdalfrierily, Kl Mdd ¥c&nowddging K Q

tone by a paramedievho had been waiting patiently for the triage nurse, displayed

an awareness of the increasing workload the nurse was currently underspomse

the nurse gave a relieved look for the understanding to the paramedic and

apologised for the waiffield notes,10 June 2009)
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Both nurses and paramedics continuously prioritised their patients both formally

and informally; for example the parameditone and demeanour would become

more dominant when the patient they were attending was considered more urgent
requiring an expedited handover. The request for a primary survey and trauma
NEOASSG Ay GKS ANI 201 2 NI (renStheNdspitdeS & G F 2
security and immediate attendance by medical staff) were illustrations of the
paramedics prdriaging to ensure a reduced timeframe between the patient

handover and being seen. At one stage the paramedic providing handover quietly
intervered to let the triage staff know that the patient had MR@#ethicillin-
resistantSaphylococcus éreus), a bacterial infection that can be easily spread,

7 A

0ST2NB (K 0dzae Yy dzNERAY 3 3a4ApriFZ093 2 G WO NN.

9.3 Auvailability of smce and resources

The availability of beds and physical resources, such as staff numbers, played a role

in the decision making within the ED. On one notable occasion triage staff were
required to refuse beds to several members of the public because thvealSBull to
capacity and staff needed to prioritise on the basis of need and the resources

I @ AfroftSd a 2yS adGFFF YSYOSNI ljdAaSG¢t @
odzi GKS@ IINBP 2dzad Wy2i4 airod|l Syz2dAaAKQ St
seen as soon as possilffeeld notes,2 May2009. This includedanental health
patientsbrought in by the ambulanceyho were distressed but also needed to be
prioritised on the basis of immediacy of the condition. Another example of

prioritising availake resources was when the paramedic was asked by the triage
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YdzNBES AF GKS LI GASYyd ¢l a +toftS G2 wOo2YT2

(0p))

I 6SRKQ ¢KS LI NI YSRAO NBALRYRSR gA0K Y2
presentation and he felt because dfa circumstances the patient really did need a

bed if it could be foundfield notes,8 September 2009).

During the busy periods staff would try and explain the estimated waiting péviod

people so the public could gauge, based on this information andhitial

assessment performed by the triage sef whether they would wait. [PG A Sy 6 4 Q @
signs and initial assessment were carried out by staff whether the patients were in

the waiting room, on beds in the corridors or within the cubicles. The foligwin

quotation from field notes was typical of the way the staff managed the public
expectations and triaged by need.

There arel5 people waiting ahead of you. | am quite happy to book you in,
but letting you know that it will be a wai(Field notes, 8 Sepmber 2009)

One occasion stood out during observation which demonstrated the public

discontent with the waiting period. The triage nurse was confronted by a spouse
K2 ljdAGS RA&AGNBaEASR YR IyaNREBsX RSAONXR
respof RSR gAUGK oFNBfeé O2yGNBffSR &l NOFay Y
trying the best we can. We will try and follow up and get your husband seen as soon

I & LJ2 @isldnatds S Septembef009).
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During a quieperiod in the early morninthe ED st# were discussing that patients

have been there for three days on both sides A and B of the department. The
discussion raised a number of issues that all present, including paramedics,
considered had a role in the delay and difficulties of providing anggpatient care.

These included the difficulty in finding available beds to transfer patients to more
appropriate areas such as the hospital wards, or accessing alternatives such as
regional hospitals, residential care, hospital at home options and contgnuni

supports. The coordination of care was a-tutie workload requiring continual

negotiation with facilities, wards, families and patients. The expectations and
misunderstandings byard staff and specialists was a point of contention for the

ED staff peticularly over the difficulty in transferring patients from the ED to the

g NRADP ¢KS 95 adlF¥TF ljdzSadA2ySR gKIFG YI{
patient with complex needs to stay in the ED rather than being transferred to the
wards. Unless the warstaff had worked within the ED the staff considered they did

not understand the nature of the work and the limited resources and staff available

to manage complex cases. One comment suggested that others assumed the ED
aldr¥F KI R &2 Y Srefdnvfte patiddt-on a biarpukcHe in the dorRidortof

GKS GNAIF3IS INBIF gKSYy (GKS LI GASYG gt a O2
(field notes,1 May 2009)One discussion between a consultant and doctor debated

the decision whether to admit a patient mot. The discussion centred on the

LI GASyGQa adloAtAdGe YR 6KSGKSNI I RS dzk @
community. The clinical decisions took into consideration the hospital a® ED

ability to accommodate the patiergivenovercrowding, space amstaffing and
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could this patient be managed in the community or at hoffield notes,17 Jure

2009)

Barbara summarisetihese barriers and the constraints the system places on the

interaction between the paramedics atide triage staff. She identifiethe high

volume of patient presentations, the access block within the system, not only

providing triage but full patient care within the triage area, the staff skill mix, and

the never endingvorkloads of the paramedics and the police as all affecting patient

care and transfer of information.

Barbara

Case 17
ED interview

CHAPTER

High volume coming through, the time limits that | think people feel that
theydre under to be able to proces
access block that we have, we do have that back-up of people at triage so
wedre not only triaging but then ¢
guess also the skildl mi x, the nurs
junior staff out there and the senior staff are triaging and then trying to get
the care done it becomes a barrier and people are trying to get
information quickly and |l ess attur
through so it becomes more a data entry than a triage. | think things like
even SAPOL sometimes and the things that are happening with SAAS so
if therebdéds a | ot of st ufldadanddgetroff or
guickly that can be a barrier, not
dynamics amongst the people so if
before automatically there are barriers and things there that occur as well.

I think therebés geographical, ther

amongst the disciplines as well , i
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9.4 Relationships within the fishbwil

The relationships beteen different groups and individuals which flegin and out

2 T fiskbSwperated in general as amicable and productive working
relationships. Within the team there were closer relationships between nurses,
doctors and paramedics that went beyondjwvorking colleagues to outside
friendships and social circles. One example of this supportive and reciprocal
relationship | observed during the interaction between a triage nurse and a
paramedic student who had not done handover before. The senior fistemed
closely to the student and gently directed the paramedic through the process. The
nurse structured questions which encouraged the student to identify patient needs
and communicate them. The nurse specified the details required in handover and
theWlj dzA NJ a Q 2rfsysierd. The Gehidr parayhadic supported from the
sidelines with confirmation and detail if the student was not sffield notes,13

May 2009). | noted tis interaction occurred during a quiet time in the ED which
raisedthe quesion as to whether the same attention would be possible during

peak times.

There were occasions when the working relationships were strained dilee tbusy
circumstance. The transfer of an elderly patient by an ambulance crew was one
incident which demonsated the strained patience of both nursing staff and
paramedics. The patient had been transferred framndependent living
arrangementwith significant mobility difficulties. The patient apparently had been

referred to the hospital for assessment by tresidential facility. The patient was
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assessed and the decision was to get the patient back to residential care with pain
NEBf ASTod ¢KS ydzZNESQa Ay (s&idh eRactly dhyythe A 0 K K
patient was brought to the ED. The nurse queried whaly could actually do for

the patient and that residential lonrtgrm carestaff should takethe responsibility

and the patientshould not have been brought to the ED. The paramedic found
herself having to defend the rationale for transport and was inffgcdit position

due to the information being handed over from another crew. Throughout the
process the paramedic was trying to give as much information as she could based
on what she knewfield notes,13 May 2009)A second incident, involving a
detainedpatient who arrived with two ACIS staff and two police crews, created a
situation where the paramedic felt as though they were in the middle between the
mental health staff, the police and the triage staff. The paramedic exprdssed
frustration with thetransfer in a conversation afterwards. tiswords they were
WiNBAY3I (2 CdnditNdaw their fogitthiNgs Bejh& forced to be the
mediator and relay information between the different groups while only having half

the story(field notes,8 January 2010).

The description of the physical and social space forms a picture of the constraints,
rhythms and workload which influences the handover and the way interaction is
O2yRdzOGSR® ¢KS GNIyYyaaASyd ylI Gddz2NE 2fr 1KS
present awareness of the need for a brief but summarised handover all influence

the detail and the structure of the handover provided by paramedics and how it is

viewed by triage staff. In the instances of the transfer of patievita mental health
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problemsthe complex negotiation of the social and physical space as mentioned
above creates both structural and cultutarrierswhich have a negative effect on

practice and potentially the ongoing care provided.

9.5 Theme 8Handover

The handover fronparamedics followed a consistent pattern which mirrors the way
information is documented in thease cardThe final findings chapter provides
more detail and explores how paramedics document psychiatric presentations and
the structure they use. As an awéew, the handover begins with the reason for
attendance and presenting complaint, then the past medical history. Don, for
SEFYLXt Sz 683ly 6AGK GKS LI GASydQa 3S
history of schizophrenia. He then spoke ofthedase 'y W! / L{ Ay aidA3
LI GASYG 61 & RSGFAYSR dzyRSNJ GKS aSydlt |
included brief details of the environment that the patient was found in. The
handover proceeds to detail the physical presentation and any axtiaken by the
paramedic. Blake and Gerry, Case 18 and 19, illusttades paramedics preface
GKSANI | O02dzyd 6AGK || &aK2NIKFEYyR aidladSyYSy
followed by the vital signs and physical observations, particularly witlspested
overdose.

The patient &40 year old male found sitting outside his house and appeared

hot, sweaty, vague, confused and anxious. He apparently works in a timber

yard and his friend is concerned and rang us. He has a GCS of 14, BGL 9.8,

slightly higK LJdzZf &S NI 4GS FyYyR .t ® ¢KSNB RARYyQlO a
trauma reason for the presentatio(Blake Case 18handover field notes)
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He was detainedSAPOL in attendandétook approximately one hour to get
the patient in the ambulance. Hes statedan overdose of 10 Herron Plus
tablets (500 milligrams of paracetamol and 10 milligrams of codeine). The
patient has a previous history of violence. The patient was abusive enroute
and tried to undo straps. Apparently has been in prison. The patient during
transfer had a brief decrease in his GCS, query whether this was an actual
decrease of GCS or a feigning of a lowering of GCS. We looked for any
medications to verify the type and amount taken by the patient and tried to
match it with his statements. Foboxes found but an older box was the only
one with any medications missin@erry,Case 1%handover field notes)

9.5.1 Information received and information given: The process and
the social history

PP NI YSRAO& KI @S GKS { A yhRhigaffordedxdvery few G 2 LIS
others in the health field, and due to this privilege they have the opportunity to

provide insightegardingthe patients(zircumstances whichan greatly affect the
patientstrare and treément outcomes. Barbara believgzhramedics can provide

6KS Ayarakid FyR O2yGSEGEA 2F (KS AYRAOAR

forthcoming from the individual.
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Barbara | think it has a really high level, you need to know why they came in, you
EDiStZ?\?i;vT/ need to kndw itfhattheéyadmree si tuation
give you a |l ot of input into the ¢
really hard someone can just come
i s whatodés wrong with me o6 thatyoudgetfrorerr t

the paramedics pre-hospital gives you a lot more insight into that person

and the home life and whether or not there are any other barriers that
wedre going to come up against, yc

like that that mightb e i nvol ved that we need
things that are going to be decl ar

presenting so that sort of information is really vital.

CNRY GKS LI NIYSRAOAQ LISNELISOUGhdd&EI ! 0A I
impression as crucialfeerLJF G A Sy 1 Qa 2y 32Ay 3 OF NBXZ LI NI
suffering a mental iliness. She explained an example, the patient who may have

a history of violence but has not demonstrated any aggressive or violent behaviour
while with the paramedicsThe approach taken by ED staffthe patient and their

ongoing treatment could bdirectlydependent on how the paramedic describes

GKS LI GASYdQa o0SKIF@A2dzNJ FyR (GKS AYLINBaa
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Abigail lwouldwalk i n and say 6l ook they do ha

CaselS heen cooperative, theyodore not angr
2nd interview . .
stuff to it they might get treatec
got a history of violence.

[So the extra information and the impression you give in handover is
really important to how they might be treated or how quickly they may get

seen?]

Yeah | think so as to how they mig
going to get the medical attention but you need to be aware of that history
as any staff member attending a patient, obviously if you start, | think if

you start aggressively or too assertively or whatever with a patient you
might then aggravate them and get a bad response and then security gets

invol ved and youbre not really achi

This illustratedhe connection that paramedics and others make between mental
iliness, the potential for aggression or violence and their overriding safety and
caution. It also demonstrates an und¢anding, as discussearlierthat paramedic

handoverhas a significargffect2 y (G KS LI 6ASy i Qa NBaLRyas

On the other hand the handover process was described by Jill as sometimes akin to
WKAOGGAY 3 82dzNJ KSI R lefelt thaf what ydu haveNdis@ylas @ I
paramedic is not taken seriously and does not make any difference because they

I NB Wwadzad K Sfield hotes28 ddgubidi 20505 NIJA OS Q

The triage staff acknowleddehat the process poses constraints on theptte of
information that they and the paramedics can delve into during handover. The
process is an initial evaluation and designation of urgency of care. Tim describes it

Fa F Wljdza O]l LINRPOSaaQ FyR W @SNE jdz O]
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Tim Triage is a very quick process, which is a very quick decision on the

Cases 4 &5
ED interview

atientds situation. But it is the
and take a history ourselves, and we will reflect back on the ambulance
history and talk to the patient as well as relatives to get our story and we
write a similar history to what the ambulance service, we form our own
observations, wedl |l be doing ECGO6s
investigative side of things, with bloods and things as well. So everything,

it sort of grows. Theyb6ve got ofte

Naomi, when asked the value of the social and contextual information regarding the
patient, suggests that the social and more detailed history from paramedics may be
more useful in an initial presentation and is of some use in the short term, but on
busy days triage is aimed at being concigas reinforceshe propositionthat the

busy environment may prejudice patient care.

Naomi Probably not, on a day like today triage is supposed to be quite precise.

~Case3  perhaps, if initial short term but because she was a suicide attempt | gave
ED interview

her a priority 2 which meant that
violence or anything that would have helped me in that she should be
seen within 10 minutes or at least taken through to a room quite urgently,
Il i ke shedd be the most wurgent pati
not because of the medication she
suicidalandIdi dnét want her sitting out

agitated which | wasndédt handed ove

Consistent with the need to deliver a concise handover with consideration primarily

to the stability of the patient, thenformationfrom paramedics tendetb focus on

the brief story. They structurethe handover to cover the salient features of the

LI GASY (i Qa LINBaSyluAy3a O2YLIX FAyaGX YSRAOL G

observations in the shortest possible tiflame. Naomi and Jmie, both triage
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nurses, mentioedthe constraints of time both for paramedics and the ED staff as a

factor which influences the exchange betwedem and paramedics. Naomagea

candid impression afrthat she considerethe paramedics are seeing and fiegl

when they walk in to give handover.

Naomi

Case 3
ED interview

Because wedbre rushed for time and
only theydére rushed for ti me, | 6 m
doing a thorough hanegottheeeothef hey c &
ambul ances waiti ng, fourpagents lioirgrup i feort of |
me, they can see the personalities of the triage nurse getting flustered
and they think 1 6d better be quick
waitingherefor1 0 mi nut es trying to get my
back to my work, the triage nurse is going to get short with me if I go on
and on and on so what can | tell her in the shortest possible time frame?

Naomi noted if times allows, she is happy tesduss and interact more with the

LI N} YSRAOa a2 GKSeé& OFy RAaOdzaa (GKS

Naomi

Case 3
ED interview

And sometimes i f we have a little
talking to ambulance officers and | will get a few more details out of them
just because webdbre standing there
what the social situations like at home, maybe any relatives that are with

them.

Jannie, as wells mentioning time, includethe limited amount ofmformation that

the paramedics may be able to obtain as integral to whether or not a good

handover can be achieved.

CHAPTER
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Jannie Webve only got a certain amount of

Case 18

_ i a good handover, the patient may not want to tell the ambulance officer
ED interview

enough information so then | donot
passed on, so it can often be, especially with mental health patients not

giving enough information.

From the perspective of the emergency stgaramedics genergiprovided a
proficient handover, but noted areas that could be expanded upon. Consistent with
others in the health field some paramedics were more aware and able to give a

more detailed handover than otherss #egguccinctly states

Peggy Th er e 0 s[pasamedies] that you don't [get enough information from]

Case 10

_ i and you have to start pulling like teeth but the majority of them | would
ED interview

say they're very good

Barbara and Tim, in particular, mentiethi K S LJI NJbiNySaRdAskiliz @ |
describe the event, the environment the patient was found in, and the medication
details as specific strengths. Also the example provided by Tim of the motor vehicle
accident demonstried the use of a familiar template of knowledge aassessment

and transferring it to other areas of practice.

Barbara | think most are quite good and | think most do give the information that

Case 17

_ i you want, I think thereds al ways s
ED interview
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Tm Theydve got often a very good hist

Cases4 &5

_ ¢ than others obviously but that does help us and certainly their account of
ED interview

the event and how they pick them
motor vehicle collision, then it will tell us the state of the vehicle, how
much damage is done to the vehicle, to give us a good idea of injuries we

could encounter. The same sort of thing goes with this type of patient.

Tim The paramedics are usually fairly thorough at looking for patient

Cases4 &5

' ¢ medi cations, getting that sort of
ED interview

picked up, but usually it is picked up if there is an overdose involved.

The areas identified by ED staff which could be expanded upon involeesl detail
NEIFNRAY3I GKS LI GASYGQa o0SKI@A2dzNJ I YR |
during transport especially if they have been bought to the ED under Section 23 of

the Mental Health Act (1993and wherepossible more detail regarding the

patientQd Sy @A NB Y Y Sy (i dnow theNBsérrdionaNaBs€sanaeyt 0f $hR

LI ASyGQa o62Reé& fFy3dzZaZ 3a3S FyR 0SKI @A 2dzNJ A

sort of judgement regarding what to expect when they continue the care within the

ED.
Barbara | think more so like the affect of the patients, so are they withdrawn, quiet,
Casel’” go they look |ike theydre hallucin
ED interview

any of those indicators, were they pacing at the scene, were they really
agitated before handled, were they just standing there letting someone
put them in the handcuffs. Just that sort of information as to how they
were before they actually got onto the bed would be a good indicator as to

how theydre going to beffwhen we te&
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blFr2YAQa I O002dzyi adzZ3aSaidSR G4KS LI NI YSRAO
attempt as an afterthought and her slight frustration showed with the comment

WOiKFG ¢6Fa LINBGGe YdzOK Iff L ¢l a (G§2fRQO®

Naomi Alllwastoldwhenshecame in is that sheodd t

~Case3 Temazepamand6Panadol and the time shedl
ED interview ]

askediand then | was told that it wa

had a previous suicide attempt in the past and the ambulance officer said
that she felt that she was at risk of absconding which was good
information to have. é | asked if

said yes and that was pretty much all | got told.

Naomi pointed out that paramedics sometimes did not articulate/sthey had

gained a particular impression of a patient which legt with a feeling of subjective
rather than objective assessment being handed over. The example she cited was
the paramedic had stated the patient was an absconding risk, but with no

acconpanying reasoning behind the impression or statement.

Naomi A | ittle bit more information so t

Case 3

_ ! point of view, it was like an opinion that they handed over to me, not really
ED interview

any subjective or objective information about the patient that | could then
use to make my own assessment. Like she could have explained to me
that the reasons why she thought she was an absconding risk and

perhaps the triage nurse would not necessarily take those opinions on
board and would like some concrete evidence as to why she thought she
was a risk; €é agitated, sheds dist

leave or something more concrete may have been helpful.

This rationale for an action was often the pointvatich the triage staff would need

to prompt and elicit further information from the paramedics
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Barbara | guess someti mes, especially wher
Casel? j yst that theydre a Sect i mformaid thath c

ED interview
want to know. So sometimes thatods
prompt and elicit out of people as
theydre here, so you know the reas
quite good.

9.5.2 The limited information from the scene and the
acknowledgement from ED staff

Manni and Barbara both considered that although the paramedics varied in the
amount of information they were able to provide was due to the circumstances
rather than the value plade 2 Yy (i K Sroadersosiahand raeatal health

history. They believed most triage staff acknowledged that the logistics and nature
of mental illness can create hurdles for paramedics when trying to obtain a
comprehensive history. This was particuladievant for the acutely unwell patient
who is unable to provide their history or articulate what is happening to them. This
inability to provide a history which can assist in their care poses a challenge for all

health professionals especially in the grespital environment.

Manni Not al ways, and yeah, I dondt thir
Case 12 pecause with acute psychotic patients, it all depends on the
ED interview
circumstances theyo6re found in, thec
street, itoés very hard to get hist
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Paradoxically the hospital may have far more detailed patient history due to prior
attendance by the patient than the paramedics, which makes important dinica

decisions harder to achieve.

Barbara | t 6s di fficult to say, not all the
Casel” whoos particularly unwell from a g
ED interview

any history but webve probably got
more information than them in relation to background and social situation.
So | think itdéds a difficult one, I
social situation, sometimes they might give us some information about the
scene that they picked them up from sayingthat it 6s a part
unkempt place or there were faeces on the floor or something like that,
but that 6s a b-wigetunlass thefpatienhtansgivecthemn |

hi story themselves or therebs f ami

Other issues involwkthe secondary informatin transfer to paramedics from

sources such as residential care facilities, ACIS or the police, and the physical
location of the patient which may be the street or a location other than their home
environment. Sebastiacommented orhow difficult it must ke for paramedics to

be able to gain an accurate picture from the scene if they are not in the lead role
and the secondary nature of the information which paramedics are able to provide
if they have received the handover from other sources such as(&8€l&stian Case

1, ED interview).

Leonie considered that the limited information can be a major barrier to being able

to provide a comprehensive and detailed handover, but the limitation is out of the

LI N} YSRAOQA O2y (i NRBf T KSighwRaRthelicKnSbtanS & (i
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Leonie | think the main barrier is that ¢

Casel9 t he person when they pick them up

ED interview
[So the missing history, the missing information?]
Yeah but thereds nothing you can dt¢
to you, itoés the same with any sor
collapsed in the street we woul dn¢
same set of thing.
Leonie | think it was, the only thing ths

Case 19 he amount of Codeine and the exact amount of Panadol but it was
ED interview o } ) ) )
difficult with somebody like that to give exact amounts, so they did the

best that t heythatsitualiodd6ve done in

¢CKS GNARIF3IS adlr¥FF I OOSLIWISR GKIFG 2y 2001 a

as paramedics were bringing in a patient, which generally only happened when the
paramedics did not have the opportunity to radio through a notificatién.

notification was generally givan advance by the paramedicsdases of either
extensive setharm which required the trauma or resuscitation rooms and medical
teams to be on standby or in the case of aggression or violence where the ED
neededtobep8 LI NER YR aSOdzNAR{G& I NNFYy3ISRXZ |

Leonie Normally we do get enough information, sometimes it can be on the

Casel9 gqoorstep but thatos because the pe

ED interview
guickly, so they mi gh taddsw@deblybeaome n
aggressive so that makes it diffic
a bit difficult for that as it is

destination they candt al ways noti
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Tim He was obviously requiring code black and that was done fairly quickly on

Case 5
ED interview . .
aggression and hedéd been coughing

arrival. You could see that he needed to be assisted because of his

paramedics. él think itds a cpmpliank
and because SAPOL is also in attendance that really the protection of
staff and for the protection of th

down.

Tracy, the paramedic who attended the patighat Tim above was referring tdelt
frustrated with trying to manage the patient only to have the police wheeling the
disturbed patient through to triage where other ill patients on beds were suddenly
confronted by a large gentleman yelling and screaming. She was philosophical that
thesetypesofpatiechd YR aAddzZ GA2ya W{SSL) 82dz 2y
realise the consequences of bringing the patient from the airlock area through to

the triage area. She told me the main reason that she was not able to radio through
G2 2NBIyAaO|I QK8 WO&ARS oth g2NJAy3ad 6AGK
did not know the procedure and she was busy trying to manage the patient with the

police and was not able to mentor the procdfsld notes,27 May 2009)

Tracy Otherwiseitwoul d normally be called in

Case 5

o ! waiting for us in that handover section, as it was the patient was wheeled
Initial interview

straight through because SAPOL dic

di stracted so the handover ddi dnot

96 ¢KS LRfAOSET WRSOFAYSRQ LI GA
Another significant consideration to the handover process was the transfer of a

patient either due to a detainment order in the community by the mental health
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teams or by the police und&ection 23 of theMental Health Act (1993Barbara
summarises how the triaging of a patient may be influenced due to the
Memorandum of Understanding between the police, Department of Health and the
Ambulance Service where police are required to stay with the patiatil they

have been seen by an ED doctor, ideally within a 30 minute time frame.

Barbara | think the only difference that | would use between the voluntary and the

Case 17

) i involuntary is probably the Mental Health Act and legislation that goes
ED interview

around it in the way that theyoére
from a triage perspective be looking at differently is if it was a Section 23
then because of the Memorandum of Understanding having the police
release within the thirty minutes, so even if someone was extremely
compliant and could be a four or a five which would not necessarily be, if
they were coming in as a Section 23, but they would automatically be a
three or above just because of that MOU, but any other reason for them
being here even if they were detained it would be solely triaged on their
mental health presentation, so you know their flight risk, their level of
agitation and that sort of stuff so not, nothing else in relation to them

being voluntary or involuntary.

Lemie noted the process for the ED if they are confronted by someone who needs
G2 0SS WalLISOAFITESRQ 2N GKSe KIFI@S 02y OSNy

behaviour.
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Leonie Yes, it depends when you mewbeedet ¢
Case 19

_ i detained in the community or theyt¢
ED interview ) ] . )
which is two different things. | f
stay with them until theydre seen

Ei t her wabablyflagdt to khe ghift coordinator and tell them that
thereés a patient that has been vi
need to be specialled in the future, so we just let them know. If we were
particularly concerned about somebody then obvious | y we dd c a
black which is our violence or personal threat code. We could also get a
security guard to stand by without them being detained if we were all
particularly worried about them. I
who &s p a aggressive thanrwe gan have a team of security guards

standing by.

Jannie stated that when a patient is brought in to the ED under Section 23 the triage

LINEOS&a FEv2ald 06302Yv38a NB[Repatentdsgond OF dza

z

tobetriagedatahigy f SPSt | yR @2dzNJ YFAY FAY Aa (2

Jannie Generally if theydédre detained you
D i;:tﬁ\?i :V?I and we want to get them into a compartment as soon as possible so we
can get a guard or a nurse to special on them, a lot of the information |
dondt necessarily need because hal
make them a high priority and | ne
violent thatdéds i mportant so weandc ar
sedate them but if theydédre complie
want to get them in and | 6m not r e
information.

Peggy, a triage nurse, imagined that the police may, on occasions, be another
hurdlefor paramedics to contend with out in the field. She considdfred the ED
staff work reasonably well with the paramedics and from her point of view if the

paramedics are contending with an aggressive patilbah they are there to
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support them. They willillingly organise the resuscitation room or a quiet secure

area for the patient and the security support if it is required. They will juggle
g2N]Jf2FR YR &aLJ} OS G2 GNE | VRerdpiGidhder Y2 RI
difficulty arises whetthe polOS | N NXBf dzOdF yid G2 waSOdlAz2
LI N} YSRAOA KI @S G2 O2y@AyOS (GKS LIRtAOS

Peggy But oncetheaphtenff6secti oneddé the polic

Case 10 pytyoufindpol i ce are now more reluctant
ED interview

paramedics say we've had to talk t
and because they don't want to have to stay until they've been seen by a
doctor so | al most s o nparamedias sersusithie e
police sometimes, because | can understand that they want to get back

out on the road but when you've got the paramedics saying look you really

need to section this person um yeah it's a bit rough.

Jannie, on the other hand, ptite relationship between the ED staff, the
paramedicsand the police more blunthyShe considerethe relationshipgo be

fairly cohesive between ED staff and the paramedics, but she describes a blurring of
the boundaries with the police. In her experience $bundthe police sometimes

do not want to relinquish their responsibility and they antagonise the situation.
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Jannie | think ités more cohesive between

Case 18  \ind of often overstep their mark, theyof t en bring a pati
ED interview

a Section 23 so once t hey 6lJthepolce]®ldtok

go they dondt really need to hang ¢

them or try, they kind of antagonise a bit because they wantto s ee wt

going on, they wonoét | et us take ov
sense, so thereds a Ilittle blurrinc
they wild/l be trying to hold the pat
respons i durs|they kind of Somnelirees, they do cross over the

mar k, they want us to |l ook after sc
continue. Someti mes you have to say
that, ités our rol ebd.

The interaction between thparamedics, ED staff and police, andithele
expectations, play a crucial part in understanding the actions of paramedics and

how they operate within the cultural and system constraints.

9.7 Thedouble checkby the ED staff

Legally the ED staff are gaired to do their own assessment of the patient for triage
and the more irdepth assessment for ongoing care.

Peggy You need to, legally we need to have to do our own assessment, on our

.Case- 10 charts we have areas of presenting complaints so what has happened
ED interview

before coming into hospital and then there is an area of our own
assessment so there is the assessment from the ambos, what has been

given by the ambos and then our own.

The triage staff tried t@ight the patientduring handoveto get an impression of
the patientallowing them toconnect the information from the paramedic to what

they were observing. Naomi, from her own observation of the agitation and distress
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Naomi | just looked at her sitting on the bed and she looked agitated and she

Case 3

ED interview
priority 2 and perhaps the information that she was an absconding risk

was crying and | thought welnielyahedt

could have been a little bit more subjective rather than objective.

Although Naomi considered the absconding risk to be perhaps lower than the
paramedic believed she still ilnicled the possibility in her clinical decistoraking
and actions. She moveale patient into a cubicle for privacg, quieter place to try
and reduce the stress on the patietihe added benefit of closer observation and
made it harder for the patient texit.

Naomi | actually moved her position. She was brought in and the only place

~Case3  jyailable to put her at the time was on the bed in front of the door so |
ED interview
moved someone else out of the bay and put her in the bay one for her
privacy because she was distressed and because it was harder for her to
exit should she consider that. So that prompted me to move her which
was probably better for her, | could keep a close eye on her and if | saw
that she was escalating then | could do something about it or go over and

talk to her myself or speak to the staff inside about coming to get her.

JannieA RSY G A FASR GEKSNILI{GAG yIHiiaaOSHyeNT f (2 6K
when she first sights the patient during the handover process. She exprédsse
0StAST (WSNDGHKEQWWEAWS &2dz I Of SFNBNJ LA O

WR2Yy QU ftASQ®
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Jannie Yeah, | normally try and sight the person so | can see what their non-

Case 18
ED interview
they actually say, what they say and what they do non-verbally can be

verbals are telling me because that can often tell you a lot more than what

two different things, and theyodl I-
verbally.

She added that the paramedics may not necessarily pick up on thoseeroal
signals to handover for a number of reasons. The short period of time the
paramedics are with the patient or the situation itself may limit what paramedics
can determine regarding neverbal cues from the patient. It may also be a case of
paramedicsnd 0 SAyYy 3 | (G dASNBD I i A IOK 2 NYWSW ({2
learning to be able to assess for these na@rbal clues.

Jannie They may not see them or notice them in the short period of time they

Casel8 have them or t h é orgheyt magrotibe tarribty bveare ofr €
ED interview
some of the non-verbals that they could be putting off, they might be quite

new at their job so theydre not al

Jannie describetivo quite separate processdsr her assessmeritom the initial
triage assessment, a process which involves managing a number of competing
priorities, and being able to manage a more comprehensive assessment in a more

settled environment.

Jannie Assessing them initially is completely different to assessing them after

Case 18

_ i theydve been triaged and stuff ©bec
ED interview

other problems going on, they want to be seen straight away and they
want to get that across and all tF
triaging, eitt G haéred rt anag n pr obl em

assessing them after theyoéve been
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9.8 Thejudgementandthe regulars

The final section of the narrative of handover fosas on the effects on handover
onjudgementandtheO2y aA aid Sy d LINBaSyidlFrdgAazya 2F (K

term and chronic mental illness.

Naomi expressed commonality in the undercurrent of judgemental attitudes from
paramedics, nurses and doctors when it comes to dealing with individuals who ar
suffering a mental illness. She makes a point of saying that it is not everyone who is
judgemental or who is misunderstanding, but enough is said in the commentary

which suggests a preconceived view of these patients.

Naomi There are, as with other nursing staff and doctors there are a lot of the

Case 3

ED interview
everyone, but with some people will sort of start the handover out with

judgemental attitudes and judgemental comments put in, not with

6this personébés a fruit 6liotodpsé Joor Bt
and you know him he was here yesterday and the day before and the day

before which is useful information to know but perhaps not in that manner.

LY . FNBFNI Q& 2LIAYAZ2Y (KS NS nddévelapiKgSvhat NI LJ
she cescribed: & Wjroyind fasfil NI O1 Ay 3 YSOKI yAayYQ F2NJ

frequently seen by the ED.
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Barbara Yes, | think you do become more complacent, you certainly do have that

Casel? 4t hey were here yester day,ngiot awams

ED interview ) .
groundfastt r acki ng mechanism that vyou
i mportant and [16l1 say it to the r
new presentation, you can be aware

always going to be something new that comes out of it or potentially that

will come out of it so you certainly do become a bit laissez-faire with it all.

Hayden describedhed K2 NII K YR KIFyYR2 @SN F2NJ WNB 3 dz |
'y R 0 KI (i (ayddnGadedt4ED MnierGiew and field notesiis general
impression is that this shorthand, in most cases, is hot meant as derision or to single
out the person but as a simple statement of fact and a condensed version which is
used in cases welilnown to all.Hewent on to say he will always ask if there is
anything different or banged in the presentation and waonscious of the need to
make sure the followup assessment is comprehensive. He acknowledged this
shorthand may be an issw&th new or less experiecedtriage staff who arenot

privy to the details of the individual or less conscious of the need to ensure

sufficient followup care. He considered there may be the possibility of bias and a
false impression but believed the triage system, which requiegails of the
presentation first then personal details, and their own assessment responsibilities

countered this.

Jannie, from her own observatipdepictedthe attitude and transfer of information

FNRY LI N} YSRAOa G2 GNR mBiRal @ndasthdughNtieyd | NR A

hadlittle interest in the patient.

GHAPTER 313



Jannie T o their

Case 18
ED interview

me

come and sit
theyodore
than 6theydre

pati ent

body
and
dephessedrybd,

that 6s

|l anguage tells yc

are not terribly

theydre not

feeling depressed ar

not necessarily a r

information. ¢é also someti mes justi tF
dondt I|ike the patient so they jus
t hat ttheeatiént] wasting my [the paramedics]t i me ; I sh

having to do this type of thing, some of the ambulance officers.

She describethe attitude as deending on a number of factomich astheir day,

their workload, whether they can really be bothered or @dihd whether they are

OF NAYy3a F2NJ gKI G
disorder]as opposed to a mental healK
LI N} YSRAOaA | &
lyy28SR ¢A0GK GKI @

g A UK dakngYaeel18)ED interview.

GKSe@

ISYSNY ff e

O2y ahi RS NJpérsonabtys |y

LINE Ot SY Shéviedddyhe (G NS I (i G

YSSGiAy3a GKSANI R

GKS@ YAIKG y20 32 G2

Barbara provided more insight into the system of rotating people through different

areas of the ED to reduce the frequency of exposure for triage staff and to give

G§KSY WiAYS

2dz0 Qv 9 RdzOI A2y X

NB aveida y G | G A

strategesused in an attempt to prevent the complacence and tiredness

experienced by staff with patients who frequently present to the ED.

CHAPTER
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Barbara Li ke we do now rotating people thr

Case 17

ED interview ) ]
health clients but everything, that whole bombardment and then the re-

getting that continual bombardment and ongoing, not just from mental

presentations and things and then you sort of build up that wall | guess,

so rotating through the different areas and having time out of those areas
certainly that gets them away fron
miss that frequency of people coming through. | guess the main strategy
that | do see is that education and almost like continual re-orientation of
staff to presentations and people and customer service, the whole gamut

of things.

For paramedicsthe 0 At AGé G2 o6S 6fS (2 KI@S NBalL
only possible through their roster of four days on and four days off. Alternatively

they can work as a team arsdmetimes the partner can step in to share or take on

the care of the patient if the situation requires. The team leaders, shift coordinators

and consultations with mental health liaisons or hospital stadfe also possible
measuresalthoughnot immediatdy on the sceneouldassist with assessment and

plans of actions.

9.9 Conclusion

¢KS WYKIFIYR2OSND 2F LI ( o&yfredvithi dphysiGNdhd/ 3 |
socialenvironment which includethe interaction between paramdics and the ED

staff. Handoverwasnot simply gorocessof relayinginformation, but wa

influenced by factors such asitient workload, physical space, the negotiation of
space and time, the relationship between individuals, structural and organisational
constraints and the vdue placed on the information gained. To conclude this

section the quotation from Barbara leaves an important notion for paramedics that
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although the work they do becomes fosas and routine the familiarity should not
distract from the importance oivhat they do and that she hopeithey recognise

this.

Barbara Maybe not, 1 6d had to think that t

Case 17

ED interview o
what you do and how itisimportant t o yoursel f, | 61

as anyone in that you just become quite familiar with your own work and

did but same as anything sometimes | think you just become quite
laissez-f ai re | guess and youdre quite
information that you need for your area of work and | guess it just carries
on in every area of work, but yeah | like to think that they did know how

important it was.

The final findings chapter, the document analysis, continues the themes of role
expectations, the value placed on knowledge, the summarising of that knowledge
and theexpectation of care and treatment which have been established by the
interviews and observational data and how that is translated in the major legal

document for the paramedics, the case card.
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Chapter 10

Findings prt 3:
Handoverand casecards
(Section2t case cards)

10.0 Introduction: the case cardthe patient report form)

The SA Ambulance Patient Report Form, known as the case card, is a structured
legal document that details the observations, assessment and treatment provided
on- scene and during &msport by paramedics. The case card, at present, is the only
form of written documentation which in conjunction with the verbal handover

supplies information to hospital staff and the ambulance service.

The case car(hppendix K)a two-sided form, consits of specific sections. The front
aSO0A2y 2dzif AySa LI GASYyGaQ RSGIAfAZ RAA
code, priority code), attendant (paramedic) identification and signature, destination
information, motor vehicle accident section, pany survey, and organisational

codes that designate what type of patient presentation has been attended. The
other side of thecase cards an open section which includes assessment and
treatment provided by the paramedics and summarises the key featuréseo

case. A separate table at the bottom of this section is used to record observations
such as vital signs, treatment provided, any notable event, and drug administration

7 A

RSGIAfad ¢KAA aSOUGA2y 2F (K OFasS OF NR
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home environment, community (street, family home, mates place), initial patient
presentation, and vital information regarding what the person says and does and
how they respond to paramedic& other emergency staff and to mental health

staff.

The caseards contributesto understanding how paramedics document and impart
the information they gain prénospital to other health professionals and
complements the knowledge gained in the interviews and from observation of
handover. The data also adds to the kwiedge surrounding the prlospital

culture specifically when attending cases deemed to be related to mental illness.
This chapter explores the ddentified data gathered from the case cards, using the
headings in the document itself as the framework. Thapter covers information
regarding the presenting complaint, past and current historyaaival and on

examination data and an overview of the observations recorded.

10.1 Presentingcomplaint

The presenting complaint sumarises what paramedics idefied as the main

reason for their attendance. Using a word or shorthand expressions that are
generally well known within the health indtry, the presenting complaint vga
established from what the patient states and from the history gained at the scene.
The presenting complaint along with the ambulance service codes provides

paramedics, the organisation and others with a way to characterise the case.
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The presenting complaint for 19 of the 20 cases collected for this study ranged from
those identified asgychosiz | YEASG&s YSyidlf KSIFtGKI WF
seltharm, overdose and lacerations. One case ¢eade card 9yvas not able to be

obtained for logistical reasons.

Table 10.1 documents the presenting complaint, as written by the paraseanc

the attendance of either the police or the mental health teams.

Table 10.1Presenting complaint and SAPOL or ACIS attendance

Case Presenting complaint as SAPOL (SA Police) and mental health
documented on case card team involvement

Case 1 Detained pt; non-compliant with medn ACIS and SAPOL

Case 2 Psychosis SAPOL

Case 3 Prescription

Case 4 Bipolar episode i major mood swings

Case 5 ETOH + tramadol OD SAPOL
Case 6 Mental Decompensation Community Mental health Team SAPOL
Escort

Case 7 Abdo pain

Case 8 a Anxiety / depression

Case 9 Unable to be obtained due to logistics.

Case 10 prescribed O/D

Case 11 Paracetamol O/D SAPOL

Case 12  Multiple Forearm Lacs

Case 13 Benzo OD SAPOL gained access
Case 14 Endep OD

Case 15 polypharmacy OD 1 prescribed Surgery called SAAS and SAPOL after being
contacted by the patient

Case 16 mental health Southern mental health organised visit with
SAPOL and SAAS

Case 17 Detained Pt Patient in SAPOL custody on arrival and
SAPOL escort enroute

Case 18 Anxiety, Dyspnoea
Case 19 threatening self harm SAPOL
Case 20 Psychiatric
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A number of termsveredza SR 2y (G KS Ol asS OFNR& Ay alLl)s
patient refers to a patient that has been transported to hospital by the ambulance
servie where the decision has been reached that further assessment andveare
required for the safety of the person and others. At the time of the study

paramedics were practising under tl&®uth Australian Mental Health Act 1993

which did not provide the legj powers to the ambulance service to act on these
decisions directly. The police were legally required to carry out the provisions under
Section 23 of the Act. The paramedics and police often worked together in making
these decisions and although the paradics at that stage did not have the legal
responsibility they often directed the decision (Roberts & Henderson 2009). On
occasions, if the patient had been seen by the mental health team and a detention
2NRSNJ gl & Ay L} I OS ( Kieseor8exslThathe@oith A Yy SRQ
AustralianMental Health Act 200%vhich came into effect in July 2010 changkd t

powers that paramedics have in regards to these decisions. Under the new act, the
paramedics are considered authorised officers. This entailsv@beuof provisions

YR LI26SNAR 2yS 2F gKAOK Aa GKS 02y OSLI
O2y @Se alF¥Ste (2 FdNIKSNI OFNB® ¢g2 27F 0
presenting reason for attendance. Eight out of the 19 cases usedstdimactly

related to mental illness such as anxiety, mental health and psychiatric. One of the

GHAPTERO 320



eight was identified as threatening sélérm, but had calletiealthdirect Australid

and stated that he had taken an overdose.

The terms OD and ETOH (ethaawotl OH, oxygen hydroxyl group) are shorthand for
suspected overdose and alcohol intoxication. Paramedics identified these cases as
relating to mental illness because of statements made by the patient or by others
that indicated intended selfiarm or a pashistory of attempts at selharm in
conjunction with diagnosed mental illness. Seven of the 19 cases were designated
as overdose and alcohol related. The final two case cards collected described
multiple forearm lacerations and the other case identifidgstiaminal pain as the

presenting complaint.

As a statement of thease, the presenting complaint wanly the beginning of the
story. The past history and current historycoededd KS LJ- 0 A Sy dQa LI &
medical circumstances and current events wHagthto ambulance attendance. This

information, typically documented aftehe presenting complaint, offereshsight

into the social and situational contexts of the patient.

10.2 Pasthistory and current event/ history

As suggested in the interviews andsalovations, gaining a patient history can be

complicated by a number of factors. One major issue is the presence of

11. healthdirectAustraliais the collective trading name for the National Health Call Centre Network
Limited (NHCCN Ltd) and those of its contractors who provide nationwide access 24 hours a day,
seven days a week to healthcare triage, health advice and health information
http://www.healthdirect.org.au/aboutus/abouthealthdirectaustralia
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comorbidities, either drug and alcohalated or medical conditions such as
hypertension, asthma or in one case intellectual and cogndisability. Table 10.2
details the past history and current history or event as documented by the

paramedics.

GHAPTERO 322



Table 10.2Past history and history/current event

Case Past history

History/Current event

Case 1 Schizophrenia,
Hypertension

Case 2 diagnosed bipolar
disorder, cancer of
the testes and
batteries in the lower
intestine

Case 3 depression

Case 4 Intellectual Disability,
Cerebral Palsy,
Bipolar, Epilepsy

Case 5 Neck injury.
Headaches

Case 6

Case 7 Bipolar

Case 8 Schizo-affective
disorder, asthma,
bronchitis,
depression, Angina

Case 10 depression, previous
O/D, Hernia

Case 11 Hepatitis, Bipolar,
Cardiac stent x1,
Angina, g
Cholesterol,
Hypertension,
Chronic back pain,
PTSD

HAPTERO

56 y.0. male [male symbol] seen by ACIS & SAPOL today
detained as pt is off psych & anti hypertensive med" & is
delusional. Pt is voluntary.

Current History of cutting arms and overdose (o/d)
Wake up wanting to die today. Kicked window in care
facility and SAPOL was called i has drunk a bottle of
sherry.

This 41 y. o. female (symbol for female) has had problems
over last 1/12 controlling her self harm ideologies, local GP
has introduced zyprexia over last 7/7 which pt states
makes her feel worse, less controlled. Discharged from
[abbreviation for local hospital] 10 days ago still feeling
suicidal according to daughter. Today has consumed
approx 40 temazapam and 6 panadol with alcohol.
Daughter called SAAS. Consumed medications @ approx
13.30.

Staff at local Community Care ctr [centre] have been
monitoring this pt for last 4-5/ 52 for g agitation & issues
with flat mates, culminating in inappropriate public
behaviour 1 e.g. swearing, lashing out & yelling. Pt states
he has been unwell with cold in last 5/7. Staff have
gradually 3 his med" dose in consultation with LMO last
few days also. Does not appear to have helped & staff also
say pt has had g frequency of absence seizures last 5/7

Pt had called his social worker stating he had OD on
tramadol + alcohol. SAAS & SAPOL called.

35 y.o male [male symbol] with hx of Schizophrenia. Pt has
been drinking ETOH [alcohol] lately and refusing to take his
anti psychotic meds. Pt seen today by the community
mental health team who recommended further r/v.

went to McDonalds for coffee. Felt unwell @ 11.30pm - g
pain abdo 1 nausea. Nil vomiting.

59 yo female (female symbol) pt states her schizo-affective
disorder is getting worse, symptoms of tiredness, anxiety,
depression are increasing. Pt helped by valium PRN. Pt is
worried that she will become suicidal

42 yo male (male symbol) from home address. Pt found
collapsed & unresponsive in the back yard of his home

A SAAS. Friend stating pt has been drinking ETOH & taken
an O/D of prescribed medications (? after lunch)

54 y.o0. male [male symbol] lives alone. States between
1600 -17.30 today consumed 100 x 500mg paracetamol
with 4 pints beer. Pt states desire to end life, depressed
due to recent marriage failure. Called SAPOL because he
felt dizzy A Sect 23. SAAS called.
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Case Past history History/Current event

Case 12 IDDM [insulin 39 y.o male [male symbol] Hx of auditory hallucinations
dependant diabetes  since 16.30 this pm. Voices in his head told him to cut his
mellitus], unable to arm with razor. Approx 1800 this pm cut R) forearm
assess multiple times. BGL has been high for approx 1/52.

Case 13 ? Depression 44 yo male [male symbol] today been drinking wine, rang
family / friends to say 6go
end his life. SAPOL gained access to property to find Pt
sleeping in bed. Empty bottles of Antenex + Alepam next to
bed.

Case 14 Depression, Anxiety, Pt felt suicidal took approx 40 Endep tablets and cut both

? liver damage A wrists at approx 1130 hrs. SAAS called 1320.
previous OD

Case 15 - ? depression, ? 25 y/o female poor history due to GCS + not forth coming
previous OD with information

- ? called surgery A surgery called SAAS + SAPOL

- Pt took unknown amount of 5mg Diazepam and up to
250mg of Seraquel A pt st ates she too
prior to calling. Unable to clarify further A unknown if a
couple or a handful.

- Pt also consumed 1x bottle of champagne

- Self inflicted superficial wounds ® forearm done last pm
-Unknown what issues surrou

Case 16 Asthma, 43 yo female living with male friend, regular contact with

Schizophrenia Southern Mental Health. September 09 taken off
schizophrenia meds, been coping well until [approximate
sign] 2/52 started using methamphetamines causing
psychosis; hearing voices, paranoia. Southern Mental
health called pt this am to check on mental health,
concerns raised, organised to visit pt with SAPOL / SAAS
with detained papers

Case 17 Schizophrenia, - ? y.0. female [female symbol] found in Coles supermarket
multiple admissions  looking for knives & stating she wants to kill herself.
to [name of inpatient SAPOL & SAAS called
unit]

Case 18 Nil * smoker 40 yo male has been having relationship issues lately, Pt
(moderate), alcohol  has been drinking heavily and has been quite anxious at
++ lately times and living with a work mate. Today Pt was acting

somewhat bizarrely, vague when questioned and saying he
was breathless.

Case 19 42 male history of violence, detention, personality disorder
Called health direct and said he had taken an O/D of
Herron + (500mg Paracetamol + 10mg Codeine).

Case 20 72 y o lady, hearing voices through the TV, believes the
gueen has hurt her dog, believes the queen is controlling
her 1 ife, wondét | et her out
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The past medical history (PHx) of the patients encountered in this study included
conditions such as schizophrenia, depression, bipolar disorder, anxiety and previous
overdases. Schizophrenia or schiaffective disorder was recorded in the past

history of four of the 19 cases. Depression or a query of depression was found in six
cases and bipolar disorder was included in four of the collected cases. The instances
where therewas no clear past history indicated under the heading the information
was written within the current event. In two cases the paramedics placed a query
regarding depression and anxiety in combination with a query of possible overdose,

and in one instancehe past history was not able to be assessed.

The record of history or current event, typically, started with the age of the patient
or some acknowledgement that age was considered even if the information was not
able to be obtained. The ages ranged froamlg twenties to an elderly lady that was

in her early seventies. The gender of the patients was documented usually in the
same line of text in the case card as age. There were eleven males and six females.
Two cases did not explicitly state the patienender and it was not clear from the

past history or current history whether they were male or female.

The history, in a few sentences, specified the reasons for ambulance attendance
and provided brief details of the information paramedics gathered froengbene.
This information covered details such as the situational and social information
surrounding the event. It alluded to the circumstances leading to the event and

information passed on to paramedics bther sources. Case 16 providegood

GHAPTERO 325



example @& the social and immediate history condensed into a few sentences that is
characteristic of the history.

43 y.o. female living with male friend, regular contact with Southern Mental

Health. September 09 taken off schizophrenia meds, been coping well until

0 2/52 started using methamphetamines causing psychosis; hearing voices,
paranoia.(SonyaCase 16)

Informants, othe than the patient, who provid@aramedics with information
included individuals such as workmates, surgery and care facility staff, friends
family, and the Southern Mental Health Team. This information inclueeether

the ambulance operations received the information from a third source, or who had
called on behalf of the patient. Other informatimutlined in the history covered

the attendance of other services, previous history of violence, alcohol or drug use,
selfharm and altered perception. The attendance of either gfudice or mental

health teams wa documented specifically with the added information if the patient
was detained undeTheMental Health Act (1993)r conveyed under Section 23 of
the Actby police. Paramedics also noted whether the patient was voluntary or
involuntary and norcompliance with medications, as demonstrated in Case 1.

56 y.0., seen by ACIS & SAPOL todagidet as pt is off psych & anti
hypertensive metk is delusional. Pt is voluntar§Don: Case 1)

Any know previous history of violence walocumented along witthe initial

information regarding the presences of alcohol and possible drug overdose.

Intoxication and or possible overdose was either stated by the patient or suspected
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by the paramedic from what they observed at the scene. In Case 19 Gerry
documents that the patient has a history of violence, past detention and personality
disorder.

42 male hitory of violence, detention, personality disorder. Called health

direct and said he had taken an O/D of Herron + (500mg Paracetamol +
10mg Codeine(Gerry: Case 19)

Seltharm and associated injuries or stated intentions from the patient that they are
going to harm themselves and a desire to die featured often in the history section
on the case cardlf-harm behaviour was noted in three cases to be association
with auditory hallucinations. To complete the initial picture of the case the presence
of auditary hallucinations, visual hallucinations or delusions were also recorded on
the case card. Adam, Case 12, offers an example of how bothasetfand altered
perceptions were recorded within the case cards.

39 y.oll Hx of auditory hallucinations since.26 this pm. Voices in his

head told him to cut his arm with razor. Approx 1800 this pm cut R) forearm
multiple times. BGL has been high for approx 1(B8am: Case 12)

Under a separate heading in the case card, but related to the history, is the
recordedA Y F2NXY I A2y NBIIFINRAYy3I (KS LI dASyidQa
it was obtainable, was generally placed under the patients past medical history. The

medication list was inclusive of medications for mental illness, comorbidities such as

asthma hypertension and pain relief medication.
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Table 10.3Medications

Case 1 Case 2 Case 3 Case 4 Case 5
arapax, Betamin, Cymbatta, Carbamazepine tramadol
olanzapine (not  Seroquel, Olonzapine , Valpro,
compliant) Megafol, Efexor (zyprexia), Zipfasadone
(Ventafoxin), arapax
Metoprolol
Case 6 Case 7 Case 8 Case 9 Case 10
Risbendome Elanzopine amoxicillin, Diazepam,
(wafer) spirva, Serepax,
panadene Forte symbicort, Panadol,
ventolin, Zocor, Ergotamine
valium, GTN
Case 11 Case 12 Case 13 Case 14 Case 15
GTN, Liptor, Antenex 5mg, Endep Diazepam,
Coversyl, Alepam 30mg Seraquel,
Noten, Topiramate,
Oxycontin Valpo, Zyrteo
Case 16 Case 17 Case 18 Case 19 Case 20
Ventolin, Prozac  unknown Nil Declofenac,

Panadiene Forte

The rext stage of the case card nate/hat the paramedics found on arrival at the

scene and on examination of the patient.

103 On arrival (O/A) andn examination (O/E)
¢tKS w2y WRMASEL TANVYV RA 2 ywherdhepdtienRAD dzY Sy G S
situated and their position when the ambulancrew arrived on the scene and the

assessment of the patient.
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¢ K 8n examinatioinformation generally followedhe process and principles of

the primary and secondary survey. The primary survey outlines the systematic
process of checking for dangeesponse, airway, breathing and circulation. The
measuring of vital signs and the secondary survey examines the patient for physical
trauma and systematically goes through the body systems to determine, as far as
possible in the prénospital environment, aypunderlying reasons for the patient
presentation. Paramedics look for issues such as a low blood sugar level
(hypoglycaemia), signs and symptoms associated with changes in the central
nervous system, the cardiovascular system, the respiratory system and
gastrointestinal system. They also document any pati@ported tenderness and

pain, any obvious bruising, bleeding or lacerations, and changes in mobility and
range of motion. These processes form the basis for clinical degisaéing and
judgements thaparamedics make on scene. Table 10.4 details the on arrival and on

examination information from the case cards.
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Table 10.4€Dn arrival and on examination

Case On arrival On examination

Case 1l Pt walked out to Pt Alert & orientated i GCS 15, appears well perfused
ambulance, ACIS & ;

' BP 250/ 150, HR 116, strong & regular radial pulse
SAPOL present. o d o 9“ alpd ] )
Pt sat en route with ~ changes, ~ evidence of delusions, denies
hall uci nat i ohaygressios, ptappeals quitd .
reasonable

Case 2 Wearing a black beanie, black/dark blue shirt and dark jeans

Intent on dying today

States he is hearing voices i voices telling him to harm himself to

die

Moments where é [name of patien
downicooperative with Q&S [questi
Injury from kicking in window

Able to follow conversation

Skin warm and dry

*wants to call father and sister

Case 3 i pt outside of CNS [central nervous system] i A/ O [alert and orientated] GCS
house with [Glasgow coma score] 15 skin pink/ warm/ dry
daughter CVS [cardio vascular system] i BP 140/80, HR 80 irregular

Resp. i rate 18 NAB [nil abnormalities detected]

Case 4 pt & client care Cons, A&O [alert & orientated] x 3. Pt. having wide variations in
manager walked to  emotional state. Mild unproductive cough. Afebrile. Good limb
ambulance. Pt strength.
compliant. % headache, ° nausea. Rest of body NAD. No violence or aggressive

behaviour enroute.

Case 5 Pt came to door 2 x  CNS: Pt complains of severe headaches. Stated wanted to stay at
Malamute dogs in home and die. Refused to come out of house or put dogs away. Pt
house. Pt speech required detaining by SAPOL + removed by force from house.
S'”:fed' Et SWaying  pt coughing & spitting at SAPOL + staff using verbal aggression +
on ee_t. tn(_)n attempting to resist detention
compliant. History )
knoyvn tousi Resp: Pt shouting & yelling. Holding breath intermittently or else
carried in past hyperventilating.

Case 6 Pt sitting on the Pt alert and initially co-operative but suddenly became aggressive
lounge after being advised of detention.

Pt uncooperative and abusive during T/F.

Delusional thoughts noted during initial conversation. Pt refused
physical obs. Bruises and cigar
arms. Pt handcuffed during t/f with SAPOL escort. Form 1 + 15 ?

Case 7 Blocked Bowel last 3/7 i opened bowel this am

soft abdo i Nil masses
Lower quadrant. Pain Bi-lat [bilateral pain]
Nil chance of pregnancy Pt states
Pt has anxiety from
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Case On arrival On examination

Case 8 Pt states her symptoms are increasing due to lice infestation. Pt
states she can not bear 6 to fa
she washes everyday to get rid of the lice. Pt unable to sleep etc.

Pt saw GP yesterday. States symptoms have increased since then.
Pt statessheiswor ri ed about O6having a

Pt also states the lice g her breathing difficulty, which g her
anxiety.

Case 10 Pt (L) lateral on Response - GCS 10, PEARL (2+)
ground, friend in Airway V

attendance i . .
Breathing 1 Bilateral A/E V, RR 20 & shallow, Sats 100% on air &
02

Circulation T HR 80 (weak regular radial), BP 90 / 70 (supine), skin
pale (diaphoretic ?), ECG sinus rhythm with occasional unifocal
PVCOs; peaked T waves.

° Vomiting , ®incontinence, BSL 6.1 mmol

Friend stating Pt intoxicated & taken polypharmacy O/D including
Panadol (unknown amount), Serepax (? 25 x 30mg), Diazepam (?
50 x 50mg) & Ergotamine (? amount).

Abrasion evident L iliac crest i no other obvious injuries O/E
Enroute: Obs stable, pt haemodynamically stable (GCS 12)

Case 11 Pt ambulant, GCS =15 cons A + O [alert & orientated

speaking with —
SAPOL HR = regular
Skin = pink, warm, and dry.

RR = 18 unlaboured
- pt ¢/o RUQ [right upper quadrant] pain consistent with chronic
hepatitis pain, nil new pain tonight. Pt c/o feeling dizzy + nausea

Case 12  [sitting stick figure]  multiple superficial lacs to (R) forearm. Varying from 2cm i 5cm in
on bed, staff I/A [in  length.

attendance] No active bleeding
attending to ) ] ]
wounds A & O, reg radial pulse, normal respiratory effort, constant shaking

in hands
L) = R) appears anxious. Denies pain. States still hearing voices.
BGL 18.9mmol

Case 13 Pt [lying down stick Pt became GCS 15 post painful stimulus
figure] in bed skin pink warm dry

Pt verbally aggressive enroute @ times

Init [initially?] physically aggressive with SAPOL

Stated he has taken © 300 diazepam tablets today.

Case 14 Ptwalked to 50 yo male [male symbol] pt post Endep OD + lacerated wrists
ambulance with Reports previous medication overdoses in recent past (approx 1/12
bag a
go)
Deep 6¢cm lacerations to both wrists haemorrhage controlled,
mi ni mal bl ood | oss. Dressed by

Movement strength + sensation distal to injury.

Pt walked to ambulance, reluctant about stretcher A happy to sit in
seat

Pt reports 6not copingd at mome
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Case On arrival On examination

Case 15 Ptmet SAAS @ T Conscious GCS 14 Alert but confused conversation, vague
door Skin well perfused dry
Tachycardic HR 125 A sinus tachycardia

c/o abdo pain A °nausea ° other complaints

Case 16  pt verbally CNS i GCS 15, A & O, aware time /place but paranoid about
aggressive, would hearing voices.
not allow entry to Resp i NAD
premises, would ) )
not come out to SkinT pwd [pink warm dry]
speak with Pt unpredictable in past, violent towards SAPOL / SAAS, ICP
Southern Mental [intensive care paramedic] back up for possible sedation but not
Health. Paranoid required, pt cooperative in the end, calm & non aggressive en-route

that somec
the roof cavity

Case 17 Ptin SAPOL Conscious, orientated, stating repeatedly that she wants to die. Pt
custody, detained refused all assessment from SAAS, refused to answer questions
Pt agitated enroute.
SAPOL escort

Case 18 Ptsitting on ground GCS 141 vague answers to questions
outside mates PEARL (size 6)
house . .
Skins flushed moist perfused
Hypertensive 180 / 90 ECG Sin tachy L1 1 Il
Reg radial pulse
RR 16

BSL : 9.3 mmol/l

Case 19 Onarrival i Pt Approx 10 tablets seem to be missing from packet. Pt also
aggressive & intoxicated approx 10 x 375ml bottles @ scene. Pt threatened to kill
abusive to SAPOL  himself once SAPOL left. Pt section 23 by SAPOL. © 60 m [minutes]
& SAAS required to get patient to come with SAAS to be assessed in

hospital. No obvious injuries on pt. Obs not taken due to violent
nature of pt.

Case 20 ptinitially non CNSi GCS 15 A + O, PEARL, pt denies any chest pain. Pt states
compliant with has pain in (L) arm that she has experienced for 6 weeks

persistence pt then CVSi pt pink + warm, HR strong + regular, BP 130/P
became compliant

Wanting to get arm Resp T NAD T gOOd rise + fa”, Nil SOB

looked at Pt states queen hasbeenhurin g her dogdés, chat
through the TV and people are passing through her body are pulling
@ her organs i as per ACIS.
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10.3.1 On arrival: the scene the patient

When paramedics arrivkat the patients home thewere likely to find them

anywhere from the front door and entrance of the premises, to sitting on the
ground, waiting outside the residence lying on the ground in the yard, or inside
their home. Details on the case card included whether ACIS or the police were in
attendance and wather there was aggressive or abusive behaviour towards the
service providers who were present. A few words often accompanied the summary
of where the patient was found in regards to whether the patient was compliant or
nonO2 YL Al yi>S WRBURSYSRAESORY By GKRRLIZN Ay
other key features of the oarrival information included the presence of relatives

or others that could provide a source of information, whether or not the patient
walked to the ambulance, and other physicalsguational information that could

potentially affect the ability of the paramedic to fulfil their duty of care.

The following two examples highligtk S w2y &a0SySQ FTIF OG2NB f

contending with:

Pt came to dooR x Malamute dogs in hoas(Tracy:Caseb)
Wouldnot allow entry to premises, would not come out to speak with

{2dzi KSNY aSydlf 1SIHfGKd tFNLy2AR GKFG a:
(Sonya: Caskb)

The onarrival data createé picture, in a few words, which conveys the situation

attended, position of the patient and the environment surrounding the patient.
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10.3.2 On examination:seen, heard and measured

The following sections detail the observational data that paramedics record

whether it is from what they sayheardor measued. ThelLJ- (i A GGSa<xa

measure of consciousness and patient vital signs were generally documented at the
0SIAAYYAYI 2F GKAA aSOGA2yd ¢KS LI GASY(Q
information regarding potential overdose or intoxication with thatients affect

and behaviour as a final aside to the documentation.

GCS and observations

Theon-examinationdata routinely began with data associated with the assessment
of the central nervous system with the GCS and whether the patient was alert and
orientated as a starting point. The majority of the cases were considered a GCS of
15, conscious, responsive, alert and oriented. If the GCS was lower than 15 then
there was an accompanying rationale, for example vague responses to questions or
change in regonsiveness due to alcohol or overdose. One case specifically stated
that the GCS wakb post painful stimuliAlso the paramedics if they deemed
necessary detailed the pupil response to light and their size, evidence of possible
head injury or drug relai effects related to the central nervous system. As part of
the paramedics secondary survey of the cardiovascular system they documented
GKS LI GASY(lQa ailAy O2f2da2NE AT GKS LI GAS
patient was diaphoretic. The jge and blood pressure were obtained if the
circumstances allowed. If the basic set of observations were not obtained then the

reason was linked to the inability of gaining the cooperation of the patient and their

GHAPTERO 334



subsequent refusal or the aggressive aiemt nature of the patient. Although the

vital signs could not be measured and documented for these patients the
paramedics noted that the pigent was conscious, talking and in some cases

swearing at the paramedics. A conscious, talking patient has tdeagpen airway,

IS breathing and receiving enough oxygen to vital organs to maintain their conscious

level, heart rate, and blood pressure.

Adescriptionofi KS LJ G A Sy ( Q& s &kBiér talbbittln bezahde pdigdl S & |
contact with the patient wa not required, it ould be observed from distance. The
respiratory rate wa generally included in then-examinationdata or in the

observation chart. In two cases the cardiac monitor was used to give the

paramedics further information regarding the agty of the heart. One showed

sinus tachycardia and the other showed a sinus rhythm with the occasional unifocal
premature ventricular contraction and peakedvaves. The later was specifically

more detailed cardiovascular assessment due to the patieesgmtation and the

information given to the paramedic of a polypharmacy wigse related to

attempted selfharm and possible suicide attempt.

The notation NAD (nil abnormalities detected) was used to indicate that the

paramedic had assessed at some lgkelarea of concern and had found no
200A2dza OKIy3aSa 2N RSOAIFGA2ya FTNRBY gKI{
function or appearance. For example, the notations from case twenty and case four

020K dzaS B! 6% R Avidéhéelrhihge:
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Respg NADc good rise + fall, Nil SGRose: Cas20)
°headache®nausea. Rest of body NABrank: Casd)

Table10.5provides an overview of the observations documented by paramedics.

Table 10.80bservations

Observations

Case Blood Cap GCS Pupils L Pain
Time Pulse  Resp pressure refill Sp0O2 total +/-R+/- /10

Case 1 1300 116 18 250/ 150 2 15

Case 2 Attempted to do obs but Pt became aggressive

Case 3 1410 80 18 140/80 15 0
1420 80 18 140/p 15 0

Case 4 1100 70 18 140/p 2 N/T 15

Case 5 1255 94 22 100 15

Case 6

Case 7 1425 80 18 100/65 99 15 9
1440 83 18 100/p 99 15

Case 8 1255 18 2 15

Case 10 1504 80 20 90/70 2 100 10 2+ 2+ UTA
1525 70 20 100/p 2 100 11 2+ 2+ UTA
1535 70 20 100/p 2 100 12 2+ 2+ UTA

Case 11 1800 88 18 130/p 2 15

Case 12 1900 80 18 125/p 2 15

Case 13 86 16 120/p 2 12 0

Case 14 1340 90 18 90/p 2 15 0

Case 15 1436 125 20 130/80 2 14 6+ 6+

Case 16

Case 17

Case 18 1620 130 16 180/90 2 14 6+ 6+ 0

Case 19 1340 20 15 2+ 2+
1450 6
1456 15

Case 20 O/A 70 16 130/p 2 15 2+ 2+ 0
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Appearance and injuries

The appearance of the patient was specifically noted in one case which described
GKS LI GASYaSBENRVYAANBOot BO]l o0SIHyASs of O
(Joyce: Case 2). The other references to appearance commented on the patients
2POSNIff LIKeaAOlt YR 0SKIFI@A2dz2NI f LINBaSy
CasamH 0 YR WLII ¢ I, felucBuR abdou? strétclier napply t €

asSrraQ o{FrYlIYUuKrY /&S Mnoo

In conjunction with appearance and observations the paramedics documented any
injuries found and any treatment given to manage those injuries. The severity and

type of injury variedacross the cases.

Injury from kicking in windoJoyce: Cas®)
. NXzA aSa yR OAIFNBGGS o diNglor:CasB) & y 234 SR

multiple superficial lacs to (R) forearm. Varying from 2dsem in length.
No active bleedingAdam: Casé?2)

Deep @€m lacerations to both wrists haemorrhage controlled, minimal
blood loss. Dressed by SA&8mantha: Cask)

Overdoseand alcohol

Overdose and intoxication were comorbidities and major considerations in a
significant number of the cases. The presencsusipected overdose and /or

alcohol focused the paramedics efforts in determining what substances were taken,
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how much was taken, and when it was taken. The historyameixaminationdata
combined to provide the whole story in regards to the amount and twhes taken

by the patient. The@n-examinationdata tended to detail the amount of what was

taken or what was found in the process of examining the scene. Gerry and Len, case
nineteen and ten, illustraté how the paramedics gathered the information and

how they documented it.

approx 10 tablets seem to be missing from packet. Pt also intoxicated
approx 10 x 375ml bottles @ scef@erry: Casé9)

Friend stating Pt intoxicated & taken polypharmacy O/D including Panadol
(unknown amount), Serepax (? 25 x 30njazepam (? 50 x 50mg) &
Ergotamine (? amountjLen: Cas&0)

Affect and behaviour

Observations and GCS assessment initially completedrtexaminationdata

featured aspects of the patients affect and presenting behaviour. One key aspect
was whetheror not the patient appeared agitated or aggressive, which followed

with the description of the aggressive behaviour if it occurred. The paramedics
noted aggressive behaviour such as the patient was spitting, swearing and shouting
at SAPOL staff and paradies, physical aggression towards the police and verbal
aggression towards paramedics, and any past history of violence. It was also clearly
noted if the patient was not aggressive enroute or a noted past history of

aggression or violence did not eventuatethe current presentation.
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Other characteristics of the patients behaviour written into the case cards were
adFdSYSyda FTNRBY (GKS LI GASYyd Ay@zt@ay3a i
AYyGaSyia G2 1Attt (G0KSYASt T Iomeny RtatdhderitdoWli a 2 F
the patient expressing the presence of delusions or hallucinations, often auditory in

Y6IEGdzZNE O0KSIFNAY3I @2A0Sa 2N WLI N y2AR 02

Case two is one specific example were Joyce documented the auditory
hallucinations in these terms:

States he is hearing voicesoices telling him to harm himself to die.
(Joyce: Cas®

w2a4Ss> OFlasS GoeSyidtes RSAONAROGSAE (GKS LI GASY

td adGrdiSa 1jdzSSy KFra 06SSy KdzZNIAy3I KSNI R2:
the TV ad people are passing through her body are pulling @ her organs
as per ACI$Rose: Case0)

One case expressly noted that there was nil evidence of delusions and the patient
denies hallucinations although the patient had been seen by ACIS and SAPOL and
was detained. An added comment by the paramedic in this particular case was the

patient appeared quite reasonable.

The level of cooperation with questions posed by paramedics and the nature of the

LI GASYG Q& FyasSNB f Ay] S Rohérgnt ahdeBnnat@ds NI £ ¢
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the patient was to their present situation was also included on the case card.
LYLINB&aaAzya adzOK a WRStdzaA2ylf GK2dAaAKG
Casec U | YR W@l 3dzS yagGasday 022 NIZSQBY2Egza 8 6

O2y @S NE I U /CasglB) weré docurBentadf Y

The level of cooperation and the police

In regards to compliance and what events occurred on the scene paramedics
recorded the actions needed to be taken to convey the patient to further care. They
descibed instances such as the patient being handcuffed and conveyed with a
police escort to patient being removed by force from their home. One case
described what seemed to be a case of the police having to return to place the
patient under section 23 ofheMental health Actdue to the patient threatening to

kill himself once they originally lefthe paramedic specifically notédook
approximately sixty minutes to get the patient to agree to come to the hospital for

further assessment.

Another case dasibes the patient as unpredictable in the past and previous
violence towards both the police and paramedics. In this case the paramedics had
requested intensive care paramedic backup for possible sedation of the patient. It
eventuated that the sedation v&anot required and the patient was cooperative in

0KS SYR YR YOI {XNRPdzi $DCSHSHA AR T AA DS Sy
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Theon-arrival and on-examinationdata describd in a summarised, condensed
fashion where the patient was attended, how they were found andtwhes seen,

heard and measured by the paramedics in their assessment.

The last section of note in the case card is the treatment and event section. This
section briefly encapsulates the actions taken by the paramedic during the case.
Paramedics summarisedformation that was of concern in relation to the physical
assessment of the patient and the treatment provided, for example, oxygen, the
use of the cardiac monitor or administration of methoxyflurane (an inhaled pain
relief). They include detailsif they were accompanied by the police or others and
again if the patient was detained. The position of the patient as they were
transported and the overall ability to do observations were also referred to in this

section.

104 Conclusion

In the limited spac@rovided on the case card, the paramedics summadribe
major presenting features of what they obsedrand measuredThis document is
the written link between prehospital care and ongoing tertiary care, where
decisions in regards to patient care candetermined based on the information

provided within this document.

The structure of the case card provides a consistent framework for paramedics to

follow and segments the information into specific categories. The historyand
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examinationsections affoded the greatest scope to paramedics to describe the

information they identified as relevant to the patients presentation.

The history andn-examinationdata identified the importance of the primary
survey, the presence of aggressive or violent behayithe involvement of alcohol
and other substances, and the incidence of intended or actuahseth as priorities

for paramedics.

10.5 Summary of the major themes

The narrative developed as a linear case history through the findings chapters
identified key areas of culture and practice. Conceptually, these themes and their
relationship to the paramedic world can usefully be represented as a funnel
structure. In Figure 4 the top of the funnel illustrates the amazing amount of social,
contextual and physa information that paramedics are confronted with at the
scene. The themes are shown cascading into the top section of the funnel (the pre
hospital world) to represent how they inform, construct and provide meaning for
paramedic actions during the procésg of that information to produce the

LI O1F 3SR WAK2NIKFYRQ GNAIF3ISHd . &8 ¥S0OSaa
hospital and within triage, deals with the present and immediacy of care. After
triage the lower half of the funnel broadens to depilce expanded information
requirements by those involved in the longer term care of these individuals such as
mental health teams. Ironically those involved in the ongoing care of these

individuals may need to recover or rediscover the social and conteixtiosimation
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originally gained by the paramedics which had been condensed for triage. At
present the way the system operates and the current norms provide minimal means
for paramedics to preserve and relay the rich social and contextual information

which they have unique access to.

Each of the themes plays a major and complementary part in understanding the
culture of how paramedic identify, assess and manage psychiatric presentations in
their practice. The concept of role and role expectations as theasuking driver of

action creates a dynamic for paramedics where they are operating in a dualistic
situation, juggling the conflict between what is socially and personally expected of

their role and the changing direction of their practice. Throughout taemedics
A02NASa GKSe aSa @rtdzS 2y 6KIG gl a O2ya
Wy AOS G2 1y26Q (1y26fSRIS® ¢KS WYWySSR (2
pertaining to the patient which allows the paramedic to make their clinical decisions
andmeet their role and duty of care responsibilities, such as presenting complaint,

LI &3 YSRAOFE KA&aU2NER | yR Odz2NNByid YSRAOL
broader social, environmental and contextual information which in the moment

does not direcy influence treatment or action. The concept of emergency care

which informs their role focuses their approach and assessment on the physical and
immediate presentation and its associated information. As mentioned in the

findings paramedics describe theiducation as providing the foundation for their

practice, but it was limited in the area of mental health and mental illness.
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GKSYS ftSIAGAYIGS OSNBdza Attt SIAGAYLF

L4
A
(0p))

RSOSt2LISR FTNRBY (KS LI NlleviRrigeOepcakdd & O NR LJi
clinically for mentally ill patients. The role expectations of being able to provide
AYYSRAFGS OFNBxZ (2 WFAEQ (GKS LINRofSYZ O

they are the best people to help the individual suffering @al iliness.

The physical environmemtnd the patient presentation hablearing on what the
paramedics do and how they approastha psychiatric presentation. Paramedics
work in an environment which is constantly changing and unpredictable which
means theg use both prescriptive processes and strategies developed from
experience to cope and manage this uncertainty. Two major means thelMaise
control this sense of uncertainty is to consider the associated risks, approach with

caution and safety, and to useeans to assess for compliance to direction.

To place these findings in the wider context of mental health work androtes

are constructed in otheparts of thehealth professions particularly ithe ED,

mental health nursingand psychiatryt is ueful to mention the sociological idea of
WFNAY3IAS g2N] Qo ¢ KS O2y O &adiditigglthatae 6 St 2 F
LISNOSAGSR a4 2dziaARS | IAGSYy ANRdAzZLIA Wy 2
agenda (de la Cuesta 1993, p. 668). Fringe work astampt to supply what is

needed in a system hyobilising resources to meeiemandand is considered by
thatgroup2 ¥ | & y 203 WO2 Y Y(@efla Clidsia 5963; p/6BEMR A 3 SR Q

situation the paramedics are working within specified policy aratedure
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structures like dispatgh¥ O I & SdocOrheNt&ih, and handovevhich favour the
immediacy of care and short duration of attendance, but @eng for
presentations which are chronic in nature and require more complex care. As
mentioned in theiterature review the experiences of ED staff with those
presenting with mental illnesisighlights the pressure generated emristing
resourcesthattime becomes a factor due to workloashd key performance
indicatorssuch asneasures to reduce beblock and waiting times and triage
protocols,and the significant environmental and design limitations of the ED. There
is also a significardifferencein the conceptual understanding of recovery and
patient care trajectoriesvhich affects the way mental healthork is performed
(MarynowskiTraczyk & Broadbent 2011; Weiland et al. 20PBramedics work
with similar constraints in the community relating to limited resources, tiama
externalpressure to meet key performance indioas. General nursing and medic
staff all mention theilimited expertise in the area of mental healdmd the lack of
professional development and education within the area (Shaban 2009;

MarynowskiTraczyk & Broadbent 2011; Weiland et al. 2011)

What is considered fringe work can ydretween organisations and the

professionals working within that servicéhe value placed on technigadovision of

care, those acts which require skills in hands on clinical actions or use of equipment,
which by their nature engender a specific socitiwork and way of thinking (event

RNA GBSy U0 GSYyRSR (i 2orvalbed @érinandriSge wdrkjby thokeS W NI

who work in the emergency field (Nurok & Henckes 2009, p. 506). Although surgical
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or immediately life threateningmergencies were argudad be more highly valued

in the work of emergency medical professionalsase which was complex and
intellectually challenging was also seen as valuable. These cases allowed the
experienced practitioner to demonstrate mastery and competence, but could
alternately cause the less experienced to feel as those they had lost competence

and a hold of the attributes of calm and composure to cope with any stnat

(Nurok & Henckes 2009, p. 508)ental health work challengepgaramedics

conceptof whatisavalle OF &S | YR G KSANJI I LAyt R QI GNE2sy
I f 0K2dzZ3K Ay GKAA& &addzRe YSyidlf KSItOGdK gl
provide active treatmentt was acknowledged as a significant part of their

workload.

The discussion chagt brings together these findings, explores what each means in
the context of the paramedic changing role for the care of psychiatric presentations,
and how the role is being redefined by the national and state agenda for

professionalism.
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ROLE:
PARAMEDIC ROLE IDENTITY &
EXPECTATIONS

<

Changing practice:

Emergency provision of
care to a primary care N
focus

e i ~

Knowledge: The need
to know & what is
“nice” to know

Education: Clinical
focus

Legitimate need for
emergency care vs.
illegitimate need for

Linear case history:
Paramedic actions
and narrative from
the scene to triage

care: “Are they
genuine”

B & handover
Physical environment &
patient presentation HANDOVER:

Triage & the Emergency Department
Compliance &
non-compliance @
Increasing
j information needs
for ongoing patient
care

Triage Nurse
ED Doctors,
Registrars, Consultants,
Mental Health Nurse ED
Liaison,
Psychiatrist, Psychologist,
Mental Health Teams
Community Mental Health
Teams,
Supported Housing,
Financial Support

\. - J
Y

Patient care from handover to ongoing care

Figure 10. Dverview of the findings: The nature of information collection and
delivery
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Chapter 11
Discussion

11.0 Introduction

Throughoutthe findingsthe concept of role, role expectations and role identity
feature as prominent social constructs underpinning théiure of paramedic work
with people withmental health problemsThe paramedic narrative is built around
what is considered both organisationally and culturally as their primary role, the

provision of outof-hospital emergency medical care.

This discusen is constructed using the characteristics of the cultural environment
which governs paramedic practice (figurg.1). The base layer summarises the
major themes in the thesis which then form the foundation for the theoretical
constructs developed in theecond layer. The second layer identifies the
relationships and activities found within these themes. The highlights within the
themes of the base layer emphasitie major issues that were evident and
generated by the data. The first two boxes summarieethemesof traditional
versus changing role expectatioasd theorganisational structures and procedures
that guide paramedic actiongrom these themes developed the concepts of
transition work, which describes the-imetween world that paramedics opate
within, and the scaffolding, which focuses on industry constraifite next theme

RSFfa o6A0K &diflychdstrdted @doralaadprofessional identity.
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Thwarted identity encapsulates the concept of paramedics balancing their personal
andLINE FSaaAz2ylt SELISOGIGA2YyARS ROK NBItzd © Xi &
caring for those withmental health problemsThe unpredictablenature of the work
environmentandthe need to controlthe unpredictablehas direct links tahe

dominance obutcomefocused management strategiesd paramedicgreparing

T2 NJ K S. ThegeHeladitthe\parangadics attributing an identity to those they

treat and taking actions which assume control.

Paramedics are essentially caught between the traditionalogficscare which
dominates emergency medical care and the increasing demand for longer term
care. Longer term care fothe context of this thesigefers to the extended time
paramedics are involved with caring for those with mental illness and the complex
nature of their presentations. At both national and state level the peak body
representing paramedics (Paramedics Australasia) advocates for increased clinical
skills to manage people in need within their homes, to providing greater access to
alternativepathways of care, and hospital avoidance (Australian College of
Ambulance Professionals 2011,13). These expectations currently create tension
when paramedics feel they are not equipped with the skills or resources to meet
these directives. Existing this transitionalspace between two worlds requires
paramedics to be open to a change in what they have constructed as their
professional identity. At present, the social construction of their identity to provide

immediate care ishwartedo & { KN® leRaAyhment and paramedic
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perception of not being able to provide that care, unless there is a physical

consequence of the mental illnesach asglrug overdose or selfiarm.

Contributing to paramedics being between two worlds is the organis@ion
procedures and structures and the nature of their work environment. The
scaffoldingexplores how paramedics navigate the gap between national and state
level expectations and existing organisational structufdgresent these

structures are designed to meetemeeds of acute, episodic care and are only
beginning to adjust to the changing public demand. As patti@hature of their

work environmenjparamedics prepare for th# g K I ,iivhich Jla&eR personal risk
and caution high on their priorities. The bbitened perception of risk and the need
to control the unpredictable througbutcomefocused management strategies
reinforces actions thaassume controand attribute a certain identityon those the

paramedics treat.

In sum, these relationships and acgtare framed in terms of role, role identity and
role expectations, as the central overarching theme, and linked to my

methodological stance of symbolic interactionism and social constructivism.

¢KS RA&OdzaaA2y o0S3AAYA ¢ And How R&E & geyfckased (1 K S
from professional identity and expectations. To understand role the context of pre
K2aLIAalf ¢2N] YR GKS RSTFAYAGUAZY 2F WSY

to discussing each theme and the links between them.
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ROLE IDENTITY AND EXPECTATIONS
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11.1 Defining role

Biddle (1986, p. 70) suggests that role theory has been aligned historically with
theoretical orientations from sociology and social psychology. Symbolic
Interactionist Role Theoryne of five orientations contributing to the development
of role theory, places the individual, in this case, the paramedic, at the centre of the
development of their social roles. This defines both the social position, for example
as a trusted professiomnd the expectations (the scripts) which are held for
LI N} YSRAOQO&A® ! OO2NRAY3I (G2 ¢dzNYySNI GKS Ay
as:

a comprehensive pattern for behaviour and attitude that is linked to an

identity, is socially identified more @sk clearly as an entity, and is subject
to being played recognisably by different individu@lsirner 2006 p.234)

Concepts of role and role theory seek to understand how individuals, who inhabit
particular social positions, are expected to act andriate within the social group

and with the people they encounter. Turner (20062@3) describes role theory as
RSIfTAY3 6AGK (GKS W2NHEIYyAalLGAZ2Y 2F &420AlL
f SPSt Qb w2t S (KS2NE SELX axNdtatons&fé Ay RA OA
themselves and others and is premised on what Biddle (198&8)pdescribes as

the most important charactéstic of human social behaviaWb i KS FI OdG G K I @
beings behave in ways that are different and predictable depending on their
NBaLISOGABS &a20A1f ARSYOGAGASaAa YR GKS &aAa

major components which are distinct in their contribution to understanding how
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individuals acquire and act the role they inhabit within a given context. The triad of
conceps, as Biddle refers to them, are described as the patterned and
characteristic social behaviours (the role), parts or identities which are adopted by
social participants (the social position), and scripts or expectations for behaviour
which are collectivgl understood by the group and abided to by the performers
(the expectations) (Biddle 1986, p. 68). Similarly, Turner suggests that when
exploring the concept of role through an interactionist perspective it assumes that:

the patterning of behaviour that cwtitutes roles arises initially and

recurrently out of the dynamics of interaction and that statuses and

positions arise to place roles in a social organisational framework.
(Turner2006 p.236)

Biddle alludes to three ways that role theorists constrilet concept of role
expectations. One view is to consider expectationa@snsor standards of

behaviour which are prescriptive in nature. The second is to define expectations as
beliefswhich acknowledge the subjective possibilities of expectationstfire
constructs expectations ggeference®r attitudeswhich suggest a considered

stance and choice in decision making. Despite these differences the majority of role
theorists agree that expectations are the major generators of roles; expectations
arelearnt through experience and awareness of what a given role ler(iddle

1986, pp.69-70). Expectations involve both informal and formal guides to behaviour

including those cultural norms and beliefs which define paramedic actions.
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Paramedics have @efined social position in the provision of eof-hospital

emergency medical care which has associated patterned routines, policies, standard

operating procedures, and responsibilities. These collectively provide a backdrop to
the role of being a paramecliand contribute to the formation of their identity.e.

their social positioh The socially portrayed and real nature of paramedic worksadd
to the existing structural, organisational and educational parameters to define the
expectations of oubf-hosptal emergency medical care and the group

understanding of their role.

11.2 5 S T A YYASYNER Sayfeiige Qontext of prehospital
work

hyS aA3IYyATFAOIYG O2yOSLII 6KAOK Ay F2NNa
role is the traditional constructaround K &t A& O2y aARSNBR |y
WS Y S NH S yIr01®91,GHe Misriational Federation for Emergency Medicine
defined emergency medicine in the following way:

Emergency medicine is a field of practice based on the knowledge and skills

required forthe prevention, diagnosis and management of acute and

urgent aspects of illness and injury affecting patients of all age groups with

a full spectrum of episodic undifferentiated physical and behavioural

disorders; it further encompasses an understandinp@fievelopment of

prehospital and inhospital emergency medical systems and the skills
necessary for this development.

Although this is an older definition it is still used on both the International

Federation and Australasian College for Emergency Mexligebsites and in their
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policy and resource listings. The use of the term behavioural disorders with no
reference to mental health or iliness within the definition suggests the tendency to
label the individual as a set of behaviours rather than an undegjyegitimate

illness.

¢tKS GSNXY WSYSNHSyOeQ O2ya2dz2NBa | ALISOATA
with physical disorders (Clark 1982,76). Clark suggests the term implies that a

WYl 22NJ RéeaTdzyOudAazy GKNBI ( Sgadismijakdshe@ksl 6 A f
0KS adaadzyYlLliazy (KIG GKAaAa ReafFdzyOlAzy 6A
logically derived from practice and empirical observation, can be categorised in

context of individual events and body systems. As these events ocaunr in

observable and measurable way the action to treat or manage these events can be

prescribed.This enables structures, organisations and procedures to be developed

Qx
w»

G2 | RRNX&aa GKS YSYSNBSYOASaQd /tFNJ] ¥
usefultodél SNXYAyYyS GKS ySSR FT2NJ 0SOKYyAOLt Ayl
more ambiguous cases whead hocnonrS YSNEB Sy Oé OF 4§ SI2NAT | (A
such as the use of broad categories such as psychiatric (Clark 1982, The goal

of most emergency ndical services is either to provide treatment, with the aim of
stabilising or alleviating the presenting condition, or take the next step of organising
GAYSEe YR &4FFS GUNIYATFTSNI 2F GKS LI GASy
concept of proiding technical intervention and the conventional understanding of

WSYSNHSy Oe Qo
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Mental illness, however, does not easily fit into traditional medical and surgical
constructs and is not measured or assessed in the same manner as traditional
physical obsemtions. In cases of mental illness the scene time can be extended,
the chronic nature of thes conditions often require lonterm treatment, and the
limited resources available leattee paramedics in a situation of being the primary
care provider and thaccess point for further definitive car€his enforced change

of expectations leaves the paramedic in a position where their traditional construct
of emergency care is challengédental illness is particularly difficult in the cof-
hospital arena whereomorbidities complicate the clinical picture of a patient and
there is limited access to resources to eliminate underlying biological causes of
disturbed behaviour. The use of alcohol and other drugs in conjunction with mental

illness particularly makese clinical picture for paramedics difficult.

11.2.1 Comorbidity:Drug and alcohol use in conjunction with mental
illness

The complex and severe clinical profiles with which these individuals present pose
significant issues for the paramedics as theygje caring for someone who is
suffering the effects of the drugs they have takwaith caring for someone
displaying signs and symptoms of mental iliness.

Dual diagnosis is an increasing challenge, particularly in acute mental

health settings. Of note ubstance misuse, in combination with mental

illness, is an important predictor for violence and aggression
(Mills et al 2009National Drug and Alcohol Research Centre)
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Asillustratedin Chapters 7 and 8ubstance use beooes the primary concern for
paramedics and is generally not differentiated from the mental illnésdight of the
dual nature of these presentations itn®t surprising paramedics have thkendency

to place drug and alcohol use within the same continuum as mental iliness.

However,tod S O2y aARSNBR | WLIABOKALIFGNRO OFasa

usually associated with stated sélarm intent in the form of an overdose or with

an extensive past history of diagnosed mental iliness.

The comorbid presentation of mentdlhess anl substance use mayfact whether

the paramedics can safely transport the individual to care, or interferes with the
ability to stabilise the patient. This is where police involvement becomes an added
dimension for the paramedics and the patient. In Soétistralia, The Mental

Health and Emergency Services Memorandum of Understanding (2006, 2010) acts
as a guide outlining the roles and responsibilities of the ambulance service, police
and the mental health teams in these circumstances. At the time oféisisarch

the paramedics were operating under part 5, Section 23 oMleatal Health Act
(19936 KA OK t STi GKS O2y@SeélyOS RSOAaAZ2YA
paramedics as adjuncts providing the ambulance as the means of transport. In
reality, the conveyance decisions were often made as a result of consultation
between the paramedics and police, with the paramedics unofficially taking the lead

role.
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Once the patient is conveyed to the ED, under the terms of the Memorandum the
responsibilites of the ED staHireto have the individual seen withi80 minutes so

that the police can be released to their other duties. The consequence of this is that
ED staff tend to triage as urgent to meet tB@ minute time guide for the police

which may not atually reflect the actual urgency of the case. The eféé¢his
mechanistic and process driven approach to the system is that the patient may not
be appropriately triagedasthe triage category is already predetermined, and tends

to support a reluctane to convey the patient due to operational concerns. The
resultant consequence, as shown in this study, is that paramedics find themselves in

a position of advocating to the police to get the person conveyed under Section 23.

The new South Australiaviental Health Act (2009ignificantly changes the role of
the paramedics, with increased responsibilities regarding the care and conveyance
of individuals with a mental iliness. As a topic of discussion, due to its upcoming
implementation at the time of thetady, the paramedics raised concerns about the
implementation of the newAct (2009) how it was going to affect them

operationally, and the implications for their education.

11.3 Transition work: @ught between episodic and lonrg
term care

Theposition n which paramedics find themselves means they are required to
LIS NJF @ NOY'y &A {, & @nyibinatidrNaf a@ute care and the beginnings of long

term care, which is unique and particularly demanding in cases involving mental
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illness. Closely linked toansition work,are the organisational structures and
proceduresthe scaffoldingand the professional and social constiaotof the

LJ- NJ Y S R A OatfvarfedRidentityii thedcise opsychiatric presentations
Thesesocial structures and idegday amajor role in either facilitating or placing
boundaries and constraints on how paramedics enact teearydaywork. The
following section explores the relationship between transition work, the scaffolding

and thwarted identity and their contribution to pamedic culture.

11.3.1 Traditional ersuschangng role expetations: tensions and
confusion

The transition from traditional constructs of ambulance work to meet changing
LJdzof AO FyR 2NAFyAaldA2y Il f RSP RRAE NGIFE A
stated professional expectationsh& Productivity Commission (2010) found that
ambulance serviceattended2.93million incidents nationallyAustralian E@ata
showed that 84% qgbatients in triage category &nd 47% of patients in triage
category 2arrived by ambulanceThis is significardspsychiatric presentationare
generally triaged within these categoried.astate level the ambulance service is
committed to delivering expert patient care, clinical intervention and patient
transport to over 1.a6nillion peopleacross the state. During theeriod 2008 to
2009,the number of ambulance responses to incidents across the state increased
by 8.2%(SA Ambulance Service 2Q)1Raramedics Australasia argubat these
national and state figures show thegsificance of the Emergency Medical Services

69a{ 0 &aSOG2N) G2 LIS2L)X SaQ tA@Sa FyR (0KS
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needing EMS care up idtimes in their lifetime (Australian College of Ambulance
Professionals 201D. 9. These expectations ofidespread provision of emergency
OFNB FTYR YSSGAYy3 GFNBSGSR NBalLkyasS GAYS
(the collectively held expectations of behaviour) designed around statistically

measured response times for physical trauma and transportladhmNBE R (2 WY S a
YR Aff RSTAYSR WLA@OK OFfft2dziaqQs KI @S
YR (KS -NRPOGRI®L ENBH2fyA G d LYy GKA& (GKSara Gf
' YR-NBAFWRQ NBIfAGE 61 & SOARSY éntafioyf, tht KS Y SR
tendency to load and go, and the tangible feelings experienced by paramedics of

being of limited use to the patient.

The peaknationalbody, Paramedics Australasisa working towards national
paramedic registration, recognition as a profess and advocates greater
involvement within the health system. This national push to be recognised as a
profession creates further uncertainty in their role expectations (their scripts). The
gap between stated expectations atite reform agenda aall levels createsonflict

for paramedics as their role transitions from an essentially treatment and transport
oriented medical model of service delivery to an increasingly primary health and

community based model of care.

These onalimensional role perceptis arise from the early beginnings of
EMS based mainly on transport and emergency responses to public safety
and lifethreatening events. But the functions of EMS have undergone a sea
change. The role of paramedics has evolved swiftly until today theheare
primary practitioners in the delivery of advanced out of hospital emergency
medical care(Australian College of Ambulance Professionals 201, p.
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¢KS 3JIL) 6SG6SSy aldl-NBRRSELSIOOHANAE yRB I i/ R
this thesis can benderstood in terms of the paramedic trying to exist between two
worlds, one of the expectations to meet changing demand and the other the
OdZNNENE I RQYSYDBANRYYSYyld (GKS& 2LISNIGS sAl
ethnography and the exploration of culeiused in this thesis, th@nthropological
conceptofPt AYAY I fAGE@Q 2NJ 6KS ARSI 2F LI NI YSF
f20FGA2yQ Ol LIGdzNB A& ( K S khede aith @antakhealtt?2 & A (0 A 2

problems

As described by Victor Turnér987, p. 450 Wi AYAY I f A0 Q RSLIAOG A
involving the transition of a person from one state to another, particularly in

reference to rites of passage established by local customs, laws, conventions and
ceremonies. Turner argues that if we considar basic model of society as people

existing in a structured world consisting of culturally defined positions, for example,

that of child, adolescent, and adult, then the liminal period between these different
positions can be viewed as an interstructueaent. Turner cites Arnold van

DSY Yy S LIQArites 8eNohssag®y (8 RSAONAOGS (GKS GKNBS L
margin (limen), and aggregation, which characterise the transition from one state to
another. Separation denotes the symbolic actions that ingiceetachment of the

individual or group from their previous position in the social structure or from

existing cultural conditions. As the ties to previous roles and cultural expectations

are removed the individual or group find themselves in an ambigpossgion

where existing roles no longer apply and they hggeto establish themselves in
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GKSANI ySg &a20Alf LRaAGAZ2Yyd ¢KS& 06S02YS
phase, aggregation, occurs when the individual or group has transitioned tew a ne
stable position with clearly defined rights, obligations and expectations of

behaviour. He suggests that these transitions are not restricted to movement
between established societal positions but can include new and evolving cultural

norms, beliefs, angtatuses.

The concept of liminality is now more commonly being used to explain a more static
Re&ylYAO 6KSNB || LISNa2y SEAaGa 2N 3SdGa v
pp.170¢171). Existing between the new and the old without actually being able to

either move forward or go back is akin to the paramedics not being able to stay in

the traditional space of emergency care, because of demand, and not being able to
move completely from the domain because it is still an essential part of their

practice.

As demonstrated in this thesis, the role of paramedics is being redefined as
expectations influence practice. The expanded scope of practice includes the advent
of extended care paramedics (ECPs), paramedic practitioners, and the move to
tertiary based eduoation. The changing role direction is also being driven by the
national debate on the move to national registration; becoming a recognised health
professionithe inclusion of EMS in national heattare policy and utilisation of
paramedics in rural and neote areas to support local health provision. This move

to community and primary based cai&s stated by théustralian College of
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Ambulance Professionals 20ddport, promotes the use of paramedics in extended

care mode in hospitals and clinics whiiitng in thegaps in community health care
provision. This extended role has the added benefiYdf Ay G F AYAy 3 (GKS L
skillbase and is gaining recognition with the recent advent ofltliernational

Roundtable of Community Paramedicine (IRCP)

Themove to primary based care is not only being driven by the recognition of
changing demand but also the increasing workload in comparison to resource
availability being experienced in all sections of the health system. This disparity
between workload andasources is especially evident in the area of mental health
as demonstrated in the research outlined in the literature review. The challenge for
ambulance organisations as they find themselves filling the gaps in community care
is to work towards implemeirig primary care ideals which in reality pose major
structural, educational and cultural shifts. The thesis describes how paramedics
currently are caught in this lag period between the present public demand and the

' Yodzt I yOS 2 NBI Yy A & pravisienyThiSlagpeizdiNspaiticuladlyS NI A O
evident in the limited options, other than the ED, available for paramedics when
they are expected to provide alternative treatment pathways. In essence as the
organisatiors attemptto meet these new demands paradics default to what

they can currently achievéhey act to maintain and operate within norms that are
familiar to them, even when dealing with the mentally ill. These actions can be
viewed as the paramedics being in two different liminal spaces. Ttdifirinal

space, the inability to provide comprehensive care tlustructurally and
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educationally imposed limits, is what Beech (201288%) might describe as the
intersectionof structure and the individualgency where he suggests liminal

practices @ OdzNJP | S RASRRONAMISEHQ HasStIHKS Ay U SNY | €
people seek to keep a particular expression of self when faced with external social
pressures which aptly links to the second liminal space of operating within familiar

norms andopracticesthusgaining certainty from the uncertain (Beech 2011286).

11.4 The scaffolding:industry constraints

Social interaction and social life is not only made up of interaction between groups
and individuals but is shaped by the structureatttve operate within such as the
workplace, community organisations, governments and formal social groups.
Emergency Medical Services are structuregriovide what is considered the

manki G e 2F GKSANI 62N X (KS LINRsBonianiiey 2 F
thesis mramedics work within various social structures, such as clinical governance,
policy and procedure guidelines, international and national recommendations,

which all operate at varigs times as both facilitatorsnd constraints omow they

practice

11.4.1 Organisationalstructures, procedures angrofessional
boundaries

The thesis has articulated that the relationships and actions of paramedics are
significantly governed by hoarganisatiorl structures prescribe their role through

policy and operating protocols. This in tuaffectstheir actions and communication
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with other parties.As discussedarlier, the Medical Dispatch System is designed to
prioritise calls for assistandeased on urgency and whether the event is-life

threateningor potentially lifethreatening. The dispatch follows a strict structure

and is guided by detailed protocolehe Patient Report Form (thease car@br

Patient care car@also uses a specified format whighrangesthe information

based on body systesn These systenwgork well for trauma and lif¢hreatening
conditions,which are time criticalput have limitations when dealing with complex

chronic presentations such as mental illnéBlseyenforce a increasedvalue on

the immediate and medically fosed informationfrom the patient and tend to
YAYAYAAS GKS AYLRNIFYyOS 2F (GKS LI GASYdQ
also create afunnekkffect into what is seen as relevant to their immediate

provision of care and handover. The design of theesy focuses on response times

YR GKS LI N YSRAOAQ F@FAf oAt AGE F2NJ dzN.
highlights the difference between the dispatch information and what paramedics
ultimately find at the scene. These systems ultimately influerm& imformation is

collected, documented and reporteds demonstrated in the example of the case

card and handover findings from Chapters 9 and 10. The overriding organisational
structures do not easily lend themselves to adaption and paramedic cultudsten

to reinforce actions which follow theit N* RAGA 2y | f NRBftS f SI RAY:

process to achieve safe transport.

/| KILJASNJ o GKS (GKS2NBGAOIFET OKFLIISNI Ay

meaning and knowledge at an individual levelt fsam the findings the importance
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of organisational structures became very evidér.understand the influence of
these social structures on action and behaviour Stryker (200B))msuggests a
Y2ZRAFAOIGA2Y 2F aSlI RQ&a O Acidldfe.Sodial lileto@& O2 Yy &
only recognises the significance of self in relation to the development of social
behaviour but also the feedback of social process into the self and social
interaction. Stryker (2008, pl9) proposes a greater emphasis on th@artance of
society in shaping the self which in turn shapes the social interadtising this
framework, society is composed of organised systems of interactions and role
relationships, with complex differentiated groups, communities and institutions.
The ambulance service, paramedics, the ED staff and the patients make up these
complex, interrelated and interacting differentiated groups within this study. This
way of viewing the interaction of social structures with the development of the self
creates soial life as taking place in relatively small networks of role relationships.
These relationships can be interrelated and independent of one another,
sometimes isolated and insulated from one another and sometimes not, and
sometimes cooperative and sometias ©nflicting. This reframed view emphasises

social structures as patterned interactions and relationships which are durable,

resistant to change, and have the capacity to reproduce themselves (Stryker 2008,

pp. 19¢20).

The durable and geeric nature othe paramedics approach to their patient and
their structuredassessment astas thebasisfor their interactionwith those they

treat. The difficultyfor paramedicss whenconfrontedwith those who need care
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based on alifferent type of relationship,dr examplebased ora therapeutic
relationshipwhich is the dominant practice in mental healtfhis change in the
patterned relationships no longer providéhe solid foundation for social
interaction that the paramedics are routinely trained in and accosd to. This is
one factor which leads to the disconnedinesshey feel when attending these

patients.

The need for care, or the perceived lack of the need for emergency care, is integral
to the paramedic§patterned way of interacting with those theytand. This was
particularly apparent in this thesis in Chapters 7 and 8 regarding patient assessment
YR O2YLX Al yOSz:s (GKS ySSR F¥2NJ §t SAIAGAYIFGS
a S S| Ay 3Q The dtidn Bfyéhdiriediezssan potentially challenge the
Ot AYAOAlIyQa FSStAy3aa 2F ¢2NILKZ F3IFAyYy LK
fulfilling their perceived role but needing to meet their duty of cars.Hill
eloquenty states, ballenge to, or lack of validation, as a clinician has the potential
to lessen the value placed on the patient and the care provided.

t I GASyda K2 TFTIAE (G2 GIEtARFGS Ot AYAOALI V.

professionals, who threaten their control, and/or who create fruitless work
FNB Fff adoeSO0 (2 SgEIRHEPY I 68ttt SR 6ok R

Thenotion of patient genuinenesss significantfor paramedic practice because it is

rarely challenged due to thiack of routine feedback regarding patient outcomes

This lack of feedbadleinforces the perceptiobecause the amplete picture of the
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care required to support the patient is not routinely provided to paramedics
Education and continuing ongoing professional development in the area of mental
health plays a vital structural role to support cultural chanigelso povides a way

to combat hese notions andnisconceptions.

11.4.2 The influence of orgaisational structure and policythe gap
between national and state glection | Y R -N2 iy NJ

Throughout the thesis paramedics continually referred to their dutyasé and the
practicalities of transport, rather than providing treatment to those with mental
illness. The paramedics described the reality of not being able to clinically provide
care because it is outside their scope of practice and current systenmoare
designed to support it. There remains an expectation that paramedics will manage
and care for those with mental health problems with limited resources and support.
As stated in the SA Ambulance Service Annual Repori;2008 (2010) key reform
directions involve an expectation of increased level of expert medical interventions
GAUKAY GKS O2YYdzyAide FyR Ay LIS2L)X SQa K2
alternative care pathways and reducing the pressure on the hospital system.
A key part of the atoulance reform agenda is delivering increased expert
YSRAOIfT AyiSNBSyilAz2yad sA0GKAY GKS O2YYdzy.
transporting them to hospital. LoAgrm, this will see the number of
patients being transported to hospital level out or evernrdase as more
patients not requiring hospitalisation are directed to more appropriate
Of AYAOIf LI K@l @AXPCAZNIKSNE LI GASYyda 6K;:
require immediate treatment will increasingly be directed to other health
care providers such as GH#is is designed to reduce unnecessary pressure

on the hospital system and ensure emergency resources are available to
respond to emergencie€SA Ambulance Service, June 2010)
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As indicated in the thesis, for these key reforms to take place the parasbdve

to be supported to envision their role as more than dealing with the immediate and
physical presentations of illness, with the associated professional development that
this entails. This would include greater access to mental health resources and
treatment alternatives rather than the ED. The availability of alternative pathways
for individuals with mental iliness is limited as there are still significant gaps
between the provision of community services and demand as demonstrated in
Chapter 2, theiterature review. As stated by thBepartment of Health and Ageing
there hare beenthcreased demand pressures for mental health care right across
the health sector, particularly for acute and emergency €ddepartment of Health

& Ageing2010) Consumersand carersand indeed the findings of this study, all

consistently point to these problenas needing urgent attention.

| 2y GNAROdziAY 3 G2 GKS LI NFY YSRANBEI RSGAY I AY
experience and organisational expectations is the currettomal debate regarding

their role and the gap in practice. The narrative in this thesis demonstrated that in

cases of mental illness paramedics find it difficult to work in the broader framework

of primary care provision and revert to operating withirsth 4 NI RAGA 2y | f W
role. Paramedics Australasia (2011) argues that while the concepts of prevention

and broader health care roles are contained within the EMS job description and

within the paramedic skill set, many policy makers at a local, stadefederal level,

including governing councils and service providstifl hold the perception of an

ambulance and its crew responding to an emergency and taking the patient to
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hospital. For example the National Health and Hospital Reform Commission
(NHHRKC)Healthcare agreements and performance benchmgg@08) which uses

GKS GSNXY WSYSNHSyOeQ | fY2ai-badSdflEehvitgsr St &
0KS g2NR Wl Yodzt I yOSQ | LIS NB 2yteé (A0S
0KS GSNXYORLIRASYSRAG FLIISENI Fd £ 6! dzad
Professionals 2011). This narrow perception of their role results in key performance
indicators continuing to remain focused on response times and emergency service

parameters. This leaves other portant indicators of health care outcomes

neglected and contributes to the lack of value given to this broader role.

11.4.3 How to define and develop the nofessionalboundaries

CKA&a GKSAaAa RSY2yaidNr SR GKIF G (dKaSheikdr NI Y
ability to provide immediate clinical care. The move to registration and the

transition of the EMS role means that currently defining what exactly a paramedic is
and what their professional boundaries are is becoming more difficult. In an
environment where there is ioreasing expectations of persaentred community

based care, with the inclusion of consumers in the development of policy and

service provision, flexibility in work practices has become mandated. This flexibility

is influencingthS E LIS QG I G- N2 Y RQ2 EINWHYIAOS | yR K26
being defined now and in the future. The emphasis on the needs of service users

tests existing professional power bases and boundaries and mandates the use of

multidisciplinary collaboration@Nancarrow& Borthwick2005, p.898)
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Paramedics, as an emerging profession, are in the process of trying to codify these
professional boundaries. Nancarr@md Borthwick2005, p901) suggests that to
maintain or take hold of professional boundarieganisations use strategies that
protect their perceived areas of control while campaigning to expand or establish
their expertise in other area3.heydescribes this process as a socially collective act
which aims at ensuring the emerging profes®ostatis and position in society.
Defining the distinct areas of expertise for enfthospital EMS work through the
gaining of professional status and a national curriculum maintains the identity of

LI NI YSRAO&BYRAIl PRI YRaEADS Ay focds diBede cae Y I A
it allows them to be aligned with emergency medicine, a high status profession. This
alignment is beneficial for the recognition as a profession and is vital for the
provision of emergency medical care, but may fail to recognise thiellsachanging
demands of the oubf-hospital and community settings that now dominate,

especially in the area of mental health.

Another structural and policy factor which influences paramedic practice is that
statistical datasets related to EMS, patidmalthcare and occupational
classifications are inconsistent or are not comprehensive enough to evaluate
patient outcomes from the initiation of care pteospital (Australian College of
Ambulance Professionals 2011). Two important consequences of tkisflac
comprehensive data are inaccurate workload data regarding psychiatric
presentations and the difficulty of providing comprehensive feedback mechanisms

for patient outcomes. This was clearly demonstrated time and again in this study.
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Thislack of feedda{ KIF & aA3IYyAFAOlI Yyl AYLI ANB IR Y A
as demonstrated in the story told by the two older paramedics who managed to talk
down a patient from an overpass only to hear over the radio that she had managed

to get back there to jump 6the overpass and sustained massive trauma. Even

eight to ten years later they still did not know whether she had survived. This lack of
feedback potentially has a depressive effect on the paramedics own mental

wellbeing and may increase their cynicisrgaeding how useful they are in these
circumstances. There is also the potential that this lack of feedback fosters anger

and resentment, a negative view of those with mental health problems, and is

therefore one of the drawbacks to being in this liminahtst.

The stated commitment to provide increased expert medical intervention within the
O2YYdzyAllé FyR Ay LIS2LX SQa K2YSa A& RANS
reported in this study that they practically can do, and what they perceive they are
able to dowhen dealing with patients who have a mental illness. Paramedics
consider safe transport and getting the individual to further care as essentially their
major contribution to assisting these patients. The findings clearly indicate that the
majority of pammedics do have compassion and empathy for these patients, but
are frustrated that they cannot provide the immediatéK I -gnRcare which

validates their presencand which is in line with how they see their role. There

were statements and observations wh demonstrated prejudice,

misunderstanding, and disconnect with psychiatric patients but these were mainly

A > s oA -

RANBOGSR (2¢1 NRa (KS WNXB3IdzZ I NBEQ ¢K2 (GKS
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This leaves them with a feeling of not being able to meet thein,alve

organisations 2 NJ G KS Llzot A 0Qa SELISOGIdAz2ya 27

In this current environment, as their role is being redefined, there is a level of
uncertainty surrounding these expectations and conflicting realities. Paramedics, to
manage these conflts, resort to their training, experience and their perceived role

2F RSIfAYy3a 6A0GK GKS AYYSRAFGS FyR LIK@&&A
psychiatric situations. Among the paramedics some valued their role as someone

who could be there for th@atient, while others were more focused on being

I At ofS F2NJ GKS ySEG WiNHzSQ SYSNBSyOe
attending patients with mental illnessather than valued for their clinical skills. This

lack of recognition and usgf their clinical skills contributes to this sense of existing

in a liminal state, between positive action and being just a transport service.

11.4.4 Education

In this study, the limits in mental health education provided to paramedics also
posed a chd¢nge to being able to provide expert clinical care in the community.

The education which paramedics receive regarding mental health and mental iliness
lacks further review and continued professional developmantike other areas of

their practice. In ths ethnography, ogoing professional development was

considered limited, disjointed and focused on the control of the patient rather than
providing the paramedics with alternative strategies to improve patient outcomes.

Another fundamental issue is theidecation, by necessity, must cover a large
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amount of information. Paramedics by the nature of their work are required to
manage a wide variety of presentations which makes it increasingly difficult to

cover all possibilities in extensive detail. The pardice are moving into the realm

of beinggeneralisedspecialists, in praospital care, which to date has meant a
reliance like other health professions comprehensive and consistent professional
development. This includes appropriate supervision folcdindevelopment for

those new to the profession. As shown in the findings clinical mentorship is a critical
issue for the ambulance service. Providing leadership, teaching and supervision
roles are significant to how paramedics learn to care for someatteavmental
AftySaad ¢KS RS@GSt2LIYSyd 2F | LILINRBLEINRIF GS
NE I RQ S mvhih KehuBes d&effective provision of these mentoring roles.

At present a crew, comprising of a senior paramedic with two to three years
experience and a recent graduate, may lack the needed experience and expertise to
appropriately make clinical decisions when confronted by a complex case involving
mental illness. This leaves the paramedic in abatween world, a liminal state, of

havingto deal with the situation but with limited experience to draw upon.

Changes in education

In the last five years there have besmoves to address the need for greater training
and resources in the area of mental health. The ambulance service has dedelop
in consultations with the mental health sector, mental health liaisons within the
Emergency Operations Centre (EOC) to assist with the coordination of mental

health resources for emergency presentations and expert advice for paramedics
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when needed. Aliough the Assessment Crisis Intervention Service (ACIS) teams are
available as a resource, paramedics rarely utilise them and the interaction only

occurs when the paramedics have been called to transport a patient. The Mental
Health and Emergency Serviddemorandum of Understanding (2010) clearly

outline the roles and responsibilities cheh signatory to the MemorandunSA

Health, SA Ambulance Service, Royal Flying Doctor ServiSoatidAustralia

Police. The Metropolitan Adult Mental Health Servicepas of their role and
responsibilities are to provide 2dour service provision in the metropolitan area to

ensure that mental health consumers in crisis are assessed and treated according to
need. They are required to have support systems in placedpamed to request for
assistance from the other signatories as s@srpossible and provide a statele

consultation and liaison service. These are ideal goals but in reality are difficult to
implement when the services themselves are struggling to meettdghiR | Y R W2 y
NEFRQ GKSNB | LJIJSIFNBR G2 6S | tF01 27F dzyR
These relationships with the ACIS teams need further research to understand the
barriers to multidisciplinary collaboration and how that could be addressed in

practice. The recommendations in the final chapter propose some strategies that

might aid towards greater collaboration with the mental health teams.

As shown the organisational expectations and broader social structures operate to
shape paramedic identity, b@re only one aspect which contributes to their
concept of role. The following section deals with how identity is formed by the

balancing of personal and public expectations withroad reality. The section
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explores why certain identities are attributed those paramedics treat, and why

they assume control.

11.5 Thwarted identity: Balancing personal and public
expectations andV2NR | RQ NXI f A (&

This thesis shows how paramedics continue to identify with and operate along the
traditional construct of emegency care, which includes seeing themselves as active
in providing treatmat and being available for |lfthreatening events. These socially
constructed expectations influence their care of psychiatric presentations and how
their traditional expectationgind sense of identity is challenged by their work.
Currently this leads to what is essentially a thwarted sense of role, identity and
purpose which leaves them again in a liminal state. The tdemtity as defined by
Stryker and Burke (2000, p84), inthe symbolic interactionist tradition, is

O 2 y & (i NHzO in&aRings that pérgo8s attach to the multiple roles they typically
play in highly differentiated contemporary societ@BheLJ: NJ Y &lénfitdisi Q
constructed by the public, media, and theiwvo culture in terms of being heroic, as
active agentproviding care during a crisidoing work that is repugnant, has

inherent risks, is trauma focused, and unpredictable.

11.5.1 Psychiatric patients as antieroic work

Media and social portrayal ofidbulance work as heroic dominatesith pictures of
patients requiring urgent attentiomndfrantic action from paramedics to mage

life-threatening conditions. &amedicgthemselves are portrayed & Wa i NS S G 6 A
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staccato speaking amgshaving limited mteraction with hospital staffReynolds

(2009 p. 31) suggestshese portrayals rarely depict tieue nature of paramedic

work and the strategies usdby paramedics to deal with the demands of the job.

This thesis has illustrated that the reality for paredics when dealing with

someone who is mentally ill is often that the care they need to provide is not in line
with these portrayals and expectations. The patient is often in crisis, but not in the
traditional sense of requiring urgent care or franti¢ian to manage life

threatening conditions. Instead the care needed is in terms of time, communication,
preliminary basic mental health assessment, and resources to support the patient in
accessing appropriate care. This is particularly evident as parasfatie changing
care needs in the community with an aging population, higher incidents of chronic
illness and mental iliness where the traditional skill sets are being challenged
(Roberts & Henderson 2009). This socially constructed perception of what a
paramedic is and what they do (the hero), is at direct odds to the type of work they
are required to perform with mentally ill patients. Again leaving the paramedics in a

liminal state of doing what they can but not valuing their contribution.

This thwartel or devalued sense of purpose relates to the perceived lack of clinical
QKI-F®ZB OFNB (GKS@ IINB 6fS (2 RStAOBSNOD ¢
LI N} YSRAOQA O2y (i NRodziA2Yy A& y20G NBIRAf 2
wider community. The contoution cannot be immediately measured by what they
consider objectiveobservablepositive changes in patient presentation or

reinforced by followup information on patient outcomes. As a result the
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paramedics recognise that these cases are difficult,tangse their own words,

they generally manage them poorly. The language used by the paramedics to
RSAONAROGS YSydartte Aff LI GASyGas adzOK | a
and the evident disconneitin with psychiatric patients demonstrated thack of

value paramedics attributed to their own contribution to the care of these patients.

The ability to empathise and meet the needs of mentally ill patients requires a
willingness to connect with the patient and the abilitydssist the person in a
WKIFRB Ot AYAOIf YIYYSNW®P ¢KS @I fdzS I GdNR
traditional construct of emergency care, but in instances of mental iliness the value
comes in the time spent with the individual, the ability to be with the person, to

listen, and an aptitude to provide a safe environment for the patient to tell their

story. These skills are often negated by the sense of their own urgency in their

work, the need to meet response times, the wanting to be available for others who

are sicker,an®@2 y ¥t A Ot a ¢ A (imperatiedo gltthe ihndRidualyoR 32 Q

further care.

11.5.2 Ambulance work asisky andrepugnant safety and caution
first

Paramedics work in an environment that is ever changing, chaotic &l of
imposesitsownlimité&t 2y a FyR OKIFffSyaSad ¢KS ySSR
the changing environment leaves the paramedic with a sense of uncertainty
particularly with psychiatric presentations. There was a strong narrative from the

paramedics in this study on risk, caut and safety that goes hand in hand with the
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varied environments they encounter. To gain a sense of control and certainty
paramedics focus on establishing a safe environment for themselves and the

patient, which is a process that is practical and withigir control and gives their

presence meaning and purpose. Obtaining this sense of control may benefit the
paramedic and the patient in a practical and clinical sense, but it also acts to negate
feelings of a lack of purpose, and their ability to do ukelmical intervention.

¢tKSaS | O0Ga NBRdAzOS flogs & rolelandldentiyiReir hava@itedi Sy & S
identityQTheir sense of control and purpose focuses on medically stabilising the

patient by dealing with any physical consequences of the niglhtass, such as an
overdose, while making further judgements as to whether the patient is a continued

threat to his or her own safety or the safety of others.

11.6 Attributed identity: dangerousness, legitimate vs.
illegitimate need for care, assumeliberty in gathering
the history, stigma anctonsequences of action

¢CKS aAaddz GA2ya-NBHNQY QRAGY TRGS WAYyIY A FAC
These real and potential hazards, as reported in the findings of this thesis,

potentially threaten thér personal safety. The unpredictable nature of dealing with
someone experiencing a mental illness and the perception of dangerousness
NEAYT2NOS LI N YSRAOCAQ [ OGA2Yya 6KAOK I NB
fear of the potential for violent or agessive behaviour. Thadtributed identityto

those paramedics treat is closely related to issues of stigma and discrimination
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regarding mental illness, but is also a social act to protect the paramedics in the

nature of the work they do.

11.6.1 Risk caution andsafety

Campeau (2008, 289)suggests paramedics are socially awand userisk

assesment not onlyfor physical hazards but alss a means to assess for the

potential threat from others. This heightened awareness of personal risk means

thatLJ- N YSRAO& I NBE @OSNE O2yaOAaz2dfEicodT GKS
becoming aggressive, and possibly violent. This results in personal safety and

caution being placed as a high priority in their management of not only mentally ill
patients kut all patients. This was evident by the way the paramedics referred to

getting a feel for the patientasking them if they have any weapons, and the
FGdGAGdzZRS 2F wez2dz KIgS OFtt SR dzax 3ISG Ay
32Q 2L @2y f AK20AKE 6 KAa F20dza 2y LISNE2Z2Y!
needs are discounted, the majority of paramedics involved in the study saw the
assessment of danger as fundamental to being able to help the patient in the long

term.

Strategies for sceneadety: / | Y LIS WitkClfSstrategyQrationalised self
interest and trading of patient care and scene safety

In this study the idea of dangerousness, as a potential hazard and a social construct,
when attending psychiatric presentations was intrinsicktiged with the
paramedic§approach and assessment of the individual. According to Campeau

(2008, pp292¢293) the threestrategies paramedics use to achieve scene safety are
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the What-if strategyQrationalised selfnterest, and trading ofpatient careand

scene safetyt KS WK ladi NI (0 S 3 & Q udl gssessinenSar thaiworst 02 v
case scenario and keeping these potential hazards in the forefront of their clinical
decision making. This involvésk S LJI NdecedniBirig ©azdpds, developing

situational awarenesandtaking action in a changing environment

11.6.2 The concept of dangerousness

¢t KS-NRFWRQ SYBANRYYSyids LI &G SELSNASYyOS 2
being subject to violence, and cultural reinforcemgperpetuate the pevailing

aSyasS 2F OldziAz2zy 6KAOK 3I20SNya GKS LI NI
LA OKAIF GNAO LI GASyGa IINBX RFEYy3ISNRdzad® ¢KS
portrayal of mental iliness as being linked to violence and aggression serve to

support ard influence the way they carfer psychiatric patients. The difficulty for

those dealing with individuals with mental iliness is that the research into mental

illness and violence is complex and poses several moral, ethical and interrelated
guestions (Rogs & Pilgrim 2005, pf205¢207). These questions are not easily

answered nor does it give paramedics a definitive way of predicting behaviour.
Paramedics, like other health professionals, are faced with the overriding necessity

to act in a manner that preitcts their personal safety, is within their duty of care,

but without the immediate back up of specialists, other staff, security or police.

Until the 199G the link between mental illness and violence was not clear in the

research evidence (Pilgrim & Rwg 1999, p180). In a national epidemiologic
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survey on alcohol and related conditions from the United Statesldia showed
that severe mental illness alone was not statistically reldatefliture violence
(Elbogen & Johnson 2009,¥52) In Elboget YR W2 Ky a2y Qa &l YLX S
participants they found that severe mental iliness did not rank among the strongest
predictors of violent behaviour. They suggest that people with severe mental illness
were not at increased risk of perpetrating serious uwlacts and that their results
are at odds with public perceptions.

Instead, the current results show that if a person has severe mental illness

without substance abuse and history of violence, he or she has the same

chances of being violent during thexn& years as any other person in the
general population(Elboger& Johnson 2009, 1.52)

Recent research from Markowitz (2011 40) however describes a situation where
there is an acknowledged increased risk of violence from someone with a mental
illness. He cites community epidemiological studies that suggest violent behaviour
was found in 25% of those who met the Diagnostic Statistical Manual criteria for a
mental disordeycompared to 2% of those with no mental disorder, but he also
goes on to discissthe difficulty in measuring such relationships and the complex
nature and influence of other social factors on behaviour. Markowitz stresses that
although there is a correlation with active psychotic symptoms and increased
potential for violence there ialso the increased risk of the person with severe
mental illness being subject to violence, committing suicide or being the victim of

homicide (Markowitz 2011, pt0).
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Markowitz (2011) and Pilgrim and Rogers (1999) argue that it is difficult to identify
and predict common signs and symptoms which would indicate potential for
violence. Although they acknowledge that research has shown that if the individual
is experiencing aggressive command hallucinations (voices directing the person to
act in an aggresse way) or delusions which are frightening with threatening
content then the potential for violence increases. They also argue the need to
examine the broader social and individual circumstances of the person to be able to
make links and understandingstbe potential for violence. They list issues such as
violence in the family, coexisting mental iliness and physical illness, multiple
disorders, ceexisting drug and alcohol use/problems, socioeconomic status, and
the treatment or lack of treatment alreadygceived as interrelated factors when
examining the link between mental illness and violent or aggressive behaviour
(Pilgrim & Rogers 1999; Pilgrim & Rogers 2&la0gen & Johnson 2008larkowitz
2011). These interrelated factors tend to be a common acence in the cases
attended by those who work in the community or emergency services, including

paramedics.

Another factor to consider regarding violence and dangerousness is that although
public understanding of mental iliness has broadened, paraddyitedre has been

an increase in the public association of mental illness with dangerousness, violence
and unpredictability. One explanation is the media portrayal of violent events and
mental illness which may have led to the misunderstanding of the adsla

(Markowitz 2011, p39). Markowitz argues that the increased perception of
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dangerousness has the effect of increasing stigma, discriminatory behaviour, social
rejection and isolationwhich can result in decreased options for housing,

employment, saial networks and supportive therapeutic community treatment.

These social and life supporting activities act as a protective factor and reduce the
potential for violence and are therefore crucial (Markowitz 201473).

Understanding the broader socialmtext of the individual to be able to gauge risk

adds weight to the need for paramedics to be aware of and evaluate not only the
immediate patient presentation and environment, but atbe broader history, the
WEAT2NE Q> 2 F (G KS L3aNdk asgddot onfy kokstablighfag iidas (0 A 2
possible a safer environment for themselves but also for the patient and those who

are treating the person at all stages of care.

11.6.3 Stigma: mental iliness and spoiledentity

Stigma cannot be ignored assubconscious or, as evidenced by some of the

statements recorded in this thesis, a conscious influence on how paramedics deal

with individuals with mental illness. The theme of legitimate and illegitimate need
F2NJ OFNB | yR (GKS @hanStéta both ¢ taiiitéd SndepfEBdihgzt || NB&
08 LI NY¥YSRAOA 2F ¢gKIG YSyualf AffySaa Aa
iKSYaStgSaod ¢KS LI NI YSRAOAQ dzaS 2F GKS
W GFATFotS F2NJ (NHzS @iIeQiohmiShé Cohtdichsy ¢ KA OK
practice position and liminal state they are in, demonstrates a number of

assumptions regarding the character of persons with mental illness. The term

implies that the individual was not in real need of their servicespismcrisis, but
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is not strong enough to seek help for themselves, has less value than those with

other more immediate concerns, and is better served by others. Although these
FaddzYLWiAzya YIe 06S RANBOGSR Ladadiesudlh £ &
what they considen professional approach to be able to meegithrole

expectations. Theiapproach often had mixed results and potential consequences

for the patient, but paramedics were often limited by their scope of practice, legal

parameters and Wat alternative resources were available to them.

Goffman (1963) in his works on stigma and the concept of spoiled identity identifies
stigma as a social construct where groups and individuals in society are categorised
by common features, attributes, antharacteristics. He views these categorisations
as serving the purpose of almost shortcutting the social interaction because there
are established notions regarding the nature of those who inhabit a particular
category. Along with these notions are esiabkd expectations of how those in a
particular category will act and interact with those around thesuch as
expectations of how paramedics will behave and interastwell as how someone
with a mental iliness is perceived to act and react.

Society estblishes the means of categorizing persons and the complement

or attributes felt to be ordinary and natural for members of each of these

categories Social settings establish the categories of persons likely to be
encountered therg(Goffman 1963, p2)

Sigma is then defined by Goffman (1963000 & +Fy WFGONROGdzG S 0

RAAGONBRAGAYIQDP ¢KS RAAONBRAGAY I I G0GNRKOdz
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contact with do not hold with the expectations of a given group which we assume
them to be a part gfor they possess characteristics which make the individual
different, or not considered within the social norm. Often those that are
stigmatised, according to Goffman (1963,1g) are labelled without any interaction

or SGARSY OS NXB I I N#uAl yharactek FtimaiSyNieyp ayedamed for
their condition which iseenast Y i NA Y aA O (2 GKSANI LISNBR2VY I
perception of personality disorders as manipulative, with its strong moral tone, and
a drain on the systepshows how the attribnted discredited characteristics of an
individual influence their actions and is seen as intrinsic to the person. Goffman
(1963, p.3) stresses that stigma is about relationships and context which was
evidenced in this thesis by the acceptance of those whee truly considered to be
suffering a mental illness and those that were considered to be wasting the

ambulance resources and should find help elsewhere.

Horsfall (2010, p450) suggests that thredistinctcomponentsseem to berequired
tofulflamaRSt 2 F & G A JiVaceessibl&KrBainFreaNtneépatiied W
stereotypeQFbr example, the perception thaeople whoare mentally ill are
dangerous provides the basis for the stigmatising behaviour. The second is that a
person is provided with evidenad behaviour which confirms their belief the

person is mentally ill, or the stigmatiser just believes the person is mentally ill
without any basis for that decision. Thirdly there is avoidamerstreatment, or
discrimination against the persohlorsfall 2010, p.450) argues this view of stigma

is oversimplified as it relies on social labels and constructs, perceptions, cognitive
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understandings and overtly discriminatory behavioline element she considers is
missing is the element of emotion and how thaintrinsic in how both the

stigmatiser andhe stigmatised act and react. This element of emotion can be

clearly seen when paramedics discussed how they find regulars draining, frustrating
and a challenge to their professional manner when they knowdthes that are

regular patients that do the same shit every ti@®onyaCasel6, second

interview).

D2FFYlFIyQa ARSI 2F aLRAtSR ARSyGade Oy
those experiencing a mental illness. Goffman (1963, p. 67) referetadhof

WL F OAY3IQ Iy AYRAGARdzZ & Ayid2 | a20ALf A
cognitive recognitionThrough this act of identification, whether it relates to the
defining features of mental iliness, and the outward presentation of those
characteristics, or personal and professional creation of the paramedics

professional identity and role, there is a conscious perception of what those

identities entail. When these identities are created the person placed in a particular
category, eitherightly or wrongly, is treated and viewed in a particular way which

can reinforce behaviour or challenge the per&@aown construct of who they are.

For people with a mental illness this is the attempt to get the recognition that their
illness is only a paof who they are and not their whole being, and for paramedics

it is trying to reconcile what they see as their role, and what they can actually

achieve when attending people with mental illness.

CHAPTER 11 387



Closely related to the idea of preparing for the worstecasenario is the idea of
rationalisedselfinterest. In situations where theonflict betweenproviding patient

care andpersonal or crevgafety arisewhether the risk is real or perceived,

paramedics emphasise tiéd NPt S | & WNB & OdzZRdshsie ¢ KA OK
rationalisationof selfinterest(Campeau 2008, p. 293). The emphasis in the findings
on patient compliance, assuming control, and outcome focused management
strategies demonstrates the paramedics attempts to create a safe working space for

theya St 9Sa yR YFAYOGFAY GKSANI NRES | a WNEB

11.6.4 Rationalised selfinterest and trading of patient care and scene
safety

The work place reality for paramedics is that if they are injured, threatened, spat
on, kicked, and punched at by patients thegnnot perform their role. Under these
circumstances they cannot provide timely or effective care, and hence cannot meet
their own expectations. Although these situations appear to be in the minority they
stand out for paramedics and result in a very sty@assessment of personal risk at

the scene and during transport of psychiatric patients. This practice results in

placing a high priority on measures which manage or avoid an escalation of risk.

Campeau contends thaa)lowing for real physical risk, interactionist termsif the
paramedic was unable to deliver needed patient care, taeynot meeting their
own expectations of competenc&his strategy to maintaitheir practice as

competent, able to do the job, is in line with the concept of ambulanog as
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heroic.Campeaualigns this process of maintaining and establishing a competent
AYlF 3S & A doKcepd & theR€zagnition of self (2008,293) This
recognition of self and their social position becomes a part of how they construct

what is prdessional behaviour when caring for someone who is mentalljils

LINEFSadaAz2ylf 0SKF@ZA2dzNI OSyiNBa 2y (KS

situations where the need for further care is not obvious or easily recognised, as in

the interactionswithK 2 8 S AYRA@ARdzZE £ a LI NI} YSRAOa
LI NI YSRAO YIAYyGFrAYy GKSANI ARSyiGAGe 27

instances to the option of transporting the patient to the ED.

11.7 Assumingcontrol: taking the offensive position to gain
certainty in the uncertainand unpredictable

In placing risk in context for paramedjes explanation of the complex nature of

the patient presentations they encounter also needs to be taken into consideration.

Paramedicgan beconfronted by incoherenterratic, bizarre, emotiondlehaviour,
and patient behaviour which idevoid of any connection to others and their
surroundings. The behaviour in itself may not be threatening or confronting, but
leaves the paramed&dn a situation wkere thar actions ae not clear cut or
prescriptive Their actions may béependent on the patient being able to connect
to what is happening around them. The restless, agitaéed what was referred to
& WI OGSy dA 2y, dsdadydd byypatientscHallengéiparamedics
ability to carry out heir duty of care. It also confoundseir capacityto make clear

decisions because the historyafien incomplete or not freely availabl&he result
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is that paramedics construct strategic ways to get the individual inén care, for
example the use of diversion, suggesting other medical reasons for the need for
hospital care, and trying to identify common threads to develop a rapport. They

may resort to the support of the police, use the threat of the police, or, ag th
describe, give the patient the option to come thasy or the hard wayThey also

use their organisational resources such as the backup of intensive care paramedics,
shift or team leaders. In other words the paramedics meet the imperative of

establishig control of the situation.

11.7.1 Compliance

¢KS 02y OSLIi 2F WO2YLX AlFIYyOSQ gl a dzaSR o0&
interaction between the paramedic and the patient in two different ways.

Paramedics used patient compliance to measure poéemisk, but they also used it

as a means to control the scene which places them in a position of power over the

LI GASYG® ¢KS LISNE2YQa gAfftAy3aySaa 2 T2
gauge the potential risk when at the scene, and in thefioed space of the

ambulance. The degree of compliance also informed their decisions regarding the
resources that needed to be mobilised, preferably sooner rather than later. The

term compliance also has practice implications regarding the involuntary

conveyance of the person by the police and the ambulance service to further

treatment under the legal framework dthe Mental Health Act (1993This involves

a power relationship between the individual and the paramedic and ultimately the

police, which can gtentially result in a negative experience of care for the patient.
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Defining power and the relationship between the patient and the paramedic

The terms compliance and adherence have come under sustained criticism without
offering further insight other tharhe relationship between health professionals
and patients is based on a framework for how patients ought to behave (Bassell
al. 2004, p851). The concept of power and who holds the ability to make the
RSOAAA2Y & NBIFNRAY I heir adfit)Nth @akexdtionI Sy G | £ &
choices regarding their own care, in the eafthospital environment, rest with the
first responders, the paramedics, and the police. This places them in a position to
dictate what ultimately happens or does not happen to thdividual once called to
the scene. To understand this relationship the concept of power needs to be
defined. Power is defined by Torelli and Shawvitt as:

'y AYRAGARIZ t Q& NBOGKSENBS OHLIOAGdEGR2NES

withholding resources ordministering punishments.
(Torelli & Shavitt 2010, pp. 7§304)

They describe this notion of power as originating in a verycsgifred,
individualised goals orientated culture, but argue that more recent research has
demonstrated that power holders cayperate in a more communal and beneficial
manner, taking the needs of others into account.

In contrast, communabriented people, or those disposed to respond to the

needs and interests of others, behaved in ways aimed at benefiting others
over themselvegTorelli & Shavitt 2010, F04)
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The meaning and purpose of power for a given culture emerges out of the how the
concept of power is socially constructed and nurtured.
Power is instrumental for achieving culturally nurtured goBéxause those

goals difer by culture, the views of power as a témi achieving culturally
specific goals should differ as well. Accordirngdyne cultures foster a

conceptualization of poweras2 YSGU KAy 3 (2 o06S dzzaSR F¥2N IR
personal agenda, andence maintainingg R LINP Y2 (G Ay 3 2y SQa LRs

status, wherea®thers foster a concept of power as something to be used
for benefiting others(Torelli & Shavitt 2010, 704)

2 A0KAY GKS LI NFYYSRAOAQ NRfS LINSAONRKLIAZ2

response times, théegitimate use of their service, and their ability to treat at the
scene effect how paramedics consciously or unconsciously used their position of
power. The paramedics oscillate between the siécted use of power when

trying to meet their own resporniilities and the more communadrientated model
when the trying to meet the needs of the patient. The other consideration in this
relationship is the mismatch between the current orthodoxy and the dominant
discourse within mental health of the recovery de and the instrumental clinical
practice driven culture of the paramedics. The recovery m@dahgerford et al,

2012), which is based in the empowerment of the individual and their ability to set
GKSANI 26y 321 fasx | yR ( KiSowhodrRpatbiaR dzlatf Q a
odds with the short, immediate care provision structure of emergency medical
services. This mismatch leads to the paramedics being and feeling constrained, not

necessarily understanding the principles of the recovery model wthigin patient

CHAPTER 11 392

N.



might be espousing, and not being able to provide the support and resources to

meet the ideals of the recovery model.

The notion of insight

/| 2YLIX Al yOS Aa Ffaz Otz2asSte ftAy1SR gAlK
andunderstand y 3 2F GKSANI AffySaaov gKAOK AYyT2N
YF{AYy3 NBEIFNRAYI GKS AYyRAGARIZ £ Q& GKNBI
Rogers and Pilgrim (2005, Xb4) the notion of insight has three significant

problems. They suggest thtte notion of insight is defined in a circular way where
insight means there is agreement between the patient and the psychiatrist on a

given diagnosis. The concepts of sanity and madness are socially agreed constructs
and a breakdown in this shared notioisually means that the interaction between

patient and health professional, in this case the paramedic, becomes an issue of the
more powerful party making the decisions. This unequal interaction can mean the
patients may lose their right to refuse treatme For example, paramedics, placed

in a position to make a judgement on whether the person is a threat to themselves

or others and working with the police, are in a powerful position to dictate and

O2y GNRf GKS AYRAGARdzZ f Q adbeliktiaQie ase of! t 0 K2
the police and Section 23 of tiMental Health Ac{1993 was a last resort, they

never the less deferred to their duty of care by involving police assistance to

provide conveyance to the ED as an effective way to control theteven
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The second concern with the notion of insight is that the nature of mental iliness is
conceded by professionals to be often episodic. Taking this into account the

question arises of how does the mental health professional, let alone a paramedic,

with less expertise in the field, make judgements on when a person is aware (has
insight) and when is a person not aware (Rogers & Pilgrim 20@54p. Paramedics
NEfée 2y (GKS LI GASY(d Q& 2 dzié thtRinténE &adNB & & A 2
behaviour thatthey categorise as demonstrating a break with reality, and signs of

the person not coping with daily activities and self care, to make a clinical decision
whether further care is required. Although paramedics are privileged with access to

0 KS LIS NE&, 2k tew dthenh&alth professionals have, their impressions

Oy 0SS Iy AyO2YLX SGS @GASg 2F GKS LISNERZ2Y
a short time with the patient, have differing views on how valued their presence is

for the patient, and thausefulness of the social history obtained at the scene. This
R2Sa FFTFSOU0 GKSANI RSUSNNAYIFIGAZ2Y 2F GKS
address this lack of insight in the eof-hospital environment with limited

resources.

~

The third challenge2 G KS ARSI 2F AyaAiadakKid Aa 6KIFG R
O23ayAGADS YR a20ALt O2YLISHHSye@BatQ o6w23S
compliance, particularly for paramedics, is one of the defining features of insight,

and resistance to treatmentould be seen as irrational and indicating that the

person is not sufficiently competent to make decisions. This could be a

misjudgement according to Rogers and Pilgrim (200554) and adherence to
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treatment on its own is not enough to make aclinicabde a A 2y 2y (GKS LIS
ability to make considered choices, especially when allowing for the side effects of
psychiatric pharmacological treatments. The findings show the paramedics

dzy F2 Nl dzy 6§ St & KI@S G2 YIS GKSa®dnSOAa&A
in order to judge whether transport to further care is required. These decisions are

made with little time available to them, in an area not well covered in their training,

and considered outside their role and scope of practice.

The discussion orompliance framed the paramedics actions as an issue of power
and their judgement on insighattributed identity), but also placed compliance as a
logistical consideration and a form of control. The issue of logistics and control leads
naturally to the qustion of space and workplace, and how paramedics make these
areas safe and more certain for their practice, particularly in cases dealing with

mental illness.

11.7.2 Gaining ontrol of the physical and social space

The findings showed that paramedics wangensely aware of the spatial and
W2 5y SNBKALIQ 2F GKS ¢g2N] aLl 0Sa GKSe TFdzy O
and the EDMcCorkel (1998p. 230 descibes work spaces as comprisingooth

physical and conceptual spheres that are interdependentsoually constructed.

She suggests that the scene in an emergency, a nornoaiine spacethen

0S02YSa GKS LI NI oBwrk fordhat mBnSeft AnyirBelRhe kphde O S

is now characterised by hightensity, deliberate, and exclusive activiggardless
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of its previous characteristic€ampeau (2008) expands on this concept of space by
stating that not only do paramedics have to manage a work space that is not
patientas their working area and adapt themselves and the environment around
0KS LI GA Sy Tanpéa@ 2008 p. gBAhisadapion is seen in the

LJ- NJ Y S R A €ratepiesimicSntrd@ the physical and socishsp they operate

in, in order to givehem a sense of certainty in a distinctly uncertain environment.

11.7.3 The activities in the physicahnd social space: the use of
continual monitoring

To adapt to this uncertain environment paramedics bdgircontrolling the

activities that take placen the space immediately surrounding the patieimplicit

in this control is the evaluation of potential danger, of any circumstances which

might impede successful transport or care of the patient. This evaluation fits, as
Campeau suggests, the conceptohtinual monitoring (Campeau 2008,329).

The process afontinual monitoring in an evazhanging environment presents

several challenges for paramedics. The paramedics have to be aware of the physical
space, which presents its own set of potential dars and logistical concerns, such

as cluttered rooms with limited space to treat the person, the presence of

bystanders and their behaviour, and then the actions that need to be taken to assist
the patient and potential treatment concerns. Workplace moning generally can

0S 6Stf RSFAYSR F2NJ LIK@aAOFf GNIdzyl I yR

psychiatric presentations the potential complications and difficulties cannot be as
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well defined. For example, how many entry and exit points are therehior t
paramedics if they have to move quickly from the scene, does the person have
access to prescription or ngprescription medications in the case of ske#rm, or

can the individual lock themselves in one of the rooms of their residence, and there

Is alwgys the spectre of rapidly changing behaviour.

¢KS FTAYRAYy3Ia 2F GKAAa aiddzReé &adzlll2 NI /| YL
but also offer a cultural perspective of the differences and similarities when

monitoring was applied to psychiatric presentats The way paramedics described
GKSANI I LILINRFOK G2 GKS a0SyS: (KS GSOKyYyA
distress, how they worked towards getting the person to definitive care, and the
avoidance of actions that made the situation worse were allcaifve of the use of

continual monitoring. In practice, the management of space and the patient tended

G2 ftSFIR (42 FYyR LINRY20S (0KS dzaS 2F GKS W
Wi2FR YR 32Q 06SAYy3 (0KS | dzhiv@tarelagaR al FS
practical and strategic way to manage the event and the patient. Again the

LI N} YSRAOAQ ARSyi(dAGe Aa O2yaidNHzOGSR | NP
of skills. Resorting to only being able to provide safe transport, althoughisagrtif

and an important aspect of their role leaves a gap or thwarts their application of the

more advanced skills that they use in other situations.
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11.7.4 The trading of responsibility

Campeau (2008) separates the workspace wibat he considers twaseparate

spheres ofctivity, one the patienand the other the environmenfaramedics

manage the competing demands from these two areas by trading of the amount of
attention given to one or the othelParamedics also seek to optimise theirstene
efficiency by coordinating and combining the activity between patient and

environment whenever the opportunity aris¢Campeal2008,p. 299).The trading

of responsibility between the patient and the environment becomes an interaction
between the need to get thendividual to further care and the search for as much
WNBfSOFIYyaiQ AYF2NYIGAZ2Y |4 LI2AaAofSd ¢KA

paramedics required information in relation to a stated overdose.

In these circumstances the paramedic crew would take differesponsibilities,

dzaAy3 GSFY ¢2NJ] G2 YIrylF3S GKS LI GASYGQa
search for medications to gather as much history as possible from alternative

sources. The process of searching the scene, history gathering, and the oelevan

and value placed on the information found, all substantially affected the trading of

(0p))
>
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the very nature of the value placed on the information was either not documented

or condensed for handover. This in the long term has the potential to affect the

ongoing care adh follow up provided to the patient by those in the mental health
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sector. In practice, paramedics swapped the principal attending role when the
patient was not responsive to one or the other of the paramedics in the crew. This
sharing of the load was a stegy to assist the paramedics to deal with a complex
patient presentation, to reduce the potential of getting frustrated with the patient,
and to increase the chances of developing an effective rapport with the patient to
achieve their goal of transportgnthe patient safely to further care. The significance
of the paramedic crew sharing the attending role is that it acts as a protective
mechanism for the paramedics, allows them to establish control in an environment
where they rely on each other to perfortheir job, and implies an expectation that
the crew is able to get the patient to further care. The expectation that some form
of action can be taken has implication on how rosters, crew partnerships, and

operating resources are allocated and dispensed.

11.8 Collateral(continual) monitoring and how it relates to
aSIFRQa &a4éYo2fA0 AYUSNI OUAzZY

CampeauZ008,p. 300) associates the processanflateral monitoringoy

paramedics and trading tasks at a scéemdlead? concept of mind or mind action

' YRKSYO2YAARSNI A2y 2F 2y @a ¢KIEAT YISa yIiay (

paramedics in the act of monitoring establish where they are positioned both

LIKeaAOlffte YR WazO0AlfteQ Ay NBtFGAz2zy

interaction they ecome the reference point for all the activity at the scene. This

influences how they move and interact within that environment and with the

patenta S RQa 02y OSLJi 2F YAYR ada3asSada GKI
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borne out of interaction, and areosial acts. As a social act paramedics are building
knowledge every time they approach a scene, as the importance attributed to being
WNENBR R2Q YR GKS @I f dzSI2LIRIQOSR 1By (& ¥ KESa
interacting with the patient dispking behaviour which is confusing, perceived as
FddSyidAazy aSS{Ay3as yR O2yiNINEB (2 LI NI
operating processes and forces paramedics to adapt. The interruption and

consequent enforced adaption creates an incomplete distupted social

interaction. The disruption in the connection between the paramedic and the

person with a mental health problem again enforces a reliance on what they know,
leaves the paramedic with limited options, and an incomplete fulfilment of their

role. Descriptions of being likened to a taxi service, feelings of frustration with the
YSyidltf KSFftGK aeadasSyz FyR aidladSySyida 7¥FN
manage themjsychiatric presentatiodls ¢St t Q I NBE SOARSYyOS 27
alsoin the unenviable position of routinely not receiving feedback and follow up on

the patients they attend. They have to, in most cases, actively seek out the patient
outcomes requiring the paramedic to have an active interest and desire for that
information. The argument could be made that psychiatric presentations do not
necessarily engender interest or follow up which leaves a gap in the important

feedback system for their practice. The alternative situation is that, as described in

this thesis, the indidual walks out of the ED even before the paramedics have
completed their paperwork. This leaves the paramedics questioning their role,
usefulness, and asking whether eafthospital emergency medical services are the

most appropriate services for thosettvia mental illness.
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This thesis adds to existing literature regarding the role and provision of mental
health care by other health professionals by demonstrating the similarly contextual
nature of prehospital work in tiis area. The thesis demonstratdsat the social and
organisationathallenges found in the ED atite lack of community mental health
care, with its accompanying frustrations, arerrored to some extent in the pre
hospital settingThelack of valug.Jt I OS R 2y ratieSthak’thSS RIAIONHEZSQ
S Y S NH &nd e sfigma and discrimination found in the negative attitudes by
health professionalg both the general and mental health field (Ross & Goldner
2009;Rogers and Pilgrim 2010; Hazelton et al. 20¥&jland et al. 201jlwasalso
evident. The lack of value was revealedthe way paramedicsonsidered

legitimacy of care, the primacy given to medical documentation within the case
OFNRXZ YR G(GKS Wi 2| R TheifereAcénthe pikhaspitald 2 LIK &
settingis in theisolaton that paramedics feel when they are confronted by those in
the community, with limited access to support, and the challenges with the
redistribution and redefining of mental health care into the community and primary

care settings.

11.9 Conclusion

The concepts of role, role expectations and thwarted identity are integral to
understanding the conflicts, tensions and cultural landscape when exploring

LI N} YSRAO LN} OGAOS YR LIAEOKAFGNARO LINKA
construction of their rée defines how they go about their work and what gives their

practice meaning. The traditional construct of emergency provision of care becomes
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problematic when trying to establish expectations and actions in cases of mental

illness, when broader skill seand knowledge are required.

To add to this complex picture, the issues of risk, safety, stigma and compliance
directly and indirectly affect the way psychiatric presentations are approached,
managed, and documented. The perception of dangerousnesstandded to
control the scene in case of the unpredictable constrains as well as guides

paramedic actions.

Finally the structures and policies which surround-ofithospital EMS provision are
moving towards professional recognition and broader practicesetgtions which
OdzZNNBy G f @8 ENMPNIRXS RANGBA TRAYRAY I RAFTFAOAA

attending someone with a mental iliness.

The final chapter explores recommendations and future areas of research that have

been generated from this cultural ploration of paramedic practice.
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Chapter 12
Conclusiorand Recommendations

12.0 Introduction

The provision of care to those with mental iliness in the community is complex and
demanding. Tasignificance of this thesis is that it demonstrates how pagdics

are currently caught between the provision of traditional acute care and the
provision of longer term cararansition work for psychiatric presentations. The
discussion outlines how the changing expectations and demand place paramedics in
a conflcting position and challenges their sense of role and their identitis Th

thesis reveals how operationally there is a gap between changing role expectations
' YR-NRZWRQ NBFfAGE gKAOK LI NI YSRAOa&a | NB
attending psychiaic presentations. Acknowledging that paramedics exist and will
continue to function within the two worlds of acute and transitional care allows

their culture to be viewed as caught in a contradiction of conflicting demands and
expectations. Unfortunatelthis also means that there is no easy solution and that

these issues will remain as an integral part of the operational world of the

paramedic for the foreseeable future.
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The potential benefits to future organisational and professional development from

understanding paramedic culture are:

1 the documenting and understanding the actions and attitudes of paramedics
when attending psychiatric presentations. This understanding can assist in
developing targeted training and guide the review of current policy and

guidelines to better address the needs of the patient and the paramedics.

1 theidentificationof the social, organisational, and personal practices which

either enable or hinder paramedics when attending psychiatric presentations.

T the documentingf strategh S& dza SR 0 & -NENI Qr SiRRA Cradey/ OHi2Ay
dealing with the complex psychiatric presentations. This would enable targeted
support or change to be implemented at a structural, resource and educational

level.

1 toinform change in education, policyjmical practice and resourcing to support
paramedics in meeting the high demand and patient outcomes in this area of

their practice.

The following recommendations explore changes in organisational structure and
operational practices, education and currigon development, and multidisciplinary
collaboration which aim to reduce the role conflict experienced by paramedics

when attending psychiatric presentations.
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12.1 Recommendations

¢KS O2YLX SE AYyGSNI OGA2y oNRil RS yWNeBNRE AS] &S E
paramedics attend psychiatric presentations means that any recommendations
need to consider the paramedic, the patient, organisational structures, the broader
mental health system, and education. The following recommendations target
greater collaborabn and communication with the mental health sector-going
paramedic education and curriculum development, and alternative reporting and
documentation methods. These recommendations aim to assist paramedics in
navigating the care of those with mentah#iss, providing a clear structure for
collecting and relaying the valuable information they obtain, and suggesting
inclusions within the curriculum to generate greater understanding of mental

illness.

12.1.1 Collaboration and communication with the mentddealth
sector

The Emergency Operations Ceni#OC)as part of a joint initiative with Mental

Health, provides a statewide mental health triage service wispexialisedurses

provide acentralisedemergency response for mental health patienthe

centralisation of the Assessment Crisis Intervention Service (ACIS) in South Australia
creates opportunities for direct collaboration regarding patient care, knowledge
sharing, links to future-@ealth systems, and policy development. The

establishment in 200@f the mental health liaison within the EOC and the

ambulance service mental health transfer teams have begun to address some of the
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presentations. These roles have the potent@be expanded to increase the expert
support available to paramedics during attendance and transfer of mentally ill

patients. To gain an organisational understanding of how these roles could be
expanded there needs to be a targeted evaluation of the ext&@on between the

mental health liaison and the paramedic emergency crews. There also should be an
evaluation of the potential for the mental health transfer teams to be available on a
broader basis for emergency creWiese evaluations would also giveiadication

as to whether the expanded role would be financially viable and of benefit

operationally.

There are a number of ways that the support offered by the mental health liaisons

could be expanded. These include more staffing within the EOC aigpteakiance

times, further coordination with the existing ACIS teams, coordination with existing
mental health liaisons within emergency departments, and the development of an
W2a2NR I RQ NRBfS gAGK LI NI YSRAO&AD® ¢2 RSBSOS 21
data from the ambulance service needs to provide a clear picture of the workload in

this area and be matched with hospital data to accurately depict patient diagnosis

and outcomes. The data also needs to include, as far as possible, comorbidities to
credae a broader understanding of the complex nature of these cases for future

resource planning. Understanding how paramedics are or are not utilising the

mental health sector support is an area in need of further research. This further
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research would providéhe evidence for a more coordinated response and how it

could be implemented.

In the area of knowledge sharing there is potential for further collaboration with the
mental health sector on the development of curriculum and professional training
for both the paramedics and the mental health teams. The cross discipline
development of teaching material and provision of professional workshops should
enable a greater understanding of the practice constraints and operational
structures each works under. Thisrjbcollaboration potentially develops greater

ties between the two sectors and should foster not only understanding at the
management level, through the South Australian Memorandum of Understanding
(2010), but creates a practice context for both paramed@ind mental health

professionals.

This joint collaboration may include mental health professionals joining paramedics
and vice versa in their respective workplaces. The sharing of workplace experience
daK2dzZ R LINREBGARS |y | LILINKDGQdide ank the/diffdrant ST OK
means of providing care to those with mental iliness. Logistically there are workload
and staffing limitations which may prohibit the sharing of workplace experience, but

it might be achievable on a limited basis e.g. an ergleaevery three to six months.
There are also ethical, legal and financial considerations before the exchange could
be implemented, such as the safety of the mental health staff within the ambulance

and occupational health and safety requirements. Otharsiderations which may
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pose challenges to an exchange programme are patient confidentiality and
information sharing, the boundaries of the observer role and how concerns
regarding practice are addressed, and whether the patient is willing to have others
present. Although there may be difficulties in the implementation of an exchange
0KS 0SySTAGE ¢62dxZ R 6S aAIYAFAOIYy(id ¢KS
clinical experience by observing and participating in alternative strategies of caring
for someone wo is mentally ill. The exchange would also provide a broader
understanding of the limits existing within the mental health system and encourage
ties with mental health professionals. The mental health clinicians would benefit in
the same way by experiemg what paramedics contend with in their clinical

practice including the challenges of providing the immediate and the transitional

care for those with mental illness.

The following set of recommendations attempt to address the issues regarding the

loss and funnelling of information from the scene to the handover, the lack of value

LI F OSR 2y (UKS AYRAGDARdzZIf Qa OoNRIFRSNJI a2 OA
mental health assessment. The recommendations exploegibssibility of

integrating irto the existing patient report card a modified mental health

assessment or generating a specific document exclusively dealing with psychiatric
presentations. The recommendations also suggest the development of a system of

direct reporting by paramedics to the mtl health liaison as well as to triage staff.
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12.1.2 Organisational structure and protocols: alternative to the
patient report card

The thesis demonstrates how the dispatch and the patient report card (the case
card) are by necessity focused on a stawed way to report the assessment and

care of trauma, life threatening medical conditions, and prioritising the ambulance
response. These structures, although useful, do not give the paramedics a
comparable guide for documenting psychiatric presentationthe opportunity to
expand on the information they gather during their attendance. To improve this
process a section devoted to a modified mental health assessment could be
included on the case card or developed separately as a guide for paramedics. As a
template Shaban (2009, ph25¢127) suggests a Mental Health Assessment Tree
and an Individual Mental Health Assessment Guide which was adapted from

L Stt26tSSa OmMpdpT O WiYXaz/K L E i NIND OF 2dDS 3 Y8
Medical Journal of Austlia. These guides follow existing mental health assessment
structure with modification to fit the préhospital setting. These guides encourage a
descriptive account that would be directly provided to the mental health teams or
emergency department mentélealth liaisons. The guide outlines the major

features of a mental health assessment including appearance, behaviour,
conversation, affect and mood, perception, and cognition, but also other aspects
such as patient dangerousness, patient insight, patiedgggment and rapport.

Patient dangerousness includes evidence oflsaitn, threat of harm to themselves

or others, and suicidal or homicidal thoughts, feelings or beliefs. The patient

judgement and insight encourages the paramedic to consider whethepdkient is
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able to make decisions regarding their own care and safety. The assessment of

patient dangerousness and insight are two areas which may be challenging for
paramedics to assess accurately because, as shown in the thesis, the short amount

of time and the limited training paramedics have make these assessments

problematic. Two further areas which | believe are integral to encouraging

LI NI YSRAO&a (2 @FtdzS IyR R20dzySyid GKS a2
social networks and a detailed sleription of the scenéelhe existing information

gained from the current sections on the case card are still relevant and essential as

a basis for ED triage, but would be enhanced by the targeted assessment for those

with mental illness.

A consistent stadard of documenting psychiatric presentation and the provision of
that documentation to the mental health liaison within the ED creates an
environment which fosters direct reporting. This more detailed account of the
mental state of the individual praosptal, depending on the circumstances, can be
relayed to the ACIS and the community mental health teams as an adjunct to their
existing patient (consumer) information. The direct sharing of thelmepital
documentation as a standard procedure generatekdito the mental health sector
and fosters the assessment and care of those with mental iliness in paramedic
culture. The documentation also creates an audit trail which could be used in
clinical governance to establish a routine feedback system for peda® in this

area of their practice. As shown in the thesis paramedics are not routinely given
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patient progress feedback or detailed clinical practice feedback which would assist

them in this area of their practice.

Education is critical as a foundatifor paramedics to be able to carry out a
modified mental health assessment and to effectively document them. Further
education for paramedics creates opportunities to challenge held beliefs, broaden
understandings of mental iliness, and involve individwath lived experience in

the development of realistic and relevant case studies.

12.1.3 Education

The paramedic participants in this thesis raised concerns particularly around the
lack of ongoing professional development regarding mental health andahent

illness. The majority of participants felt that, as a general rule, paramedics do not

treat psychiatric presentations as effectively or with the best outcomes as possible.

They recognised the limits of what they can achieve, but believed they would
benefit from greater training in how to manage psychiatric presentations in the pre
hospital setting. Particularly required is further education regarding the different
types of mental illness and their acute presentation with effective strategies to

safely cae for them. The thesis showed that paramedics have difficulty in

NEO2YyOAfAy3d GKS OKNRYAO ylGdz2NE 2F YSydidl
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the individual ad having some sort of resolution to their care. They find that those

who present with long term care demands are not within their traditional role
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expectation or within the current focus of training. The difficulty in tailoring training
in this area is makg sure that the paramedics value the wider context of mental
health care, including both the long term treatments and community care, so that it
fosters an understanding of the episodic and long term nature of these disorders.
The inclusion of current nmeal health reform, the principlesf the recovery, and
challenging the stigma and discrimination associated with mental illness are critical
to mental health curriculum but are most useful when connected to relevant and

realistic case based scenarios.

The addition of case based scenarios is in line with\fé¢ | -ghRnature of the rest

of paramedic training and provides a practical application of the skills needed within
this area. Case simulations that develop skills in communication, rapport building,
and the recognition and assessment of individuals who have a mental illness
encourages critical appraisal of and reflection on their practice. The inclusion of
simulation activities in professional workshops and undergraduate curriculum which
replicate theexperience of mental illness, such as auditory hallucinations, provides
insight for those who work in the health sector. Consumer consultation and
participation in the development of the simulations and case studies adds realism
and accuracy to the curidum and training. It also develops ties with those who

have direct expertise in mental health and illness.

The addition of mental health clinical placements for paramedics would also

provide an opportunity for practice development. Although coordinating
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appropriate clinical placements for students is a challenge at both a state and
national level, due to the increasing numbers of paramedic students and the
staffing of clinical facilitators within industry, mental health care placements can
provide an altenative environment for developing skills such as assessment and
communicationCurrently, employed paramedics are offered opportunities to
develop and maintain their skills, such as canulation and intubation, in the ED and
other applicable areas. The sampeportunity should be offered in the mental

health sectorAnother major challenge to greater mental health content in
professional development is the education and training required to cater for the
wide variety of presentations paramedics attend. Merftahlth and illness

education is competing with areas such as anatomy and physiology, trauma, cardiac
and respiratory care, pharmacology, and practice development. Similar to all other
health professions decisions are made regarding what is included, btaMlei and
what are the core components for their particular fields. These decisions then affect
what professional development is required and how that is structured to support
those who work in the health industriccording to theSA Ambulance Service
Annual Repor{2010;11) the data regarding incident types across the state
resulting in patients transported, patient transfers (34.7%) are the largest
component of paramedic workloa&econd to transfers in workload is medical and
general (24.9%) with caiakt third and other trauma fourth (10.7% and 9.2%
respectively). The current report does not clearly delineate attendance to
psychiatric presentations. Psychiatric presentations may be documented under

neurological (8.9%), medical and general (24.9%),rdtema (9.2%) or overdose
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(2.4%) iseltharmis involved. As mentioned previously there is the need to clearly
report and collect data on workload in this area. Detailed and accurate data
regarding attendance to mental illness allows ambulance serticeske informed
decisions regarding training and resourcing. The data at present suggests that
trauma and emergency presentations are a significant but not the overwhelming
area of care that paramedics are attending. Areas such mental health care and age
care are increasingly significant components of their practice and require the same

in-depth attention in education and professional development.

12.2 Limitations

The thesis focused ethnographic account of the provision of paramedic care in a
specifiedgeographical area and at one location which is in line with the tenets of a
focused ethnography, but gives the thesis a context based in time and locality.
Therefore the issues raised in the narrative are not intended to be generalisable,
but offer insighs into paramedic practice within this context. These insights may be
transferable to other localities and contexts or be adapted to fit the local context,
but need to be viewed in light of their social and cultural context. The cultural issues
raised in tle narrative are a basis for further research and provide ambulance

services and paramedics with a template to explore these issues in their own areas.

Another consideration is the limitations imposed by the field itself on the ability to

follow up paramedts and ED staff for interviews and the interruptions in data

collection due to work requirements. The length of time in the field and the
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overcome in the majority of cases.

12.3 Conclusion

The recommendations from this ethnography have focused on the need for greater
collaboration with those in the mental health sector, structural changes that would
create a system of direct reporting and more comprehensive documentation, and
additions to education that would support paramedics in their clinical decision
making.This thesis provides not only a documented account of paramedic culture
surrounding how they care for those with mental iliness, but identifies areas of

further research Key areas of further research from this thesis are:

a. the relationship between paramedics and mental health teams,
b. the relationship between paramedics and the police,

c. an exploration and comparison of the mental health education provided

nationaly and internationally to oubf-hospital emergency medical services,

d. the introduction and evaluation of a modified or specific form for psychiatric

presentations prenospital,
e,y 20aSNDF IAAZFIRQAAIMROGIADOSYHY K LJa & OK )
f. a retrospective evaluation of the workload in this area at both a state and

national level, and finally, but by no means the least,
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g. the consumer voice needs to be heard with personal accounts of how they have

experienced the care provided by panedics.

The following quotation from one of the paramedic participants concludes this
thesis because it succinctly identifies one of the reasons for doing this research and
echoes the sentiment that we have to many people that are suffering and do not
receive adequate care. Those who work in the community and in the provision of
out-of-hospital EMS are privy to this suffering and often provide the first contact or
gateway to further long term care. Therefore their actions matter.
¢t KSNBQa f FBOGAY IA &Hdrdid fF KSIHEGK 4 GKS Y
YSyihart AffySaazr GKSNBQa (KAy3da GKIFG OF dz
society as a whole is disintegrating and for a lot of people who require the
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through the gaps really early on in their lifEmma, Case 3)
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Appendix A

Paramedic Participant Information Sheet

Professor Eimear Muir-Cochrane

Chair of Nursing (Mental Health Nursing)
School of Nursing & Midwifery

GPO Box 2100

[ Flinders Adelaide SA 5001

Tel: +618 8201 5907
UNIVERSITY Fax: +618 8276 1602
ADELAIDE * AUSTRALIA eimear.muircochrane@flinders.edu.au

http://nursing.flinders.edu.au/

Paramedic Participant Information Sheet

Title: The identification, assessment, and management of psychiatric presentations
by paramedics within the community.

To Paramedics,

You are invited to participate in research which examines paramedic clinical practice in relation to
psychiatric presentations. The research is being conducted through the School of Nursing &
Midwifery, Flinders University. Participation is voluntary, you have the right to withdraw from the
research at any stage, limit the information provided or decline from answering particular questions
posed.

Why do we need this research?

» To gain an understanding of what your work involves when attending psychiatric
presentations.

» To provide an opportunity for your perspective to be documented.

» To document how you use your clinical skills to manage situations that can be complex,
challenging and are becoming a greater part of your role since deinstitutionalisation.

Who do we need and when will the study start?

» Paramedics who transport patients to the Flinders Medical Centre.
» Cases that have been assessed by you and designated as psychiatric presentations.
> The study will commence March 2009 and be run over 8 to 10 months.

Objectives:

The five objectives of the research are:

1) to examine how paramedics identify and assess patients with psychiatric presentations.

2) to examine what strategies paramedics employ to manage patients with psychiatric
presentations.

3) to explore how paramedics document psychiatric presentations.

4) to examine the transfer of information and ongoing care of patients from paramedic
attendance to the emergency department.

5) to uncover the clinical practices, gaps and challenges in the transition of care.

Methods:

How data will be collected

% Data will be collected through interviews, non-participant observation of patient handover
and from case cards.
» The study will be based at the Emergency Department (ED) of Flinders Medical Centre.
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What your participation involves:

» Observation by the researcher during patient handover

» Initial interview: approximately 5 to 10 minutes duration after handover

> Second interview: approximately 30 minutes. The researcher will travel to you to conduct
the interview.

» The second interview will be organised within two weeks of the initial interview at a time
and place that fits with your availability

What the interviews & observation will cover:

» Observation of handover will focus on what type information was provided during
handover, how it was provided and to whom.

% The interviews will focus on 1) how and why this patient was identified as a psychiatric
presentation 2) what clinical decisions were made during the care of this patient 3) what
factors and thinking influenced the care provided and 4) how was the care provided
communicated to the emergency department staff.

Consent

CONSENT FORMS can be filled out by e-mail or via return paid envelopes which will be
provided in information packs available at stations within the research area. Written consent
is sought prior to the interviews and observations taking place so if you wish to be involved in
the study please return the consent form in the reply paid envelope or by e-mail. A
recruitment phase will occur from the beginning of March to Mid April where no interviews
or observations will occur, but I will be getting to know paramedics and asking if you are
interested in the research and if you are willing to participate.

Please contact Louise Roberts by phone or e-mail if you have any queries about the study or
would like to take part. If you do not wish to be involved or approached to participate in this
study please indicate this via phone or e-mail.

All interviews and records will be kept confidential and no information which could lead to your
identification will be released, except as required by law.

Unfortunately we are not able to pay you for participation in this study, but goodies and
refreshments will be provided. Your participation will contribute to the development of knowledge
in this area with the aim of improved clinical practice.

If you have any queries, concerns or need further information please contact:

Researcher:

Louise Roberts, Bachelor of Health Sciences (Paramedics) (Hons.)
School of Nursing and Midwifery, Flinders University

Work Ph: (08) 8201 5135

Mobile: 0407 720 573

e-mail: robe0187@flinders.edu.au
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OR Principal Supervisor:

Professor Eimear Muir-Cochrane

Chair of Nursing (Mental Health Nursing)

School of Nursing & Midwifery, Flinders University

Work Ph: (08) 8201 5907
Mobile: 0434 374 573
e-mail: eimear.muircochrane@flinders.edu.au

If at any stage your work or the research process causes you distress then we encourage you to
contact The SA Ambulance Staff Wellness and Assistance program for general support. The
contact details are Mr Cliff Pinkard on 0407 600 264

Complaints:
This study has been reviewed by the Flinders Clinical Research Ethics Commiittee. If you wish

to discuss the study with someone not directly involved, in particular in relation to policies,
your rights as a participant, or should you wish to make a confidential complaint, you may
contact David Van der Hoek FCREC, at the Flinders Medical Centre (8204 4507) or email

research.ethics@fme.sa.gov.au.
Thank you for your time and anticipated involvement in this study on behalf of:
1

'// ,»'\‘,-'/’ /) )' {) ) s i
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Louise Roberts & Professor Eimear Muir-Cochrane
Research Higher Degree Candidate Principal Supervisor
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Appendix B

Consent to Participation in ResearcRaramedic
Participants

SOUTHERN ADELAIDE HEALTH SERVICE / FLINDERS UNIVERSITY
CONSENT TO PARTICIPATION IN RESEARCH
PARAMEDIC PARTICIPANTS

(first or given names) (last name)

give consent to be involved in the research project :

The identification, assessment, and management of psychiatric presentations by paramedics
within the community.

I understand the nature and purpose of the research project and what my involvement entails. This has
been explained to my satisfaction by Louise Roberts, Research Higher Degree Student, Flinders
University and my consent is given voluntarily.

I acknowledge that the details of the following have been fully explained to me, including the nature
of my participation, the commitment involved, privacy and confidentiality matters and the anticipation

of length of time of my participation.

1. Observation of handover of patients identified as psychiatric to emergency department staff at
Flinders Medical Centre.

2. Participation in an initial interview directy after handover of approximately 5-10 minutes.

3. Participation in an in-depth interview of approximately 30-40 minutes duration, which will be
organised in consultation with the researcher.The interview will occur within a two week period
following the initial interview.

4. Interviews will be audio recorded with my knowledge and consent.

5. The non identified section of the case card will be photocopied with my and SA Ambulances
consent to identify areas of communication and the type of information communicated.

I have understood and am satisfied with the explanations that I have been given.

I have been provided with a written information sheet.

I understand that my involvement in this research project may not be of any direct benefit to me and
that I may withdraw my consent at any stage without affecting my rights or the responsibilities of the
researchers in any respect.

[ declare that I am over the age of 18 years.

Signature of Research Participant : Dates . o

B e npencemeenasmos st eeosemsaecatan have described to

the research project. In my opinion he/she understands the explanation and has freely given his/her
consent.

Signature: Date: ..

STARBARPROIEOE. - oo R S S S R e
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Appendix C

Flinders Medical Cerdr
Emergency Department Staff
Participant Information Sheet

Professor Eimear Muir-Cochrane
Chair of Nursing (Mental Health Nursing)

L]
Fllnders School of Nursing & Midwifery
GPO Box 2100
IVERSITY Adelaide SA 5001

DELAIDE * AUSTRALIA Tel: +61 8 8201 5907

Fax: +61 8 8276 1602
eimear.muircochrane@flinders.edu.au

http://nursing.flinders.edu.au/

CRICOS Provider No. 00114A

Flinders Medical Centre Emergency Department Staff
Participant Information Sheet

Title: The identification, assessment, and management of psychiatric presentations
by paramedics within the community.

To Flinders Medical Centre Emergency Department Staff,

You are invited to participate in research which looks at paramedic clinical practice in relation to
psychiatric presentations. The research is being conducted through the School of Nursing &
Midwifery, Flinders University. Participation is voluntary, you have the right to withdraw from the
research at any stage, limit the information provided or decline from answering particular questions
posed.

Who do we need and when will the study start?

e Emergency department staff who receive handover from paramedics in relation to cases they
have assessed as psychiatric in nature.

e Emergency department staff who have direct involvement in the initial care of that patient
within the emergency department

e The study will commence February 2009 and be run over 8 to 10 months.

Objectives:

The five objectives of the research are:

1) to examine how paramedics identify and assess patients with psychiatric presentations.

2) to examine what strategies paramedics employ to manage patients with psychiatric
presentations.

3) to explore how paramedics document psychiatric presentations.

4) to examine the transfer of information and ongoing care of patients from paramedic attendance
to the emergency department.

5) to uncover the clinical practices, gaps and challenges in the transition of care.

Methods: How will data be collected?

> Data will be collected through interviews and non-participant observation of patient handover.
» The study will be based at the Flinders Medical Centre Emergency Department (ED)

What your participation involves

» Observation by the researcher during patient handover.
» 10-15 minute interview which will be audio taped.
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What the interview & observation will cover:

» Observation of handover will focus on what type of information was provided during
handover, how was it delivered and to whom.

» The interview will focus on the following areas 1) how was the case presented 2) how relevant
was the information 3) what was the initial care within the ED 4) how was the information
used in the ongoing care and 5) is the information from the case card read and used by the ED
staff in planning care.

Consent:

Consent forms will be provided with reply paid envelopes within an information pack in the ED.
Weritten consent is sought prior to the interviews taking place so if you wish to be involved in the
study please return the consent form in the reply paid envelope. Consent will be double checked
at the beginning of each session of data collection.

Please contact Louise Roberts by phone or e-mail if you do not wish to be involved or
approached to participate in this study

All lists used by the researcher to track interviews and records will be kept confidential and no
information which could lead to your identification will be released, except as required by law.

Unfortunately we are not able to pay you for participation in this study. Your participation will
contribute to the development of knowledge in this area and the aim of improved clinical practice.

If you have any queries, concerns or need further information please contact:
Researcher:

Louise Roberts, Bachelor of Health Sciences (Paramedics) (Hons.)

School of Nursing and Midwifery, Flinders University

Work Ph: (08) 8201 5135

Mobile: 0407 720 573

e-mail: robe0187@flinders.edu.au

OR  Principal Supervisor:
Professor Eimear Muir-Cochrane

Chair of Nursing (Mental Health Nursing)
School of Nursing & Midwifery, Flinders University

Work Ph: (08) 8201 5907
Mobile: 0434 374 573
e-mail: eimear.muircochrane@flinders.edu.au

If at any stage you are distressed by the interview or research process or need to discuss a case then
please contact the Employee Assistance Program through Davidson Trahaire for general support.
Contact number 1300360364.
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Complaints:

This study has been reviewed by the Flinders Clinical Research Ethics Committee. If you wish to
discuss the study with someone not directly involved, in particular in relation to policies, your
rights as a participant, or should you wish to make a confidential complaint, you may contact
David Van der Hoek FCREC, at the Flinders Medical Centre (8204 4507) or email
research.ethics@fmec.sa.gov.au.

Thank you for your time and anticipated involvement in this study on behalf of:

4%
Louise Roberts & Professor Eimear Muir-Cochrane
Research Higher Degree Candidate Principal Supervisor
3
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Appendix D

Consent to Participation in Researckmergency

Department Staff Participants

SOUTHERN ADELAIDE HEALTH SERVICE / FLINDERS UNIVERSITY
CONSENT TO PARTICIPATION IN RESEARCH
EMERGENCY DEPARTMENT STAFF PARTICIPANTS

(first or given names) (last name)

give consent to my involvement in the research project :

The identification, assessment, and management of psychiatric presentations by paramedics
within the community.

I acknowledge the nature and purpose of the research project, especially as far as they affect me, have
been fully explained to my satisfaction by Louise Roberts, Research Higher Degree Student,
Flinders University and my consent is given voluntarily.

I acknowledge that the details of the following have been explained to me, including the nature of my
participation, the commitment involved, privacy and confidentiality matters and the anticipation of
length of time of my participation.

1. Observation of handover of patients identified as psychiatric by paramedics.

2. Participation in an interview after handover and initial interview with paramedics, of approximately
10-15 minutes.

3. Interviews will be audio recorded with my knowledge and consent.

I have understood and am satisfied with the explanations that I have been given.

I have been provided with a written information sheet.

I understand that my involvement in this research project may not be of any direct benefit to me and
that 1 may withdraw my consent at any stage without affecting my rights or the responsibilities of the
researchers in any respect.

I declare that I am over the age of 18 years.

I acknowledge that I have been informed of support networks through the participation information

sheet and prior to the interview process in the event of distress or discomfort due to the research
process.

Signature of Research Participant : Date: . ...

ﬁ

explanation and has freely given his/her consent.

Signature: DA c.ccccecmassasssvsisassasss

Status in Project:
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Appendix E

Paramedic and Emergency Department Staff
Interview Guides

Interview Guide
Initial Impressions
Interview 1 : Questions For Paramedics

‘On the Ramp’ (time 5 -10 minutes)
1) Tell me about the case?
Follow-up questions

1) What was the rationale behind your use of the code ‘psychiatric’ for this patient?

2) What influenced the decision to transport the person to the emergency
department?

3) How was the information about this patient gathered to make your clinical
decision? (e.g. observation, history, bystander information) and what was the
main source of that information?

4) Were there any factors at the scene or during transport that affected the way you
approached or the care you were able to provide for this patient?

5) What strategies or treatment did you use in the care of this patient?

6) Were other crews, the police or ACIS (Assessment Crisis Intervention Service)
needed at any stage? If so when were they required and why?

7) Was sedation required? If so when was it needed and how was the clinical
decision made?

8) What information was important to communicate in the handover to the
emergency department staff?

9) How do you think your handover was received?

Detailed Discussion
Interview 2 : Questions For Paramedics

(30 = 40 minutes)

1) How did you make the clinical decision that the patient you are attending is a
‘psychiatric’ presentation?

2) What did you take into consideration when you arrive at the scene? (Factors such
as Operation Centre information, information from family or bystanders, physical
indicators at the scene, movement / sound or other sensory information).

3) Were there any scene or environmental factors that influenced the way you
approached and assessed the patient? If so in what way did they affect the
approach and assessment?

4) What were the initial steps in your management of this patient?

5) How did clinical practice guidelines and training influence the care and treatment
given to this patient?

6) What information were you aiming to obtain from the history or what was the
main focus of your history taking and in this particular case who did you obtain
the history from?

425



7) How does the information you obtain from the history influence your clinical
decisions and what provisional care you implement?

8) If you are unable to obtain a history or information how does that effect your
clinical decisions and the perception of the case?

9) What signs and symptoms did you identify during your assessment and how
significant were they in the determination of this individual as a psychiatric
presentation?

10) In this case was a risk assessment needed?

11) What are your major considerations when doing a risk assessment and how do you
relay that information if required?

12) Were there other conditions / diseases / trauma that required attention? If so how
did they affect the assessment and care?

13) What priorities did you establish from the assessment and the rationale behind
those decisions? (e.g. what resources were needed, treatment priorities, urgency
for transport)

14) What strategies did you use to treat / manage and care for this person and why?

15) How did communication play a role in the management of this individual?

16) What were the significant factors involved in making the clinical decision to
transport this individual to hospital and were there alternative options available?

17) Were other resources needed to assist in the case? (e.g. Use of friends and family,
intensive care paramedic / team leader or shift manager backup, ACIS / Hospital
consult support)

18) Was sedation or restraint used? If so what were the reasons behind the use of
restraint?

19)If chemical restraint was used how much was given?

20) What were the implications of using restraint and sedation?

21) What do you consider are the barriers and challenges in the provision of care to
psychiatric patients from pre-hospital to hospital care?

22) Why do you see them as gaps or barriers in the system?
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Interview Guide
Interview : Questions For Emergency Department Staff

1) How was the case presented to you by the paramedics during handover?

2) What type of information was communicated by the paramedics?

3) How relevant was that information?

4) Was there any further information that could have been useful if the
paramedics were able to obtain it?

5) At this initial stage do you think the patient will be admitted? If so, why do
you think the likely outcome will be to admit this patient?

6) How was this information used in the planning of ongoing care for this
patient?

7) Do you use the information from the paramedic case card or from verbal
handover to communicate with other members of the emergency department
staff what the initial presentation of this patient was?

8) What initial care was commenced within the emergency department?

9) What do you consider are the barriers and challenges in the provision of care
to psychiatric patients from pre-hospital to hospital care?
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Appendix F

ParamedidParticipant Detalils

Years in
Paramedic Gender Age service Education Pseudonym
Paramedic 1 Male 201 25 3.5 Degree Don
Paramedic 2 Female 301 35 5 Diploma Joyce
Paramedic 3 Female 401 45 4 Degree Emma
Paramedic 4 Male 407 45 21 Degree Frank
Paramedic 5 Female 3071 35 10 Degree Tracy
Paramedic 6 Male 251 30 1 Degree Trevor
Paramedic 7 Male 401 45 13 Degree Robert
Paramedic 8 Female 201 25 5 Degree Jessica
Paramedic 9 Male 351 40 6 Diploma Troy
Paramedic 10 Male 301 35 8 Diploma Len
Paramedic 11 Male 301 35 7 Degree Andrew
Paramedic 12 Male 251 30 4 Degree Adam
Paramedic 13 Male 251 30 5 Degree Nathan
Paramedic 14 Female 251 30 5 Degree Samantha
Paramedic 15 Female 301 35 12 Degree Abigail
Paramedic 16 Female 201 25 2 Degree Sonya
Paramedic 17 Female 251 30 7 Degree Kate
Paramedic 18 Male 301 35 9 Degree Blake
Paramedic 19 Male 301 35 6 Diploma Gerry
Paramedic 20 Female 201 25 2 Degree Rose
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Appendix G

Duration of Case Interviews

Case Interview 1 Interview 2 Ed staff interview
Case 1 00.12.24 00.32.42 00.11.34
Case 2 00.13.23 00.42.45 00.13.40
Case 3 00.06.23 01.17.13 00.06.30
Case 4 00.09.59 01.05.10 00.12.52
Case 5 00.06.34 00.12.52
Case 6 00.07.24 00.14.06

Case7 00.10.44 00.35.70

Case 8 00.04.28 00.30.09 00.09.30
Case 9 00.04.03 00.47.48

Case 10 00.07.00 00.38.37 00.07.16
Case 11 00.09.09 00.32.57

Case 12 00.05.50 00.18.21 00.05.07
Case 13 00.04.23

Case 14 00.06.38 00.56.27 00.06.12
Case 15 00.08.58 00.56.27

Case 16 00.04.58 00.32.07

Case 17 00.08.30 00.32.38 00.14.27
Case 18 00.06.00 00.10.28
Case 19 00.08.06 00.26.08 00.06.56
Case 20 00.10.27 00.32.12 00.02.25
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Appendix H

Observation Overview

Month Day Date Start time Finish time Hours
February Thursday 26/02/2009 11.30.00 17.30.00 6.0
Friday 27/02/2009 13.00.00 18.00.00 6.0
March Monday 2/03/2009 10.00.00 16.30.00 7.5
Tuesday 3/03/2009 09.00.00 14.30.00 5.5
Friday 6/03/2009 08.15.00 16.00.00 8.0
Wednesday 11/03/2009 11.00.00 13.00.00 3.0
Monday 16/03/2009 14.00.00 17.00.00 3.0
Tuesday 17/03/2009 12.00.00 17.30.00 4.5
Saturday 21/03/2009 17.00.00 21.00.00 4.0
Wednesday 25/03/2009 11.30.00 18.00.00 6.5
Thursday 26/03/2009 10.30.00 15.30.00 5.0
Sunday 29/03/2009 16.00.00 18.00.00 2.0
April Thursday 2/04/2009 09.30.00 15.00.00 55
Saturday 4/04/2009 09.00.00 15.30.00 6.5
Tuesday 14/04/2009 12.30.00 16.00.00 35
Thursday 23/04/2009 11.30.00 17.30.00 7.0
Saturday 25/04/2009 17.00.00 21.00.00 4.0
Thursday 30/04/2009 12.00.00 17.00.00 5.0
May Friday 1/05/2009 12.30.00 19.00.00 6.5
Wednesday 6/05/2009 13.00.00 15.00.00 2.0
Wednesday 13/05/2009 10.00.00 15.30.00 5.5
Thursday 21/05/2009 11.00.00 18.30.00 7.5
Friday 22/05/2009 13.15.00 19.15.00 6.0
Tuesday 26/05/2009 12.30.00 17.00.00 4.5
Wednesday 27/05/2009 09.30.00 15.30.00 6.0
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Month Day Date Start time Finish time Hours
June Monday 1/06/2009 13.00.00 16.30.00 35
Wednesday 10/06/2009 13.30.00 20.00.00 6.5
Thursday 11/06/2009 08.00.00 13.30.00 55
Friday 12/06/2009 14.00.00 21.00.00 7.0
Sunday 14/06/2009 13.00.00 16.00.00 3.0
Wednesday 17/06/2009 09.30.00 16.30.00 7.0
Tuesday 23/06/2009 10.30.00 13.30.00 3.0
Monday 29/06/2009 10.00.00 14.30.00 4.5
July Wednesday 1/07/2009 11.00.00 17.00.00 5.0
Friday 10/07/2009 15.00.00 22.00.00 5.0
Saturday 11/07/2009 17.00.00 20.00.00 3.0
Tuesday 21/07/2009 11.00.00 17.00.00 6.0
Thursday 23/07/2009 12.00.00 18.30.00 6.0
Friday 24/07/2009 10.30.00 19.30.00 9.0
Wednesday 29/07/2009 12.00.00 15.00.00 3.0
August Monday 3/08/2009 15.00.00 19.00.00 4.0
Wednesday 5/08/2009 12.30.00 17.30.00 5.0
Tuesday 11/08/2009 11.00.00 14.30.00 55
Friday 14/08/2009 14.00.00 19.30.00 55
Monday 17/08/2009 13.30.00 17.00.00 3.5
Tuesday 18/08/2009 13.00.00 17.00.00 4.0
Wednesday 19/08/2009 09.00.00 13.00.00 4.5
Friday 21/08/2009 17.00.00 21.30.00 4.5
Wednesday 26/08/2009 12.00.00 17.00.00 5.0
Sunday 30/08/2009 16.00.00 22.00.00 6.0
September Wednesday 2/09/2009 12.00.00 18.00.00 6.0
Tuesday 8/09/2009 14.30.00 17.00.00 25
Wednesday 9/09/2009 09.00.00 14.00.00 5.0
Saturday 12/09/2009 18.00.00 22.30.00 4.5
Thursday 17/09/2009 11.00.00 15.00.00 4.0
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Month Day Date Start time Finish time Hours
Friday 18/09/2009 17.00.00 20.30.00 35
Sunday 20/09/2009 12.30.00 17.30.00 5.0
Thursday 24/09/2009 11.00.00 14.00.00 3.0
October Friday 2/10/2009 10.30.00 15.00.00 45
Wednesday 7/10/2009 10.30.00 12.30.00 2.0
Tuesday 20/10/2009 12.30.00 16.30.00 4.0
Wednesday 21/10/2009 11.30.00 16.30.00 5.0
Monday 26/10/2009 13.00.00 17.00.00 4.0
November Wednesday 5/11/2009 10.00.00 15.00.00 5.0
Monday 9/11/2009 12.00.00 15.30.00 35
Friday 13/11/2009 13.30.00 18.30.00 5.0
Saturday 21/11/2009 16.00.00 20.00.00 4.0
Wednesday 25/11/2009 13.00.00 16.00.00 3.0
Monday 30/11/2009 11.00.00 14.30.00 35
December Friday 4/12/2009 14.00.00 17.00.00 3.0
Thursday 10/12/2009 10.00.00 13.30.00 35
Friday 18/12/2009 15.00.00 18.00.00 3.0
January Wednesday 6/01/2010 12.30.00 17.00.00 4.5
Friday 8/01/2010 11.00.00 18.00.00 7.0
Monday 11/01/2010 15.00.00 19.00.00 4.0
Wednesday 13/01/2010 14.00.00 20.00.00 7.0
Thursday 14/01/2010 11.00.00 18.00.00 7.0
Friday 15/01/2010 13.00.00 18.00.00 5.0
Monday 18/01/2010 13.30.00 18.30.00 5.0
Tuesday 19/01/2010 12.00.00 16.00.00 4.0
Thursday 21/01/2010 12.30.00 17.30.00 5.0
Friday 22/01/2010 12.30.00 19.30.00 6.0
Monday 25/01/2010 12.00.00 17.00.00 5.0
Thursday 28/01/2010 12.30.00 18.30.00 6.0
Total hours 407.0
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Appendix |

Field notes
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Clarks and depending on the
presentation whether they sit in the
waiting room or go into cubical or on
bed in the triage area. The security
area is to the back of the waiting area
with entrance to A & B side areas of
the emergency department. Volunteer
Cafe run at the front of the triage area
for staff and waiting patients with
access for staff from the same floor
and other areas.

1 2 entry points to Triage Staff Area
(the o6fish bowl 6)
the entrance area going into side B of
the emergency department and one
in the middle i direct access to the
waiting area and the 3 cubicle areas
for the patients requiring close
observations.

1 Triage window for patients to talk to
triage staff through 1 two computers
either side to allow patients to be
bookedini ¢ f ol |l ow t
around to the Clarks and finish
b oo ki horpaediafricsi follow
the yellow duck feet to our paediatric
area and someone will help you
therebod

1 White board with names of staff and
contacts for different areas i e.g.
medical registrar, shift coordinator,
emergency consultant and registrar,
volunteer, staff roles and areas for
notified (consultation/ arrival of critical
case | resuscitation team or trauma)

1 Initial allocation and triage priority T
extensive triage code list that staff
use to enter and prioritise patient care
and information of patients condition..

1 Doctors, Nurses, Paramedics i
access to area for documentation,
handover, writing up notes and
sharing information on patient care.

he

Date Time Observations Impressions
Mon. 10.00i 1 The flow of patients from the entrance | § Entrance i public, staff,
2/3/2009 | 1600 area to the triage desk, around to the patients all walk through the

area i constant flow through of
traffic and people. Corridors
and bed areas within sight and
sound of everyone.

1 Confidentiality and patient
privacy i waiting room

 Small areai not a lot of room
for working and
accommodating care of
patients. Triage major point of
contact between public and
staff I major interaction point
between paramedics, nurses,
and doctors.

1 Reference to priority and triage
scale to guide clinical decision
making and imputing data 1
almost a constraint to further
information and used as a
beginning pointi Triage
definition and its role in the ED

1 Needs of documenting and
sharing the notes i tracking
exercise (patients and notes) i
triage nurses follow patients i
use strategies to recognise and
track who is who i appearance,
presentation, particular feature,
or with others determine who is
who and who has gone where

Figure I3 Field notes: transcribedvith reflective notes
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Appendix J

Emergency Department Floor Plan
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Appendix K

SA Ambulance Patient Report Form

(The Case Card)
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